Patient Intake Form- Therapeutic and Relaxing Massage

Personal Information: (Please print)

Name Address: Apt#

City: State: Zip:

Marital Status: S M W D Spouse’s name:

Date of Birth: / / Phone Email

Type of Employment Referred by

Emergency Contact Phone

The following information will be used to help plan a safe and effective massage session. Please answer the
guestions to the best of your knowledge.

Have you had a professional massage before? How often?

Do you have any difficulty lying on your front, back or side? Yes or No

If yes, please explain

Are there any areas you do NOT like massaged?

Do you have sensitive skin? Yes or No

Medical History

To plan a massage session that is safe and effective | need some general information about your medical
history.

Are you currently under medical supervision? Yes or No

If yes, please explain

Name of Physician Chiropractor

Injuries/accidents/illnesses still affecting you

Surgeries you have had and dates

Are you taking any medications/ supplements




Have you ever had seizures? Yes or NO

Have you ever been tested for a communicable disease? Yes or No If yes, What were the

results?

Please Circle any condition listed below that applies to you:

Bone or joint disease
Tendonitis/ Bursitis
Arthritis/ Gout

Jaw pain (TMJ)
Parkinson’s Disease
Spinal problems
Diabetes

Multiple Sclerosis
Numbness/ tingling
Bladder/ kidney ailment
Eating disorder
Osteoporosis

Carpal Tunnel Syndrome
Whiplash

Anxiety/ stress disorder
Hepatitis

Mononucleosis

Heart condition

Phlebitis/ Varicose Veins
Blood clots

High/ Low blood pressure
Thrombosis/ Embolism
Asthma/ Emphysema
Depression

Migraines/ Headaches
Irritable bowel syndrome
Cancer/ tumors

Prostate Ailment

Current Fever

foot pain/ Plantar Fasciitis
Pregnancy (month)

PMS/ menstrual problems
tuberculosis

Fibromyalgia

Rashes

Athletes foot
Herpes/ Cold sores
Impetigo
Psoriasis
Cerebral Palsy
Pinched Nerve
HIV/ Aids

Ulcers

Sleep disorder
Shingles/ Herpes
Tennis Elbow
Epilepsy

Flu/ Cold
Scoliosis

Liver ailment

Sciatic pain



Please mark any areas of discomfort Other conditions not listed

Please explain any condition you have marked or if you have
any additional remarks/ comments:

Draping will be used during the session-only the area being worked on will be uncovered. The massage
is for therapeutic purposes only. No sexual innuendos or behavior will be tolerated.

10 minutes of the appointment will be needed for consultation and dressing.

l, (Print name) understand that the massage | receive
is intended to enhance relaxation, reduce pain caused by muscle tension, increase range of motion, and
improve circulation. If | experience any pain of discomfort during the session, | will immediately inform
the therapist so that the pressure and/ or strokes may be adjusted to my level of comfort. | further
understand that the massage should not be construed as a substitute for medical examination, diagnosis
or treatment and | should see a physician, chiropractor, or other qualified medical specialist for any
mental or physical ailment | am aware of. | understand that massage therapists are not qualified to
perform spinal or skeletal adjustment, diagnose, prescribe, or treat any physical or mental illness, and
that nothing said in the session should be construed as such. Because massage should not be performed
under certain medical conditions, | affirm that | have stated all my known medical conditions and
answered all questions honestly. | agree to keep the therapist updated as to any changes in my medical
profile and understand that there shall be no liability on the therapist’s part if | fail to do so.

Signature of Patient Date




Informed Consent & HIPAA Disclosure

Patient Name:

This form is intended to educate you on the risks and benefits of receiving care in our center so that you can make an

informed decision as to whether you consent to that care. Please read this form carefully so you can fully understand the

inherent risks and benefits. Your signature at the bottom of this form indicates your full understanding of those benefits

and risks, and constitutes your full consent to all chiropractic and ancillary treatment in our center until the time you

indicate otherwise. If you have questions or concerns about treatment in our center, do not sign this form until those

questions or concerns have been addressed to your satisfaction.

Treatment: Treatment in our center may include chiropractic adjustments (sometimes called manipulations), soft tissue
therapies, massage, therapeutic exercise, joint mobilizations, superficial heat packs, stretches, lifestyle coaching/counseling,
and modalities such as electrical stimulation and low level laser therapy. The most common side effect of these treatments
includes mild soreness, redness of the skin, headaches, or mild bruising that resolves on its own, and that can last from
hours to days. More severe adverse events that have been associated with spinal adjustments/manipulations include rib or
spinal fractures, irritation of pre-existing spinal disc herniations/bulges, and strokes. These more severe adverse events are
very rare (1 in several hundred thousand to 1 in several million adjustments/manipulations), and are associated with pre-
existing conditions such as pre-existing fractures, cervical artery tears, and severe osteoporosis. Please fill out your patient
intake forms thoroughly to notify your chiropractic physician of any pre-existing medical conditions and injury history. If you
have any of these conditions, a modified treatment approach may still be possible and appropriate in our center. Reports in
the news and elsewhere have been made about chiropractic care and cervical artery dissections leading to stroke. The most
comprehensive and recent research on this topic indicates that during a chiropractic adjustment the cervical artery
undergoes about the same amount of strain as when you turn your head to the side (trying to look over your shoulder), and
that you are no more likely to suffer a cervical artery dissection or stroke after seeing a chiropractor than when you see a
medical doctor. The most recent research tells us that the care given by chiropractors is the safest and most effective care
for many conditions including chronic musculoskeletal pain, back pain, neck pain, headaches, and more when compared to
alternatives such as pharmacological and surgical treatment.

Other treatment options: The chiropractic physicians in our center will not hesitate to advise other treatment options or
consultations when appropriate. This may include referrals for additional diagnostic imaging (CT, MRI), medical
consultations for pharmacologic treatment, surgical consultations, or physical/occupational therapy.

X-rays: If clinically appropriate, x-rays may be taken during the course of your care in our facility. X-rays do result in some
radiation exposure, so please inform the doctor if you have any condition where x-rays may not be appropriate such as
pregnancy or current radiation treatment.

e | hereby acknowledge that | have read and understand the risks of receiving care at this center, and
authorize Hoogeveen Chiropractic Wellness Center’s chiropractic physicians and personnel to provide
services as they deem reasonable and necessary.

e lalso hereby acknowledge that | have been informed of this office’s HIPAA privacy policy, and may read said
policy posted at the front desk at any time.

e | also give permission to the persons listed below to access any and all of my personal health information.

Name: Relationship: _ _ Date of Birth: _ L
Name: Relationship: _ _ Date of Birth: _ _
Name: Relationship: _ _ Date of Birth: _ _
Name: Relationship: _ _ Date of Birth: _ L
Signature: Date:

(Must be 19 years of age or Legal Guardian must sign)

Printed Name:

Hoogeveen Chiropractic Wellness Center -- 1301 Fort Crook Rd S Bellevue, NE 68005 -- (402)291-2580



Massage Cancellation Policy

Your appointment time has been reserved for you. If you are unable to keep your appointment it is
required that you give us a 24-hour notice to cancel your appointment. Our massage therapist can only
massage a certain number of people each day, and we turn many people down since their schedules are
full. Last minute cancellations and missed appointments leave those time slots vacant, but a 24-hour

notice would allow us to fill that vacancy.

If you do not provide a 24hr notice; or you do not show for your massage appointment, you will be
responsible for the cost of the massage, and all future massages will require prepayment.

Thank you for your understanding we really do appreciate it!

| have read and understand the policy above.

Name(Printed) Date of Birth:

Signed: Date:

Witness:
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