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Confidential Client Form

 Name:___________________________________________________________      Occupation:________________________________________
Address: ___________________________________________________________City: __________________________ Postal Code:________
Phone Number  Home:___________________________ Work:________________________________ Cell:___________________
Date of Birth:______________________  Age: _____ E-mail:_______________________________________________

Doctor: ______________________________Phone:________________Address(Doctor’s):________________________________________
Emergency Contact: 
Name_____________________________________________Phone Number____________________________________
Are you seeking any other Health Professional? Y or N – please specify:________________________________________

Is this your first Massage appointment ever: Y or N

How did you hear about us?_______________________________________________________________________________________
Health History: (please check any conditions that apply to you)

	General:

((Headaches    Type_____________

((Vision problems

((Ear-aches

((Epilepsy

((Sinus problems

((Allergies

((Frequent colds

((Chronic pain

((Chronic fatigue

 ((Dizziness
___Vertigo
((Claustrophobia
	Respiratory:

((Chronic cough

((Shortness of breath

((Smoker

((Asthma

((Chronic bronchitis

___Emphysema


	Skin:

((Sensitive skin

(( Acne 

((Rashes

((Eruptions

((Cold sore

((Warts

((Bruise easily
___Eczema

___Psoriasis

	Women:

((PMS

___ Cramps

((Menopause

((Pregnant, Weeks_____________
___Previous

Pregnancies (list):
__________________

__________________

__________________


	Muscles and Joints:

((Stiffness

((Swelling

((Limitation of movement

((Loss of sensation

((Back Pain

((Shoulder Pain

((Neck Pain

((Pain in limbs

((Pins and needles in limbs

((Rheumatoid arthritis

___Disc Degeneration

___Herniated Discs 

___Jaw Pain

___Jaw Cracking/popping
	Digestive/Uro-Genital:

((Poor appetite

((Constipation

((Liver

((Gall Bladder

((Kidney

((Bladder

 ((Difficult digestion

((Diabetes 

        Type 1 or 2
((Hernia

((Ulcer

((IBS
___Colitis
	Cardiovascular:

((High blood pressure

((Low blood pressure

((Poor circulation

((Varicose veins

((Heart disease

((Pace maker

((Phlebitis


	Other:

((Cancer

((Tumors

((Depression

((Anxiety

((HIV

((Aids

((TB

((Hepatitis

((Hemophilia

____Car Accident

____Whiplash
___Osteoporosis

___Auto- Immune
____________________


Any Surgery or Injury: Type:_____________________________________________________________________________________________Date:___________________
Type:____________________________________________________________________________________________ Date:___________________
Type:____________________________________________________________________________________________ Date:___________________
Type:____________________________________________________________________________________________ Date:___________________ 

Do you have any staples, Plates or pins within your body Y/N  If yes, please explain where:

___________________________________________________________________________________________________________________________
Any other symptoms, aches & pains or other health condition not stated on previous page________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
List of medications, vitamins, supplements, etc. which you use regularly (please include dosage and what condition they are prescribed for): _____________________________________________________________________________________________________________________________

_____________________________________________________________________________________________________________________________
_____________________________________________________________________________________________________________________________
Would you like a silent massage? (music on but minimal talking) Y or No?_________________________________________
What kind of pressure would you like? (deep tissue, lighter relaxing massage, mixed. etc.) _____________________________________________________________________________________________________________________________
CONSENT TO TREATMENT

I understand that the information that I give on this form will be confidential and will be used for no other purpose than the therapist’s clinical records. I provide my full voluntary informed consent to assessment, treatment and treatment plans.



___________





Client Signature



Date


Benefit Plan Policy
Benefit plans are designed to keep your out of pocket expenses to a minimum. As a courtesy to you, we will bill your health insurance for payment. If you have a co-pay, these will be collected at time of service. We ask that you leave a credit card to guarantee payment of any additional fees (non-payment due to auditing, unexpected co-pay, etc), and by doing so you authorize Stouffville Healthworks to collect unpaid office visit charges . If you would like us to provide you with this service we do require your credit card information.

If we need to charge your card, you will be called before we do so. Please note that your credit card number will be stored electronically in a password protected file.

______________________                         ____________                 ____________________________________

Signature


   Date
      
         Credit Card Number & Expiry

_____________________                         __________________________                         ________________________ 

Benefit Plan Name 

Benefit Plan Group Policy #
          Benefit Plan Member #

____________________________________________________________________________

*If you are not the primary benefit member, please include the member's name and date of birth

*If this appointment is for a child, please include the primary benefit member's name and DOB.

Missed Appointment and Cancellation Policy

There is a $30 fee for missed appointments, and for appointments cancelled without 24 hours notice from January to September and 48 hours notice from October to December.The $30 fee cannot be charged to your insurance plan.   Special consideration will be made for emergency situations.

__________________________


__________________________

Print Name



Date

__________________________


__________________________

Signature



Witness Signature
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