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New Patient Application 
Date: 

Information about you 
Last name (Surname): 
First name (Given name): 
Birth date: Day:    Month:    Year: 
Gender:   o Male   o Female 

Information about your gender identity (optional): 
Street address:    Suite or Apartment #: 
City:    Province:    Postal code:  
Health card number (OHIP #): 
Version code:    Health card expiry date: 

How to contact you 
Home phone number:  Business phone number: 
Mobile phone number: Email:  

We will contact you for your first appointment through email, if you prefer another method, 
please check one: 
o Home phone o Business o Mobile

What is the preferred time of day for first appointment? Please check one: 
o Any time of day o Morning only o Afternoon only

TMC will be able to contact you via e-mail to remind you of upcoming appointments or to share 
other pertinent information. 
o I authorize Thornlea Medical Centre  (TMC) to contact me at the email 
address listed above.



           
 

HISTORY – CHECK BOX IF YOU HAVE HAD ANY OF THE FOLLOWING 
( ) Asthma ( ) Gallstones ( ) Stroke 
( ) Angina/Chest Pain ( ) Heart Attack ( ) Thrombophlebitis 
( ) Anemia ( ) Heart Murmur ( ) Thyroid Disease 
( ) Arthritis ( ) Headaches ( ) Tuberculosis 
( ) Glaucoma ( ) Hepatitis ( ) Ulcers 

( ) Cancer ( ) High Blood Pressure ( ) Other - Please list below 
( ) Chronic Bronchitis ( ) High Cholesterol ( ) Rheumatic 

Fever                                
( ) Cirrhosis ( ) HIV Positive/AIDS ( ) Positive TB 

test                               
( ) Clotting Disorder ( ) Kidney Disease ( ) 

Fractures                                
( ) Diabetes ( ) Kidney Stones ( ) 

Epilepsy                                 
( ) Emphysema ( ) Migraines                                  

  FAMILY HISTORY: 
 
If any blood relative has ever had any of the following, please check 
the box and indicate the relationship, i.e., mother, father, sibling, etc. 
( ) Bleeding Tendency          (  ) Kidney Disease             ( ) Cancer  

            ( ) Liver  Disease                  ( ) Diabetes.                        ( ) Migraines                               
       ( ) Heart Attack           ( ) Stroke.                            ( ) Heart Disease 
            ( ) Tuberculosis                    ( ) Hypertension 
  OPERATIONS AND/OR HOSPITALIZATION: List below date: 
      Reason:                                      Date:                                                    

     Reason:                                       Date:                                                

    Reason:                                       Date:                                               
       
 PLEASE LIST ALL MEDICATIONS CURRENTLY TAKING: 
 
 
  
 
ALLERGIES TO MEDICATIONS: 
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