TREATMENT
SPACE

=m

First Name Last Name Sex Date of Birth Street # Unit # Street Address
City Prov Postal Code | Home Phone Work Phone Mobile
Email Would you like to be added to our Employer Do you have Health
email list? YES[]NO[] Benefits? YES [_|NO
Family Physician Phone Emergency Contact Relation Phone

Have you received Massage Therapy Present involvement in other Health

Preferred booking time, for our records:
treatments before? YES | NOI:l Care? YES |:| NO EI

8-11lam / 12-1pm / 2-5pm /6-9pm

General Health Status Primary Complaint Source of Referral (Physician/Friend)

‘ HEALTH INFORMATION: Please Indicate M conditions that you are experiencing or have experienced.

Soft Tissue/Joints Circulatory/Respiratory Digestive Reproductive Neurological
[Headaches LIDizziness UUlcers LIPMS LINumbness/Tingling
[INeck [IShortness of breath UIndigestion [1Pre-menopause [IFacial Twitching
[IShoulder [IChronic cough [IConstipation [I1Menopause [IChronic pain
Upper back [1Allergies [1Bloated [IPelvic inflammation [ISleeping difficulty
[IMid back [1Sinus problems [IDiarrhea [1Endometriosis [IParalysis
Low back [1Asthma [IDiverticulitis [IHysterectomy [ICerebral palsy
L1Arms [IBronchitis LIIBS UFertility concerns UlEpilepsy
UIHip LJEmphysema [Colitis [IProstate problems [IMultiple sclerosis
[ILegs [IFainting [ICrohn’s disease [IPregnancy/due date: | [IMuscular dystrophy
[1Knees [1Cold feet/hands [1Adaptive aids [ISpinal cord injury
CJAnkles OSwollen ankles Infection Disease (OHerpes/Shingles
OJaw/TM] OVaricose veins Skin [IHepatitis (JFatigue/Chronic
OBursitis OBlood Clots LIRashes Ulnfections skin fatigue
] Arthritis [IStroke UAllergies conditions
OJoint stiffness CChest pain LlAthlete’s foot UTuberculosis Family History
[JSpasms/Cramps [(JHeart condition UWarts LIHIV ClCancer
OFracture bone OLow blood pressure LIMoles LOther: UHigh Cholesterol
[JOsteoporosis OHigh blood pressure LAcne UHeart Disease
[CJOsteopenia CHypertension UBruise easily UHypertension
OScoliosis (JHigh cholesterol [ILoss of sensation UStroke

CLymphedema [IDiabetes

[IOther:

[ have read the above information and have stated all my previous and current medical conditions. I take
upon myself to update My Treatment Space regarding any changes in my condition. I understand that all
massage treatments will be discussed and planned with the Massage Therapist, and will require my

informed consent.

Today’s Date

Print Name

Signature
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