
Misiway Milopemahtesewin Community Health Centre 
New Patient Application Form  

 
Name:       Date of Birth:          

 
Address:      Postal Code:  

 
Phone No:      Alternate Phone: 

 
Health Insurance No:     Version Code & Expiry Date:   

 
Status/Métis/Inuit No:     Band Name: 

 
 
Current of past Medical Condition(s), also include family history:  

 
 

 
 

 
 

 
 
Current Medical Treatment, please include present medications: 

 
 

 
 

 
 

 
 
Additional health care providers involved in your care: 

 
 

 
 

 
 
Should you become a patient of Misiway Milopemahtesewin CHC will be including other members of your 
family as patients?  If so, please list them below. 
Name Relationship 
1.  
2.  
3.  
4.  
5.  
6.  
 
Signature:        Date: 

 


