
 
     

    
2636 Parkdale Blvd. NW  

Calgary, AB  T2N 3S6 
Phone: (403) 283-7872 

www.cascadeorthotics.com 
  

New Patient Information Sheet 
 

Name: ______________________     _______________   __________________  
       Surname            First Name                  Middle Name(s) 

Date Of Birth: ____ ____    ______  Personal Health #: ____________________ 
        dd  mm       yyyy 

Address: ____________________________________________________________ 

City: ______________________ Province: __________   Postal Code: __________ 

Home Phone #: _____________________  Cell Phone #: _____________________ 

Work Phone #: _____________________  Email Address: ____________________  

Physician: ___________________________________________________________ 

Insurance Provider:____________________________________________________ 

WCB Claim # (if applicable): ___________________________________________ 

NIHB Identification # (if applicable): _____________________________________ 

Are you on AISH or do you receive Social Assistance?    Yes       No 
 
EMERGENCY CONTACTS  

Name: ______________________     _______________   __________________  
       Surname            First Name                  Middle Name(s) 

Relation: _________________________ Phone #: __________________________ 

Email Address: ______________________________________________________ 
 

Name: ______________________     _______________   __________________  
       Surname            First Name                  Middle Name(s) 

Relation: _________________________ Phone #: __________________________ 

Email Address: __________________________________________________ 
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