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Patient Information Questionnaire 
 

(Please complete ALL the required fields) 
 

1. Name: 
 
a) Lastname:___________________________________________________________ 

 
b) First Name: _________________________________________________________ 

 
c) Middle Name: _______________________________________________________ 
 
d) Chosen: ____________________________________________________________ 

 
e) Title:______ 
 

2. Address: 
 
a) Line 1: _____________________________________________________________ 

 
b) Line 2: _____________________________________________________________ 
 
c) City: _______________________________________________________________ 
 
d) Province: ___________________________________________________________ 
 
e) Country: ____________________________________________________________ 
 
f) Postal: _____________________________________________________________ 
 
g) From:____/____/____ To: ____/____/____ 
 

 
3. Communication (Please provide at least 2 contact numbers): 

 
a) Home: (____) ________________ 

 
b) Cell: (____) _________________ 
 
c) Work: (____) ________________ 
 
d) Fax: (____) _________________ 
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4. Primary Service Provider: 
 
a) Dr. _____________________________ 

 
5. Alberta Health Care: 

 
a) Alberta Healthcare Number: _________________________________ 
 
b) Gender: _______________. 
 
c) Date Of Birth: ______/____/____ 
 
d) Age: ____ 

 
6. Pharmacy: 

 
a) Primary Pharmacy Name: ______________________________________________ 

 

b) All new patients need to supply a current print out medication list 
from their pharmacy!!  

 
7. Medical General: 

 
a) Other Concerns: __________________________________________________ 

_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________
_________________________________________________________________________ 

 
 
 
 
 


