Trikinetic Massage Therapy  
#302- 1750 East 10th Avenue, Vancouver BC  V5N 5K4  604-879-9400

Name_____________________________________________________________________________

Address___________________________________________________________________________
                                      Street


    City



Postal code

Phone _____________________________ 
(Alt.) ______________________________________

Carecard # ______
_______   __________
E-mail  _____________________________________
Birth date  m ________ d_________  y_______

Occupation____________________________

Referring Doctor ___________________________________ Phone__________________________
Doctors’ address ____________________________________ 
How did you hear about us? ___________________________________________________________
Condition to be treated? ______________________________________________________________



Motor Vehicle Accident (MVA) information (if applicable)

Date of M.V.A. ______________________ 
End Date: _________________

ICBC claim #________________________

Adjustor name _________________________ 
Phone ____________________ 

ICBC office __________________________   
Fax ______________________

Lawyer: __________________________________________________________

Address:  _________________________________________________________

Phone: _____________________________    
Fax: ______________________
Are you seeing other practitioners? Physio ____ Chiro ____ Naturopath ____ Acupuncturist ____

 TCM doctor ___   Counselor/Psychiatrist ____

	










   Confidentiality: All information will be shared only with your practitioner(s) for assessment & appropriate treatment purposes.




















CANCELLATION POLICY

All clients, including those covered by MSP or ICBC, are responsible for paying the full cost of the treatment if an appointment is missed or cancelled with less than 24 hours notice

Date ______________________   Signature____________________________________

Health History

Please check the conditions that you are currently experiencing, or have experienced in the past.

Current
  Previous


    Current   Previous


    Current   Previous

Muscle/Joints  
Fibromyalgia
 FORMCHECKBOX 

 FORMCHECKBOX 
Osteoporosis
 FORMCHECKBOX 

 FORMCHECKBOX 

Arthritis 
 FORMCHECKBOX 

 FORMCHECKBOX 

Tendonitis
 FORMCHECKBOX 

 FORMCHECKBOX 

Bursitis
 FORMCHECKBOX 

 FORMCHECKBOX 

Fractures
 FORMCHECKBOX 

 FORMCHECKBOX 

Sprains/strains
 FORMCHECKBOX 

 FORMCHECKBOX 

Disc problems
 FORMCHECKBOX 

 FORMCHECKBOX 

Scoliosis
 FORMCHECKBOX 

 FORMCHECKBOX 

Pain or stiffness in:

Neck
 FORMCHECKBOX 

 FORMCHECKBOX 

Upper back
 FORMCHECKBOX 

 FORMCHECKBOX 

Mid back
 FORMCHECKBOX 

 FORMCHECKBOX 

Low back
 FORMCHECKBOX 

 FORMCHECKBOX 

Shoulders
 FORMCHECKBOX 

 FORMCHECKBOX 

Hips, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Legs, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Knee, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Arms, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Wrist, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Ankles, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Feet, right/left
 FORMCHECKBOX 

 FORMCHECKBOX 

Head/Neck

Headaches:  Type __________

Vision problems
 FORMCHECKBOX 

 FORMCHECKBOX 

Sinus problems
 FORMCHECKBOX 

 FORMCHECKBOX 

Cardiovascular

High/low blood pressure
 FORMCHECKBOX 

 FORMCHECKBOX 

Poor circulation
 FORMCHECKBOX 

 FORMCHECKBOX 

Heart disease
 FORMCHECKBOX 

 FORMCHECKBOX 

Arteriosclerosis
 FORMCHECKBOX 

 FORMCHECKBOX 

Phlebitis
 FORMCHECKBOX 

 FORMCHECKBOX 

Stroke
 FORMCHECKBOX 

 FORMCHECKBOX 

Bruise easily
 FORMCHECKBOX 

 FORMCHECKBOX 

Varicose veins
 FORMCHECKBOX 

 FORMCHECKBOX 

Respiratory

Chronic cough
 FORMCHECKBOX 

 FORMCHECKBOX 

Breathing problems
 FORMCHECKBOX 

 FORMCHECKBOX 

Asthma
 FORMCHECKBOX 

 FORMCHECKBOX 

Allergies
 FORMCHECKBOX 

 FORMCHECKBOX 

Digestion

Difficult digestion
 FORMCHECKBOX 

 FORMCHECKBOX 

Constipation 
 FORMCHECKBOX 

 FORMCHECKBOX 

Diarrhea 
 FORMCHECKBOX 

 FORMCHECKBOX 

Liver, gall bladder, kidney,      bladder problems 
 FORMCHECKBOX 

 FORMCHECKBOX 

Diabetes
 FORMCHECKBOX 

 FORMCHECKBOX 

Food allergies
 FORMCHECKBOX 

 FORMCHECKBOX 

Other Conditions

Insomnia
 FORMCHECKBOX 

 FORMCHECKBOX 

Depression
 FORMCHECKBOX 

 FORMCHECKBOX 

Anxiety
 FORMCHECKBOX 

 FORMCHECKBOX 

Eating disorder
 FORMCHECKBOX 

 FORMCHECKBOX 

Other mental health concerns:

__________________________
Cancer:  type _______________

  treatment ___________
Sensory loss
 FORMCHECKBOX 

 FORMCHECKBOX 

Nerve damage
 FORMCHECKBOX 

 FORMCHECKBOX 

Herpes
 FORMCHECKBOX 

 FORMCHECKBOX 

Hepatitis
 FORMCHECKBOX 

 FORMCHECKBOX 

Plantar  warts
 FORMCHECKBOX 

 FORMCHECKBOX 

HIV/AIDS
 FORMCHECKBOX 

 FORMCHECKBOX 

Current Medications     
List meds and for which conditions you are taking them? _________

__________________________
__________________________

__________________________

__________________________

Women’s Health

Breast pain
 FORMCHECKBOX 

 FORMCHECKBOX 

Painful periods
 FORMCHECKBOX 

 FORMCHECKBOX 

Heavy bleeding
 FORMCHECKBOX 

 FORMCHECKBOX 

Endometriosis
 FORMCHECKBOX 

 FORMCHECKBOX 

PMS
 FORMCHECKBOX 

 FORMCHECKBOX 

Menopause
 FORMCHECKBOX 

 FORMCHECKBOX 


Pregnant:  due date _________

Miscarriage
 FORMCHECKBOX 

 FORMCHECKBOX 

Postpartum 
Depression
 FORMCHECKBOX 

 FORMCHECKBOX 

Caesarean
 FORMCHECKBOX 

 FORMCHECKBOX 

Past  Injuries  
(Motor Vehicle Accident, sports, work, childhood falls or accidents))

Type _____________________
         _____________________

Year  _____________________
Current symptoms: __________________________
Surgery or any procedure requiring general anesthetic 

Type _______________________
Date: _______________________
Current symptoms: _____________
Plates, pins,
   Prosthetics
 FORMCHECKBOX 

 FORMCHECKBOX 

Artificial joints
 FORMCHECKBOX 

 FORMCHECKBOX 

Pacemaker
 FORMCHECKBOX 

 FORMCHECKBOX 

Rods
 FORMCHECKBOX 

 FORMCHECKBOX 

Lifestyle

Alcohol intake ______ per week

Smoking
 FORMCHECKBOX 

 FORMCHECKBOX 

Drugs   
 FORMCHECKBOX 

 FORMCHECKBOX 

Exercise: __________________
Stress level: low/moderate/high

Emotional health:
__________________________

Anything else you would like us to know about your health?
__________________________________________________________________________________________

Thank you for helping us to understand your health issues and concerns!
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