
Adaptive Technologies Inc. 
TEL :403-381-9501
#20, 320 41st St S
FAX :403-381-4541
Lethbridge, AB, T1J 5G8 
info@adaptivetechnologies.ca

LAST NAME: ______________________ FIRST NAME: _________________________ MIDDLE INITIAL_______ 

ADDRESS: ____________________________________________________________ CITY: ________________

POSTAL CODE: ____________________ DATE OF BIRTH: ______________________GENDER: M__F___N/A___ 

EMAIL: __________________________________ MOBILE PHONE: ______________ OTHER: _______________

PREFERED CONTACT METHOD EMAIL TEXT PHONE  JOIN MONTHLY NEWSLETTER   YES       NO

FAMILY PHYSICIAN: ____________  ORTHOPEADIC SURGEON:_________________

CHIROPRACTOR: _________________________________ PHYSIOTHERAPIST: ______________  

AB HEALTH #:________________________WCB CLAIM #:  NIHB #: _____________

AISH #: ________________  PRIVATE INSURANCE: ____________________

IN A FEW WORDS PLEASE DESCRIBE THE ISSUE:

ACTIVITIES: ______________________________________    MEDICATIONS: _____________________________ 

PROSTHETIC PATIENTS:DATE OF AMPUTATION: ____/_____/______  LEVEL OF AMPUTATION:__________________ 

WAR AMPS REGISTERED?  YES / NO 

EMERGENCY CONTACT: _________________________________________________ PHONE: ______________

HOW DID YOU HEAR ABOUT ADAPTIVE TECHNOLOGIES 

Website  Google  Facebook        Instagram       Newspaper     Radio  BNI

Friend/Family Member

Medical Professional  

    

I, THE UNDERSIGNED GIVE CONSENT TO ADAPTIVE TECHNOLOGIES INC, TO ASSESS AND BEGIN MY TREATMENT. I RECOGNIZED THAT ALL PERSONAL

INFORMATION PROVIDED SHALL BE USED ONLY FOR THE PURPOSE OF PROVIDING ORTHOTIC AND/OR PROSTHETIC SERVICES. I ALSO AUTHORIZE

ADAPTIVE TECHNOLOGIES INC TO COLLECT OR OBTAIN MY MEDICAL INFORMATION (IF REQUIRED) TO AND FROM ANY RELATED PARTY WITH REGARD TO

MY TREATMENT OR DEVICE.

I UNDERSTAND THAT I WILL BE RESPONSIBLE FOR PAYMENT OF ANY PROSTHETIC OR ORTHOTIC SERVICE NOT COVERED BY ANY OF THE

ABOVE AGENCIES.

mailto:info@adaptivetechnologies.ca



