
.KAWARTHACARE 
Wellness Centre 

Identification: 

r Mrs. r Miss. r Ms. r Mr. r Dr. 

First Name 

Last Name 

Date of birth (DD/MM/YY) 

Contact information: 

Street address 

City 

Postal Code 

Email 

Emergency contact (Name) 

Family physician: 

Name 

Address 

Do you have extended health care ? 

Initials 

Height 

Province 

282 Kent St. West, Lindsay, Ontario, K9V 226 

P: 705-878-8558 F: 705-878-9057 www.kawarthacare.com 

Patient Intake Form Version 0714 

Intake Form 

Occupation 

Employer 

Weight 

Home phone 

Cell phone 

Work phone 

Call me first at: r Home r Cell r Work 

Emergency phone 

Phone 

Age 

D No D Yes (check all that apply): O Acupuncture O Chiropractic O Compression Hosiery O Massage Therapy O Orthotics 

Location of your visit: o Lindsay

Reason for your visit: 

D Emergency

D Wellness

D Recent injury

D Past injury

O Bobcaygeon 

D Chronic pain

Is the pain or discomfort getting worse? 

D Yes 

0 No 

D Constant pain

D On occasion

If you are dealing with an injury: 

Where did it occur? 

D Work

D Home

Other : 

D Sports/Play

D Car accident

When did you first notice the injury? 

Explain briefly what happened, and what you did to remedy the injury, if 
applicable (treatment, medication, etc.): 

Are you experiencing pain? □ No □ Yes

If you answered yes, how would you rate your pain on a scale of 1 to 1 0? (0 = no pain) 

r, r2 r3 r4 rs r6 r1 rs rg r10 

To help us better prepare, please indicate the approximate spot(s) where you are 
experiencing pain or discomfort. Fill in the boxes with the following letters: 

A: aching B: burning S: sharp/shooting D: dull F: fatigue N: numbness 

www.kawarthacare.com Lindsay: 705-878-8558 [ 282 Kent St W] Bobcaygeon: 705-738-3334 [ 60 West St] 
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