
405,  965 0  Harves t  Hill s  Blvd.  NE  
Calgary,  AB,  T3K  0B3
Phon e:  403- 984- 277 5       Fax:  403- 984- 276 7

PATIENT  INFORMATION  & REGISTRATION  FORM  
(PLEASE  PRINT)

PREFERRED  LOCATION:   CALGARY  HARVEST  HILLS

Patie n t’ s  Last  Nam e:  ____________________  First  Nam e:______________________  

Email: _________________________ Preferred  Nam e:  _____________________

Middle  Nam e:  ___________________Initial:  ________  Mr.  /  Mrs.  /  Miss  /  Ms
              (Plea s e  Circl e  One)

Birth  Date  : Day________Mont h________Year________ Age_______Sex:  M  or  F

Marita l  Statu s  (Plea s e  Circle  One)   Singl e /  Married/  Divorc ed  /Separat e d  
/Widow e d

Heal th  Care  Num b er  ___________________ Is  this  an  Alberta  Heal t h  Care  
Num b er?        Yes      /    No    Provinc e:___________

Stree t  Addres s:   ______________________________

City:   ______________________________________

Provinc e:  __________________      Posta l  Code:   _______________

Hom e  Phon e  #  ______________________ Cell  Phon e  #  ________________________

Work  Phon e  #  _______________________

Your  Occup at i o n:   _________________________

Spou s e / P a r e n t /G u ardi a n’ s  Nam e  _________________  Relat io n:  ________________

How  did  you  hear  about  our  clinic?  _________________________________________

Preferred  Pharm a cy?   ____________________________________________________

PATIENT  SIGNATURE  ________________________ DATE:___________________

PLEASE  FAX  T0  403- 984- 276 7


