
Pre- qualification Application for Medical  
and / or Service Provider

This application must be submitted and approved by Medical Concierge Inc. prior to becoming  
a registered Strategic Partner in the Medical Concierge Inc. Referral Directory.

Company name: ________________________________________________________________________________

Address:_ _____________________________________________________________________________________

Street:_ _____________________________ City:______________________ Prov. / State:______________________

Postal / Zip Code:_____________________ Main Contact Number:_______________________ Ext._ ___________

Fax: _ ____________________Email:____________________________Website:_ ___________________________

Primary contact: ________________________________________________________________________________

Secondary contact:______________________________________________________________________________

*Can your company supply quality references as needed?  	 Yes n 	 No n

*Does your company have Practice Insurance?  	 Yes n 	 No n

*Please indicate your company’s classification by marking with a ( X ) from the following choices. If more than 
one choice applies please provide explanation in space provided.

n	 Private Gastroenterology Clinic/ Service
n	 Private Gynaecology Clinic/ Service
n	 Private Cardiac Clinic/ Service
n	 Private Psychology Clinic/ Service
n	 Private Eye Surgical Clinic
n	 Private Eye Surgical Clinic
n	 Private Respiratory Clinic
n	 Private Medical Treatment / Hospital
n	 Medical Equipment Company
n	 Ophthalmologist
n	 Private / Public Embryologist  
	 Service / Clinic
n 	 Private Urology Clinic/ Service
n 	 Private Prostate Clinic/ Service
n 	 Private Neurology Clinic/ Service
n 	 Private Counselling/ Clinic Service

n 	 Private Orthopaedic Surgical Service
n 	 Private General Surgical Center
n 	 Private Diagnostic Center / Clinic
n 	 Chiropractor
n 	 Dentist
n 	 Private / Public Geneticist Service / Clinic
n	 Private Sleep Clinic / Service
n	 Private Biopsy and Histopathology  
	 Diagnostic Service / Clinic
n	 Kinesiology Service
n	 Private Massage Therapist
n	 Private Physiotherapist
n	 Private Respiratory Therapist
n	 Private Doctor On – Call Service
n	 Private Cosmetic Clinic / Service
n	 Private Oxygen Company

Application for Medical Concierge Services

n Corporate  n Personal 

Application Number (For Office Use Only)  n n n n n 

Effective Date of Service (DD/MM/YY)  n n / n n / n n 

n Individual – Silver Package

n Individual plus Spouse – Gold Package

n Individual plus Spouse and two Family Members – Platinum Package

Medical concierge inc. rates are subject to change without notice. These rates are for Medical Con-
cierge Services only, and do not include coverage for or cost of medical products, medical treatment, medications, 
travel, accommodations, or travel insurance.

Name of applicant (last/ first)  ____________________________________________________________________  

Date of Birth (DD/MM/YY)   n n / n n / n n

Company ____________________________________________________________________________________

Company Address _____________________________________________________________________________

City __________________________________ Province _____________________Postal Code _______________

Phone# ________________________________ Email _______________________Fax#_____________________

Home Address ________________________________________________________________________________

City __________________________________ Province _____________________Postal Code

Phone#  _______________________________ Email  _______________________Fax # ____________________

Preferred Language ______________________ Spouse ______________________

Name______________________________________ Date of Birth (DD/MM/YY) n n / n n / n n

Phone# ________________________________ Address ______________________



If your company applies to more than one classification please explain below.
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

*What is your company’s capacity to service? (Please indicate by number) _______ If you need to further explain 
please indicate in the space provided. 
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________
___________________________________________________________________________________________

Does your company have the capacity to service: 	  

Locally 	 Yes n 	 No n	 Nationally 	 Yes n 	 No n	 Internationally	 Yes n 	 No n

Additional comments: 
____________________________________________________________________________
____________________________________________________________________________
____________________________________________________________________________

n	 Private Health / Fitness Trainer
n	 Health – Organic / Vitamin Specialist
n	 Alternative Medicine Consultant / Service
n	 Private Weight Loss Clinic
n	 Private / Public Supportive and Assisted
n	 Private / Public Supportive and  
	 Assisted living for seniors
n	 Private / Public Supportive and Assisted  
	 living for Physically Disabled Adults
n	 Private / Public Supportive and Assisted  
	 living for Physically Disabled Adults
n	 Private Nanny Service
n	 Private / Public Travel Service
n	 Private Ground Transportation
n	 Legal – Medical Advisory / Services
n 	 Private Laboratory Service
n 	 Private Physician Services / Clinic
n 	 Private Sports Medicine

n 	 Private Occupational Therapist
n 	 Private / Public Corporate  
	 Medical Clinic / Service
n 	 Private Nursing Company
n 	 Private Medical / Therapeutic  Spa
n 	 Private Hyperbaric Oxygen Treatment
n 	 Private Nutritionist and  
	 Biofeedback Specialist
n 	 Health – Private Chef / Catering
n 	 Private Acupuncturist
n 	 Pharmaceuticals
n 	 Private Midwifery Service
n 	 Health / Medical – Private Air  
	 Transportation
n 	 Private Travel Clinic
n 	 Financial Institution / Financing  
	 Medical Treatments

Application for Medical Concierge Services

n Corporate  n Personal 

Application Number (For Office Use Only)  n n n n n 

Effective Date of Service (DD/MM/YY)  n n / n n / n n 

n Individual – Silver Package

n Individual plus Spouse – Gold Package

n Individual plus Spouse and two Family Members – Platinum Package

Medical concierge inc. rates are subject to change without notice. These rates are for Medical Con-
cierge Services only, and do not include coverage for or cost of medical products, medical treatment, medications, 
travel, accommodations, or travel insurance.

Name of applicant (last/ first)  ____________________________________________________________________  

Date of Birth (DD/MM/YY)   n n / n n / n n

Company ____________________________________________________________________________________

Company Address _____________________________________________________________________________

City __________________________________ Province _____________________Postal Code _______________

Phone# ________________________________ Email _______________________Fax#_____________________

Home Address ________________________________________________________________________________

City __________________________________ Province _____________________Postal Code

Phone#  _______________________________ Email  _______________________Fax # ____________________

Preferred Language ______________________ Spouse ______________________

Name______________________________________ Date of Birth (DD/MM/YY) n n / n n / n n

Phone# ________________________________ Address ______________________



Applicant Signing Officer:               

Signature:_ ____________________________________Please Print Name: ________________________________

Date: (DD/MM/YY) n n / n n / n n

Upon Completion of the application please fax to Medical Concierge Inc. at 403-454-2873

Attention to: Advertising and Strategic Department

Office Use:

Date Received:_________________________________Date Rviewed:____________________________________ -

Application Approval: n	 Application Decline: n 

* Applications may be declined by Medical Concierge Inc. if the following guidelines are not followed:

•	  The company applying does not provide References when requested.

•	  The company applying does not provide Capacity of service.

•	  The company applying does not indicate Practice Insurance.

•	  The company applying exceeds Medical Concierge Inc. Category Limits according to specifications.

•	  The company applying may not be renewed for directory consideration if the above guidelines are  
	 not being _______ met and / or client reviews do not support the approved standards of Medical Concierge Inc.  
	 Referral Directory.

Medical Concierge Inc. Signing Officer:
Date : ______________________________________

Cost of Registration in Strategic Partner Directory of Medical Concierge Inc.  is follows:
A Six Month Registration is $300.00 and is due upon approval of application and registration.
A  Yearly Registration is $500.00 and is due upon approval of application and registration.
* Medical Concierge Inc. does provide a pricing package that includes the Medical Concierge Publication and Strate-
gic Referral Directory.

Application for Medical Concierge Services

n Corporate  n Personal 

Application Number (For Office Use Only)  n n n n n 

Effective Date of Service (DD/MM/YY)  n n / n n / n n 

n Individual – Silver Package

n Individual plus Spouse – Gold Package

n Individual plus Spouse and two Family Members – Platinum Package

Medical concierge inc. rates are subject to change without notice. These rates are for Medical Con-
cierge Services only, and do not include coverage for or cost of medical products, medical treatment, medications, 
travel, accommodations, or travel insurance.

Name of applicant (last/ first)  ____________________________________________________________________  

Date of Birth (DD/MM/YY)   n n / n n / n n

Company ____________________________________________________________________________________

Company Address _____________________________________________________________________________

City __________________________________ Province _____________________Postal Code _______________

Phone# ________________________________ Email _______________________Fax#_____________________

Home Address ________________________________________________________________________________

City __________________________________ Province _____________________Postal Code

Phone#  _______________________________ Email  _______________________Fax # ____________________

Preferred Language ______________________ Spouse ______________________

Name______________________________________ Date of Birth (DD/MM/YY) n n / n n / n n

Phone# ________________________________ Address ______________________


