CR00123456 DOB: Nov/18/1945 AGE: 064Y

DY CLAUS, SANTA M
- rd 23 SNOW LANE
- - NORTH POLE, NS HOH OHO

0 Patient Home Telephone: (902)999-9999
DOH: DOH UPHI: EXPRY:
FD:,

SO”th SIZOT”Q Heﬂlth AD: Physician, SCANDOC

REG: Jan/8/2010 UX0000025/10

Rehabilitation Services
PHYSIOTHERAPY & OCCUPATIONAL THERAPY SELF REFERRAL

Name: Hospital #

Address: Health Care #:

Parent/Guardian

Family Doctor

Phone # (Home) D.O.B
(MM/DD/YYYY)
(Work)
Occupation: [ ] Male [ ] Female

Describe your problem:

Check as following applies to you:

[] Pain disturbing sleep [] Off work because of problem
[] Medication helps [] Medication does not help

[ ] Unable to do normal activities [_] Unable to do sports / hobbies
[] Had therapy in past for same problem

[] Saw someone else for this problem
Explain:

Thank you for your co—operation. You will be on a waiting list for treatment. The urgency of your
problems will help us decide when to call you with an appointment. You have the right to see a doctor
for your problem while on our waiting list.

Date Client Signature

[]1 give permission for the therapist to obtain/ release information to my family physician.
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