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The information requested below will assist me in treating you safely. Feel free to ask any questions 

about the information being requested. Please note that all information provided below will be kept 

confidentially unless allowed or required by law. Your written permission will be required to release any 

information. 

Date(DD/MM/YY):__________________Name:______________________________________________ 

Address:___________________________________City:__________________Postal Code:___________ 

Date of Birth (DD/MM/YY):____________________    Age:________    Gender:    M F 

Phone: (Hm)__________________________       (Cell)_______________________________                

(Wk) ________________________________       Email:________________________________________ 

Occupation: ______________________ Emergency Contact: ___________________________________ 

How did you hear of us: _________________________________________________________________ 

Have you received massage therapy before?    Y    N    

If yes, when was your last massage? _______________________________________________________ 

Did a health care practitioner or friend refer you for massage therapy? Y N 

If yes, please circle:  Doctor / Physiotherapist / Acupuncturist / Yogi / Midwife / Doula / Friend 

Name of Referral: ______________________________________________________________________ 

Health Care Providers 

Family Doctor (name and location of practice): _______________________________________________ 

OBGYN (name and location of practice): ____________________________________________________ 

Other Health Care Providers (circle): 

Acupuncturist / Naturopath / Chiropractor / Physiotherapist / Homeopath / Other 

Name(s) of other Health Care Provider (s): __________________________________________________ 

_____________________________________________________________________________________ 

Patient Health History                                                                                                                                                      

What is the primary reason/major complaint for which you are seeking massage therapy treatment? 

_____________________________________________________________________________________

When did your condition begin?___________________________________________________________ 
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Have you had this condition before?     Y     N 

Is it getting (circle): Better / Worse / No change 

Symptoms came on (circle):     Suddenly / Come and Go / Gradually 

Indicate the severity of the pain by circling one of the following numbers: 

(No pain) 0     1 2 3 4 5 6 7 8 9     10 (Extreme Pain) 

 

*Please use the symbols below to mark on the pictures where you are experiencing your 

current pain. 

Numbness  ====   Sharp/Stabbing //// 

Dull Ache  OOO   Pins/Needles  ++++ 

Burning  XXX   Other______  ^^^^ 

                        

What activities make this condition better? (circle)  Ice Heat Stretching Resting 

What activities make this condition worse?  

(circle)    Activity  Certain Movements    Prolonged standing/sitting 
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Systems Review: Please Check any of the following conditions you are experiencing currently and 

underline those you have experienced in the past: 

GENERAL SYMPTOMS RESPIRATORY GENITOURINARY 
     Fever      Chronic cough      Frequent urination 
     Sweats      Spitting up phlegm      Painful urination 
     Headaches      Spitting up blood      Blood in urine 
     Sleep disturbance      Chest pain      Pus in urine 
     Fatigue      Wheezing      Kidney infection 
     Nervousness      Difficulty breathing      Prostate trouble 
     Weight loss      Asthma      Uncomfortable urine flow 
     Weight gain      Emphysema  

     Migraines      Bronchitis  

   

NEUROLOGICAL CARDIOVASCULAR GASTROINTESTINAL 
     Visual disturbance      Rapid beating heart      Poor appetite 
     Dizziness      Slow beating heart      Difficult digestion 
     Fainting      High blood pressure      Heartburn 
     Convulsions      Low blood pressure      Ulcers 
     Headache      Pain over heart      Nausea 
     Numbness      Hardening of arteries      Vomiting 
     Neuralgia (nerve pain)      Swollen ankles      Constipation 
     Poor coordination      Poor circulation      Diarrhea 
     Weakness      Palpitations      Blood in stool 
     Epilepsy      Cold hands or feet      Gallbladder/jaundice 
      Varicose veins      Colitis/Crohn’s  

      Heart attack or Stroke  

   

MUSCLE & JOINT EARS/EYES/NOSE/THROAT FOR WOMEN ONLY 
     Neck pain      Eye pain      Painful menstruation 
     Low back pain      Double vision      Hot flashes 
     Arm pain      Ringing in ears      Irregular cycle 
     Shoulder pain      Deafness      Cramps of back pain 
     Leg pain      Nosebleeds      Vaginal discharge 
     Knee pain      Trouble swallowing      Nipple discharge 
     Foot pain      Hoarseness      Lumps in breast 
     Pain/numbness in arms/legs      Sinus infection      Menopausal symptoms 
     Swollen joints      Nasal drainage      Birth control pills 
     Spinal curvature      Enlarged glands      Miscarriages 
     Arthritis      Complications with pregnancy  
     Fractures   
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Other Conditions: 

Do you have any internal pins, wires, artificial joints or special equipment? Y N                                                        

If yes, what and where? _________________________________________________________________ 

_____________________________________________________________________________________ 

Do you have diabetes? Y N If yes, type and onset? _________________________________ 

Do you have any allergies? Y N If yes, to what and if required, do you have an EpiPen? 

_____________________________________________________________________________________ 

 Do you have any infections? (circle)   Hepatitis    Skin Conditions    TB HIV Herpes 

Do you have or have had cancer? Y N If yes, what kind and when? ________________ 

_____________________________________________________________________________________ 

Have you had any previous surgeries? Y N  If yes, for what and approximately when? 

_____________________________________________________________________________________ 

Have you ever been in a car accident before? Y N If yes, approximately when? _________ 

____________________________________________________________________________________ 

Current Medications: 

____________________________ What it Treats:____________________________________________ 

____________________________ What it Treats:____________________________________________ 

____________________________ What it Treats:____________________________________________ 

____________________________ What it Treats:____________________________________________ 

Notes: 

Date of Initial Health 
History Intake: 

 

Update 1:  

Update 2:  

Update 3:  

Update 4:  

Update 5:  
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PRENATAL QUESTIONNAIRE 

Pregnancy Profile – please check /circle/fill in the following information to give me a detailed picture 

of your pregnancy. 

I am in my   1st / 2nd / 3rd trimester. 

I am ______ weeks. My due date is__________________ 

I am planning to have my birth at _________________________________________________________ 

This is my (1st, 2nd, 3rd, 4th…..?) ______________________ pregnancy. 

I am under the care of the following heath care providers: OBGYN Midwife Doula 

(Name of Provider)_____________________________________________________________________ 

Have there been any issues/concerns with any of your check-ups so far? If so, please explain. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

I am currently experiencing the following (please circle all that are applicable): 

Nausea / Vomiting / Dizziness 

Fatigue 

Stress / Worry / Fear 

Sleep disturbance 

Swelling 

Cramping 

Spotting 

Gestational Diabetes 

High / Low Blood Pressure 

Shortness of Breath 

Difficulty walking / sitting / standing 
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PAIN 

Under the ribs 

In my low back / pelvis / pubic bone 

On the sides of my hips 

In my arms / legs 

In my neck 

Across my shoulders / between my shoulder blades 

Tension / pulling under my belly 

Other (please explain): __________________________________________________________________ 

_____________________________________________________________________________________ 

The position of my baby is:  Head Down Transverse Breech  Unknown 

Describe our previous birth experience:       N/A 

Vaginal delivery  C-section Vacuum Forceps 

Episiotomy ___________________________________________________________________________ 

Induction_____________________________________________________________________________ 

Epidural______________________________________________________________________________ 

Labour Time___________________________________________________________________________ 

Baby weight (lbs or kg) _______________________  Length (hours) ______________________________ 

Breast feed Y N  If yes, for how long? __________________________________________ 

Have you been diagnosed with any health conditions as a child or through your adult life? Please list. 

_____________________________________________________________________________________

_____________________________________________________________________________________

_____________________________________________________________________________________ 

Please list all supplements/vitamins that you are currently taking: _______________________________ 

_____________________________________________________________________________________ 
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Cancellation Policy 
 

I understand that unplanned events can come up and you may need to cancel an appointment. If that 

happens, I respectfully ask for scheduled appointments to be cancelled with at least 24 hours’ notice. 

I want to be available for your needs and the needs of all our clients. When a client does not show up for 

a scheduled appointment, another client loses an opportunity to be seen. In the event of a missed 

appointment or an appointment cancelled within less than 24 hours’ notice, you will be charged the full 

fee. Special circumstances may be taken into consideration. 

Please indicate your acceptance of this policy by signing below. You are a valued client, thank you for 

your understanding and cooperation. 

Signature: ________________________________ Printed Name: _______________________________ 

Date: _____________________________ 

Signature of Parent or Guardian if the Client is under 18 years of age:_____________________________ 

Printed Name:___________________________________________ 

Clinic Waiver 
 

I understand that I should be evaluated by a physician for the condition I am requesting consultation. 

The treatment that I will be given is based on therapeutic massage principles only and does not 

constitute a medical diagnosis. I understand that I am not to rely on these therapeutic treatments as my 

sole remedy for the treatment that I am seeking, unless approved of by my physician. 

I understand that all information in my file will be kept confidential and will not be released without my 

written consent. 

I assume all risks and responsibilities for myself and release Kathleen Mackay, RMT, CEMT from any 

injury or liability that may occur during a treatment session. 

Please sign and date below to indicate that you have read and understood this form. 

Signature: _______________________________________________________________________ 

Printed Name: ____________________________________________________________________ 

Date:____________________________________________ 

Signature of Parent or Guardian if Client is under 18 years of age: ______________________________ 

Printed Name: __________________________________________ 


