
 peak massage therapy 

The information requested assists Peak Massage Therapy in providing a safe and effective 

massage therapy treatment.  All of the information provided will be kept confidentially unless 

permission is granted or if required by law.  Your written permission will be required to release 

any information. 

Name: ________________________________Date of Birth:____________________________ 

Address: ______________________________ Postal Code:____________________________ 

E-mail: _______________________________ Phone:_________________________________ 

Have you ever received massage therapy?  Please circle Yes / No 

What are your primary goals for receiving massage therapy: ____________________________ 

Were you referred by a healthcare practitioner (MD, DO, Chiro, etc)? Please circle Yes / No  

If ‘Yes’, please provide their name and office if possible:________________________________ 

Please check any existing or previous conditions and provide detailed information where 

necessary: 

Cardiovascular 
☐ High / low blood pressure (circle one) 
☐ Chronic congestive heart failure 
☐ Heart attack / stroke / CVA (circle one) 
☐ Phlebitis / Varicose veins (circle one) 
☐ Heart disease: _____________ 

Respiratory 
☐ Chronic cough 
☐ Shortness of breath 
☐ Bronchitis 
☐ Asthma 
☐ Emphysema 

Infections 
☐ Hepatitis 
☐ Skin conditions (please specify the type 
and location): ______________________ 
☐ TB 
☐ HIV 
☐ Herpes 
☐ Influenza  

Head/Neck 
☐ Headaches / migraines (circle one) 
☐ Impaired vision 
☐ Impaired hearing 
☐ Dizziness 
 

Bones and Neurological 
☐ Tingling / numbness / loss of sensation 
(circle one and indicate the location): 
__________________________________ 
☐ Epilepsy 
☐ Arthritis (please indicate the location): 
__________________________________ 
☐ Osteoporosis (please indicate the location): 
__________________________________ 
☐ RA (please indicate the location): 
__________________________________ 
☐ Allergies / hypersensitivities (please 
specify): ___________________________ 
☐ Scoliosis (location on spine) 
__________________________________ 

Other 
☐ Diabetes 
☐ Cancer 
☐ Allergies / hypersensitivities (please 
specify): ___________________________ 
☐ Anxiety 
☐ Depression 
☐ Other condition not listed (please provide a 
brief description below) 
___________________________________ 
___________________________________ 
___________________________________ 
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Do you have any internal pins, wires, artificial joints or special equipment?  If yes, please 
provide details of location and type: 
____________________________________________________________________________ 
 
Have you had any surgery or serious injuries?  If yes, please list the location of surgery, the 
type, and the approximate date of the surgery/injury: 
____________________________________________________________________________ 
 
Please list any medications you are currently taking and what they are treating: 
____________________________________________________________________________ 
 
If you are currently pregnant, please indicate how many weeks you are pregnant and your 
expected due date: 
____________________________________________________________________________ 
 
Are you currently seeking treatment from another health care professional?  If yes, please 
indicate for what purpose or condition, and also their name and establishment: 
____________________________________________________________________________ 
 
Please list your primary health insurance provider, if any: 
____________________________________________________________________________ 
 
Are you seeking massage therapy either for a motor vehicle accident, or for a workplace 
injury that is going through WSIB? If yes, please provide the following: 

 Health insurance provider: ________________________________________________ 
  Insurance claim number: _________________________________________________ 
  Name of referring health care practitioner:____________________________________ 
 
 
I give my consent to Peak Massage Therapy to release information to third party payers 
(insurance companies) in order to receive payment for my care or to verify information 
regarding insurance claims. 
 
Signature: ________________________________________ 
Date: ____________________________________________ 
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