F llerslie Chiropractic & Wellness Centre
Massagc Thcrapg Hcalth Historg & ]ntakc ]:orm

T o ensure the best Promccssional care and thcrapcutic treatment, Plcasc take a few minutes to comPIctc the \co"owing.
The information that is Providcd is confidential and imPortant, therefore should angthing changc, P|casc noti\cg your

thcmpi_st. Your time and cooPcration in complct‘ing this form is aPPrcciatcd.

Toclag’s Datc:

Last Name: First Name:

Ac{c{rcss: Citﬂ/Frovincc:

Fostal Coc{c: Homc Fhonc:

Pusiness Fhonc: Cell Fhonc:

[ mail Address (For APPointmcnt Reminders):

Date of Birth: Employcr/SClwool:

OccuPation:

F}-nysicians Namc/C]inic: thsician Fl‘l #:

F_mergcncy Contact Namc: Emergcncy Contact #:

Have you received a Promccssional massage before? (Yes/No); ]chs how ]ong ago:

How did you hear about our clinic/Referred BH?

Main Reason for Massage? (Flease circle all that apply):

Kc[axation/\(\/cut)cing Strcss/Tension Tt\erapcutic Motor Ve\wic‘e/ Work lnjury Frcgnancy

}tyou are currcnﬂy cxPcricncing Pain, Plcasc indicate sPcciticaHH where:

When did the Pain l:cgin?

What actions worsen the Pain?

What eases the Pain?

To ourvalued massage clients: 55 signing below you rccognize that schcduling an aPPointrncnt involves a reservation time spccitica"y for
you, thercfore a minimum of 24 hours notice is rcquircd to reschedule or cancel an appointment. A missed appointment fee will be
clwargcd for sessions missed without such advanced notification. |n addition Plcasc understand that most insurance companics will not

reimburse for missed aPPointmcnts.

Date: Sisnatur::




E“erslic Cl’xiroprac’cic & Wc“ncss Ccn’crc
Massagc Thcrapy Hcalth History & lntakc Form

For each of the conditions listed bclow, Placc a checkin the "_Fasi-“column if you have had the condition in the past. I‘Fyou

IDrcscntig have a condizion listed bclow, Placc acheckin the “Fresentzcolumn.

rasi: rrcscnt Fast Frcscnt Fast Present
a a Headaches 0 1] High Plood Pressure a ] Diabetes
O 0 Neck Fain O a Heart Attack O (] E xcessive T hirst
O 0 uPPcr BackFain ] ] Chcst Fains ] ] ]:rcqucnt {rination
0 O Mid Back Fain G I Stroke | O Allergies
] | [ow Back Pain ] 0O Angina O [} Dcpn:ssion
O ] Shoulder Pain ] [ Kidncy Stones | ] 53stcmic Lupus
W] ] ) PPcrArm Pain 0 ] Kidncy Disorders O O F_Pilcpsy
J O E lbow Pain ] | Bladder Infection O 0O Dramatis/E czema
O -3 Whrist Fain i} il Painful Urination | O Warts
[} 0 Hand Pain O | oss of Biadder Control (] [ HIV.7Aids
| ] f’iip/u pper Leg Fain | 0 Prostate Problems ] ] Flepatitis
{3 O K nee/{_ower ch Pain = [} Abnormal Wcig]-;t Gair/|_oss .
i3 [ Anuc/ Foot Fain ] i3 Loss of APPcﬁtc
P 3 Jaw FPain ‘ [ O Abdominal [ ain i MALE,_: éQNl Y
. | Joint Stiffness O a {Hcer o d Pregrancy
[ O Dizziness O ] Tumor O [} Birth Control
O O Visual Disturbances a (] Asthma ] O Hormone chlaccmcnt
0O a Fibrom yalgia [} [ Chronic Sinusitis

Flease describe any ofgour above conditions (incluc{ing whcn/whcre):

Ha'vcgou ever had any injun'es such as broken bones, torn {igaments, surgeries efc.? When?

\What medications are you current!y taking (over the coun'tcr/Prcscribccl/hcrbaD and for what condition:

What types of physical activities do you participate in during your spare time, and how often?
Yp Py youp P 24 P

] have coml:)‘ctcd this health form to the best of my Eknow,lcdgc. i understand that massage t}".empg services are a
thcrapcuﬁc health aid and are non-sexual. i understand that massage thcrapg does not diagnosc illnass or disease
and that the massage thcrapist does not Prcscribc medical treatment or pharmaccuticais, nor are sPina§
manipulaﬁons Part of massage thempy. H: there are any changcs to my health historg throug}vout the course of my

massage ti-.cr-apy treatments | will advise the massage thcrapist.

j understand that massage thcrapg is not a substitute for medical examination or medical care, and that it is

recommended that | am concurrcntly wor‘dng with Yy Primary caregiver for any condition | may have.

Clicnt Signaturcz Date:

Parent or Guardian Signai:urc (i client under 18 5cars):
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