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PATIENT CASE HISTORY FORM
ARMTS ISO-9001:2000 Patient Intake Form
Name______________________________________________Date______________________

Home Address_________________________________________________________________

City______________________Province_______________________Postal Code___________

Home Phone_________________Work Phone_____________E-Mail____________________

Cell Phone__________________Occupation__________________Birth Date_____________

Height: ___________ Weight: __________

Emergency Contact (name & phone):______________________________________________

Referred by: __________________________________________________________________
Clinical Data
Please indicate any of the following illnesses which you have:  (Please circle)

Cancer


     Hepatitis

High Blood Pressure

Rheumatic Arthritis
Fever



Epilepsy

Insomnia


HIV Positive
Pacemaker


Heart Disease

Stress



Varicose Veins
Stroke



HIV/Aids

Circulatory Problems

Osteoarthritis
Rash



Osteoporosis

Pregnancy


Paralysis
Diabetes


Headaches

Respiratory Problems

Allergies ___________

Other_________________________________
Before Treatment

If you have any recent or chronic medical conditions, please check them below and discuss them with your practitioner before treatment begins.  If you are under the care of medical professional or taking medications, please also tell your practitioner.  Please circle all those that apply:


Dislocations




Muscle Cramping

Back Injuries



Other Recent Muscle Trauma


Neck Injuries



Recent Surgery


Pulled Muscles



Numbness, Tingling, or Nerve Problems


Other Recent Bone Trauma

Infectious Skin Conditions


Stiff Neck




Fainting Spells


Mid-Back Pain



Nausea


Lower Back Pain


Other Infectious Conditions     
Sore Arms
Do you have any other medical conditions I should be aware of: _____________________________________________________________________________________
____________________________________________________________________________________​​

Medication
Please list any Medications that you are currently taking


Medication



Dosage per Day

     Reason for Taking

_____________________

___________________________

________________________

_____________________

___________________________

________________________

_____________________

___________________________

________________________

Health Care
Describe any other health care you are currently receiving: _____________________________________________________________________________________
_____________________________________________________________________________________
Identify any relevant surgeries:

_____________________________________________________________________________________
_____________________________________________________________________________________
Chief Complaint

How did the injury happen: _____________________________________________________________________________________ 
_____________________________________________________________________________________

Where does it hurt if are you uncomfortable: _____________________________________________________________________________________
_____________________________________________________________________________________
Please circle body part
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How long does the pain last? Do you feel it all day or periodically and for how long?
____________________________________________________________________________________
Does the pain travel in your body? 
____________________________________________________________________________________
On a scale from 1 to 10 how severe is the pain: 
____________________________________________________________________________________
Describe the pain i.e.: burning or aching: 
____________________________________________________________________________________
Does the pain keep you from doing things you would normally do? 
____________________________________________________________________________________
Give an example of what make the pain better, i.e. heat or ice: 
____________________________________________________________________________________
Are you taking medication for the pain? 
____________________________________________________________________________________
Have you had this problem before? 
____________________________________________________________________________________
Is there a family history of this problem? 
____________________________________________________________________________________
What kind of hobbies or sports do you participate in? 
____________________________________________________________________________________
During Treatment

In order to derive the greatest benefit from this massage, a couple of suggestions may be helpful. Firstly, if at anytime during the treatment you notice yourself unconsciously holding your breath, simply release your breath. Exhaling releases tension, holding your breath retains tension. Secondly for the same reason, when your practitioner is applying pressure or stretching a muscle, also release your breath and your muscles will relax more easily. Finally, if at any time during the treatment, anything feels uncomfortable, please tell your practitioner so that he can adjust the technique to your particular needs. 

After Treatment

Everyone has a slightly different experience of massage. Take a few moments to feel the effects of the treatment and, if you want discuss them with your practitioner. 

Please Read Carefully

If I feel uncomfortable at any time during the treatment I agree to indicate so. 

If I require further information of the treatment or a specific part of the treatment I will ask for such information. 

I agree to keep the therapist updated as to changes in my medical profile and understand that there shall be no liability on the practitioners part should I forget to do so. 

I understand that treatments may have moments of discomfort or pain. I agree to indicate to the therapist if the pain is above a reasonable level.

I release the therapist from any liability resulting from the treatment. 

Please Sign the Following Statement

I acknowledge that the Massage Therapist is not a physician and does not diagnose illnesses, diseases or any other physical or mental disorders.

I acknowledge that no guarantee has been provided to me as the results of the massage therapy.

I acknowledge that I have fully and accurately completed the medical history form provided to me and I have fully informed the Massage Therapist of my existing medical conditions. I agree to keep the Massage Therapist informed about any changes in the state of my medical conditions for as long as I receive massage therapy services. 

I understand that massage therapy may cause me to experience some discomfort or pain. I agree to inform my Massage Therapist if I experience any pain or discomfort above a reasonable level.

I agree to release the Massage Therapist from any liability resulting from the treatment.

I consent to the massage therapy treatment. I understand that I may withdraw my consent at any time and the treatment will be stopped. 

Signature:








Date:
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