Kathleen Chatburn, R.M.T. Date:

Please Read Carefull

An accurate health history is important to ensure that it is safe for you to receive a massage tfreatment. If your
health status changes in the future, please let me know. Health history will be updated yearly. All information
gathered for this treatment is confidential except as required or allowed by law or to facilitate assessment or
freatment. You will be asked to provide written authorization for release of any information.

Name: Address:
City: Province: Postal Code:
Home Phone Number: Birth Date: / / Age:

DD/MM /YEAR

Who may we thank for referring you to this office? O Yellow Pages O Advertisement O Other
EMAIL

General Health Condition

Occupation

Ll IN(e]yY% Please indicate any conditions you are experiencing or have experienced.

Respiratory

O chronic cough

O shortness of breath

O bronchitis

O emphysema

O asthma

O other

Cardiovascular

O high blood pressure

O low blood pressure

O congestive heart failure
0O pacemaker /device

O phlebitis/varicose veins
O heart disease/attack
O stroke / CVA

O other

Women
O pregnant
Due:

Skin

0O skin irritations or conditions (list)

Head / Neck

O vision problems / loss

O hearing problems / loss
O sinus problems

O TMJ (jaw problem:s)

O headaches / migraines
O other

Infections

O hepatitis

O skin infection

OTB
O HIV
O other

Bone

O osteoporosis

0O osteomalacia

O rheumatoid arthritis

O spinal deformities (scoliosis)

O other

Soft Tissue / Joint Discomfort
(please state the nature of concern)
O neck

O shoulders

O upper back
O mid back
O low back

O arms

O legs
O knees

O other

Other Conditions
O epilepsy

O diabetes/onset
O loss of sensation

O neurological diagnosis:
O varicose veins

O allergies:
O cancer
O other

Other medical conditions (i.e. digestive conditions, gynaecological conditions, hemophilia, etc.)

Of Special Note (presence of internal pins, wires, artificial joints, special equipment)

Injury or Surgery Date
Date
Medication: Taken For
Taken For
Family Doctor. Telephone:
Other Health Practitioners Telephone:
Telephone:

(705) 717-1059 587 River Rd West, Suite 3, Wasaga Beach L972P2 (705) 429-0015



Client Information Sheet for the Collection, Use and Disclosure of Personal Information

Privacy of your personal information is an important part of providing you with quality massage therapy. This
information sheet will provide you with a general outline to ensure that:
* Only necessary information is collected about you.
* | only share your information with your consent.
» Storage, retention and destruction of your personal information complies with existing legislation and
privacy protection protocols.
* My privacy protocols comply with privacy legislation, standards of our regulatory body, the College
of Massage Therapists of Ontario and the Law.

| have reviewed the information above that explains how my personal information will be collected, used and
disclosed. | understand and/or agree to the following:

* To provide me with massage therapy, some personal information about me (for example: name,
address, telephone number and other healthcare providers) will be collected and agree to the
terms and conditions as set out above.

* | have the right to disconfinue my assessment or massage therapy freatment at any time.

* | have fully disclosed all medical conditions that | am aware of and understand that it will be my
responsibility to inform at massage therapist of any changes in my health status.

As stated in the "Consent fo Treatment” Act, | have the right fo consent to all or part of the session, or to
withdraw consent at any fime and have the right to know specifically what | am consenting to. | have the right
to ask questions at any time and to communicate information (such as pain/discomfort levels) throughout the
session fo ensure my own safety and the effectiveness of the session.

I confirm that the information on this form is complete and true to the best of my knowledge and | understand
that it is my responsibility to inform my therapist of any changes in my health status, as they occur.

/ /
/ /
Initial Treatment Form
BP: Date: Time: Duration: min/hr Fee:
D Consent to Treat Given Pressure 12345 D Special Consent (Sensitive areas)
Treatment areq(s) Allergies/ Sensitivities:

Techniques:D R/S D L/D DDB DS/R DCompressions DEferuroge DWringing DOpen—C’s DRib
Raking

D Kneading: PF KK FK TK D Stripping: FS TS ES D Figure 8:'s DMyofcscioI
Tech

D TP & Heat D Friction & Ice DS‘rc:fic Pressure
Tech
D Stretch D PNF DMobiIizo’rions

D Hydro D

Other:

Self Care:

(705) 717-1059 587 River Rd West, Suite 3, Wasaga Beach L972P2 (705) 429-0015



