 Health History Form
The information request below will assist us in treating you safely. Feel free to ask any questions about the information being requested. 

Name: __________________________________________________________________________________        Phone # __________________________________________________
Address: _____________________________________________________City:__________________________ Email: _____________________________________________________
Occupation: ____________________________________________________________________________       Date of Birth: ____________________________________________
Emergency Contact: _______________________________    Phone Number: __________________________________ Relationship: ________________________
Have you received massage therapy before: Yes          No	
Did a health care practitioner refer you for massage therapy? Yes        No
If yes, please provide their name and address: ______________________________________________________________________________________________________

Please circle any conditions you are experiencing or have experienced:
	Cardiovascular
      High blood pressure
      Low blood pressure
      Chronic congestive heart failure
      Heart attack
      Phlebitis/varicose veins
      Stroke/CVA
      Pacemaker or similar device
      Heart disease

Is there a family history of any of the above?      Yes        No

Respiratory
     Chronic cough
     Shortness of breath
     Bronchitis
     Asthma
     Emphysema

Is there a family history of any of the above?     Yes     No
	Infections
     Hepatitis
     Skin Conditions
     TB
     HIV
     Herpes

Other Conditions
     Loss of sensation, where?
     ______________________________________________________
     Diabetes, onset: ___________________________________
     Allergies/hypersensitivity to what?
     ______________________________________________________
     Type of reaction: __________________________________
     Epilepsy
     Cancer, where?
     Skin conditions, what?
     Arthritis

Is there a family history of arthritis?
           Yes     No
	Head/Neck
     History of headaches
     History of migraines
     Vision problems
     Vision loss
     Ear problems
     Hearing loss

Women
     Pregnant, due: _______________________________
     Gynaecological conditions?
     _________________________________________________



Overall, how is your general health?
____________________________________________________

Primary Care Physician: _______________________
Address: _________________________________________
____________________________________________________


	Current Medications:
____________________________________________________________________________________
Condition it treats: ______________________________________________________________
____________________________________________________________________________________

Are you currently receiving treatment from another health care professional?     Yes       No
If yes, for what? _________________________________________________________________
____________________________________________________________________________________

Surgery – date __________________________________________________________________
Nature: __________________________________________________________________________

Injury – date ____________________________________________________________________
Nature: __________________________________________________________________________

Do you have any other medical conditions: (e.g. Digestive conditions, haemophilia, osteoporosis, mental illness)       Yes      No
What? _________________________________________________________________________

Do you have any internal pins, wires, artificial joints or special equipment?      Yes     No
What? _________________________________________________________________________
Where? _______________________________________________________________________

	What type of massage would you prefer?

      Treatment focused – I’m dealing with pain/injury
      Relaxation – I want this time to mellow out
      Little of both – I have some areas that hurt but I don’t want the                    ____massage to be painful

How much pressure do you prefer? (please circle one)

1 ----------------- 2 ------------------ 3 ------------------- 4 ----------------- 5
Light                                                                                                                                                  Deep

Do you prefer talking during your treatment?

       No                                                       I want to talk about the treatment     
       Sure, depends                                 Yes

What is the reason you are seeking massage therapy? Please include the location of any tissue or joint discomfort.

________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________
________________________________________________________________________________



 (
 
I understand that it is my responsibility to tell my therapist if I want more or less pressure
) (
Date of Initial Health
History: ________________
Update 1 _______________
Update 2 _______________
Update 3 _______________
Update 4 _______________
)	
 (
I understand that if I do not cancel within 24 hours of my appointment time or fail to show up to my appointment, I will be charged half of my appointment fee
.
)         

        
        Signature: ____________________________________________________________

        Date: __________________________________________________________________

Grimsby Massage Therapy Clinic		
3 Ontario Street			   
Grimsby, ON L3M-3G8	                     
Phone 905.309.8694					
www.grimsbymassage.com
Grimsby Massage Therapy Policies and Consent Form
Fee Schedule:	30 Minute Massage $65.00		45 Minute Massage $85.00		60 Minute Massage $100.00
		75 Minute Massage $125.00	90 Minute Massage $165.00	
			
(All Prices Include HST)

Payment is due at the time services are rendered.  For your convenience, we accept cash, cheque, debit, Visa and MasterCard. 
Please be advised that a minimum of twenty-four hours notice to cancel an appointment is required, or you will be billed half of the appointment fee. This charge also applies if you do not show up for your scheduled appointment. 
Privacy Policy:
Privacy of personal information is important to Grimsby Massage Therapy Clinic. We are committed to the collection, use and disclosure of this information in a responsible way. 

In this consent form, we have outlined what our office is doing to ensure that:
· Only necessary information is collected about you;
· We only share your information with your consent;
· Storage, retention and destruction of your personal information complies with existing legislation, and privacy protocols; 
· Our privacy protocols comply with privacy legislation, standards of our regulatory body and the law.

Staff members who come into contact with your personal information are aware of the sensitive nature of the information you have disclosed to us. They are all trained in the appropriate uses and protection of your information. These individuals include the clinic records personnel that control access to your patient file, therapists, clinic administration, and, when necessary authorized individuals who may inspect our records as part of the regulatory activities in the public interest. Please do not hesitate to discuss our privacy policy with any member of our clinic staff.
This office will collect, use and disclose information about you for the following purposes:
· To deliver safe and effective patient care
· To enable us to contact you
· For teaching and demonstrating on an anonymous basis
· To complete and submit claims on your behalf to third party payers
· To comply with legal and regulatory requirements under the Massage Therapists Act and the Regulated Health Professions Act
· To process payments and collect unpaid accounts

[bookmark: _GoBack]
By signing the policies and consent form, you have agreed that you have reviewed and understand your financial responsibility and agree to the terms stated in this policy. You are also agreeing that you have given your informed consent to the collection, use, and/or disclosure of your personal information for the purposes that are listed. 
I have read and understand the above policies and consent and agree to abide by these conditions. I agree to Massage Therapy Assessment and Treatment. I agree that Grimsby Massage Therapy Clinic can collect, use, and disclose my personal information as set out above in the privacy code. I also understand the purpose for disclosing this personal information so that Grimsby Massage Therapy Clinic may complete and submit claims on my behalf to third party payers. You may withdraw your consent for use or disclosure of your personal information, and we will explain the ramifications of that decision, and the process.

________________________			___________________			________________________
(Patient Signature)			(Date)					(Witness Signature)

