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i Rehablhtatlon clinic pATIENT INFORMATION FORM

GENERAL INFORMATION:

NAME: (Mr.Mrs.Ms) DATE OF BIRTH : /
ADDRESS:

POSTAL CODE: TEL: CELL

DRIVERS LICENSE: S.IN:

HEALTH INSURANCE (OHIP):

REFERRING PHYSICIAN: TEL:

EMPLOYERS NAME: TEL:

INSURANCE COMPANY:

PRIVATE (GROUP) HEALTH INSURANCE/EXTENDED HEALTH PLAN PARTICULARS:

ID/CERT.:

GROUP/POLICY:

POEICY HOLDER: 7 ¢

DATE OF BIRTH:

/

DATE OF ACCIDENT: / /

MOTOR VEHICLE ACCIDENT CASE:

POLICY: CLAIM:

POLICY HOLDER:

INSURANCE COMPANY:

INSURANCE COMPANY ADDRESS:

ADJUSTER’S NAME:

LAWYER’S NAME:

WSIB
WSIB CLAIM:

DATE OF ACCIDENT:

/

EMPLOYER’S NAME/ADDRESS:

SUPERVISOR:

ADJUDICATOR:

NURSE:




