
Name:

AHC #:

DOB: DD/MM/YYYY 

Phone: 

Address:

City:

Postal Code:

Referral for: 
 Chiropractor  Physiotherapy  Massage  Osteopathy  Acupuncture

Patient Referral
Phone: 403 282-0880 | Fax: 403 282-0898

Balanced Health &
Sports Therapy

Place Patient Label Here

Date of Request: D/M/YYYY

Medical Injury Assessment and Treatment
History / Additional Information Date of Injury: 

Referring Practitioner

STAMP

Name:

Clinic Name:

Phone:        Fax:

Address:

Prac ID:

Copy To:

Signature: 

WWW.BALANCEDHEALTH.CA   |   INFO@BALANCEDHEALTH.CA   |   1519 19 Street NW, Calgary, AB, T2N 2K2

Referral to:      First available
 Specific Practitioner:

MVA
WCB (Chiro only)
Sports Injury
Other:



Patient Referral
Phone: 403 282-0880 | Fax: 403 282-0898

Balanced Health &
Sports Therapy

HOW TO FIND US

WWW.BALANCEDHEALTH.CA   |   INFO@BALANCEDHEALTH.CA   |   1519 19 Street NW, Calgary, AB, T2N 2K2

BALANCED HEALTH AND SPORTS
THERAPY 



1519 19 Street NW

Calgary, Alberta, T2N2K2



PHONE: 403 282-0880
FAX: 403 282-0898

EMAIL: info@balancedhealth.ca



www.balancedhealth.ca

Parking Information:
We have 4 parking stalls allocated to the
clinic. 2 in front of the door, and 2 across

the parking lot - all have Balanced Health
signs in front. Any spot on the other side
of the parking lot without a business sign

is free parking as well. 

Transit Information: 
We are a 4 minute walk from the Lion's

Park Train station.

WHAT WE OFFER
We are a family oriented clinic specializing in the multi-treatment approach for

management and prevention of musculoskeletal injuries for the entire body. 
We offer advanced sports and health therapies all in one location. 

Chiropractic
Physiotherapy

Massage Therapy
Osteopathy

Acupuncture
Prolotherapy

Platelet Rich Plasma (MSK/Cosmetic)

Class IV Laser Therapy
Custom Athletic Bracing

Orthotics
Exercise Prescription

Motor Vehicle Accident Treatment
WCB (Chiropractic only)

Direct Billing to Insurance
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