
PATIENT REGISTRATION FORM

Patient Name   __________________________      __________________________      Sex  __________

                                             Last                                              First

Date of Birth   (Year) _______________   (Month)  ________________ (Day)  _______________ Age _______

Health Card Number _____________________________ Version Code ______ Expiry Date _______________

Address 
___________________________________________________________________________________________

                            Street Number               Apt. Number                        City                      Postal Code

Contact Number (Home) ___________________ (Cell) ___________________ (Work) ___________________

E Mail Address _________________________________Occupation __________________________________

                                                                           

MEDICAL HISTORY

Reason for Visit______________________________________________________________________

Any Allegies  (1)  Medications ___________________________________(2)_ Other _____________________

Current Medical Illness   _____________________________________________________________________ 
__________________________________________________________________________________________

Past Medical Illness: _________________________________________________________________________

__________________________________________________________________________________________

Past Surgery(ies)____________________________________________________________________________

List of  current Rx medication(s)/non prescription medication(s) ____________________________________

__________________________________________________________________________________________

Do you have a family physician   Yes _____________________________ No ___________________________

Family Physician's Name _____________________________________________________________________

Are you up to date on your immunization? ______________________________________________________

4A, 2200 Dundas St E, 
Mississauga, ON L4X 2V3

info@dundas427.com
(905) 232-0720

Dundas 427
Medical Centre


