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[bookmark: _Toc222840578]REGISTRATION FORM 
	PATIENT’S IDENTIFICATION 

	Name: 
	[bookmark: Texte1]     
	

	Date of birth: (DD/MM/YYYY):      
	
	

	RAMQ no.: 
	     
	Expiry date (MM/YY):
	     

	Address: 
	     

	Language spoken:
	     
	

	Home telephone:
	     
	

	Work telephone: 
	     
	



	CLINICAL INFORMATIONS

	Head and neck cancer :
	[bookmark: CaseACocher1]yes |_|
	no |_|

	[bookmark: _GoBack]Diagnosis :      

	Total laryngectomie :
	yes |_|
	no |_|
	Major and persistent ENT medical impairment without surgery :

	
	tracheoesophageal fistula
	yes |_|           no |_|
	Yes |_|
	no |_|

	Orther surgery 
	yes |_|
	no |_|
	
	

	
	Type :      
	Description : 
     

	Date of surgery and surgeon’s name :
	     
	

	Hospital : 
	     
	

	Tracheotomy : 
	yes |_|
	no|_|
	

	Reason of tracheotomy :
	     
	


By enrolling this user, I confirm that they are not covered by another government program. Initials.____
	Referring professional (name and title):
	     

	Workplace: 
	     

	Telephone: 
	     

	Signature of the referring professional: 
	     

	Date: 
	     
	


All sections must be completed properly for the registration application to be processed
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