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     Health History Form
	For your information:

An accurate health history is important to ensure that it is safe for you to receive treatment. If your health status changes in the future, please let us know. All information gathered for this treatment is confidential except as required or allowed by law or except to facilitate diagnoses (assessment) or treatment. You will be asked to provide written authorization for release of any information.
Name: _________________________________________________________ M F    D.O.B. ______________________
Address: __________________________________________________________________________________________
                               #       Street                                                                 City                                                                                                   Postal Code
Phone Number: _____________________________________________________________________________________

                                                (Home)                                                              (Work)                                                                                            (Cell)

Email Address _____________________________________________________________________________________
Occupation __________________________ What is your primary complaint? __________________________________
How did you hear about us? __________________________________________________________________________
Contact in case of emergency: _____________________________________ Relationship: ________________________
Phone Number____________________________________

	Respiratory
· Chronic cough
· Shortness of breath
· Bronchitis
· Asthma
· Emphysema
· Sinus infection
Cardiovascular

· High blood pressure
· Low blood pressure
· CCHF
· Heart Attack/MI
· Varicose veins
· Phlebitis
· Stroke/CVA

· Pacemaker or similar device

· Poor circulation
Digestive System

· Irritable bowel
· Inflammatory bowel disease:
-Ulcerative colitis

-Crohn’s disease

Infection
· Hepititis
· TB

· HIV/Aids
· Infectious skin conditions
· Other:_______________
	Skin
· Rashes

· Athletes foot

· Warts

Location___________________

· Other:__________________

Other Conditions

· Loss of sensation

· Diabetes (onset)

· Hypoglycemic

· Allergies (i.e. anaphylaxis or skin irritation)

· Epilepsy

· Arthritis

· Cancer

· Fibromyalgia

· Hypothyroid

· Hyperthyroid

· Urinary Disorders

· Kidney Disorders

· Digestive Disorders

· Liver

· Hernia

· Other:_______________________
Head/Neck

Vision problems
Vision loss
Ear problems/pain
Hearing loss
Headache/Type___________________
	Woman
· Pregnant (due:___________)

· Gynaecological conditions

· Menopause
· Menstraul
Soft Tissue/Joint discomfort and its nature

· Head__________________
· Neck__________________
· Low back______________
· Mid back_______________
· Upper back_____________
· Shoulders L R___________
· Arms   L R______________
· Legs  L R_______________

· Knees  L R______________
· Other___________________


	Current Medication and condition it treats
__________________       __________________________
__________________       __________________________

__________________       __________________________

__________________       __________________________
__________________       __________________________

Surgery _________________________Date____________

Nature __________________________________________

________________________________________________
	Injury __________________________________________

Date ___________________________________________

Nature _________________________________________

Primary Physician ________________________________

Phone __________________________________________

Address ________________________________________

_______________________________________________


	Other medical conditions (e.g. mood disorders, sleep disorders, haemophilia, etc)
_________________________________________________________________________________________________
Do you have any internal pins, wires, artificial joints, or special equipment

_________________________________________________________________________________________________

Are you under a physician’s care? ____________ For what condition? ________________________________________

I, _____________________________________ understand that all the information I have provided on this health history form is true and that I will report to the therapist if there are any changes to my health or information necessary for the form.

I hereby authorize the Therapy program to use the information as described above to facilitate my treatment.

Signature of Client ____________________________________________

Date ________________________________________________________

	Health History Update

Changes noted:                                                                                                 Date                                    Initial

_________________________________________________________________                   __________________                 ___________

_________________________________________________________________                   __________________                 ___________

_________________________________________________________________                   __________________                 ___________

_________________________________________________________________                   __________________                 ___________

_________________________________________________________________                   __________________                 ___________


