
For Dr. Osayi  The Core Family Health Centre 
825 Richmond Street 
London, ON N6A 3H7 

Tel : 519-963-1875     Fax: 519-963-1880 
www.corefamilyhealth.com 

 

Patient Registration 
Full Name: _____________________________________________   Gender: M/F/other 
Birth date: _____________________ 
Street Address:  ____________________________________   London, ON 
Postal Code:  ______________________ 
Home Phone #: __________________ ____ Cell Phone #: ___________________ 
Work Phone #: __________________ ____ 
Previous Family Doctor: _____________________ Last Pap/Physical: _______________ 

Medical Information 

Current Health Goals/Medical Issues: 

______________________________    ______________________________ 

______________________________    ______________________________ 

______________________________    ______________________________ 

Current Medications: 

______________________________    ______________________________ 

______________________________    ______________________________ 

______________________________    ______________________________ 

______________________________    ______________________________ 

If your children are under 18, you may register them with you on this form. 

Child’s Name: _____________________________ Birth date: ________________ Gender: M/F 

Child’s Name: _____________________________ Birth date: ________________ Gender: M/F 

Child’s Name: _____________________________ Birth date: ________________ Gender: M/F 

Child’s Name: _____________________________ Birth date: ________________ Gender: M/F 

I understand that submission of this form does not guarantee admission to Dr. Osayi’s 
practice and that the information I have provided is accurate. 
Signature: ___________________________________ 
Name (print): ________________________________ Date: __________________   








