
Registered Massage Therapists 
Doctor of Chiropractic 

Licensed Acupuncturist 

CONFIDENTIAL PATIENT HISTORY FORM

Name	   _____________________________________        	  Birth date        	 ________________________________________    

Address   _____________________________________	  Family Doctor      _______________________________________ 

 _____________________________________________      	          phone             	 ________________________________

Postal Code _______________________________      	  Referring Professional   	  ________________________________

Phone  (home)       _________________________                     	          phone            	  ________________________________ 
 
                 (cell)       _________________________

               (work)        _________________________

Email      ______________________________________

Occupation      _________________________________         

 
How did you hear about New Leaf Massage and Wellness?

__________________________________________________________________________________________________________

Please list any Medications/ Vitamins/Minerals  you presently take:

_________________________________________________________________________________________________

_________________________________________________________________________________________________
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Continued over ...



Known Allergies   (including medications, foods, seasonal, oils and lotions,etc.)

__________________________________________________________________________________________________________

Have you ever been hospitalized, had any major accidents, illnesses, or surgeries?            Yes              No

Please comment:     _________________________________________________________________________________________

Please indicate if you have received any of the following this year:

Massage Therapy ___           Chiropractic ___             Acupuncture___                Physiotherapy ___ 

List any Activities, Sports, Hobbies  (i.e Jogging, Hockey, Crafts, Computer, ect):

__________________	     	 __________________               ___________________  	   _________________

Please CIRCLE the answer closest to how you PRESENTLY feel:    (1 = poor,   5 = excellent)

Quality of sleep	    1       2      3      4      5		  Hours of sleep per night (approx.)			   ____

Energy Level 	    1       2      3      4      5		  Number of meals you regularly eat per day		  ____

Eating Habits	    1       2      3      4      5		  Number of times you exercise per week		  ____

Stress Level	    1       2      3      4      5		  Smoker		  Yes		  No		  Occasional

Exercise Habits	    1       2      3      4      5		  Alcohol		  Yes		  No		  Occasional

Please describe your current condition & Symptoms:		  Please indicate on the diagram the nature of your symptoms, using

_________________________________________		  using the symbols indicated:

_________________________________________

How long have you had this condition: __________

How did it start: ____________________________

What aggravates it: _________________________

_________________________________________

What relieves it: ___________________________
 
_________________________________________
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