CANADIAN MassAGE & MANUAL OsTEOPATHIC THERAPISTS ASSOCIATION

Appendix 31 - Client Intake Form Samples

e Please note that these are samples, and that it is up to the therapist or clinic owner
to adapt or draft their own client intake form.

Sample 1

Client Intake Form - Therapist Name, Desiﬁnation[s)

Walkcome! Plosse complete this information 1o help the therapist get 10 keow you and 30 your Bherapy can be catormised to your needs. This
information is coefidertial and will only Le wsed in the devel of your age Lheragy plas ¥ an cutside party requests this
Information, it wil be relessed ondy after written perrission is obtained froen you, the dhent, o thiough & court order.

General Information

Name Date
Mziling Address City

Province, Pozzl Coce Email

Home Phone Work Phone Cell Phone
Birthdate Occupation Employer.
Emergency Contact Phone Number,

Medical / Health History

Pleaze mark an (X) by all current conditions and (P] for all past conditions:

. Abdom irue O igwrtive Probisens
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Articiel Joire
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Sacx or Nexk Frotiems
Sladder or Kidrey Aimert
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Slood Premuure: o Low o High
Z2one or ot Disesse
Sndne Ladly

IERERRER)
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i

o Carpal Tunred Syredrome

Z
|
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Chearic Fatigun

§
2
g

1111

CrzsmtcryMeart Frotiess

Dlwrrtmn
Are there any other medical conditions that

. Cortagious S3kdn Condidon
. Current Fower

. NMuncle Spaarma or Cramping

. DverienyVenutrual Problems
" Poctwd Nerve

: Faxt/tungss

" shingles

Other (descrboboicw)

you have which are not listed above that we should know sbout?

Injuries, scodants or ilnesses that are st affecting you:

Doywmcomme:w;sz. oYe: oNo
Hmmuwummrm«henmt oExcellent oGoocd oFsir oFPoor

Heght weign:

Family Doctor

Recent Sursery? oYez oNo

Pleaze izt any current medications you are taking:

Do you have any of the following todsy: o Skin Rash o Cold/Flu o Open Cuts o Severe Pain © Anything Contagious

© Bruizes/Injuries

Do you have any allergies to oils, lotions, or cintments? o Yes o No  If yes please expain:

Pleaze turn poge over ond complete the
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other side.



CANADIAN MassAGE & MANUAL OsTEOPATHIC THERAPISTS ASSOCIATION

Client Intake Form - Therapist Name, Designation(s

is there anything etz2 adout your heaith hiztory that you think would be useful for your massage practitioner to know to pisn 2 safe
and effective massage session for you?

Session Information

Pleaze indicate with an (X], if any, the areaz in which you are currently feeling discomfort. Flease incicate with an (M), ifany, the
area: which you would like your therapist to focus on today.
B £

fa ,__:; :1: ~

What resuits sre ;-our gosls/eapectations for this mazssge theraoy session?

Do you have arvy concerns sbout getting & massage todsy?

The following sometmes 0ccurs Cuning massage. They are normal responses to relxation. Trust your body to express what it needs
to: need to move or change position, sighing, yewning, change in breathing, stomach gurgling, emotional feelings and/or expression,
movement of intastinal gaz, energy shifts, falling asieen, memories.

Consent

Please read the following information and sign delow:

L lunderstand that the therapizt has informed me his credentials, and has informed me of treatment costs, and my financial

obligati

2. |uncerstand that it is my choice to receive massage therapy, and recsive it 2t my own risk.

3. | uncerstand thast maszage therapy is denefical for relaxation, relief from pain, tension, and stress and incresse in

drosation.

4. | underztanc that mazzage therapists Co not preform mecical examination, disgnoze iliness, diseaze or mentai dizorcers:
nor o they prescribe any medical trestment, pharmaceiticals, or perform any spinal meanipulstion, snd that &t is
recommended that | zee miy phyzician for any aiiment that | may heve.
| ungerstand that | am responsidie to inform miy therapist at each visit of any changes to my heaith.
€. |have truthfully statec aii medical and health conditions that | am aware of, and this information is accurate to the dest of

my knowledze.

7. |uncerstand that not informing the therapist of critical heaith information could resuit in injury due to contraingications for
mazzage. | understand that massage is contraindicated for some medical concitions and that ootaining a medical dearance
or prescription may be neceszary bafore beginning trestment.

. |uncerstand that drading will be uzec during the Z22zion and that only the ares being worked on wil be uncovered.

S. | will, if | experience any pein or cizcomfort during the maszage, immedistely inform my massage therapist zo that the
pressure anc/or methods can be adjusted to my comfort level

10. | understand that this iz a therapeutic massage, and that any sexual acvances, request for sexual favors, or other verbal or

ical conduct of & s2xual nature will constitute as sexual haraszment and will terminate the seszion, and that | will be

Fadle for ful payment of the scheculed treatment.

11 | uncerstand that if the massage therapist starts & session late, they will make it up to me st the end of my sassion, if
pozsidle, or wil reduce my fee sccordingly. | understand that if | arrive late, my seszion will end st the onginally scheduled
time zo the client following me iz not penaized.

12, | agres to give 24 hour notice for 3 scheculed seszion that | cannot keep. | am aware that | may De charged the full fee for

missed seszions or for seszions that | do not give 24 hour notice to cancel or reschecule.

13. In the event that | become injurec, either directly or indirectly, 25 a result, in whole or in part, of the sforezaic massage
therapy, | heredy hoid harmiess and indemnify the therapist, their princpels, anc agents from ai claims and Sabilty
whatsoever.

L]

Name: Signec: Date:
Refationzhip to minor being treated (it applicabie)

Pleaze turn poge over and complete the other side.
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CANADIAN MassAGE & MANUAL OsTEOPATHIC THERAPISTS ASSOCIATION

Sample 2
Acd business contact information here
CONFIDENTIAL CLIENT INFORMATION
Name Fhone [home)
Birthdate Fhone [work)
Address Fhone [cell)
City Province Fostal Code
Email:
Ocaupation Emgloyer
Referred by:

Medical History (st present/ previous iinesses, conditions, scadents, surgenes, fractured bone, etc. Please include cates)

What sporting// exercise activities are you involved in:

Please list current medications:

Medical Doctor: Chiropractor:

Phyziotherapist: Other Health Professionals:

Previous Maszage Experience: Y [ N '@ Comments:

Purpose of this Appointment (Msjor Compisint]:

When cic theze symotoms appear:

Have you ever had same or similar conditions® ¥ o N o ¥ yes, when and descride:
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CANADIAN MassAGE & MANUAL OsTEOPATHIC THERAPISTS ASSOCIATION

How is this condition interfering with your daily routine?

Is it progressively setting worse? ¥ @ N A%Constamt?Y @ N 3 Comes & Goes”Y @ N O

What makes it worse?
What makes it detter?
Other compisints:
Confidential Health History
In orger to protect yourself, your therapist, and others, honest cizclozure is essential.
Head/ Neck: Skin: Skeletal:
allergies broken bones :
he 2 bruize easily
tenznon other ozteoporosis
o date of diagnosis:
;m"”h Muscles/ Joints:
in ooy —

R i ::;m - zpinal condition
contact lenzes strains

earaches

= spasms
hearing problems tears
sinus problems numbness/ tinging
: bursitis

me tendonitiz

rib injuries arthiritis

breathing difficulties

Cardiovascular: cnm‘":'" =

high blood prezsure &ia ml -

low blood preszure gas

phiebitis digestion problems :

dizziness

hea'rt dsease r

varicose veins

blood clots

circulation problems

Canceliation Policy
Your appointment time is reserved especially for you. Any canceliations oc rescheduling must be done with 2 minimum of 5ix

[€) Dusiness hours, or you will be charged the cozt of your appointment. Thank you for your co-operation and uncerstanding.

| uncerstand that the information | have given on this form will be confidential and will be uzed for no other purposes than
the therapizt's records, and/ or for the emaiing/ maiing of tmely reminders. The contents of this form and relsted
documents are the property of the theragist. | aiso verify that the above information iz correct and compiets.

Signature: Date:
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