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Name:__________________________________ DOB: ______/_______/______    Female □      Male □

Address:____________________________________City:____________________ Postal Code:__________

Home #_________________________Work #______________________Cell #________________________

Email:__________________________________Where may we contact you? Home □  Work □  Cell □  All □

Emergency Contact:_______________________Phone # ________________________________

Occupation:_______________________How did you hear about our clinic?___________________________

Doctor___________________________Phone #_______________________

Address:________________________________City:___________________Postal Code:________________

May we contact your Doctor?    Yes □  No □

Please List current Medications/Supplements/Homeopathic Remedies you are taking:


1.________________________________________for what purpose____________________________


2.________________________________________for what purpose____________________________


3.________________________________________for what purpose____________________________


4.________________________________________for what purpose____________________________

Rate your stress level from 1-10 (1 least-10 max)______ Rate your pain level from 1-10 (1 least-10 max)____

Please indicate if any of the following conditions apply to you:

MUSCULO-SKELETAL

CIRC/RESPIRATORY
            SKIN

   Are you currently seeing any of

□Bone/joint disease


□heart condition

            □allergies

   the following professionals? 
□Joint pain



□heart attack (s)

            □rashes

    □Chiropractor

□Swollen joints


□angina


            □warts

    □Physiotherapist

Where? _________________

□chronic congestive heart failure  □athletes foot
    □Naturopath  

□Tendonitis



□varicose veins

            □sensitivities
    □Homeopath

□Bursitis



□phlebitis

            other_________
    □Massage Therapist

□Disc degeneration/Herniation

□pace maker or similar
            _____________
    □Chiropodist/Foot Specialist

□Broken/fractured bones

□blood clots

            DIGESTIVE
    □Psychologist/Social Worker

□Arthritis Type____________

□stroke


            □constipation
    □Medical Specialist

□Family History of arthritis

□high blood pressure
            □diarrhea

      

□Whiplash



□low blood pressure
            □gas/bloating

Date____________________

□lymphoedema

            □irritable bowel syndrome

□Sprains/strains


□breathing difficulties
            □crohn’s/colitis

Check off any stress 

□Low back/hip/leg pain

□sinus problems

            □rapid weight loss/gain
reduction activities you 

□Neck/shoulder/arm pain

□allergies

            □oesophageal reflux
participate in on a daily/
□Headaches/head injury

□smoker


            OTHER


weekly basis:

□Migraines



□shortness of breath
            □hearing impairment
□walking

□Sinus pain/congestion

□chronic cough

            □visual impairment
□yoga/Pilates

□Spasms/cramps


□dizziness/fainting
            □allergies___________
□stretching

□Tooth/jaw/ear pain/TMJ

□asthma


            □environmental_______
□aerobics

□Fibromyalgia


□bronchitis

            □food_______________
□weight training


□Scoliosis



□emphysema

            □medical____________
□sports

□Foot problems/pain


□


            □pins, wires, plates, 
□tai chi

REPRODUCTIVE


NERVOUS SYSTEM
            artificial joint (s)

□other:____________

□Pregnant? Weeks_________

□herpes/shingles

            □cancer/tumors

Due Date_________________

□epilepsy/seizures
             treatment____________

□Children (#__________)

□numbness/tingling
             □diabetes

Previous pregnancies_______

□paralysis/weakness
             □eating disorder (s)
Date of initial

□Gynecological conditions

□chronic pain
 
             □depression

Health History___________

□Menopause



□fatigue


            □drug/alcohol addiction 
Update 1________________

□Cysts/fibroids


□sleep disorders

            □thyroid problems

Update 2________________

INFECTIOUS DISEASES

□sciatica

            □lupus


Update 3________________

Disease name(s)____________

□MS/Parkinson’s disease
            □chronic fatigue syndrome
Update 4________________

_________________________

□HIV/AIDS

□Tuberculosis
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Medical History

Surgery:_____________________________________________________Year:________________________

Surgery:_____________________________________________________Year:________________________

Injury:_______________________________________________________Year:_______________________

Injury:_______________________________________________________Year:_______________________

Please identify any assistive devices you are using (ie. Cane, braces, etc.)

________________________________________________________________________________________

Please list anything not yet covered on this intake form

________________________________________________________________________________________

CURRENT CONCERN

What is your Primary Complaint?

____________________________________________________

What are your Current Symptoms?

____________________________________________________

How long have you had this condition/injury?

____________________________________________________

Indicate which describes the quality of your pain:

□Sharp


□Shooting


□Burning


□Aching

□Deep


□Superficial


□Poorly localized

□Dull

□Constant


□Intermittent


□Well localized

□Throbbing

Indicate on the scale where you feel your current pain level lies

No pain/…/…/…/…/…/…/…/…/…/…/Worst pain imaginable

                                             0    1    2   3   4   5   6   7   8   9   10

What increases your pain?___________________________________________________________________

What decreases your pain?___________________________________________________________________

The information requested above will assist us in treating you safely. Feel free to ask any questions about the information being requested. Please note that all information provided will be kept confidential unless allowed or required by law. Your written permission will be required to release any information. 

Informed Consent

· I am aware that it is my choice to receive therapy. I understand that during the course of the treatment, I am encouraged and have the right to ask questions about procedures and effects of my treatment.

· At any time, before or during, I can ask the therapist to alter or stop the treatment.

· There are slight risks/side effects such as additional pain/slight inflammation; I will rely on the massage therapist’s judgment to act in my best interests based on the current information I give. 

· Massage therapy indications, risks and goals will be discussed.

· The treatment goals are not guaranteed.

· I agree to update my file if there are any changes in my medical or personal information. 

Thank you for coming in today to Balanced Living.

Signature:____________________________________________Date:____________________________

~Please give 24 hours notice for cancellation (s) or a $40 fee will apply~
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