
      Family Medical Practice  
     Aesthetic Laser and Vein Centre 
  

PATIENT REGISTRATION
 
Last Name : ………………….....…….…    First Name :  ………………………

Preferred name : …………………….…..    Title : …………              Date of birt
                                                                                             
Provincial health insurance number :    ⁭⁭⁭⁭⁭-⁭⁭⁭⁭..…….    
 
Home address:  ……………………………..……………………………………
 
Work address: ……………………………………………………….……………
 
Telephone (Home): …………….………..  Telephone (Work): ….………….……
 
Name and address of a family member / friend we may contact if required: 

 
            Name : …….………………………………………………………………

 
 Address:……………………………………………………………………
 
 Telephone: …………………………….… (home) ………………………
 

Names of other family members living with you, who may also register as patient
     
   Name                      Relationship                   Date o
 

1. ……………………………………….      ………………               ………
 

2. ……………………………………….      ………………               ………
 

3. ……………………………………….      ………………               ………
 

4. ……………………………………….      ………………               ………
 

5. ……………………………………….      ………………               ………
 

I have received an information pamphlet explaining the office policies of this med
 
 
 
Date:……………………..…   Signature of patient: ……………
 

_____________________________________________________
236, 6707 Elbow Drive SW, Calgary, AB, T2V 0E3.    Tel: (403) 259-3300
Dr. Johann van der Merwe, MD 
Dr. Helena Mentz, MD 

Dr. Wessel Kriel, MD 
Dr. Jeane’ Lombard, MD 
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   Fax: (403) 259-3355 


