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h/ - For*t Saskatchcwan
lroPractlc Jor
Fhone: (780) 997-006%
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your natural health centre
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Datc: Namc:

Health Carc Numbcr: Date oFbirﬂm

Day / Nloni’]’v /Ycar

Address: Fhonc Number:

Cit9= Work Number:

FostalCoc]c: Cc” Numbcr:

I mail:

E_mcrgencg Contact:

Emcrgcncy Number:

Do you have insurance? ch O No O Occupation:

H: so,whois your Providcr’f‘

\N}ﬁat is 3ourpo|ic3

and groupnumbcr’:’

Name oFyour Family Doctor:
F)—;onc Numbcr or Clinic Name:

o you consentto yourhealth team at a]ancchhiro ractic contacting yourmedical doctorto discuss relevant
Doy y P 2y

information regarding yourtreatment plan? Yes No
g 2Y P

How dld you hcaraboutus? Flcasc write c{own the name oFthc person if:sclcctcd
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Flcasc complctc theseformsonboth sides

Mark the areas on your body where you feel the described sensations. Usc the
aPProPriatc sgmbol. ]nc[uclc all affected areas.

Numbncss: it bkt

Fins and needles: oo oo o Aching: B
Buming:xxxxx Stabbing:///////
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Fleasc mark on the line below where you would describe your Pain level toc{ag

|
y
i

No Fain 2% 45 67 8 9 10 Worst Fain

Please see other side



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

Keason Forappointmcntz

Wl’lcn did your condition begin?

T_lavc you ever had similar Problems? a yes Q no

E_xplain:

[ave you had X-rays, MR, or other tests for this condition? Dyes Ono
lF 50, what kind of test and when?

]s your conditionrelated to: \Work? a yes A nro
[Has your cmp]oucr been notified? Q yes dro
s this a WCB Claim? d yes U no
Motor\/c}‘:ic{c Accidcnt? a yes U no

Date of Injurg:

Is thisa MVA Claim? O yes O ro
(Can you PchorTn home activities? Q yes Q yes with l—uclp O no
Can you Pchorm work activities? [ all activities Q on19 some Q none

Please list any Prcvious surgeries, i”ncsscs, injun'cs (motor vehicle accidcnt_, etc):

| istall medications: (Prcscriptions, vitamins, herbal supports, BCF, aspirin, etc):

Have you had Prcvious chiroPractic care? O yes Q no Doctor:

Havc you had Prcvious acupuncture care? U yes dno Doctor:




Patient ]"]istorg

Havcgou everhada scrious{:a”(s\orinjury(ics)? Dycs Unro
Havcgou everbeenknocked unconsci;)us? Dycs Uno
fave you everbeenundertreatmentforcancer? a yes Uno
fave you exPeriencccl any cha ngesin weight inthe lastgear’? a yes dno
Dogou have any health Problcmstlﬁa‘cgou feelare not

of interestto the doctorthatﬂouhavc notdisclosed? Dycs Uno
[Have you or any oFgour relatives ever suffered a stroke?0 yes dno

Belowis alist of disecases that may seemunrelated to the purpose oFgourvisit.
H owever, these qucstions mustbe answered carcfu”g as these Problcms can affect

your course of treatment.

Please check all the following that you have been diagnosed with or told
you have had:

Q Rheumatic [Fever Q@ Flcurisg Q Epilcpsg Q |nfluenza QFolio  Q Arthritis
O Mental Disorders Q@ Diabetes QO Anemia Q Cancer aTh DTlﬁyroid
Q Chicken Pox QO Measles Q Mumps QFPneumonia QA PBloodDiscases
a Whooping Cougl'l A SmallPox AfeartDiscase Q Arteriosclerosis Q[ czema

a Bonc spurson the neckbones (ccr\/ical sprain)

Flcasc check all the Fo"owingqou have experienced in the last 6§ months:

Q Visual disturbanccs(blurring. loss,double) Q Hcaring disturbances (loss, ringing,ctc)

Q Slurred spccch orothcrspcech Problems Q| ossofconsciousness, even momcntari|9
Q Numbness,loss of sensation, strcngth orweaknessin the Facc,Fingers, hands,arms orany
othcrpartmctl'xc boclg

A Sudden co”apsc withoutloss of consciousness O Dimculty swa”owing Q Dizziness

a 5orc Throat Q Fainfu] or[ xcessive Urination
Q Dental Problems QA Discolored (Jrine
a E_arAchcs o Frostate/&cxual D35¥unction

Please see other side



Flcasc check all the Fo“owinggou have cxpcricnccc] in the last 6 months:

(] Clﬁcst Pain DWcightProblcms Q Nervousness
g Hcar’cproblcms a Foor/ExccssiveaPPctitc a Faralysis

O Varicose veins Q [ xcessive thirst a ]:orget‘Fulncss
Q Ankle swc”ing a f:rcqucntnausca Q Confusion

a Lung Problcms/congcstion D\/omiting a Dcprcssion
A BloodPressure problcms Q Diarrhea a I’:ainting

a Constipation Q Convulsions

a Multiplc Fainful Joints Q Hemorrhoids a A”crgies

a Walking Problcms Q Abdominal cramps a Cold/t:ing!ingcxtrcmitics
Q Am Pair\ Q Heartburn a Fatiguc

Q Jointstiffness a Gas/bloatingapccrmeals Q| oss oFslccP
Qf ow bac‘.cpain QO Headaches
a Fain between shoulders a chcr

Q Neck pain Female Patients

Q General stiffness d Bladdcrproblcms

a Clickingjaw Q Menstrual irrcgularity

a Mcnstrualcramps
a \/agina| Pain/inFections
a brcastpain orlumPs
a Other Problcms
Cou]dyou be Prcgnant? a yes dno Due Datc: _____ o

Areyoutryingto conceive? dyes no
9 HINg 4

Dogou drink: Comq:cc? Dgcs Qoo __cups pcrwcck
Tea? Qyes Qo __cups Pcrwcck
AlCO]’TOl? a yes Oro ____clrini(s Pcrwcc‘(
Are ou currcnt] ,orcvcrbccn,asmokcr? Qyes dno
Y Y 9

From: _rO'.




STATEMENT OF UNDERSTANDING & CONSENT FOR MASSAGE THERAPY TREATMENT

REGULAR FEE SCHEDULE (GST included)

1 % Hour: $150.00 1 % Hour: $130.00 1 Hour: $110.00 % Hour: $95.00 % Hour: $80.00
SENIOR FEE SCHEDULE (GST included)

1 ¥ Hour: $145.00 1 % Hour: $125.00 1 Hour: $105.00 ¥ Hour: $90.00 % Hour $75.00
INSURANCE CLAIMS INFORMATION:

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 staft 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 appoeintment, 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




