
 

     Basin View Chiropractic - New Patient Massage Therapy Form  
 

                                                                                                                                                                              □ Mr.   □ Mrs.           □ Miss          □ Ms.        □ Dr. 
 

Full Name: ___________________________________________________________          Gender:  □Female        □Male                                           

Birthdate: Month ________  Day _________ Year ____________   Occupation: __________________________________                                         
 

Address: __________________________________________________________________________________________ 

                    Street                                                                                                       City, Province                                                                  Postal Code 
 

Email Address: ________________________________________    □Check this box if we have your permission to email you. 

 

Home:__________________________    Work:___________________________   Cell:____________________________ 
 

Emergency Contact: _________________________________ Phone: __________________________________________ 

 

Family Physician’s Name: _____________________________ Phone:  _________________________________________ 

 

How did you hear about us?  ___________________________________________________________________________ 

 

Do you have private healthcare insurance?  ☐Yes  ☐No  If yes, please present your card so that we may obtain a copy.  

 

 

GENERAL HEALTH PRE-SCREENING (check only what applies to you) 
 

 

Respiratory:    ☐Bronchitis    ☐Chronic Cough    ☐Shortness of Breath    ☐Emphysema    ☐Asthma  
 

Cardiovascular:    ☐Cerebrovascular Accident    ☐History of Myocardial Infarction    ☐Chronic Congestive Heart Failure    

☐Stroke    ☐Heart Disease    ☐Aneurysms    ☐Low Blood Pressure    ☐High Blood Pressure    ☐Varicose Veins  
 

Family History:    ☐Respiratory Conditions    ☐Cardiovascular Difficulties    ☐Arthritis  
 

Other:    ☐Hemophilia    ☐Immunological Disease     ☐Cancer    ☐Rheumatoid Arthritis     ☐Osteoarthritis    ☐Osteoporosis    
☐Undiagnosed Lump    ☐Numbness    ☐Loss of Sensation   ☐Hearing Loss    ☐Dizziness / Fainting    ☐Vision Loss    ☐Epilepsy    

☐Diabetes    ☐Headaches    ☐Migraine   ☐Irritable Skin Condition     
 

Infectious:    ☐Skin    ☐Respiratory    ☐Hepatitis    ☐HIV    ☐Herpes 
 

FEMALES ONLY: ☐Pregnancy (due date:__________________________)    ☐Gynecological Conditions   
  
    
   

Confidentiality Statement: Your information is private and confidential and protected by Basin View Chiropractic and its’ registered 
massage therapist and we require your written authorization to release your information to any third party.  

 

Office Policies: We require 24 hours cancellation notice, outside of illness or emergency, otherwise, a fee of 100% of the treatment 

may be payable on cancellations without adequate notice and “no shows”. If you arrive late, please note that you may only receive the 

remaining appointment time. Please note that your scheduled appointment time includes interview, assessment and change time. 
 

I certify that the information voluntarily given here is true and accurately reflects my understanding of my past/present health status and 

I provide my consent for assessment and treatment. I understand that an accurate health history is required to provide a safe treatment 

and minimize potential side effects and I agree to inform the massage therapist of any changes in my health. I understand that 

therapeutic massage is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, and offer a 

positive experience of touch. I am aware that massage therapists do not diagnose illness or disease and cannot prescribe medications.  

 
I have read the above, and agree and understand that I am responsible for all charges relating to my visit. 
 

Signature: ____________________________________________ Date: ________________________________________ 



GENERAL HEALTH QUESTIONS 
 

Please list previous injuries/surgeries/accidents and dates:__________________________________________________ 
 
__________________________________________________________________________________________________________________________________________ 
 
Current medications (and what they are treating)__________________________________________________________ 
 

  Are you CURRENTLY undergoing any forms of treatment?:_________________________________________________ 
 
Do you have any internal pins, wires, artificial joints or special equipment?______________________________________ 
 
Do you have any allergies or hypersensitivities?:__________________________________________________________  
 
Do you have any other diagnosed medical conditions?_____________________________________________________ 
 

Can you perform your daily home activities? ☐Yes                   ☐Yes, only with help       ☐Not at all      
Can you perform your daily work activities? ☐Yes                   ☐Yes, only with help       ☐Not at all      
Describe your stress level: ☐None/Mild         ☐Moderate                      ☐High          
Do you exercise?  ☐Daily                 ☐Occasionally                  ☐Not at all      
How is your general health?                                  ☐Excellent           ☐Good           ☐Acceptable           ☐Poor        
How is your sleep?                                                 ☐Excellent           ☐Good           ☐Acceptable           ☐Poor        
 

 
COMPLAINT HISTORY & SYMPTOM DIAGRAM 

 

 
Main Complaint(s): _________________________________________________________________________________ 
 
When did this complaint begin? _______________________________________________________________________  
 

How frequent is the pain? ☐Daily    ☐Constant    ☐Periodic     ☐Other:_______________ 
 
On a scale of 1 (minimal) to 10 (extreme), how intense is the pain? ______ 
 

Have you had similar problems in the past? ☐Yes   ☐No      
 
Have you PREVIOUSLY undergone any forms of treatment for this complaint? Explain____________________________ 
 

_________________________________________________________________________________________________ 
 

What makes the pain go away/decrease?  ☐Rest     ☐Heat   ☐Ice    ☐Exercise    ☐Other:________________________ 
  

What makes the pain increase?  ☐Activity     ☐Sitting      ☐Standing      ☐Other:________________________________ 
 
What have you done to help with this condition?___________________________________________________________ 
 
Please indicate (using the symbols) the areas on your body that you feel best represent the pain(s) or sensation(s) you 
are experiencing: 
 
 
Numbness:  = = = = = =                                                     
 
Burning:  x x x x x x    
 
Pins & Needles: 0 0 0 0 0 0        
 
Stabbing/ Sharp: / / / / / /  
 
Dull & Aching:  + + + + + +  
 
Stiff & Tight: 2 2 2 2 2 2 


