Health History Form

The information reguested below is required by the College of Massage Therapists of Ontarip
(CMTO) and is necessary in order to provide a safe and effective massage therapy treatment.

all information will be kept confidential unless your written permission is given, or as required by
law. Please notify your therapist if your health or contact information changes.

MNama: Date:
Dall #: Other phone:
Addreas:

Postal Code Birth date:
Cipaupakion: Reason {oT masaagds:
Emergenoy contact name: Phona:

Dwerall, how is your health?

Name and addrass of your primary care physician:

ATe ¥ou receiving any other health care? [J¥es [JNo Ifyes, please explain:

Lign a1l treatmants and medications you have had or aken in the past 24 hours.

Llst all medications you are taldng and the conditions thay treat.

History of accldente,/in|ury/ surdery:

D vou heve any internsl pine, wires, artificial jolncs or speciel equipment? If yes, pleass axplain:

Why are you seaking massage therapy s

Flaaaa complete pags 2.



Please check all that apply.

HEAD /' NECK DIGESTIVE f URINARY MUSCLE ¢ JOINTS
Headache O Difficul Digestion O Mezk ]
Migraine i O Constipaton O Low hack ]
“isual Disturbances O  Liwver ! Gallladder O Mid back O
Contact lenses/glasses O Kidney / Unrary o Upper back O
Earaches O  Diebeses (Type & Oneery .0 Shoulder ]
Hearing Problems O Hypoglycemia 0 Hip (m]
Iaw Pain ¢ Dental Problems [ Crohn's disease | Kras O
Whiplash O  Ieritable bowel O Ankle a
Ulcers | Oither
CARDIDOVASCULAR SKIMN FEMALE
High Blood pressurs O Bruise easily a Menstruzl problems O
Low bieod peessure O Ecrera O Pregnancy O
Chranic Congestive O Psorasis 0 Duedare.
Heart Failure Sensitivity (m] Menopausal problems o
Foor circulation O  Skincondition ]} Gynaccological conditions O
Hear disease O  (please specify)
Phlebitis (| OTHER
Varicose Yains O  Loss of sensation O Hemophilizz O
Sroke O  (describe) Epilepsy (|
Heart abiack m] Cancer ]
Pacemaker O  Athlewe's foot O Lovation
Arteriaselerosis O  Cold sores ] Anhritis  OA O Ra O
Irregular heart beat O  Plantar warts O Family hisiory
Firomyalgia O
Ostenporasis O
RESPIRATORY INFECTIOUS CONIMTIONS Chronic fatigue syndrome [
Asthma O  Tuberculosis Y ] Scolinsis ]
Chranic cough O AIDAHIV ¥ N Carpal tunmel syndrome O
Shartness of breath 0  Hepaus Y N Fainungidizmnessilass of O
Bronchiris a Type . CARSSIOUSTE S
Emphysema O  Infectious skin Hernia O
Smoker O condition(s) Y i
How 5 your ganeral health?
Agddnangl Information: —ts e i

This 15 to confrm and acknowledge that the above-mentioned information 15 cormect and sccutats to my Iml:ll-hl:-:lgl:
and that | gave consent for my treatmeznt by a Rl:g.slr.nd Ma.ssaa:: Therapist. '

Date

Signanare:

Email: N




