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Tel: 905.501.0035 

 

Physiotherapy Registration, Consent  & History form 

 

Patient’s Name:_________________________________ 

 

 

 
 

http://www.mississaugawellness.com/


 

FILL OUT THE APPROPRIATE SECTION IF IT APPLIES: 

 

A. WORKERS’ COMPENSATION INSURANCE INFORMATION (if a work-related injury) 

Name of Employer at time of injury ____________________ Date of Injury ________________________ 

Worker's Comp Insurance ____________________________ Insurance Phone #_____________________ 

What part of your body was injured? ___________________ Claim Number or SS# _________________ 

Have you had physical therapy for this condition? YES NO If yes, how many visits? _____________ 

 

B. AUTO INSURANCE (if an auto injury) 

Insurance Company ___________________________ Insurance Phone __________________________ 

Insured's Name ______________________________ Date of Accident __________________________ 

Adjustor's Name ______________________________ Claim Number ____________________________ 

Amount of Medical Pay Coverage (Please check your policy for this information) ___________________ 

 

 

Informed Consent to Assessment and Treatment 

 

I hereby request and consent to the performance of physical assessment/ treatment procedures on me by the 

Physiotherapist identified below. My consent is voluntary and I intend this consent form to cover the entire 

course of assessment/ treatment for my present condition, commencing on the date indicated below.  

I understand that I may ask questions at any time regarding:  

 What the assessment/ treatment is  

 Who will be performing the assessment/ treatment  

 The reasons why I should have the assessment/ treatment  

 The alternatives to having the assessment/ treatment  

 What might happen if I do not have the assessment/ treatment  

 What potential risks and/ or side effects exist for the proposed assessment/ treatment  

 

I understand that this consent may be withdrawn, in writing, at any time, except for actions already taken. 

 

Consent to Assessment, Treatment and Disclose Personal Health Information: 

 

I hereby grant permission for Mississauga Wellness, PT to correspond with my physician(s) to obtain and 

exchange information relevant to my treatment. I realize that any information so obtained will be held in strict 

confidence.   

 

 

Patient Name Signature  

 
Date  

 

 

Physiotherapist Name 
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