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MASSAGE HEALTH HISTORY FORM

RMT Name:

ummmmmmmmm«mmwm. Yanm!uanpenﬂsﬁmwﬂlberequmdmreleuewmm

NAME: DATE: D.O.B. / /
ADDRESS: CITY: p.C.

PHONE #: ( ) - CELL #: ( ) - OTHER: ( ) =
WEIGHT: HEIGHT: __' " OCCUPATION: REFERRED BY:

# OF CHILDREN & AGES: HAVE YOU RECEIVED MASSAGE THERAPY? Y N
DR.'S NAME: ADDRESS: PHONE #:

EMAIL ADDRESS:

MAY WE COMMUNICATE WITH YOUR DOCTOR CONCERNING YOUR HEALTH? Y N

PLEASE INDICATE CONDITIONS THAT YOU ARE EXPERIENCING OR HAVE EXPERIENCED:

CARDIOVASCULAR WOMAN
(L] HighiLow Blood Pressure [] Pregnant? Due:
[] coHr (] Menstrual Problems What?:
[] Heart Atiack & Date; [] Menopause
[] PhiebitizVaricose Veins [[] Caesarian Section
O Stroke/CVA & Date: ] Gynecological Conditions?
O Pacemaker/Similar Device What:
[] Heart Disease OTHER CONDITIONS
Rﬁsmmf“ [ILoss of Sensation? Where?
] Chm"“?’ ‘Cough [pins & Needles? Where?
Eron;hms [ Diabetes Type: Onset:
m
[ PUEREENA D Allergies? What?
[] shortness of Breath .
[ ]Epilespy
D Asthma o
T S—— [ ]cancer & Location:
] Hepatitis [ Arthritis -Type & Location:
[] skin Conditions Types: [ sinusitis
[]T8 CIT™a
[ Hv []Cold Hands &/or Feet
[[] Herpes & Type: ["Josteoporosis
HEAD | NECK [l Hemophilia
] H(laadaches L] Mental lliness & Type:
] Migraines Clother:

[] Vision Problems

[] Ear Problems ARE YOU CURRENTLY RECEIVING TREATMENT FROM

ANOTHER HEALTH CARE PROFESSIONAL? Y N

DIGESTIVE' If Yes, What?
[]Constipation OVERALL HOW IS YOUR GENERAL HEALTH?
l:] Diarrhea
[]Difficult Digestion WHAT IS YOUR PRIMARY COMPLAINT?
[]BS
DO YOU HAVE ANY INTERNAL WIRES,
HEALTH HISTORY UPDATES: PINS, PLATES, ARTIFICIAL JOINTS OR
1 : SPECIAL EQUIPMENT? Y N
- If Yes, What & Where?
3.
4

Chiropractic Centre On Bayl?sf
1420 Bayly St., Unit 3 Pickering ON L1W3R4
(905) 420-7231 (905) 839-4723 www.healingpower.ca info@healingpower.ca
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MUSCLE DISCOMFORT

Neck
Shoulders L R
Back - Upper Mid Low
legs L R

Knees L R

Ams L R

[] Feet L R

] Hands L R

[} other:

CURRENT MEDICATION & CONDITION
IT TREATS:

1

ODOoOoOooo

2.

3.

4.

HAVE YOU EVER HAD SURGERY? y |

Date:
Location:
Type:
HAVE YOU EVER BEEZ:< IN A MOTOR
VEHICLE ACCIDENT? Y N

Date:
Injuries:
HAVE YOU EVER HAD ANY MAJOR
INJURIES? Y N

Date:
Type:
DO YOU PARTICIPATE IN REGULAR

EXERCISE? Y N
If Yes, What & Frequency:

17



