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Physiotherapy :

passion | inspiration | performance

CLIENT INFORMATION SHEET

DATE: GENDER (circleone) M / F/ X
CLIENT NAME:
(LAST) (FIRST)
CLIENT’s D.O.B. (DD/MM/YYYY): / / I give permission for electronic communication. 0 Y [N
HOME ADDRESS: J HOME PHONE:
TOWN/CITY: O CELL PHONE:
POSTAL CODE: IPREFER NO TEXTS O
E-MAIL: TPREFER NO EMAILS (O
FAMILY PHYSICIAN: . PHONE:
REFERRAL SOURCE / NAME:

IN THE EVENT OF AN EMERGENCY, PLEASE CONTACT:

EMERGENCY CONTACT NAME RELATIONSHIP EMERGENCY PHONE NUMBER

IS YOUR INJURY: 01 WORK RELATED (1 MOTOR VEHICLE ACCIDENT [J SPORT [ OTHER:

We are interested in knowing all the ways you may have heard of Lifespring. Please CHECK any of the following that apply:

O INTERNET SEARCH 0O SOCIAL MEDIA 0 DOCTOR
0O CLIENT REFERRAL 0 RETURNING CLIENT 0O OTHER
CONSENT FOR ASSESSMENT:

I understand that a Registered Physiotherapist will be performing my assessment, and will discuss treatment & the
recommended treatment plan with me.

| consent that all personal information on these forms is accurate and up to date.

I understand that the Director of LifeSpring Physiotherapy is the Health Information Custodian of my records.

I have read the Patient Privacy Information Sheet and agree to LifeSpring’s policies as outlined.

I agree to pay for services rendered at LifeSpring Physiotherapy.

U Tauthorize LifeSpring to discuss or release my medical information with or to my doctor or health care professionai(s),
insurance company, employer or their representative(s) about my assessment, treatment and progress.

CLIENT / GUARDIAN SIGNATURE:
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ALTH INFO ON QUESTIONNAIRE

Name: Date:

Patient’s D.O.B. (daymonthfyear): I /

Please complete this form to ensure optimum care. All information will remain confidential and be part of your

physiotherapy records. YES NO
1. Do you have a history of heart disease or CESE PAINT.....ovveeeeveeueresreseeees s eeseseeeeeseeseeeoeoe. 1117
2. Do you often feel faint or have spells of SEVere dizziness?. ... v mormseeseesoeeoeoeeeoeoeeeeoeeeeeeeeo OO
3. Do you have hypertension (high blood PRORUBIT o oo ssmraans ke o ST Ry 5 ]
4. DO YOU hAVE QIBDEIES.............coeoovcsrneennasaresessasessseessessmssseresessesssmmmseeessmesstsseeseeesee s eeeseeeeeens 1]
SR T L T N O
B. 00 YOU BAVE SPTIGEY BRI c.cocssessssssssonionssrossss masosssssssssont esoassmmmsonsb e eheneses s NIK
7. Do you have asthma or other respiratory Conditions?....u . eeerrerroorsesssessos oo oeoeesoeoeoeeeeoenn 00
8. Do you have any allergies/sensitivities to tape, Creams, 601a7.....o.ooovoovovovoeoooosoeooooooooooeoooo 0o
If so, please list:
B AL JOU PIOIIMIL s cmoiseasomstanasssseesoissssnsoessssofesoios ot opsibontcossmondesedeseem e esaaeesS e eaeascrs D D
10,00, UL BIEUORER, s vercosia st aves st gossonsssseans s et vk o855 St 1]
L1, 100 Y00 BP0 O tmOMOTDRIST ccvcossssssesnsssnssipassstvssospmsio oo sbersomssomeinstiscssimsoss et eemtos e LY
b i R S D D
If so, please explain: '
13. Have you had any major surgeries or serious illness?.....____ SRCUURISRSSTETR. i |
If s0, please explain:
14. Are you taking any MEdICAUONT.............coocvueermrrersune e eessssreeemssessssessseseeesesssessssmsssessssmssesesesmeeneness D D
If so, please list:
13. Do you have any bleeding diSOrders?.........cooueveromrroeireeecoeresoeeeseeseeseoes oo oo D I:l
16. Do you have any metal in your body? (eg. jt. replacement, pins/plates/screws, TUD, hearing aid) [ ] []
17. Have you had any recent x-rays or scans during the past Vear?...............oooooooooooooo Fit]
18. Are you receiving any Other trealmEnt AL PrESENT?.....oovveroovoooeeeoeeeceereroeesesseeeeeeses oo seeeeee OO
19. Have you had phySiOtherapy PrEVIOUSLYZ........sususeeeseseessesssessasscssssssemsesssssssseeseeceeeesesesssssssssessssssesn OO
If so, when? for what reason?
20. Is there any known medical reason that you are currently unable to participate in exercise?......... [ O
21. Is there anything else about your health that we should be aware of? LY
Please list details:

www lifespringclinics.ca



