                                                                                         HANDS IN MOTION

                                                             MASSAGE THERAPY AND SPORTS INJURY CLINIC

                                                                      CONFIDENTIAL PATIENT CASE HISTORY

PERSONAL INFORMATION:
Name: __________________________________ 
M/F
Parent’s name (if younger than 18): _________________________________                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                                             
Address: ____________________________________

City: ____________________
Postal Code: _______________

Home Phone #:______________________

Business phone #: ______________________
Occupation: ________________

Date of birth: _______________________

Height: _________
Weight: _________​​​​​​
Doctors name, address and phone number: ______________________________________________________________________________
Have you ever consulted with a Naturopathic doctor?

□ Yes


□ No
PRIMARY HEALTH CONCERNS:

Please list most important health concerns in order of significance:

1.​​​​​​​​​​​​​​___________________________________________________________________________________________________________
2. ___________________________________________________________________________________________________________

3. ___________________________________________________________________________________________________________

4. ___________________________________________________________________________________________________________

5.___________________________________________________________________________________________________________

PLEASE INDICATE WHICH OF THE FOLLOWING (IF ANY) THAT APPLY TO YOU:




PAST 
PRESENT




PAST
PRESENT

1. HEAD/NECK





2. CARDIOVASCULAR
Headache

_____
_____


Pacemaker

_____
_____

Migraines

_____
_____


Stroke


_____
_____

Vision problems

_____
_____


CVA


_____
_____

Dizziness

_____
_____


High blood pressure
_____
_____

Any head trauma

_____
_____


Low blood pressure
_____
_____

Hearing loss

_____
_____


Poor circulation

_____
_____

Whiplash

_____
_____


Heart Disease

_____
_____










Shortness of breath
_____ 
_____

3. MUSCLE STIFFNESS/LOSS OF SENSATION


Varicose veins

_____
_____


Neck


_____
_____


Phlebitis


_____
_____


Back


_____
_____


Heart attack

_____
_____


Legs L/R

_____
_____


Congestive heart failure
_____
_____

Arms L/R

_____
_____


Palpitations

_____
_____

5. DIGESTIVE DISORDERS



4. RESPIRATORY


Constipation

_____
_____


Smoking

_____
_____



Diarrhea


_____
_____


Breathing problems
_____
_____


Cramping

_____
_____


Asthma


_____
_____


IBS


_____
_____


Emphysema

_____
_____


Crohns disease

_____
_____


Sinusitis


_____
_____


IBD


_____
_____


Bronchitis

_____
_____


GERD/heartburn

​​_____
_____


Chronic cough

_____
_____


Hemorrhoids

​​_____
_____


Tuberculosis

_____
_____
PAST 
PRESENT




PAST
PRESENT
7. SKIN DISORDERS 




6. OTHER DISORDERS

Rashes


_____
_____


Cancer (location)

_____
_____

Herpes simplex

_____
_____


Diabetes


_____
_____

Psoriasis


_____
_____


H.I.V.


_____
_____

Eczema 


_____
_____


Epilepsy


_____
_____

Itching


_____
_____


Hepatitis

_____
_____


Other infectious lesions
_____
_____


Osteoporosis

_____
_____











Arthritis


_____
_____








Chronic fatigue syndrome
_____
_____
8. FEMALES ONLY





Fibromyalgia

_____
_____

Menstrual problems
_____
_____


Bleeding disorders
_____
_____

Painful


_____
_____


Autoimmunity

_____
​​​_____
Heavy


_____
_____


Mental illness

_____
_____

Scant


_____
_____


Other


​_____
_____

Pregnant
         Y/N   Due date _________


Breastfeeding Y/N





Is there a family history of any of the above conditions (please specify family member)? _____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________
_____________________________________________________________________________________________________________

MEDICATIONS:

Please list any medications (prescription, over the counter, birth control, etc) or supplements (herbs, vitamins, minerals, homeopathics, etc) you are currently using, and the purpose for each:
1.​​​​​​​​​​​​​​___________________________________________________________________________________________________________
2. ___________________________________________________________________________________________________________
3. ___________________________________________________________________________________________________________

4. ___________________________________________________________________________________________________________

5.___________________________________________________________________________________________________________  

6.​​​​​​​​​​​​​​___________________________________________________________________________________________________________
7. ___________________________________________________________________________________________________________
Please list any past medications or supplements and their purpose:

_____________________________________________________________________________________________________________
​​​​​​​​​_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________
ALLERGIES:

Please list any allergies that you suffer from (food, drugs, plants, etc): 
_____________________________________________________________________________________________________________ _____________________________________________________________________________________________________________ _____________________________________________________________________________________________________________
Please list any food intolerances that you suffer from:
_____________________________________________________________________________________________________________
​​​​​​​​​_____________________________________________________________________________________________________________

_____________________________________________________________________________________________________________

Please list any dietary restrictions (vegetarian, vegan, religious):

_____________________________________________________________________________________________________________
​​​​​​​​​_____________________________________________________________________________________________________________

​​​​​​​​​SURGICAL INTERVENTIONS:
Please provide information regarding any past or up coming surgical procedures and dates.  (Include artificial joints, pins/screws, 

rods/wires):

_____________________________________________________________________________________________________________
​​​​​​​​​_____________________________________________________________________________________________________________

EXERCISE INFORMATION:

​

1. How often do you exercise? _________________
/week 



2. What type of exercise do you do? (ie.walk, aerobics, weight training etc.) ________________________________________________

3. Do you aspire to higher levels of exercise? ________________________________________________________________________

4.  Overall, how would you rate your general health (10 is optimal)?

/10
OTHER HEALTH CARE: (please circle)
Massage


Y/N


Chiropractic care

Y/N

Physiotherapy

Y/N


Counseling

Y/N

Acupuncture

Y/N


Nutritionist

Y/N

Other therapies?  _________________________________________________

Are there any other health concerns or conditions which you have not yet mentioned? _______________________________________

____________________________________________________________________________________________________________  



REFERRED TO OUR CLINIC BY? _____________________________________________________________________________

PLEASE READ CAREFULLY AND SIGN BELOW

1. Any appointments that are not cancelled 24 hours in advance will be levied a charge equal to the cost of the missed appointment.

2. NSF cheques are subject to a surcharge of $35.00.

3. It is the policy of hands in motion to provide its patients with the utmost of comfort.  Please notify your therapist if any part of your treatment is uncomfortable or unacceptable to you (ie. Patient draping, depth of treatment or use of modalities etc.) We require your feedback to achieve the best therapeutic results.
4. If you are a legal guardian of a patient, it is your responsibility for the payment of the patient.

5. Some extended health care plans offer coverage for Naturopathic medicine.  Hands in Motion collects payment from patients at the time of treatment; the patient then submits the receipt for reimbursement from their insurance company.

6. The information requested is to assist us in treating you safely.  Feel free to ask any questions about the information being 

requested.  Please note that all information provided will be kept confidential unless allowed or required by law.  Your written permission will be required to release any information.

PATIENTS SIGNATURE: _____________________________________
DATE: ______________________________________

FOR OFFICE USE ONLY:

HISTORY UPDATE:
_______________________________________
DATE:_______________________________________

HISTORY UPDATE:
_______________________________________
DATE:_______________________________________
