
Crossroads 
chiropractic-massage therapy-reflexology-orthotics-acupuncture

CONFIDENTIAL INFORMATION FORM  

Date:_________________________	 

Surname:	 _____________________________________	 First	 Name:	 _____________________________________	 Age:_____

D.O.B.	 (m)________	 (d)	 _________	 (y)	 _________	 	 Male____	 Female____	 Health	 #	 _____________________________	 

Address:	 _______________________________________________________________________	 City	 ______________________

Prov.:	 _______	 Post.	 Code:	 ___________	 Ph:	 (D)	 _______________________	 (eve/cell)	 ____________________________

Email:	 __________________________________________________	 Height/Weight	 __________________	 Shoe	 Size	 _______
(for	 newsletters	 or	 online	 appointment	 confirmation	 only)

Occupation/Activities:	 ___________________________________	 Referred	 to	 the	 Clinic/By	 Whom?	 ___________________

________________________________	 Thank	 you!	 Please	 notify	 the	 front	 desk	 when	 any	 above	 information	 changes!Thank	 you!	 Please	 notify	 the	 front	 desk	 when	 any	 above	 information	 changes!


