Serenity Now Massage Therapy Date:

Name Date of Birth / / Age: Sex: AMale AFemale

City/ Province/ Postal Code
Telephone (home) (work) __Occupation

Emergency Contact Person/ Relationship
Phone#

Physician Phone#
Main Complaint (symptoms, diagnosis, duration, etc.)
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Do you have a medical diagnosis?a Yes 0 No ... if yes:

When did this first begin?

Were there any related circumstances: emotional, physical or mental stress? Or were you ill when this began?

L
What kind of treatments have you tried?

What makes your condition better? (Rest, movement, heat, cold, fresh air, eating, crying, etc.)
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What makes your condition worse? (stress, fatigue, hunger, heat, certain foods,.)

e — — ——

Are you pregnant? o Yes 0 No Prone to fainting? 0 Yes 0O No Have you eaten today?a Yes 0 No
Have you had acupuncture before?_ O Yes Q No Chinese Herbals? o Yes aNo

Most recent blood pressure reading? __/  Taken when?

Significant Trauma (physical or emotional)

Birth History (prolonged labor, forceps delivery, complications, etc.)

Surgeries (please include date of procedure)

Allergies (chemical, environmental, food, drugs, etc.)

Medications (names & dosages) please attach an additional page if necessary.
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Vitamins/Supplements/Herbs

Do you have a regular exercise program?

APPETITE aPoor O Low 0 Heavy Q Normal a Changed

What do you eat in a typical day?

Any particular diet (Vegan, Vegetarian, Low Carb ect...)



Foods you tend to Crave:

THIRST

Do you prefer your drinks: aIce cold oHot

# Of glasses consumed daily? Water Coffee/Tea____ Pop_____

Do you have??
0 Normal thirst 0 Thirsty all the time
HABITS: daily intake?

______Alcohol Cigarettes Other

Personal History Please check any conditions or symptoms you have now.

L lAnemia [Icandida

L] Arthritis [Hay fever / allergies

[Liver/Gall Bladder Disease [ Heart Disease

[ 1Head Injury

[ Prostate [Josteoporosis

[]skin disorder [Hypo/Hyperglycemia

[ IStroke [ High/Low Blood Pressure [ IRaynaud’s Disease
[lcancer [ Diabetes [ Diverticulitis/IBS
Lluicer [ ISeizures/Epilepsy [ Hepatitis
[Jchronic Fatigue LT [ IThyroid Imbalance

[JGastritis/Pancreatitis [lasthma

[ JEmphysema

Family Medical History

Juice Milk

o Thirst with no desire to drinko

[ Immunosupression

[ Kidney Disease/Stones

gRoom temperature

Never thirsty

Please check any condition that applies to your immediate family. Put an F (father),

M (mother), S (sister), B (brother), GM (grandmother), GF (grandfather) next to choice.

[ Ipiabetes [(Jseizures [JHeart Disease
[_IHigh Blood Pressure Clallergies [Icancer
[lother
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Please check if you have had any of these items listed below in the last year or previously

General _

[lpoor Appetite [ Poor Sleeping CJFatigue

Ll chins [ Night Sweats [ISweats Easily
[lcravings [ Localized Weakness [JPoor Balance

[Peculiar tastes/smells

[ Bleed/Bruise easily [Weight loss/gain

[Istrong thirst

[ IMuscle weakness [ Jsudden energy drop

Musculoskeletal

DSprains/ Strains [JShoulder pain

[Rotator Cuff

[ Hand/wrist pain

[ Tendonitis [Jsciatica

[ Muscle pain [ IMuscle weakness

[IBack pain Low Middle Upper

[ Stroke
LAsthma

[ Fevers

[Irremors
[Ichange in appetite
[ Dental/gum problems

[Icarpal Tunnel

[ Foot/ankle pain
[ Bursitis



Pain Diagram (please mark all areas of pain on diagram below)
A=aching B=burning N=numbness P=pins and needles
S= stabbing pain O=other type of sensation
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Skin and Hair
[ JRashes [ Uicerations [ Hives/Allergic Dermatitis [Jtching
[ JEczema/Psoriasis [ Dandruff [ Loss of hair [ Recent moles

[_Iskin discoloration [Jacne [Ichange in skin/hair texture [ Face flushing




Head and Senses

L] Dizziness [ Difficulty swallowing
[ Eye pain [ JPoor vision
[Jcolor Blindness [Icataracts
DRinging in ears [ JPoor hearing

roblems

Nose bleeds [JGrinding teeth
[ Baw clicks/locks

[ IHeadaches [ Deafness
Location:
Sensation:

Better/Worse with Pressure:

Cardiovascular

[Ichest pain or pressure [ Erregular heart beat
[Jcold hands/feet EBwelling of hands/feet

LIlshortness of breath E]Varicose/spider veins
[ High blood pressure

[ Low blood pressure [ lSpontaneous sweating

Respiratory

DCough/Wheezing [:ktoughing blood
[Ishortness of Breath [ Pain with deep inhalation

Difficult inhale/exhale
L] Difficulty breathing when lying down

[JProduction of phlegm... what color?

Gastrointestinal

[ INausea [ Momiting

[ lGgas [ Belching

[IBlood in stool

L] Indigestion [ Bad breath
[Hemorrhoids

L] Bloating/Edema [ IChronic laxative use

[LJAbdominal pain/cramps
DChanges in appetite [Acid reflux/GERD

Poor appetite
[Excessive appetite [Iceliac

[ Migraines [ Eye Strain
[ INight Blindness

[ Blurred vision [ Earaches
[ lSpots in front of eyes [ Sinus
[IFacial pain [ Icankers

[ JPalpitations at rest [ Fainting
[_IBlood clots [ Phlebitis

| IPressure in chest

[ IDizziness
[ lAsthma [ Bronchitis
[_ITight sensation in chest L]

[Diarrhea [IConstipation
[Black stools

[JRectal pain

[ Loose stools (>2 per day)

[ Hernia L]

[ IBS/Crohn’s Disease/Colitis



Genito-Urinary

[lPain on urination [_Frequent urination [ Blood in urine [ Urgent
urination _
[lunable to hold urine [ Kidney stones [Iscanty flow [Icopious
flow . . .
[_lUrinary tract infection [ Burning
[ Prostatitis [ Dribbling
DNight urination... What time? How often?

Male Reproductive

[limpotence [ Wasectomy

[ Xncreased Libido [IDecreased Libido
Dlnfertility [ Low sperm count
LlLow Sperm motility [_Premature ejaculation

Female Reproductive

[ Endometriosis

[ kLong periods

DPainful menstruation [ Encreased Libido

[ lHeavy periods [JDecreases Libido

L] Light periods [ Hormone replacement
[ Iclots [ Juterine Fibroids

[Breast lumps

[ lvaginal discharge CIribrocystic breast tissue
Ll Infertility [ PMS

[ JDays between cycles CJovarian cysts

[ IBreast tenderness [_yeast/Bladder infections

[] Irregular Period

L] Menopause

[LIHot flashes - Daytime
L] Night Sweats

Do you practice birth control? What type? How long?



Female Reproductive

[JEndometriosis
[lLong periods

[JpPainful menstruation [JIncreased Libido
[JHeavy periods [IDecreases Libido

[JLight periods [JHormone replacement
[IClots [Uterine Fibroids
[JBreast lumps

[ lvaginal discharge [JFibrocystic breast tissue
[JInfertility [1pPMS

[IDays between cycles [JOvarian cysts

[IBreast tenderness [JYeast/Bladder infections

[ JIrregular Period
[IMenopause

[‘JHot flashes - Daytime
[ INight Sweats

Do you practice birth control? _ ___What type? How long?
Neuropsychological

[]Seizures [JLoss of balance [JVertigo/Dizziness
[JAreas of numbness

[JLack of coordination [JPoor memory [JConcussion

[ IDepression

[JAnxiety/Panic attacks [ IBad temper/irritable [1Easily Stressed
[Jseasonal Affective Disorder (SAD)

[JNervousness [JADD/ADHD [IManic Depression
[JTics/twitching [IMood swings [] Bipolar

Comments: Please inform me of any other problems you would like to discuss.




	Apr 12, Doc 1
	Apr 12, Doc 2
	Apr 12, Doc 3
	Apr 12, Doc 4
	Apr 12, Doc 5
	Apr 12, Doc 6

