COIC

Patient Introduction (WSIB)

Personal History:

Your Name:

First

Home Address:

Middle Last

City:

Province: Postal Code:

Email Address:

Telephone: Home:

Bus:

Birth Date: Day: Month:

Year:

Marital Status:

Occupation:

Employer:

Previous Chiropractor/Physiotherapist:

Last visit to the Chiropractor/Physiotherapist:

Reason for leaving:

Present MD:

City:

Referred to our Centre by: (Please specify)

Yellow Pages:

Radio:

Doctor:

Other:

Friend:

Internet:

Walk-in:




Our fees for your initial visit:

Examination $70.00
(Chiropractic x-ray, if needed) ($50.00)
TOTAL $ 120.00

In the event your WSIB claim is rejected the fees are your
responsibility. We require a credit card number on file in order to
protect your account. You credit card will only be charged in the event
that you have been denied treatment.

I fully understand the above fees and give my consent. I also give my

consent to have the doctor take any x-rays he/she deems appropriate to
better understand my problem and monitor my progress.

Credit Card Number:

Name on Card:

SIGNATURE: DATE:

(Signature of Parent/Guardian required if patient under age 18)

Thank You!




