
 
 
 

RESIDENT’S PERSONAL INFORMATION 
 

Name: __________________________________________________________________ 
 
Address  ________________________________________________________________  
 
City / Town _____________________________________________________________ 
 
Prov / State  _________________________ Postal / Zip Code _____________________ 
 
Phone _______________________________ Cell _______________________________ 
 
Email __________________________________________________________________ 
 
 
Health Card # ____________________________________________________________ 
 
Birthdate ________________________________________________________________  
 
Intake Date ______________________________________________________________ 
 
 
Emergency Contact _______________________________________________________ 
 
Relationship to Resident ___________________________________________________ 
 
Phone _______________________________ Cell _______________________________ 
 
 
 
When was the last time you used?   ___________________________________________ 
 
What did you use?  ________________________________________________________ 
 
________________________________________________________________________ 
 
How much? _____________________________________________________________ 
 
 

Please fax this completed form to Oceans Rehab Centre at 604-531-3110 


