
Patient Intake Form – Dr B Hassani Family Practice 

 
Dr. Behzad Hassani HBA MD CCFP(EM) FCFP CMCBT 
Ms. Mahsa Haghighi MD RN MN NP-PHC 
Phone: (519) 673 3900 Fax: (519) 673 5627 
Unit 1 – 1261 Beaverbrook Avenue 
London, ON, N6H 4L1 
Email: hassanioffice@beaverbrookmedical.ca 

Please note: We are only accepting patients who do not have a doctor or nurse practitioner.  If you 
are currently rostered to a family physician in Ontario, you must request that your current Family 
MD derosters you from his/her roster before being rostered to our practice.  Completion of the 
application does not guarantee acceptance as a patient. We will contact you once your application is 
reviewed and accepted.  

Full Name: __________________________________DOB (DD/MM/YYYY): ____________________ 

Health Card Number: ____________________________ Version Code: _________ 

Phone Number: ________________          Email: ___________________________________________ 

Home Address: 
____________________________________________________________________________________ 

Previous Family MD/NP: ______________________Reason for leaving? ________________________ 

Medical History 

Please check all that apply: 

☐ High blood pressure               ☐ Diabetes 
☐ High cholesterol                     ☐ Thyroid disorder 
☐ Asthma / COPD or other lung disease (please clarify) ________________________ 
☐ Heart Disease (please clarify) ____________________________________________ 
☐ Stroke / TIA                           ☐ Autoimmune disease 
☐ Kidney Disease                       ☐ Liver disease 
☐ Chronic Pain (please clarify) ___________________________________ 
☐ Mental health condition (anxiety, depression, ADHD etc.) –  
Please specify_________________________________ 
☐ Cancer (type: ____________________________________________________________) 
☐ Other: 
_____________________________________________________________________________________
_____________________________________________________________________________________ 
_____________________________________________________________________________________ 
______________________________________________________________________________
______________________________________________________________________________ 



Past Surgeries / Hospitalizations: 

 
 

______________________________________________________________________________
______________________________________________________________________________ 

Active Medications (Prescriptions and Supplements) 

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Pharmacy Information 

Preferred pharmacy name + address: 
______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Allergies (medication, food, environmental):  

______________________________________________________________________________
______________________________________________________________________________
______________________________________________________________________________ 

Lifestyle Factors 
Tobacco use: ☐ Never ☐ Current ☐ Former 

o If current, packs/day: _______ Years: ________ 
 
Alcohol use: ☐ None ☐ Social ☐ Regular 
 
Recreational drugs: ☐ Yes ☐ No 

o If yes: ______________________________________ 
 

Exercise frequency: ☐ None ☐ 1–2×/week ☐ 3–5×/week ☐ Daily 
 
Special diet? _______________________________ 



Family History 
Check if any of your blood relatives (ie. parents, siblings, children) have any of the following and 
PLEASE STATE WHO 
 

☐ Heart Disease (previous heart attack, stents, etc) 
☐ Stroke 
☐ Diabetes 
☐ Cancer (type: _____________________________) 
☐ Mental health disorders 
☐ Genetic disorders 
Other: ______________________________________ 

Immunizations 
Up to date? ☐ Yes ☐ No ☐ Unsure                       Last flu vaccine (year): __________ 
COVID-19 vaccine received? ☐ Yes ☐ No 

Consent 

I confirm that the information provided is accurate to the best of my knowledge.  

This practice is led by Dr Behzad Hassani in collaboration with Nurse Practitioner, Ms. Mahsa Haghighi. 
From time to time, other health care providers may participate in your care as part of our team-based 
model. By registering and being rostered to this clinic, you acknowledge and agree to a team-based model 
of care which may include Nurses, Nurse Practitioner trainees, medical students, and physicians. You also 
consent to the clinic accessing and reviewing your relevant medical records, including prior clinic notes, 
investigations, and specialist reports to provide safe and continuous medical care.  

While rostered to this clinic, the use of walk-in clinics or non-specialized physicians is not permitted 
except in emergency situations.  The practice offers same-day appointments and after-hours coverage 
weekdays 1700-2000 and weekends 0900-1200 for urgent concerns. 

☐ I consent and agree to the above terms to be rostered with this practice. 

 

Signature: _____________________________________Date: ________________________________ 

 

Thank you for completing this form. Please return it to the reception once completed or email a scanned 
copy of this form to hassanioffice@beaverbrookmedical.ca with subject matter “New Patient 
Application”.  You will be contacted to schedule an in-person appointment by our office staff.   
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