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Change of Name Request Form

TO BE SUBMITTED AT THE TIME OF CHANGE OF NAME
Your Old Name: ________________________________________________________

Your Registration  # ____________________________________________________

Your New Name: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​_______________________________________________________

Effective Date of Name Change: ​​​​​​​​​​​​​​​​​​​​​​​​​​​​​__________________________________________
Home Address: ________________________________________________________
Phone: _______________________________________________________________

NOTE;  The Change of Name Request Form must be accompanied by a legal document that provides proof of name change such as a: marriage certificate or court document. Please include a copy of the document if mailing, faxing or emailing. 

Please email completed form to: registrar@nsphysio.com

or mail to: 197 West Old Post Road, Smiths Cove, NS  B0S 1S0


