
EJlerslie Chiropractic & Wellness Centre 

Massage Therap~ Health Histor~ & Intake Form 

To ensure the best professional care and therapeutic treatment, please take a few minutes to complete the following. 

The information that is provided is confidential and important, therefore should an~thing change, please notif~ ~our 

therapist.Your time and cooperation in completing this form is appreciated. 

T oda_y's Date: 

Last Name: ----------------- first Name: ------------------

Address, ------------------ C it~F rovince: 

F ostal Code: ---------------- Home Fhone: -----------------

5usiness Fhone: --------------- Cell Fhone: ------------------

E_mail ,4.,ddress (for Appointment R.emi r.ders), ____________________________ _ 

Date of f)irth, ---------------- E_mplo_yer/ School, ____________ _ 

Occupation, __________________________________________ _ 

Fh~sicians Name/ Clinic: __________ _ Fh~sician Fh # : ______________ _ 

E_mergenc_y Contact Name: _________ _ E_mergenc_y Contact#: ____________ _ 

Have _you received a professional massage before? 0( es/ No); If _yes how long ago: ______________ _ 

How did _you hear about our clinic/ Referred I)_y? ___________________________ _ 

Main Reason for Massage? (flcase circle all that appl9): 

R.elaxation/vVellbeing Stress/Tension Therapeutic Motor Vehicle/ Work. lnjur_y Fregnanc_y 

)f _you are currentl_y experiencing pain, please indicate specificall_y where: ___________________ _ 

When did the pain begin? ___________________________________ _ 

What actions worsen the pain? ___________________________________ _ 

What eases the pain? _______________________________________ _ 

To our valued massage dients: !')_y signing below _you recognize that scheduling an appointment involves a reservation time specificall_y tor 

_you, therefore a minimum of 2-+ hours' notice is re9uired to reschedule or cancel an appointment. A missed appointment tee will be 

charged tor sessions missed without such advan=d notification. In addition please understand that most insuran= companies will not 

reimburse tor missed appointments. 

Date, ______________ _ Signature: __________________ _ 



EJlerslie Chiropractic & Wellness Centre 

Massage Therap~ Health Histor~ & Jntake form 

For each of the conditions listed below, place a check in the •:f'ast"column if 9ou have had the condition in the past. If ±jO:J 

presentl!:J have a condition listed below, place a check in the af'resenf:"column. 
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D Headaches 0 D High 51ood F ressure 0 D Diabetes 

0 Neck Fain D D Heart Attack 0 D E_xcessive Thirst 

0 Upper E,ack fain D D Chest Fains D D frc9uentUrination 
D Mid E,ack Fain D D Stroke D D Allergies 

D Low E,ack Fain D D Angina D D Depression 

D Shoulder Fain D D Kidne_y Stones D D S_ystemic Lupus 

D Upper Ann Fain D D Kidne_y Disorders D D E.pileps_y 
D E_lbow Fain 0 D E,ladder Infection D D Dramatis/E.czema 

D WnstFain D 0 Faintul Urination D D Warts 

D HandFa:n 0 [j Loss ct E,iadder Control 
I 

0 D HIV/Aids 

0 rlip/Upper Leg Fair. D 0 F restate F roblems ! 0 0 Hepatitis 

0 Knee/Lower Leg lain 0 D Abnormal Weight Gair/ Loss i 

i 
0 Ankle/Foot F ai.. D D Loss ot Appetite 

i 
0 Jaw Fain D D Abdominal fain i FE.MALE.5 ONLY 
0 J oint StiJ+ness 0 D Ulcer 1~ 0 Fregr.,;nc_y 

D Dizziness D D Tumor 0 E,irth Control 

0 Visual Disturi>ances D D Asthma l o D Hormone Replacement 

D f ibrom_yalgia D D Chronic Sinusitis i 

Flease describe an9 of _your above conditions (including when/where): _________________ _ 

· Have 9ou ever had an9 injuries such as broken bones, torn ligaments, surgeries etc.7 When? ________ _ 

What medications are 90:.i current!9 taking (ove r the counter/prescribed/herbal) and for what condition: ___ _ 

What t9pes of ph9sicai activities do 9ou participate in during 9our spare time, and how often? _______ _ 

I have completed this health form to the best of m9 k.nowiedge. l ur.derstand that massage therap_y services are a 

t herapeutic health aid and are non-sexual. I understand that massage therapy does not diagnose illness or disease 

and that the massage therapist does not prescribe medical treatment or pharmaceuticals, nor are spinal 

manipulations part of massage therap9- If there are an9 changes to m9 health histol'!:l throughout the course of m!:l 

massage therap9 treatments I will advise the massage therapist. 

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

recommended that jam concurrentl9 working with m=1 primal'!:l caregiver for an9 condition ! ma9 have. 

ClientSignature: ___________________ Date: _______________ _ 

r a rent or Guardian Signature (if client under 1 8 9 ears), ______________________ _ 
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