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PATIENT HISTORY 
The following information is confidential and will be used for no other purpose than professional therapist’s clinical records. 

Name: _______________________________________________________________________________
Address: _____________________________________________ City: ____________________________
Postal Code: _____________________________ Phone: _______________________________________
Email (highly recommended):_____________________________________________________________
Allergies: _____________________________________________________________________________
How did you hear about us: ___________________________________
Date of Birth (dd/mm/yyyy) : __________________________________
Current Medications: __________________________________________________________________________________________________________________________________________________________________________

Are you under medical care for any of the following conditions?
___ High Blood Pressure                                            ___ Low Blood Pressure 
___ Heart Disease                                                       ___ Headaches 
___ Kidney Disease                                                     ___ Arthritis 
___ Diabetes                                                                ___ Low Back Pain
___ Contagious Disease                                             ___ Mid Back Pain
___ Epilepsy                                                                 ___ Neck Pain 
___ Allergies                                                                ___ Shoulder pain
___ Circulatory Problems                                          ___ Headaches or Migraines 
___ Skin Conditions                                                    ___ Pregnant 
___ Other: ____________________________________________




Are you currently receiving care from any of the following?
___ Physiotherapist     ___ Chiropractor     ___ Naturopath     ___ Other: __________________________
What brings you in for a massage/laser therapy/reflexology/reiki? ________________________________________________________
Have you had any past surgeries? _________________________________________________________
Have you had any fractures or sprains in the past? ____________________________________________
Have you had any of the following regarding your current condition?
___ X-ray    ___ MRI    ___ CAT scan    ___ Physicians Examination 

Please describe any injuries or symptoms you are currently experiencing: __________________________________________________________________________________________________________________________________________________________________________



Signature: ________________________________    Date: _____________________________________










INFORMED CONSENT TO MASSAGE THERAPY 

I __________________________________understand that the massage therapist is providing massage therapy services within their scope of practice as defined by the Massage Therapist Association of Saskatchewan and Natural Health Practitioners of Canada. 
 
I hereby consent for my therapist to treat me with massage therapy for the above noted purposes including such assessments, examinations and techniques, which may be recommended, by my therapist. 
 
I acknowledge that the therapist is not a physician and does not diagnose illness or disease or any other physical or mental disorder. I clearly understand that massage therapy is not a substitute for a medical examination. It is recommended that I attend my personal physician for any ailments that I may be experiencing. I acknowledge that no assurance or guarantee has been provided to me as to the results of the treatment. I acknowledge that with any treatment there can be risks and those risks have been explained to me and I assume those risks. 
 
I acknowledge and understand that the therapist must be fully aware of my existing medical conditions. I have completed my medical history form as provided by my therapist and disclosed to the therapist all of those medical conditions affecting me. It is my responsibility to keep the massage therapist updated on my medical history.  The information I have provided is true and complete to the best of my knowledge. 
 
I authorize my therapist to release or obtain information pertaining to my condition(s) and/or treatment to/from my other caregivers or third party payers. 
 
I have read the above noted consent and I have had the opportunity to question the contents and my therapy. By signing this form, I confirm my consent to treatment and intend this consent to cover the treatment discussed with me and such additional treatment as proposed by my therapist from time to time, to deal with my physical condition and for which I have sought treatment. I understand that at any time I may withdraw my consent and treatment will be stopped. 
 
 
Signature of Patient/Guardian _____________________________
 

CONSENT FOR COLD LASER THERAPY 

I hereby consent to the application of Cold Laser Therapy from the certified laser technician. I have been informed of the treatment protocol as well as possible health risk if protocol isn’t followed. 

Signature of Patient/Gaurdian ______________________________




Witness __________________________________ 
Date Signed _______________________________
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