
	
	
	
	
	
	

British	Columbia	Registered	Massage	Therapists	are	part	of	the	Health	Care	System,	and	this	information	is	
essential	to	ensure	safe	treatment,	and	an	individualized,	exceptional	massage	experience!	Thank	you,	in	
advance	for	taking	the	time	to	fill	out	this	form.	
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How	can	I	help	you	today?	Why	are	you	seeking	massage	therapy?	Please	circle	one:		
	
	
Relaxation												Stress	Reduction	 Wellness	 Enjoyment	
	
Doctor	Referral													Pain	Relief												Functional	Issue											Postural	Issue													ICBC/WCB	
	
Please	Indicate	the	TYPE	and	LOCATION	of	symptom	you	are	feeling	in	the	appropriate	area,	
using	the	indicators	in	the	box	to	the	right:	(Feel	free	to	overlap,	and	use	multiple	indicators)		
	
	

												 	
	
	
	
When	did	it	start?	When	was	the	onset?	Please	circle	the	best	estimate:	
	
	
				1			2			3			4			5			6			7			8			9			10			11						Days	ago				Weeks	Ago								Months	ago								Years	ago				Unsure	
	
Is	there	a	known	cause	of	this	injury?	Do	you	know	how	this	happened?		
	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
	
	
	
	
	
	

P=	pain	
	
N=	Numbness	
	
T=	Tingling	
	
S=	Sharp	
	
A=	Achy	
	
D=Dull/Achy	
	
Th=	Throbbing	
	
Br=	Bright	
	
Bu=	Burning	
	



	
	
	
Have	you	received	a	diagnosis	from	your	Doctor	for	this	condition?	Please	circle	one:	
	
Yes	 No	 If	yes,	please	describe,	to	the	best	of	your	knowledge	what	the	diagnosis	is,	and	indicate,	
approximately	when	you	were	diagnosed:	
	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
Were	you	hospitalized	for	any	injury/condition?		Please	circle	one:		 Yes	 No	
If	yes,	what	was	the	hospitalization	for?	(Please	also	include	the	approximate	date)	
	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
Please	indicate	below,	any	history	of	injury:		
	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
What	is	the	frequency	of	your	symptom?	How	often	does	it	happen?		
	
_______________________________________________________________________________________________________	 	
	
Please	indicate	the	approximate	intensity	of	your	symptom	out	of	10.			
	
“1”,	meaning	no	pain,								“5”	meaning	moderate	pain,							and	“10”		meaning	the	worst	pain.		
	
	
At	its	best										/10			 					At	its	worst	 				/10																	Now						 							/10	
	
	
When	you	experience	the	symptom,	how	long	does	it	last?	(days,	hours,	minutes,	seconds?)	
	
	
Is	there	any	time	of	the	day	that	your	symptoms	are	worse?	Please	circle	one:	
	
	 	
	 Morning		 Afternoon	 	 Night-time	(disturbs	sleep-	Yes------No)		
	
	
																																																																														
	
	
	



	
	
	
What	seems	to	aggravate	your	symptoms?	Please	also	include	any	daily	activities	that	are	more	
difficult	because	of	your	condition:	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
	
What	seems	to	alleviate	your	symptoms?	(heat,	ice,	rest,	stretching	etc)		
	
_________________________________________________________________________________________________________________	
	
Are	you	receiving	any	treatment	from	any	other	health-care	professionals?	Please	circle	one	
and/or	write	below:	
	
Chiropractor	 	Medical	Doctor						Naturopathic	Doctor	 	Massage	Therapist						Physiotherapist	
	
Acupuncturist	 Chinese	Medicine			Other:	_____________________________________________________________________________________	
	
Is	your	current	treatment	helping?	Please	Circle	one:		 														Yes													No	
	
Have	you	had	massage	therapy	before?		Please	Circle	one:											Yes	 							No	
	
If	yes,	how	have	you	responded	to	Massage	Therapy	in	the	past?	Please	Circle	one:			
	
	 	 	 Favorably													Negatively												 No	Response	
	
Please	indicate	any	hobbies	or	exercise	interests,	for	us	to	understand	your	activity	level:	
	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
Lastly,	please	let	us	know	if	there	is	a	type,	or	style	of	massage	that	you	like/respond	well	to,	or	if	
there’s	a	type,	or	style	of	massage	that	you	react	poorly	to:	
	
_________________________________________________________________________________________________________________
_________________________________________________________________________________________________________________	
	
	


