
10836 61 Avenue, Edmonton, AB T6H 1M1
Client Health History Intake
Name:_________________________     Email:_________________________________________

Address:________________________________________________________________________Home Phone:___________________________      Cell Phone:____________________________

Date of Birth:______________ 
Age:________      Occupation:____________________________

Emergency Contact:______________    Phone:____________Relationship:__________________
How did you hear about us?________________________________________________________

Do you have nsurance for massage?_______Insurance provider:_________ __________________ Policy/Plan No.: ____________________Membership ID: _______________________________ Referred by doctor? _____________    Doctor’s Name: ______________    Phone: ____________ Last checkup date: _________________    Doctor’s Clinic Address:_______________________
Have you had a professional massage before? _____      If yes, approximate date of the last massage_______  Do you see any other health professionals? ____________________________    If yes, with whom? _______________________________________________________________
Current Medications: _____________________________________________________________
Previous Major Illnesses/Operations: ________________________________________________

PLEASE INDICATE WHERE YOU EXPERIENCE PAIN OR DISCOMFORT ON THE DRAWING BELOW
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	General Symptoms

· Fainting/Dizziness

· Difficulty Sleeping/Fatigue

· Stress

· Headaches/Migraine

· Nervousness

· Numbness/Tingling: Where________

· Paralysis

Skin

· Rashes

· Excessive Dryness

· Acne

· Psoriasis

· Eczema

· Skin Cancer

· Bruise Easily

Infections

· Hepatitis

· Tuberculosis

· HIV/AIDS

· Herpes

· Athletes’ Foot

· Warts

Respiratory

· Chronic Cough

· Bronchitis

· Asthma

· Shortness of Breath

· Emphysema

· Family History of __________
	Joint/Muscle Discomfort

· Jaw

· Neck

· Shoulders

· Arms

· Hands

· Upper Back

· Mid Back

· Low Back

· Hips

· Legs

· Knees

· Feet

· Bursitis

· Arthritis

· Family history of Arthritis

Do You Have/Had?

· Diabetes Onset ________

· Cancer: Where _________

· Epilepsy

· Aneurysm/Stroke

· Neuromuscular Conditions

· Hypo/Hyper Glycemic

· Depression

· Multiple Sclerosis

· Thyroid Problems

· Fibromyalgia

· Osteoporosis

· Mental Illness

· Artificial Implants/Pins/Plates

Where? ___________

Allergies: _____________________


	Male/Female

· Prostate
· Pregnant: Due Date _______
· Menstrual Cramping
· Menstrual Irregularity
· Birth Control
· Vaginal Pain/Infections
· Breast Pain/Lumps
· Menopausal
Lifestyle

Regular Exercise

· Yes
· No
· Mostly
Drinking Plenty of Water

· Yes

· No
· Mostly
8 Hours of Sleep Nightly

· Yes

· No

· Mostly

Good Eating Habit

· Yes
· No
· Mostly
Any other Serious Medical Condition: 
_______________________
What is your general health?

______________________________




PLEASE READ AND SIGN
· I confirm that the information I provide is accurate and complete. My personal and health information will be kept confidential, except where required by law.
· I understand that respectful behaviour is expected, and treatment may end immediately if inappropriate behaviour occurs.
· I agree to give at least 24 hours’ notice to cancel or reschedule. Late cancellations or missed appointments may result in a fee of 50% of the scheduled treatment fee for the first occurrence and up to 100% for future occurrences.
· I am responsible for checking my insurance coverage before treatment.
· If direct billing is available, I authorize the clinic to submit claims on my behalf. I understand this is a courtesy and does not guarantee payment by my insurer.
· I am responsible for any fees not paid by my insurance provider, including fees caused by incorrect or outdated insurance information.
I have read, understood, and agree to the clinic policies above.
Client Signature: ________________________ Date: ________________________________________
