

Client Information Form

Name: _____________________________________	□   Male	 □  Female
Address: ___________________________________	Phone:  ________________________	
 __________________________________________	Work:	________________________
__________________________________________	Cell:	________________________
Date of Birth (mm/dd/yy): ____________________	Email: 	________________________

Emergency Contact: ______________________	Relation: ________________ Phone: _______________

Diagnosis: _________________________________     Date of Onset: ____________________________
Level of Injury: _____________________________      □  Complete	 □ Incomplete 
Mobility Aid(s): ________________________________________________________________________
Transferring: __________________________________________________________________________
Medical History (e.g. Autonomic Disreflexia, Postural Hypotension, Heart Attack, Stroke, Hypertension, Osteoporosis, Hypercholesterolemia, Hyperglycaemia, Hospitalization):
____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Allergies: _____________________________________________________________________________
Bowel/Bladder Management: ____________________________________________________________
Contractures/Spasticity: _________________________________________________________________
Pain: ________________________________________________________________________________
Respiratory Function: ___________________________________________________________________
Sensation: ____________________________________________________________________________
Skin (prone to sores, open wounds): _______________________________________________________
List of Medications
 Pharmaceutical Name			           Frequency			       Dosage (mg)
____________________		____________________	             ____________________
____________________		____________________	             ____________________
____________________		____________________	             ____________________
____________________		____________________	             ____________________
Currently a client at Spinal Cord Injury Alberta?     □  YES           □  NO	
If yes, please provide the name of the client services team member you work with: _________________
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Sp\nol Cord Injury Alberta
Lésions Médullaires Alberta
Formerly Canadian Paraplegic Association (Alberta)




