
Enrolment Form
PATIENTS

Meet Dr. Brenda Igbeyi
We are excited to welcome Dr. Igbeyi to our team at TrueMedica Clinic! To become a patient, please
complete this form, print it, and submit it in person or via email at physicianstruemedica@gmail.com

Please note, enrolment is not guaranteed. It is based on a first-come, first-served basis, and applications
will be reviewed on an ongoing basis. Once enrolment is finalized, we will be hosting a meet and greet

with Dr. Brenda Igbeyi to give you the opportunity to get to know her.

We look forward to welcoming you to the TrueMedica family!



OPTIONAL 

TrueMedica 
FORM TO SWITCH PHARMACIES - DO NOT FILL THIS 
FORM OUT IF YOU DO NOT WANT TO SWTICH YOUR 

PHARMACY 

HEALTH PHARMACY 

Date: I I 

Previous Pharmacy Name: 

Previous Pharmacy Tel: ............................................... . 

Previous Pharmacy Fax: ............................................. . 

Truemedica Health Pharmacy 
411 Bayfield Street, Unit B 12, 

Barrie, Ontario L4M6E5 
Tel: (705)503-8783 Fax: (705) 503-0122 

I, the undersigned, consent to the transfer of my medications from the previous pharmacy to Truemedica 
Health Pharmacy. 

Patient's Name: 

Phone Number: 

Birthday: I I 

Signature: --------------------------------

Re: Request for transfer of Whole Profile/ Partial Profile 

We would appreciate receipt of the following pharmacy profile for the patient undersigning. 

Kindly, transfer all remaining refills and a copy of medications with zero remaining refills. 

Please, send a copy of insurance billing information and original hardcopies for all logged prescriptions. 

Regards, 

Pharmacist: Sherif Girgis (OCP: 604704)

DISCLAIMER: The information contained in this facsimile message is intended for the sole confidential use of the 
designated recipients and may contain confidential information. If you have received this information in error, any 
review, dissemination, distribution or copying of this information is strictly prohibited. If you have received this 
communication in error, please notify us immediately by telephone and return the original message to us by mail or 
if electronic, reroute back to the sender. Thank you. 



NEW PATIENT INTAKE FORM 
FIRST NAME: PREVIOUS FAMILY PHYSICIAN: 
LAST NAME: DOB: CARE CARD: 
CONTACT TEL: E-MAIL:
ADDRESS: 
CITY: POSTAL CODE: COUNTRY: 

EMERGENCY CONTACT INFO: Is it OK to contact you by e-mail? Yes No 
Relation Contact number: 
Relation Contact number: 

PAST MEDICALHISTORY: PAST SURGERIES AND PROCEDURES: 
(please indude dates) 

FAMILY HISTORY: please indicate any significant medical issues among family members and who they affect
(e.g. Diabetes, Cancer, High blood pressure, heart attack, stroke, lung disease, etc) 

PREVENTATIVE HEAL TH/LIFESTYLE: 
(please drde one) 
Do you smoke? Yes No 
Do you use any recreational drugs? Yes No 

Do you drink alcohol? Socially   Regular   Never 
Family dependents: 

Yes No Do you exerc ise regularly? 
If yes, describe: 

EDUCATION'OCCUPATION: 
HOBBIES1NTERES1S: 

PRESCRIPTION MEDICATIONS: 
NON-PRESCRIPTION MEDICINES: 
(Over- the-counter, herbal, vitamins, other etc) 

ALLERGIES: 
Reaction: Reaction: 
Reaction: Reaction: 

When did you last have the following; 
0 Pap Smear 0 Flu Shot 
0 Mammogram 0 Pneumonia 
0 Hemoccult- FIT o Tetanus

(stool test for colon cancer screen) 0 HPV 
0 Colonoscopy o Shingles
0 Prostate Exam 0 Hepatitis A 
0 Complete Physical 0 Hepatitis B 

o Other



Ontario& Ministry of Health 

Clear Form 

Primary Health Care New Patient Declaration 
Do not mail this form to the ministry. This form must remain in the physician's office for audit purposes. 
Please complete this form if you are a new patient of a primary care physician and have signed a Patient Enrolment and 
Consent to Release Personal Health Information form. If you are signing on behalf of a child or dependent adult, and have 
completed a Patient Enrolment and Consent to Release Personal Health Information form on their behalf, complete the 
applicable sections below. 
Declaration 
I am signing on behalf of (check the applicable boxes) 

D myself (complete sections A and C)

D the children listed below of whom I am the parent or guardian (complete sections Band C)

D the dependent adult (s) listed below for whom I have a power of attorney for personal care (complete sections Band C)

I hereby declare that the patient(s) named below does/do not have a family physician due to one or more of the following circumstances: 
(check applicable boxes) 

D The patient's family physician has moved to another community. 

D The patient has moved to another community. 

D The patient's physician is no longer available due to illness/death/retirement. 

D The patient's physician is no longer available due to change of practice type. 

D Up until now the patient has not had, or felt the need for a family physician. 

Section A: Patient Information 
First Name Last Name 

Section B: Children and Dependent Adults 
First Name Last Name 

1. 

First Name Last Name 

2. 

For additional children I dependent adults, please complete another New Patient Declaration form. 

Section C: Signature and Date 
Signature 

Section D: Physician Signature and Date 

Health Number 

Health Number 

Health Number 

Date 

I declare that the above patient is not presently a patient of mine or, to the best of my knowledge, of any other physician in the primary care group with which I 
am affiliated (if applicable). I also declare that no child listed (if any) is a newborn of any existing enrolled or non-enrolled patient of mine, or to the best of my 
knowledge, of any other physician in the primary care group with which I am affiliated (if applicable). 

I agree to accept the above-noted patient(s) into my practice and to provide ongoing health care to the patient(s) from the date of this document. I will keep this 
document available on file in my primary office location and will provide copies to the Ministry of Health as required for verification purposes. 

Physician Last Name (print) First Name (print) 

Physician Signature Date 

© King's Printer for Ontario, 2022 
4367-84 (2022/12) Print Form 



I'� 
t?ontario Ministry of Health 

and Long-Term Care 

Patient Enrolment and 
Consent to Release Personal Health Information 

Microfilm use only 

Please PAINT using black or blue ballpoint pen. I Collecl,on �f lhe inf�1m,u on lhls ,form is under the aulh0t1ty of the Ministry of Health AC!, subsccilon 6( I) <lfld (2) and tho Health Insurance Act. R.S.O. 1990, c. H.6, s.4(2)(b) and (I). ,1.1( I) and \2). 10 and 11(1). For tnlormaliorl about �ollect1on pract,ccs, con1ac1 tho Director, Registration and Claims Branch. Bo• 40, 49 Place d'Armes. Kingston ON K7L 5J3, I FOiino 101. 1 888 218-9929 or by man t 1rough tho addresses hsled for local Ministry ol Heallh and Long-Term Care offices. I 

Health Number 

Date of Birth (yywlmmldd) Sex 

Version 
Code 

OM OF 

Mailing Apartment # Street No. and Name or P.O. Box. Rural Route, General Delivery 
Address ►

City/Town Postal Code 

Send notices from my family doctor's office to me by: Residence Apartment II Street No. and Name or Lot, Concession and Township 

0 re ular mail O email (if possible) 
Email Address: 

Address ►
or 
same as O mailing
address 

City/Town Postal Code 

Health Number Version 
Code 

Malling Apartment II Street No. and Name or P.O. Box, Rural Route, General Delivery 

Date of Birth (yyyylmmldd) Sex 

Address ► 

or 

0 0 □ same asM F Section 1 

City/Town Postal Code 

I am this person's O parent
Residence Apartment # Street No. and Name or Lot, Concession and Township 

0 legal guardian 

0 attorney for personal care

Last Name 

Address ► 
or City/Town 
same as D Section 1 
First Name 

Postal Code 

Second Name 

Health Number Version 
Code Malling Apartment # Street No. and Name or P.O. Box, Rural Route, General Delivery 

Date of Birth (wyylmmldd) Sex 

OM OF 

Address ► 

or □ same as 
Section 1 

City/Town Postal Code 

I am this person's O parent 
Residence Apartment II Street No. and Name or Lot, Concession and Township 
Address ►

0 legal guardian
or 

0 attorney for personal care O same as 
Section 1 

Section 3 - Si nature 
I have read and agree to the Patient Commitment, the Consent to Release 
Personal Health Information and the Cancellation Conditions on the back of 
this form. I acknowledge that this Enrolment is not intended to be a legally 
binding contract and is not intended to give rise to any new legal obligntionr. 
between my family doctor and me. 
I am signing on behalf of (check all that apply) 
0 myself 0 child(ren) 0 dependent adult(s)

My Name 
I, ,t 3n,,- firs nafll 

Signature Date (yyyylmmldd) 
X 

City/Town 

PG07799 

•• . . 
Postal Code 

(Include Billinq no . and Grouo no.) 
Home Telephcne No. Work Telephone No. Family Doctor's Signature Date (yyyylmmldd) 
( ) ( ) X 

4J83-8() (2006/04) C:Oueen's Prln1er for Ontario, 2006 

PHYSICIAN COPY 
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