
Wesen Natural Medicine
 Physiotherapy Intake Form 

	NAME: ____________________________________ DATE OF BIRTH: _______ (m)/ _______ (d)/_______  (y)  

      

	ADDRESS:________________________________________________________POSTAL CODE_______________    

                                                                                 

	PHONE:  OFFICE____________________________________ HOME:  ___________________________________                           

	CELL: _______________________________ EMAIL:_________________________________________________



	EMERGENCY CONTACT NAME & PHONE #: ______________________________________________________



	PHYSICIAN`S NAME:___________________________________________________________________________    

                                                                                 

	PHYSICIAN`S PHONE: (       )  ______________________  PHYSICIAN`S FAX:  (       )  _____________________                           

	REASONS FOR REQUESTING TREATMENT & ANY CONCERNS YOU MAY HAVE:

_______________________________________________________________________________________________



	LIST OF ALL CURRENT MEDICATION: ____________________________________________________________

_______________________________________________________________________________________________

________________________________________________________________________________________________

	HOW DID YOU HEAR ABOUT US? ________________________________________________________________



By signing this document, I certify that the information I have given is true and I hereby authorize the practitioner to conduct a physiotherapy assessment and treatment. I acknowledge that all assessment and treatment procedures require my continuous informed consent & that I have a right to discontinue them at any time.

I also authorize the practitioner to consult with my physician and other health care providers to coordinate my care. I understand that fees are due following each consultation and cancellations require 2 business days notice. When adequate notice is not given, fees will be charged to my account in full.
Fee Schedule:  

-Initial consultation (50 minutes) $90.00

-Follow up consultations (25 min) $60.00

DATE_______________________SIGNATURE__________________________________


