ConFmeENTIAL PATIENT HiISTORY FORM

Birthdaie
(monith / day / year)
~_ Family Doctor . R =
=4 o S, Phone g S
Postal Code IR AN 1 Referring Professional 2
Phone (home) T LA e S : Phone S— T 2
(colpoge) .  CamCand#
(e — - Extended Medical Insurer
Cmal -—_—————————  KBCaWCB? 0O No O Yes Chins
Occupation . o (if actve claim, please inform RMT a8 you will nesd o 6 out the relsted Claim Form)
How did you hear about (Registered) Massage Therapy? - y : = -
How did you hear about our clinic? _ -
Please indicate if you believe if any of the following apply to you? (P=past C=cumrent) Circle if necessary.
_ Heart Aftack _  Headaches | Migraines _ Joint Dislocation
_  High/ Low Bilood Pressure _ Dizziness / Fainfing _ Bone Fracture
_  Stroke or Aneurysm _  Nausea _  Arthritis
_ Pace Maker .l Ei:iﬁhil.t:f _ Osieoporosis
. other Heart condition _  Head Injury _ Rods | Pins | Piates / Shunts
_ Varicose Veins _  Epilepsy / other seirures _Implants
_  Bniise easily _ other Neurological condition _  Transpiant
_ other Circulatory condiion _  Comective Lenses/Contacts
_ Asthma
Diabetes _ Chronic Sinusifrs _  Cancer
_  Kidney Discase _ other Respiratory condition _  Hepatitis
other Urinary condition _ HNV
_Imritable Bowel / Colitis _  other Contagious condition
Digestive condition
Skin condition

Known Allergies fMMMMuﬂsaﬂhﬁmﬂ:}
Dumhntnqiunlrhhhynfnﬂ:ﬂmﬁﬂm? O Yes 0 No

Pamset e e e AR e ey o
muymwmwmmmmmmm? 0 Yes 0 Mo

I I o e o it ——— e



_ Patient History Form cont. ..
Other therapy / treatment: (past or present, does nol have to be related to this visit)

O Massage Therapy Date oftlastvis#a = location
Q- Chiropractor " L l S sl
O Physiotherapy : B g
O Maluropath 3 s . ) S e WS
0O Acupunciure ' o e = 5 LI N e e =i
0O Other = e
List any Activities, Sports, Hobbies List any NON-prescription vitamins, minerals
(2. Jogging, Hockey, Crafts, Computer, eic) or other supplements you are taking:
Please CIRCLE the answer closest to how you PRESENTLY feel: { 1 =poor, 5= excellent)
Quality of Slesp 1 2 3 4 5 Hours of sleep per night (2pprox ) - anss
Energy Level 1 2 3 4 5
Eating Habits 1 2 3 4 5 Number of meals you regularly eat perday
Stress Level 1 2 3 4 5
Exercisa Habits 1 2 3 4 5 Number of times you exercise per week o
Smoker Yes No Occasional
Alcohol Yes No Occasional
Current Condition _
Please descnbe your cument conditon & symploms: Please indicate on the diagram the nature of your
symptoms, using the symbols indicated:
thhumfmhdﬂﬂm? e
How did it start? e
What aggravates 17 M
What rebeves &7

Plezsa Nois: Your appoiniment me has been reserved for you. In cowrtesy of your herapest & fellow patients, we ask that you provade us with
24 hours notice of cancelflafion, or a cancelialion fee will be charged. Payment for afl treafment, whether private or insured, is ufimataly the
responsiity of the patient.
lﬂﬂhhﬂﬂh‘ﬁdm:bﬂﬂwmmnmm-mmnnrﬂu'hmhﬂnu.md
give parmission for the diinic 1o lesve messages reganding appointments at any of the contact numbers | have provided above. [n addition, |

authorize the clinic and its associated RMTs to communicate with my referring MD as deemed necessary for my benefical treatment. | also
understand that my personal and medical informalion i confidential and will ondy be disciosed 10 third paries with my permission.

Signature: Cate:
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