\é WELCOME TO DOWNTOWN BRAMPTON WELLNESS CENTRE
118 QUEEN STREET WEST, SUITE 205

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

Name: Date of Birth: / /
dd / mm / yyyy
Home Phone: Work Phone: Cell Phone:
Address:
Street # and Name City Postal Code
Would you like our monthly health newsletter by email? (dYes (1 No Email Address:
How did you learn about our clinic? Occupation:
Have you received massage therapy before? [dYes [dNo EMERGENCY CONTACT
NAME:
Did a health care practitioner refer you for massage therapy? [dYes [dNo RELATIONSHIP:
NUMBER:
If yes, please provide their name and address
Please indicate conditions you are experiencing or have experienced:
Cardiovascular Infections Head/Neck
(4 High blood pressure (1 Hepatitis (1 History of headaches
(1 Low blood pressure (1 Skin conditions (1 History of migraines
(4 Chronic congestive heart failure adTB (4 Vision problems
(1 Heart attack Qa HIV (1 Vision loss

(d Phlebitis / varicose veins

[ Stroke / CVA

(d Pacemaker or similar device
(d Heart disease

(1 Herpes / Warts 1 Ear problems

(1 Hearing loss
Other Conditions

[ Loss of sensation, where? Women

4 Pregnant, Due Date:
1 Gynaecological conditions,

Is there a family history of any of the  Diabetes, onset:

above? [dYes [No 4 Aller%ies/hypersensitivity to Type?
what? - Overall, how is your general health?
Respiratory Type of reaction:
(1 Epilepsy

(4 Chronic cough

(d Shortness of breath
(d Bronchitis

(1 Asthma

(1 Emphysema

Is there a family history of any of the
above? [dYes [dNo

(1 Cancer, Type? Where?

(d Skin conditions, what?

(J Arthritis, where?_
Is there a family history of arthritis?
dYes [dNo

Primary Care Physician

Address:

Phone:

Current Medications (prescription & nonprescription):

What?

Condition(s) it treats:

Do you have any other medical conditions? (e.g. digestive
conditions, hemophilia, osteoporosis, mental illness) dYes [dNo

Are you currently receiving treatment from another
health care professional? (1 Yes [ No

If yes, for what?

What?

Do you have any internal pins, wires, artificial joints or special
equipment? dYes No

Where?

Surgery — date
Nature:

Injury — date

What is the reason you are seeking massage therapy?
Please include the location of any tissue or joint discomfort.

Nature:




SHOW AREA(S) OF PAIN OR UNUSUAL FEELING

° Mark the areas on this body where you feel the described sensations.
° Use the appropriate symbols.
° Mark areas of radiation.
° Mark level of Pain/discomfort next to symbol (0 — 10)
° Include all affected areas
Key: A=ACHE B=BURNING N=NUMBNESS
P=PINS & NEEDLES S=STABBING O=0THER
Pain Level Description Pain Level Description
0 No Pain 1 Mild you are aware of it but it does not bother you
2 Moderate pain that you can tolerate 3 Moderate pain that requires medication to tolerate
with out medication
4-5 More severe pain that affects your mood 6 Severe pain
7-9 Intensely severe pain 10 Most severe pain
RIGHT
LEFT
Date: Patient Name:




CONSENT TO ASSESSMENT AND TREATMENT

I of hereby provide my consent to participate
(Client’s Name) (Address)

in Massage Therapy Assessment and Treatment to be performed by a Registered Massage Therapist from,
Downtown Brampton Wellness Centre. The nature, work and benefits of the assessment and treatment as well as the
alternative and consequences of refraining from participation will be satisfactorily explained to me.

I have read and understand the above information and sign this document voluntarily.

I understand that massage therapy is the best manipulation on my soft tissue and

joints throughout the body. My therapist has explained to me and I understand the benefits and risks of the massage

therapy treatment. If the pressure is too deep or causes excessive pain, I will inform my therapist.

I understand that only the body part being worked on will be undraped, while the rest of the body remains covered at all
times. I am aware that I do not have to remove any clothing if I am uncomfortable. At any point during my treatment,

if I desire, the treatment may be altered. I will inform my massage therapist if I feel that the treatment should be altered.

I have filled out my health form to the best of my knowledge and will continue to inform my massage therapist of any

changes in my condition. I authorize my massage therapist to contact regarding my
Medical Doctor

injury or subsequent treatment at Downtown Brampton Wellness Centre. I hereby consent to massage therapy treatment.

I am aware that payment for each massage therapy treatment is due at the time the service is rendered, if for any reason I
am unable to pay for the treatment I will inform my therapist before my treatment begins. I here by consent to render

payment for my treatment, at the time my treatment is received.

/ /
(Client or substitute decision maker signature) (mm/dd/yyyy)




