Revive Massage Therapy
Patient Case History
Name_________________________________________________________	     Birth Date_________________________________________
Address___________________________________________________   City_____________________  Postal Code___________________
Telephone (cell/home)________________________________________ (work)____________________________________________ (email)_________________________________________________________________________________________________________________
Occupation________________________________________________________ BC MSP #________________________________________
How would you like to receive reminders?         Email	text (cell provider_________________)      email & text
How did you hear about the clinic?_________________________________________________________________________________
Have you received Massage Therapy before?______________________________________________________________________
List previous injuries, illnesses, surgeries__________________________________________________________________________
________________________________________________________________________________________________________________________
List any medications you take______________________________________________________________________________________
What is the medication for?_________________________________________________________________________________________
Primary Complaint________________________________________________________________________________________________
________________________________________________________________________________________________________________________
When did the symptoms first appear?______________________________________________________________________________
What were you doing when you first noticed the symptoms?____________________________________________________
How would you describe the pain? (  ) Sharp  (  ) Shooting  (  ) Burning  (  ) Achy  (  ) Dull  (  ) Tingling
(  ) Other______________________________________________________________________________________________________________
Does the pain/sensation radiate to other places in your body? Yes/No  If Yes, where?________________________
________________________________________________________________________________________________________________________
Are the symptoms constant or intermittent?______________________________________________________________________
Does anything aggravate it?_________________________________________________________________________________________
Does anything relieve the symptoms?______________________________________________________________________________
Has it affected your daily activities or work?______________________________________________________________________
Do you wake during the night in pain? Yes/No  Comments_______________________________________________________
What are your expectations from receiving massage therapy?___________________________________________________
_________________________________________________________________________________________________________________________
How many treatments do feel would relieve your symptoms?___________________________________________________
Notes__________________________________________________________________________________________________________________
________________________________________________________________________________________________________________OVER
