CONFIDENTIAL HEALTH HISTORY

Legal Name: Preferred Name:.

Address: Postal Code:

Telephone: Home ‘Work Cellular

Occupation: Age: Date of Birth: / /

Email: Day Month Year

The following questions are based on the most current understanding of gender:
Current Gender Identity:

Assigned Sex at Birth:

Primary Care Physician:

Address:

Preferred Pronouns:

Current Medications/Supplements:

Other Healthcare (Current/Past): Massage [0 Chiropractic 0 Physiotherapy [ = Other

Referred By:

Condition

Condition

Condition

Primary Reason for Treatment

Please check |/ symptoms that you are presently experiencing, and underline any conditions that you have
experienced in the past. Circle any specifics, eg: elbow (left/).

MUSCLES/JOINTS/NERVES
(Pain/Stiffness)
__ Neck
__ Back (Upper/ Mid / Low)
__ Shoulder (Left / Right)
- Arm/Forearm (Left/Right)
__ Elbow (Left / Right)
__ Wrist/Hand (Left / Right)
__ Hip (Left / Right)
__ Thigh (Left/ Right)
__ Knee (Left / Right)
__ Calf/Shin (Left / Right)
__ Ankle/Foot (Left/Right)
__ Nerve Pain / Tingling
Where?
__ Loss of Sensation
Where?
__ Arthritis
__ Disc Prolapse / Herniation
__ Spasm / Cramping
__ Tendinitis
__ Scoliosis

__ Fibromyalgia
___ Chronic Fatigue Syndrome

CARDIOVASCULAR
__ Heart Murmur

__ Heart Disease

__ High/Low Blood Pressure
__ Dizziness / Vertigo
__ Stroke

__ Angina

__ Arteriosclerosis
__ Pacemaker

__ Varicose Veins

__ Edema (Swelling)
__ Poor Circulation

RESPIRATORY

__ Smoker-for ____ years
__ Chronic Cough

__ Congestion

__ Emphysema

__-Chest Pain >
__ Shortness of Breath

__ Bronchitis

__ Asthma

IMMUNE SYSTEM

__ HIV/Aids

__ Fever/ Chills

__ Allergies (please list)

GASTROINTESTINAL

; Belching / Gas

__ Indigestion/Stomach Pain
__ Ulcer

__ Nausea

__ Constipation

__ Diarrhea

__ Gall Bladder Problems
__ Hiatus / Inguinal Hernia
__ Crohns/ Colitis

__ Irritable Bowel

SKIN
__ Sensitive

To What?

__ Rashes/ Itching

__ Bruise Easily

__ Dryness / Eczema

__ Athletes Foot / Fungal
__ Herpes/ Cold Sores
__ Other Skin Condition

What?

GENITOURINARY
__ Difficulty Urinating
__ Kidney/ Bladder Infection

| . Kidney Stones

__ Prostate Problems

HEAD/NECK
__ TMJ (Jaw pain)
__ Headaches
__ Migraines
__ Sinus Pain

| E.EN.T. ,

__ Cataracts / Glaucoma
__ Vision Loss

__ EyePain

__ Hearing Loss

__ Earache/Ringing in Ears
__ Speech Problems

__ Sore Throat

METABOLIC CONDITIONS
__ Diabetes

Onset?

__ Cancer

Where?

__ Hyper / Hypothyroidism
__ Gout

. Tuberculosis

__ Hepatitis -

__ Epilepsy

__ Night Sweats / Pain

__ Loss of Sleep / Insomnia

REPRODUCTIVE
__ Painful/Irregular Menses
__ Endometriosis
__ Pelvic Inflammtory Disease
__ Menopause
__PMS
__ Hormone Therapy
__ Pregnant
Due Date:
__ Gynecological Condition ‘
What?

PSYCHOSOCIAL

__ Stress (mild / mod / high)
__ Depression o

__ Emotional Crisis

__ Psychological Care

__ Alcohol / Drug Addiction




List All Recent &/or Major Surgeries:
Date Surgery Current Related Symptoms

List All Recent &/or Major Injuries: (eg. fractures, car accidents/whiplash, bad sprains, strains, tears, etc)
Date Injury Current Related Symptoms

Do you have any internal pins, wires, prosthetics or use any special equipment? (orthotics, mouth guard, etc)
YES NO If yes, specify what & where:

Do you exercise? YES NO
If yes, please list activities:

‘When was your last massage?

Is there anything else you think I should know? (ie. conditions not mentioned, etc)

CONSENT TO TREATMENT
I understand that Massage Therapy is the manipulation of the soft tissue and joints of the body using Swedish Therapeutic massage

techniques to develop, maintain, rehabilitate or improve physical function or relieve pain.I can expect my body to be draped at all
times during treatment, except for the areas to be massaged, to provide comfort, warmth, security, and privacy as requested. My
therapist will explain the risks/benefits involved during massage treatments and alternative courses of treatment where applicable
during proposed treatment plans as well as the consequences of having/not having treatment. I'm aware that my therapist is open to
any queries regarding treatment effects and outcomes during the course of treatment. I am fully aware of my right to modify. omit,
stop or refuse treatment or proposed treatment plans as outlined by my therapist.

I authorize Dora Jackson RMT to confirm the treatment dates, duration and fees paid for massage therapy appointments to my
insurance company should they contact her with this request. I understand that provinicial and federal privacy legislation protects my
information and no other details will by disclosed without my express consent. Yes__ No Initials

I understand that the information given on this health history form is strictly confidential and will only be used by the therapist to
develop an appropriate treatment plan. I understand that a 24 HOURS NOTICE is required for any cancellations/changes to an

appointment or the full fee for that visit will be charged.

I hereby consent to Massage Therapy and any other alternative courses of treatment explained to me which may benefit my health.

Date: Client Signature:
HEALTH HISTORY UPDATE
Date: Date: Date:
Surgery / Injury: Surgery / Injury: Surgery / Injury:
Meds/Vitamins: Meds/Vitamins: Meds/Vitamins:

Dr. Dx'd Condition:

Other Health Care:

Client Initials:

Dr. Dx'd Condition:

Other Health Care:

Client Initials:

Dr. Dx'd Condition:

Other Health Care:

Client Initials:




