
Request for New Physician at HarbourView Clinic
One form per patient.  (Photocopy for additional family members)  HarbourView respects the fact that you are losing your family doctor with the 
closure of Dr. Davis’ practice.  While we will do what we can to transfer your care to another doctor in our system, it is likely that we can only 
accommodate a limited number.  To help us introduce you to the other doctors in our system, please fill in this form and fax to (807) 346-8687, email to 
info@hfht.com or mail/drop off at 1040 Oliver Road, Ste. 301, Thunder Bay, ON  P7B 7A5.

Last Name

Date of Birth (yyyy/mm/dd) Are you registered with Health Care Connect?

Apartment #

City/Town Postal Code

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

Yes No

First Name Init.

Signature

(               ) (               )

Home Telephone No. Work Telephone No.

(               )

Mobile Telephone No. Email address

Name (please print)

Date (yyyy/mm/dd)

I hereby consent to Dr. G. Davis discussing my health record with 
a Harbourview Clinic physician who has expressed an interest in 
assuming my care.

Thank you for requesting a new physician at HarbourView Clinic. Unfortunately, the doctors at Harbourview Clinic may not have enough open 
spaces to accommodate everyone in Dr. Davis’ patient roster.  To help the clinic determine which patient will best match with an available physician, 
please complete the following survey:

** All information will be kept confidential in our secure Electronic Medical Records system. 

Dr. Geoffrey Davis, M.D.

1)  Are you experiencing a chronic condition 
 (such as diabetes, in�ammatory bowel disease, 
 mental illness, multiple sclerosis, arthritis, osteopororosis,
 neurological conditions, chronic fatigue syndrome or others)?

  Condition(s)

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________ 

 (List additional conditions on a separate sheet)

2)  What medications are you regularly taking?  
 
 Medication(s)

 ____________________________________________________

 ____________________________________________________  

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________ 

 ____________________________________________________ 

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 ____________________________________________________

 (List additional medications on a separate sheet)

Sex
M F

I am this person’s Parent  Legal Guardian Attorney for 
   Personal Care

Section 1 – Name of Patient

Section 2 – Survey

Section 3 – Signature




