
LANTIC BALANCE 
and DIZZINESS CENTRE 

PATIENT INFORMATION FORM 

Birth date (D/M/Y) ____ _ 

Street _______________________ Home Phone _______ _ 

City ________________________ Work Phone _______ _ 

Province---------------------- Cell Phone _______ _ 

Postal Code _________ _ Email ___________________ _ 

Emergency Contact Name ________________ Phone _________ _ 

Employer ________________ Occupation ___________ _ 

Family Physician _____________ Referring Physician _________ _ 

Date of Injury/Onset ___________ Date of Referral __________ _ 

Your Personal Health Insurance Company ____________________ _ 

Policy number ______________ _ ID number ____________ _ 

The Atlantic Balance and Dizziness Centre is a private physiotherapy clinic. The cost of the assessment 

and treatment is not covered by MSI. As the patient, it is your responsibility to verify the amount of any 

coverage that you may have under your private health insurance. Payment will be expected following 

each treatment session and receipts will be provided to you. Failure to attend or cancellation with less 

than 24 hours notice will result in a cancellation fee of $25.00. 

Patient Consent 

I give permission for information regarding my condition, treatment and progress to be sent to my 

family and referring physicians, lawyer and/or insurance company responsible for payment of my 

treatment. I give permission for Atlantic Balance and Dizziness Centre to obtain all diagnostic reports 

and related information from my physician and/or hospital. 

Patient Signature __________________ Date ___________ _ 
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