 SEQ CHAPTER \h \r 1Body Connections Fitness & Massage Therapy
Laurie Idema-Wood

(B.P.A.S.)(C.S.E.P.-C.E.P.)(C.S.C.S.)(R.M.T.)(M.T.A.S.)

Health History 
Date today:

Name:
Date of birth:

Next of kin:                             phone number:


Occupation:  
 Employer:

Home Address:                                                                         
Postal Code:
Height:                  Weight:

Health card number:

Home Phone:                    Work:                              Cell:
                             email:

Date of Injury:

Whom may we thank for referring you?
 Exercise Therapy clients: Do you have physician approval to begin an exercise program?  Yes   No

Are you submitting your receipts for reimbursement from a workplace insurance package or private insurance policy?    Yes   Insurance Company:_______________     No

Physicians Name:                                           Phone Number:

Specialist:

Physiotherapist:

Chiropractor:

Other health care practitioners involved with care:

Current Medications/ Vitamins:
Allergies:

Reason for Visit:

Area of body affected:

Describe the pain you are experiencing.  Ex. Burning, stabbing, shooting, numbness, electrical sensation, ache, throbbing
Rate your pain from 1 to 10 where 10 is emergency pain________

Please list any surgeries you have had:

Please list any serious illnesses in the past:

Have you had XRAYs, MRI, CAT scan, Ultrasound etc. for your current condition?
Have you had a motor vehicle accident ?  yes : date______________         no
What relieves your pain?                                           What aggravates your pain?

Current Sports and Activities:


Fitness/Exercise Therapy Goals:
Do you smoke?- circle      yes      no

Do you stretch?-circle       yes      no

Are you pregnant now?     yes     no
Please check the conditions you are experiencing and circle conditions you have had in the past.
	skin rashes/ infectious skin conditions
	bruises easily
	heart conditions

	high or low blood pressure
	pacemaker
	bleeding disorder

	angina
	varicose veins
	phlebitis

	poor circulation

	stroke

	fibromyalgia

	chronic fatigue syndrome

        
	asthma/respiratory disease
	bronchitis

	emphysema
	smoking
	AIDS

	HIV
	hepatitis
	tuberculosis 
    

	crohn’s disease
	hiatus hernia
	irritable bowel

	ulcers
	Any autoimmune disease/condition           
	 pelvic inflammatory disease

	fainting or dizziness 
	headache/migraine
	jaw pain (TMJ)

	visual impairment
	sinus problems                                   
	epilepsy

	neck injury
        
	nervous disorders
	back injury                                                   

	whiplash
	jaw or ear pain


                    
	osteoporosis 

	fractures
	sprains, strains 
	joint dislocation

	tendonitis
	rheumatoid  arthritis
	sleep disturbance                                         

	menopause   
	allergies
	fainting

	seizures
	stress              
	psychiatric conditions                                  

	osteoarthritis
	cancer
	kidney disease

	skin conditions ex. shingles or exzema
	diabetes
	influenza

	blood clots
	
	


Please inform the therapist of any new changes with your medical history/ medication use before each treatment session. Certain medications like blood thinners may increase the likelihood of bruising. Please make sure your medication list is up to date.
I authorize Body Connections to release or obtain any information pertaining to my condition and or treatment to or from my other caregivers or third party payers. To the best of my knowledge, the above information is correct. 

I understand some massage therapy techniques, cupping, or Graston technique may result in post treatment soreness, redness and sometimes bruising. This has been explained to me by my therapist. 
Signature of patient or guardian:

