I\/Iark Kroeger Physiotherapist Corporation
Sports & Orthopaedic Injuries
l%

Xz 604 437-1515 fax: 604 .437-5233
[ #109 - 6440 Royal Oak Ave., Burnaby, B.C. V5H 3P2
CONFIDENTIAL PATIENT INFORMATION

Please print clearly

Last Name: First Name: (used: ) MI:

PLEASE ENSURE THAT YOUR NAME IS EXACTLY AS IT APPEARS ON THE CARE CARD:

Street Address: City:

Postal Code: E-mail:
Home Phone: Work: Cell:

Care Card #: Date of Birth: Gender (F/ M)
dd mm vy
Physician (Full Name): Phone:

Occupation: Employer:

Working status: current? Yes/No maodified duties? last day worked?

PRIMARY FOCUS OF TREATMENT:

A Doctor’s referral is required for all ICBC and WCB patients.

Insurer: ICBC / WCB
Claim #: Date of Injury:
dd mm vy

Adjuster: Phone #: Fax #
Please indicate if any of the following apply to you:

____ Do you have a pacemaker? ____Are you pregnant?

___ Heart Attack / Stroke ___ Diabetes

____ Cancer ( ) Other
Recent treatment: (P = Past C = Current)
____Physiotherapy ( ) Massage Therapy _ Chiropractor ~ Other

How did you hear about our clinic, Mark Kroeger Physiotherapy?




Mark Kroeger Physiotherapist Corporation
Sports & Orthopaedic Injuries

Fee Policy

I understand that I am responsible for any payment of treatment(s) provided. It is also my responsibility
to pursue coverage for treatment(s) with insurers. | will receive a receipt for services rendered, and | am
responsible for arranging reimbursement by my primary/secondary insurer or any other insurer
(MSP / 1ICBC / WCB) if such an arrangement is warranted.

Late Cancellations & Missed Appointments

In consideration of your fellow patients and your therapist please allow a minimum of 24 HOURS
NOTICE to change or cancel your appointment. A $20 fee will be applied for late cancellations or missed
appointments. Thank you for your understanding.

Authorization for Medical Records Release

I authorize the clinic and its associated therapists to communicate with my physician and/or any other
pertinent party in order to obtain information, records, test results and any other documents related to
my physical/mental condition including, but not limited to, all x-rays, medical reports, progress reports,
reports of diagnostic tests/medical opinion as deemed necessary for my beneficial treatment. | also
understand that my personal and medical information is confidential and will only be disclosed to third
parties with my permission.

Signature Date
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