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CPHC EXERCISE PROGRAM INTAKE / EMERGENCY INFORMATION / HEALTH SHEET 
This form will be kept confidential and will only be used in case of emergency.

Welcome to Senior Support Services - Community and Primary Healthcare (CPHC)/VON Exercise & Fall Prevention / Gentle Fit classes.  Before we get started, we need to collect 
                      some information about you for our files.  Please note that as these classes are funded 
                      through the Ministry of Health, we need to collect your Health Card Number.

Have you used any CPHC services before:                   Yes* 
      No  


*If yes, which services have you used: ____________________________________________
Where did you hear about CPHC Exercise Programs?:____________________​____________
CLIENT INFORMATION:
___________________________________________        ___________________________________________  
Last Name
                                                                          First Name



__________________​​​​___________   __________________​​​​_____________   ________________​​​​___________

Street Number & Name 
          City 
                                                   Postal Code

___________________________________________        ___________________________________________

Phone Number                                                                            E-Mail Address

__________________​​​​________      ________________​​​​_____________                     

Birth Date (Month / Day / Year)               Ontario Health Card Number                                               
______________________________________________________________________________
Family Physician (Name & Phone Number) 
EMERGENCY CONTACT INFORMATION:

Primary Emergency Contact

___________________________________________        ___________________________________________  

Name
                                                                                        Relationship


__________________​​​​___________   __________________​​​​_____________   ________________​​​​___________

Home Phone Number                            Cell Phone Number                                   Work Phone

Alternate Emergency Contact

___________________________________________        ___________________________________________  

Name
                                                                                        Relationship


__________________​​​​___________   __________________​​​​_____________   ________________​​​​___________

Home Phone Number                            Cell Phone Number                                   Work Phone

PLEASE FILL OUT IMPORTANT HEALTH INFORMATION ON BACK SIDE 
Revised July 2021                              
HEALTH INFORMATION:
Do you have any allergies to drugs or foods?  
Yes  _______

No  _______

If yes, please specify:  ________________________________________________________________________
Do you wear a medical alert bracelet?
Yes  _______

No  _______

If yes, what is written on it?  ___________________________________________________________________
Are you taking any prescription drugs?
Yes  _______

No  _______

If yes, please specify what medication(s) has been prescribed and why you are taking it: 
___________________________________________________________________________________________
​​​​​​
Are you experiencing any pain or movement limitations? ​​​​​​​​​​​____________________________________________
Are you currently receiving any physical therapy? __________________________________________________
Have you had, or do you have, any of the following?

Arthritis or Rheumatism

Yes
No
Details: _______________________________________                                                         
Osteoporosis



Yes
No
Details: _______________________________________    
Fibromyalgia



Yes
No
Details: _______________________________________    
Other Bone or Joint Disorder

Yes
No
Details: _______________________________________    
Asthma




Yes
No
Details: _______________________________________    
Diabetes



Yes
No
Details: _______________________________________    
Heart Condition


Yes
No
Details: _______________________________________    
Hypertension  
(High Blood Pressure)


Yes
No
Details: _______________________________________    
Dizziness/Fainting


Yes
No
Details: _______________________________________    
Epilepsy



Yes
No
Details: _______________________________________    
Hearing Impairment


Yes
No
Details: _______________________________________    
Vision Impairment


Yes
No
Details: _______________________________________    
__________________________________________________        _______________________ 
Participant’s Signature                                                                               Date   
