	
	
	



MASSAGE THERAPY INITIAL HEALTH HISTORY FORM 
 
PATIENT INFORMATION 
 
 First Name: __________________________ Last Name: _____________________________ 
 
Sask Health #: _ _ _    _ _ _    _ _ _   Birth Date: ______________________  ☐ Male ☐Female 
 
 Address: _____________________ City: _________ Province: _____ Postal Code:_ _ _   _ _ _ 
[bookmark: _GoBack]Phone #: Home: ( _ _ _ )_ _ _ - _ _ _ _  Work: ( _ _ _ )_ _ _ - _ _ _ _Cell: ( _ _ _ )_ _ _ - _ _ _ _ 
Place of Employment:________________________ Occupation: ________________________ 
Email:_______________________________________________________________________ 
 *NOTE: Email is used to book online appointments and to notify patients about upcoming appointments.  Would you like to receive email notifications of your appointment from our office?   ☐ Yes ☐ No 
 
Family Doctor: ______________________________ Referred  By: ______________________ 
 

EMERGENCY CONTACT INFORMATION 
 Emergency Contact Name: ________________________ Relationship: __________________ 
 
Phone #: Home: ( _ _ _ )_ _ _ - _ _ _ _  Cell: ( _ _ _ )_ _ _ - _ _ _ _ Work: ( _ _ _ )_ _ _ - _ _ _ _ 
 




HEALTH HISTORY CONTINUED
Personal Health Information 
 Are you seeing, or have you previously been seen by any of the following practitioners? 
Massage Therapist ☐  Physiotherapist ☐ Chiropractor ☐ Physician ☐ Other ☐ _________
Are you currently receiving medical treatment for any reasons or have any health concerns at the present time? ________________________________________________________________ 
 Are you currently taking any prescription or non-prescription medication, natural remedies or supplements?  Please list. 
______________________________________________________________________ 
______________________________________________________________________ 
______________________________________________________________________
Have you had any major surgeries?  If so, please list when these surgeries were performed. __________________________________________________________________________________________________________________________________________________ 
From the list of conditions below, please check which of the following condition(s) you have been treated for in the past, as well as those condition(s) in which you are currently being treated.   
 ☐ Cancer                               ☐ Diabetes                          ☐ Arthritis  
☐ Carpal Tunnel                    ☐ Allergies                            ☐ Heart condition 
☐ Infectious Disease             ☐ Liver Disorders                 ☐ Multiple Sclerosis  
☐ Circulatory Issues              ☐ Seizures                           ☐ Headache/Dizziness 
☐ Respiratory Disorder          ☐ Phlebitis / Thrombosis     ☐ Psychological Conditions 
☐ Skin Condition                    ☐ HIV / Immune Disorder     ☐ High/Low Blood Pressure 
☐ Alcohol/Substance Abuse  ☐ Other(s): ___________________________________________   
 Please Explain: _______________________________________________________________


  HEALTH HISTORY CONTINUED 
REASON FOR VISIT
What brings you into the office today?______________________________________________ 
When did this complaint begin?___________________________________________________ 
How often does this complaint bother you? __________________________________________   
How long does it last?  _________________________________________________________
 Is there ever a time when the pain does not bother you?_______________________________
How would you describe the pain? (Ex: Sharp, stabbing, achy, dull). ______________________ 
Do you have any numbness or tingling in the arms or legs?_____________________________ 
Does your pain radiate down the leg or arm? ________________________________________ 
Is there anything you find relieving (ex: ice, heat, rest)? ________________________________ 
Is there anything you find aggravating (ex: standing, bending over)? ______________________ 
 Have you received treatment/surgery for your current complaint?  If so, from whom?  
 ____________________________________________________________________________
 Are you currently pregnant? ☐ Yes    ☐ No 
What type of lifestyle do you currently live?  ☐ Very active  ☐ Moderately Active   ☐ Not Active
What is your current stress level?   ☐ High     ☐ Moderate     ☐ Low 
Do you consume water if so how much per day?___________________________________ 
Please list hobbies: _________________________________________________________ 
The information provided and documented on this form is true and accurate to the best of my knowledge.   


 __________________________________                 __________________________________
           Signature of Patient                                                                   Date            

  INFORMED CONSENT TO MASSAGE THERAPY TREATMENT 
 
I understand that the Massage Therapist is providing massage therapy services within their scope of practice as defined by the Massage Therapist Association of Saskatchewan, Inc. 
 I hereby consent to my Therapist to treat me with massage therapy for the above noted purposes including such assessments, examinations and techniques, which may be recommended, by my Therapist. 
 I acknowledge that the Therapist is not a physician and does not diagnose illness or disease or any other physical or mental disorder. I clearly understand that massage therapy is not a substitute for a medical examination.  It is recommended that I attend my personal physician for any ailments that I may be experiencing. I acknowledge that no assurance or guarantee has been provided to me as to the results of the treatment. I acknowledge that with any treatment there can be risks and those risks have been explained to me and I assume those risks. 
 I acknowledge and understand that the Therapist must be fully aware of my existing medical conditions. I have completed my medical history form as provided by my Therapist and disclosed to the Therapist all of those medical conditions affecting me. It is my responsibility to keep the Massage Therapist updated on my medical history. The information I have provided is true and complete to the best of my knowledge. 
 I authorize my Therapist to release or obtain information pertaining to my condition(s) and /or treatment to/ from my other caregivers or third party payers. 
 I have read the above noted consent and I have had the opportunity to question the contents and my therapy. By signing this form, I confirm my consent to treatment and intend this consent to cover the treatment discussed with me and such additional treatment as proposed by my Therapist from time to time, to deal with my physical condition and for which I have sought treatment. I understand that at any time I may withdraw my consent and treatment will be stopped. 
 

  ________________________________            _____________________________  
                       Patient Name                                               Signature of Patient/Guardian 

 
________________________________            _____________________________ 
                         Witness                                                                      Dated Signed 
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