CONFIDENTIAL PATIENT HISTORY FORM
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SAFE, SMART, EFFECTIVE HEALTH CARE

Name Birthdate
{month / day / year)
Address Family Doctor
Phone
Postal Code Referring Professional
Phone (home) Phone

(cell/pager)

(work)

Email

BC _ ‘es Claim#t :
Occupation (it tadive4 claim,: please inform RMT as youxWilimeed tofill-out the related Claim:Form)

How did you hear about (Registered) Massage Therapy?

How did you hear about our clinic?

Plates / Shunts

R o o A Tl

Cnstma G
. “Chronic Sinusitis e ‘Cancer
~other Respiratory condition - - Hepatitis
“.other Contagious condition

ShEL

Please list any Medications you presently take:

Known Allergies (including mediéations, foods, seasonal, cils and lotions, efc.)

Do you have any family history of medical conditions? [0 Yes O No
Please list:

Have you ever been hospitalized, had any major accidents, ilinesses, or surgeries? O Yes 0 No
Please comment:

Continued over...



Patient History Form cont...
Other therapy / treatment: (past or present, does not have to be related to this visit)

O Massage Therapy Date of last visit Location
Chiropractor
Physiotherapy
Naturopath
Acupuncture
Other ¢ *

ODoooDo

List any Activities, Sports, Hobbies List any NON-prescription vitamins, minerals
(ie. Jogging, Hockey, Crafts, Computer, etc) or other supplements you are taking:

Please CIRCLE the answer closest o how you PRESENTLY feel: { 1 =poor, 5= excellent)

Quality of Sleep 1 2 3 4 5 Hours of sleep per night (approx.) .
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

Exercise Habits 1 2 3 4 5 Number of times you exercise per week

Smoker Yes " No Occasional

Alcohol Yes No Occasional

Please describe your current condition & symptoms: Please indicate on the diagram the nature of your
symptoms, using the symbols indicated:

Aching OO
Stabbing XXX
Shooting >=>
Burning H##

Numbness 22 2
or Tingling

How long have you had this condition?
How did it start?

What aggravates it?

What relieves it?




