{() A Balanced Approach Therapy Centre

'Healing Through Balance Through Therapy'

Name: Birth Date Date

Phone: Emergency Contact: Phone:

Whom maywe thank for referring you?

Emailaddress:

Reasonfor Visit

When did your symptoms appear?

Isthis condition getting progressively worse? Yes No Unknown

Mark anX onthepicture whereyou continue to have pain, numbness, or tingling. X ‘ ' \

Ratethe severity of your panonascalefrom 1 (least pain)to 10 (severe pain)

Type of pan: Sharp Dull hrobbing Numbness Aching

|:|Shooting |:| Burning |:|Ting|ing |:|Cramps |:|Stiffness |:|Swelling Other:

How oftendoyou havethispain?

Does it interfere with your: |:|Work |:|Sleep |:|Daily Routine |:|Recreation

Whattreatmenthaveyoualready receivedforyourcondition?|:| Medications DSurgery |:|Physical Therapy

|:|Chiropractic Services |:| Massage Therapy |:| None Other

Injuries/Surgeries Description Date

Falls:

Head Injuries:

Broken Bones:

Surgeries:

Birth Trauma/ Injury:

Do you have any pins or plates? If Yes, Where?

Medication(s) Allergies Vitamins/Herbs/Minerals

2310 College Avenue Regina, Saskatchewan S4P 1C7 306.757.3200 www.abalancedapproach. ca



'Healing Through Balance Through Therapy'

i:g A Balanced Approach Therapy Centre

INFORMED CONSENT TO MASSAGE THERAPY TREATMENT

lunderstand that the Massage Therapist is providing massage therapy services within their
scope of practice as defined by the Massage Therapist Association of Saskatchewan, Inc.

| hereby consent to my Massage Therapist to treat me with massage therapy for the
above noted purposes including such assessments, examinations and techniques, which
may be recommended by my Massage Therapist.

I acknowledgethatthe Massage Therapistisnotaphysiciananddoes notdiagnoseillnessor
disease or any other physical or mental disorder. | clearly understand that massage therapy b
not a substitute for a medical examination. L is recommended that | attend my personal
physicianforanyaimentsthat| maybe experiencing.| acknowledgethatnoassuranceor
guarantee hasbeenprovidedtomeastotheresultsofthetreatment. | acknowledge thatwith
anytreatmentthere canberisksandthose risks have been explainedto meand| assume
those risks.

| acknowledge and understand that the Massage Therapist must be fully aware of my existing
medical conditions. | have completed my medical history form as provided by my Massage
Therapist and have disclosed to the Massage Therapist all of those medical conditions affecting
me. kismyresponsibtytokeepthe Massage Therapistupdated onmy medical history. The
information| have providedistrueand completetothe bestof myknowledge.

| authorize my Massage Therapist to release or obtain information pertaining to my conditions(s)
and/or treatment to/from my other caregivers or third party payers.

I havereadtheabove notedconsentand|l have hadthe opportunityto questionthe contents
and mytherapy. By signingthisform, | confirmmyconsentand| have hadthe opportunityto
questionthe contentsand mytherapy. By signingthisform, | confirm my consenttotreatment
and intendthis consentto coverthetreatmentdiscussed with me and such additional
treatments as proposed by my Massage Therapistfromtimetotime, to dealwith my physical
conditionsandforwhich | have soughttreatment.| understandthatatanytime Imaywithdraw
my consent and treatment will be stopped.

Patient Printed Name Signature of Patient | Guardian

Massage Therapist Date Signed
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