10511 -~ 100 Avenue
For‘t Saskatchewan

HroPractic o S

FPhone: (780) 997-006%
Fax:(780) 997 0625

www.balanccclchiropractic.ca

New Fatie nt [Torm

Date: Name:

your natural health centre

[Health Care Number: Date oFBirth:

Day/Month Year

Address: Fhonc Number:

Ci’cy: WorkNumbcr:

FostalCode: Ce”Number:

Email:

Emcrgencg Contact:

E_mergenc3 Numberz

Do you have insurance? Yes O No O Occupation:

[f so,whois ﬂourProvider?

Whatis Hourpo]ic3

and group number?

Name ogﬁour ]:amilg Doctor:
Fhone Number or Clinic Name:

Dogou consentto 3ourhealt11 team atBa]ancecl Cl—xiropractic contactingyourmeclical doctorto discuss relevant

information regarclinggourtreatment P]an? Yes |:| No |:|

f“low did you hearaboutus? Ficasc write down the name of the person if selected
[Friends /]:amilg |:| Ncwspaper / Frint Articles :
Otl’lcr |:| Chambcr Dircctorg I:' I:ort Sask Guidc I:'
Welcome Wagon ] FPhone Pook I:‘ Farm and [Friends I:‘ Sturgeon Creek Post I:‘




Flcasc complete theseforms on both sides

Mark the areas on your boc!g where you feel the described sensations. (/lse the
aPProPriate sgmbol. ]nc]ude all affected areas.

Numbness: + 4+ A+t Fins and nccdles: leNoNeXeNe] Aching: -
Buming:xxxxx Stabbingz///////

i

q

~N——

\
P
akeN 470

E 43 it

Flcase mark on the line below where you would describe your Pain level toc{ay.

No Fain i 2% 45 67 8 9 10 Worst Pain

Please see other side



Flcase check all answers and fill in the blanks where appropriate.

Reason for aPPointment:

thn did your condition begin?

r'javc you ever had similar Prob]cms? (| yes o
ExPlain:

[Have you had x-rays, MR], or other tests for this condition? Dyes Uno
If so, what kind of test and when?

]s your conditionrelated to: \Nori(? a yes Uno
[Has your emplogcr been notified? Q yes U nro

Is thisa WCPB Claim? Oyes Qno
Motor\/ehic]e Accic{cnt? | yes U nro

Date of ]njurg:
ls this a MVA C]aim? O yes O ro

Can you PerForm home activities? O yes a yes with hclp dno

Can you PerForm work activities? [ all activities O on]g some U none

Flease list any Previous surgeries, innesses, irﬁuries (motor vehicle accident,etc):

| ist all medications: (Prescriptions, vitamins,!nerbaf supports, BCF, asPirin, etc):

[Have you had Previous cl'n'roPractic care? a yes Q no Doctor:

Have you had Prcvious acuPuncturc care? O yes U ro Doctor:




Patient H istory

Havegou everhadaseriousfa”(s)orinjurg(ies)? U yes Uno
Havegou everbeenknockedunconscious? U yes Uno
Haveyou everbeenundertreatmentforcancer? U yes dnro
Havegou exPeriencedang changes in weightin the lastgear’? U yes Udnro
Dogou have any health Prob]emsthatgou feelare not

of interestto the doctorthat you have notdisclosed? Q yes Qno
r“]avc you or any of your relatives eversuffered a stroke?0 yes Uno

Belowisalist of diseases that may seem unrelated to the purpose omcgou rvisit.
H owever, these qucstions mustbe answered carc{:u”b\ as these Problcms can affect

yourcourse o1c treatment.

Please check all the foﬂowingthat you have been diagnosed with or told

you have had:

Q Rheumatic [Fever O Fleurisg a Epilepsg Q |nfluenza QFolio Q Arthritis
O MentalDisorders Q Diabetes Q Anemia a Cancer arp DThgroid
a Chicken Fox O Measles a MumPs a Fneumonia a B]ood Disecases
a Whooping Cough a Sma” Fox O HeartDisease Q Arteriosc]erosis QJ czema

QPBone spurson the neckbones (cer\/ical sPrain>

Please check all the following you have cxPcricnccd in the last 6 months:

Q Visual disturbances(b]urring, loss,double) Q Hearing disturbances (loss, ringing, etc)

Q Slurred sPeech orotherspeech Problems Q| ossofconsciousness, even momentari]9
a Numj:mess, loss oFsensation, strength orweaknessinthe Face,]cingers, hands, armsorany
otherpartofthe boclﬂ

Q Sudden co“apse withoutloss of consciousness O Dhtmcicultg swa”owing Q Dizziness

a Sorc Throat d Fain{:ulorExccssivc (Urination
a Dcntal Problcms d Discolore& (rine
a EarAchcs d Frostate/ﬁexual Dgs{:unction

Please see other side



Please check all the {:oﬂowing you have experienced in the last 6 months:

a Chcst Pain a Wcight Problems Q Nervousness
a T“leartproblems a Foor/E_xcessivcaPPetite a Faralgsis

Q Varicose veins QT xcessive thirst a ]:orgct{:ulness
Q Ankle swe”ing a f:requentnausea Q Confusion

a Lungproblems/congestion D\/omiting a DePression
a B]ood Pressure Problems Q Diarrhea a f:ainting

a Constipation a Convulsions

a Mu]tiple FainFu]Joints Q Hemorrhoids a A”ergies

a Wa]kingproblems Q Abdominal cramps (| Colcl/ting]ingextremities
aAm Pain Q Heartburn (| Fatigue

Q Jointstiffness Q Gas/bloatingaﬁtermeals Q| oss ofsleep
Q| ow backPain QO [Headaches
Q Fainbetween shoulders Qfever

O Neck pain Female Patients
Q (General stiffness a Blaclclerprob!ems
a C]ickingjaw Q Menstrual irregularitg

O Menstrual cramps

a \/aginal Paim/in?ections

A PBreast Pain orlumPs
a Otlﬁer Problems

Couldgou be Pregnant’?

a yes dno Due Date:

Arcgoutrgingtoconccivc? Dges Uno

Doyou drink: (offee? a yes
Tca? a yes
Alcohol? a yes

Are you currently, oreverbeen, asmoker?

From:

Qro __cups Pcrweek

Qro __cups Pcrweek

Qro __clrinks Perweek
Dyes Qnro




STATEMENT OF UNDERSTANDING & CONSENT FOR MASSAGE THERAPY TREATMENT

REGULAR FEE SCHEDULE (GST included)
1 2 Hour: $135.00 1 % Hour: $120.00 1 Hour: $100.00 3% Hour: $85.00 2 Hour: $70.00
SENIOR FEE SCHEDULE (GST included)
1 Y5 Hour: $130.00 1 % Hour: $115.00 1 Hour: $95.00 % Hour: $80.00 2 Hour $65.00

INSURANCE CLAIMS INFORMATION:

[0 Balanced Therapeutic Massage will direct bill most major insurance companies for your massage treatments,
depending on your insurance company.
[ Balanced Therapeutic Massage will consider a direct billing method if your treatments are a result of a Motor
Vehicle Accident. Please speak with our Administration staff or Therapist if this pertains to you.
[ In the event our MVA Auto Insurance Company does NOT pay for the full amount owing on each
treatment, you will be responsible to pay the amount outstanding on your invoice.
** Failure to do so on any/all outstanding accounts will be forwarded to our select Collections Agent
along with a monthly interest rate of 3%.

CONSENT TO TREATMENT:

[ I consent to receiving Massage therapy services from Balanced Therapeutic Massage and acknowledge that no guarantees
have been made to me as to the results of the service rendered.

[ I acknowledge that NO information will be shared by the staff at Balanced Chiropractic & Massage to anyone

without written or verbal consent by the undersigned party to do so.
[ Clients under the age of 18 must have parent/guardian WRITTEN consent prior to receiving Massage therapy
treatment.

[ I, the undersigned, certify that the information given in my health/case history is accurate, complete and current. I
agree that it is my responsibility to keep my Massage Therapist informed of any changes in my state of health. I
hereby release Balanced Chiropractic & Massage and their staff from any and all liability from problems arising

from treatment as a result of information not given or, given incorrectly in this case history.

[ I understand and I am willing to accept full responsibility for payment to Balanced Chiropractic & Massage, even

if in the event that private coverage is denied.

[ I acknowledge that my scheduled appointment time remains the same even in the event that I am late. The

Therapist reserves the right to bill for the FULL treatment time.

[ I acknowledge that my treatment time may also encompass general intake questions about your health or,

previous treatment outcomes, homecare exercises and/or hydrotherapy treatment(s).

ADDITIONAL INFORMATION:

v Our staff requires at least 24 HOUR NOTICE for cancellations as we may be able to fit
another client in from a cancellation list. Our staff reserves the right to bill for the full treatment
time or, a $50 no show fee if in the event this has not been done.
v If you are more than 15 minutes late for your appeintment, your therapist will assume that you will not be
attending and may fill your time with another client from our list.

PLEASE BE PREPARED TO MAKE FULL PAYMENT AT THE END OF EACH TREATMENT

Signature (if under 18, parent/guardian must sign) Date




