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Description automatically generated]13 Water Street North Cambridge N1R 3B2
B 204 – 123 Pioneer Drive Kitchener N2P 2A3
#10-10 Townsend Drive Breslau N0B 1M0	
Phone: 519-772-2322
Fax: 519-772-2323
Email: intakes@wrnplc.ca
 Intake Application

Preferred Location:   □Cambridge    □Kitchener   □Breslau *choose ONE location only


Please note: Applicants must be a resident of the Waterloo Region and cannot have a current primary health care provider. Due to the number of applicants, there may be a waiting period for acceptance. Patients on the waiting list will be contacted once their name has been reached on the list. Please be prepared to attend an initial intake appointment to collect more detailed information about your health history and to discuss consent, code of conduct and clinic policies.  

Name:
First: ____________________ Middle: ___________________ Last: ______________________

Preferred Name: _____________________   Date of Birth: ____________________________ 
									DD/MM/YYYY 
Gender Identity: ___________________________ My Pronouns are: _____________________
Sex as per Health Card: ____________________________ 

Address: ______________________________________________________________________
     Street 		                     City			          Province		Postal code  

Contact Numbers:
Home: (____) ______________ Mobile: (____) _____________ 
Business: (____)_____________

Email: _______________________________________________________  
Preferred Method of Contact: □Home   □Mobile   □Business   □Email

Health Card Number: ___________________Version Code: _______ Expiry Date: __________												    DD/MM/YYYY
Emergency Contact:  
Name: __________________________Relationship: _____________Phone (___)___________
 

Preferred Language: □English   □ French   □Other (Please Specify) _____________________

Name of Last Primary Care Provider: NP/Dr. ________________________________________ 

Location of last primary care provider: NP/Dr._______________________________________
Are you currently rostered or an active patient with this provider? □Yes   □ No 
Allergies: _____________________________________________________________ 
               (Please include type of reaction and onset age)
Are you taking any medication, supplement, naturopathic treatment?  □Yes □ No 
If yes, please provide a list or printout from your pharmacy:  
	Medication/supplement/substance
	Dose
	Frequency 

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Do you use any recreational drugs including marijuana? □Yes □ No
Do you use alcohol? □Yes □ No
Smoking History (cigarettes, nicotine): □Never □ Ex-Smoker □ Current Smoker 

Health Information (Please check all that apply) 
□Arthritis □Asthma   □COPD □Cancer □Diabetes   □Fibromyalgia 
□Hypertension   □Heart problems   □Musculoskeletal problems   □Bipolar   
□Mental illness □Depression   □ Anxiety   □borderline personality disorder   
Other□ (Please Specify): _______________________________________________________ 

_____________________________________________________________________________



Are you currently pregnant?   □Yes _________# Weeks   □No    

Total number of pregnancies: ____________________   Total births: ____________________

Current Specialists please include date last seen:
1. _____________________________________________
2. _____________________________________________
3. _____________________________________________

List previous surgeries, major accidents, hospitalizations, or injuries (Please include dates)

1. _______________________________________     2. ________________________________

3. _______________________________________     4. ________________________________

Preventive Screening Care: (Please provide the date of when your last test was completed and indicate if any results were abnormal in past).  
Mammogram: _________________________________________________________________ 
FIT or Colonoscopy: ____________________________________________________________ 
Pap: _________________________________________________________________________ 
Bone Mineral Density: __________________________________________________________ 

Immunizations: (Please submit a copy of your immunization record with this intake form).  
Last Tetanus Vaccination: ______________________ 
Last Influenza Vaccination: ____________________ 
Last COVID-19 Vaccination: __________________ Total number of Covid vaccines _________
Last Pneumonia Vaccination: ______________________________ 
Last Shingles Vaccination: ____________________________  
            
Family History: (Please list which family members have been affected by the following example: Mother, Grandparent, Sister)

Breast Cancer: ______________________  Colon Cancer: _____________________________
Mental Illness:  ______________________  Diabetes:_________________________________
Cardiovascular Disease Heart Attack/ Stroke: _______________________________________
Do you have additional drug coverage?  □Yes   □No  
 
Please add any additional health information, current health concerns:
____________________________________________________________________________________
______________________________________________________________________________

Please email completed application (PDF) to intakes@wrnplc.ca or fax, mail, or deliver directly to our office.
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