
 

Date:           Patient Number: __________ 
          

Name: _________________________________________  Sex:  M   F  

Street: __________________________________________  Birth date:  

City: ____________________________________________  Day: ____ Month: ____Year:_________ 

Postal Code: ____________________     Family Physician: Dr. _______________ 

Home Phone:  (______) ______ - __________   Health Card: ________ ______ _______ 

Work Phone: (______) ______ - __________   EV Code: ________Expiry:___________ 

Cell Phone: (______) ______ - __________   Referred By: ______________________ 

Please Check  Preferred contact number.      

E-Mail: __________________________   Yes, I would like to receive e-mail from Kerr Chiropractic Clinic.  

How did you hear about us? Phone Book  Website/Online Search              Referral (Friend/Family)  

Employer: _________________Emergency Contact: ______________Phone #(______) ______ - _______ 

Previous Chiropractor (If Applicable): ____________________________Last Adjustment: 

_________________ 

KERR CHIROPRACTIC PROFESSIONAL CORPORATION – 34 Bridge Street West, Belleville Ontario K8P 1H8   
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