A Renaissance Health

Center for Natural Medicine
130 NW Miller Ave., Gresham, OR 97030 PH: 503.665.2344

MASSAGE & BODY TREATMENT INTAKE FORM

Patient Personal Information: Insurance Patients Only

Auto/Worker's Comp Insurance:

Name Date __/_/__ Is condition due to accident? Auto Work
AccidentDate: _ / /  Claim Filed? Yes No
Address
Claim #
City/State/Zip
M F Date OfBith / |/ A Insurance Company
aes Al ——— e Group Health Plan Insurance:
Occupation Insurance Co.

Policy Holder

How did you find us?

Relationship to Patient

Phone numbers/ best time to reach you:

Home: - Time Policy Holder's SS# - -
Work: - Time ID # Group Plan #
Cell i Time Assignment and Release

1, the undersigned, certify that | (or my dependent) have insurance coverage with the
above company. | assign all insurance benefits, if any, otherwise payable to me for

Email Address: services rendered, directly to my therapist at A Renaissance Health Center. |
understand that | am financially responsible for all charges whether or not paid by
Emergency Contact: insurance. | hereby authorize the release of all information necessary to secure the

payment of benefits. | authorize the use of this signature on all insurance submissions.

Phone: Date / /
Patient/Guardian Signature

Patient Condition
Desired results of massage: __ Decrease current pain ___ Decrease chronic pain ___Decrease inflammation Better Sleep
___Decrease muscle tension ___Improve circulation ___ Injury/Surgery recovery __ Stress Reduction
Increase Flexibility General Well Being
Chief Complaint When did symptoms begin?

What helps or aggravates condition?

Painis: Sharp Dull Throbbing Numbness Aching Shooting Burning Tingling Cramps Stiffness Swelling
Radiates to: Pain scale of 1-10 /10
Other symptoms (current or just at onset)

Other treatments you have received or are currently receiving?
Medical Doctor Naturopathic Chiropractor Acupuncture Physical Therapy Psychotherapy Other

May | consult with your practitioner(s)? Initial

Name/Title Contact Name/Title Contact
Have you ever received professional massage? How often?

Major sources of stress: Self Care Activities

Are you pregnant? Due Complications?

Please list any medications:




Health History- please check if you have now (N) or in the past(P) had this condition.

Musculo-Skeletal Circulatory Respiratory Nervous System Continued
Now Past Now Past Now Past Now Past
___ ___ tendonitis ___ ___ heart condition _ __ asthma ___ __ fatigue
_____ bursitis ________ varicose veins _______ bronchitis ______ sleepdisorders
__ __ brokenbones ___ diabetes-type _____ ____ emphysema ___ ___ herpes/shingles
__ ___ arthritis ________ Dblood clots ______ ______pneumonia ____ Multiple Sclerosis
____ ___ scoliosis __ ___ stroke other other
__ __ osteoporosis _______ H/Lblood pressure Digestive Psychological
______ sprains/strains ____ lymphedema _______ Constipaton _ eating disorders
______ headachefinjury __ pacemaker ________ bloating/gas ____ anxiety
_____ ____ disc problems other diverticulitis _____ ____ depression
________ hemia Skin _____ ___IBs ________ chemical dependent
___ ___ jawpain/TMJ _ ___ allergies other other
____ ___whiplash ___ ___ rashes Nervous System Serious lliness
___ ___ fibromyalgia _ __ fungus numb/tinging ___ cancer/tumors

other warts pinched nerve other

other chronic pain

Please circle areas of pain as:

A = achey pain
B= burning pain
D= dull pain

N= numbness

S= sharp pain

i

T= throbbing pain

A Renaissance Health Financial Policies

Please arrive on time so the day can progress smoothly for other patients. Late arrivals may result in shorter sessions at
full original price.

Cancellation Policy: We request a 24 hour notice and reserve the right to bill you for late notice or no-shows.
Emergency cancellations and no-show or late show charges will be decided at the practitioner's discretion.

We will bill your insurance company if you've been in a motor vehicle accident and have a prescription for massage from a

physician or if your health insurance is accepted by the practitioner. Otherwise, payment is expected at time of service.

Statement and Release
| have chosen to receive massage therapy. | realize that the treatment is being given for my well being and focus on
therapeutic benefit. This includes stress reduction, relief from muscular tension, spasm, pain, increasing mobility of joints
or increasing circulation and energy flow. | agree to communicate with my therapist any time | feel my wellness is being
compromised. Massage therapists do not diagnose illness, disease or mental disorder; they also do not prescribe
medical treatment, pharmaceuticals or perform spinal manipulations.

All information | have provided on this form is true and accurate to the best of my knowledge. | agree to update my
therapist on personal, health or other information my therapist may need to conduct treatment safely and effectively.
| have been given the chance to read the Privacy Policies Notice and offered a copy for my own records. | understand that my

private health information will be used only for conducting, planning and directing my treatment, consulting with other health
care providers who may be directly or indirectly involved in my treatment, or obtaining payment from third-party payers.

/ /

Date

Sianature Relationship to patient




