Company:  Kirk Group Clinic   Address:  3345 Kennedy Rd Scarborough ON   Tel: 445-789-9809

HEALTH HISTORY

The information request below will assist us in treating you safely. Feel free to ask any questions about the information being requested. Please note that all information provided below will be kept confidential unless allowed or required by law. Your written permission will be required to release any information.

Name: ding ding wang                             Date of Birth:  Jun. 25 1968                    Occupation: Farmer
Address: 8888 Kennedy Road Scarborough ON                                            Postal Code: K0H 2H7	
Phone: 416-845-8888                                          Email: kswellness@gmail.com
Emergency contact: 234-335-3456                    Relation: Brother     
	
Have you received massage therapy before?	 Yes/ No
Did a health care practitioner refer you for massage therapy?	Yes /No
If yes, please provide their name and phone number:

Family physician name: Alex wang    
Address:  8888 Kennedy Road Scarborough ON     Phone number: 657-778-6678

Have you received treatment from another health care professional in the past year? Yes /No
If yes, provide type of treatment (chiropractic, physiotherapy, etc.):
Please list all current medications and conditions they are treating:
Please list all surgeries and dates:

Primary Complaint: Lower back pain

Please indicate conditions you are experiencing or have experienced:
Cardiovascular:  High Blood Pressure, Low Blood Pressure, Chronic Congestive Heart Failure, Heart Attack, Heart Disease, Stroke / CVA, Phlebitis / Varicose Veins, Pacemaker or Similar Device
Respiratory:  Chronic Cough, Shortness of Breath, Bronchitis, Asthma Emphysema
Head / Neck:  Headaches, Migraines, Vision Problems, Vision Loss, Hearing Problems Hearing Loss, Whiplash
Skin:  Allergies, Hypersensitivity, Bruises Easily, Eczema, Herpes, Lupus
Other Conditions:  Loss of Sensation Where?  N/A or yes left shoulder   Epilepsy: N/A 
[bookmark: _Hlk174547132] Diabetes onset:  N/A    Type 2     Arthritis:   N/A                Cancer Type:  N/A                                             
Women:   Pregnant, Yes/ No    If yes Due Date:  Jul. 08, 2026         
Gynecological Conditions: 

Overall, how is your general health:  Poor/good/ Great

Is there family history of any of the above conditions, health concerns, allergies or sensitivities (if yes, which?):
Do you have any internal pins, wires, artificial joints or special equipment?   Yes/No   If yes, where?
Any other conditions, health concerns, surgeries (old), accidents (old), or injuries (old) not otherwise listed (if yes, which?):


I have read the above information and have stated all my previous and current medical conditions. I take it upon myself to update the massage therapist regarding any changes in my condition. I understand that all massage treatments will be discussed and planned with the massage therapist and will require my informed consent. I understand the 24-hour cancellation policy and agree to pay the missed appointment fee if I cancel within 24 hours preceding my appointment time.

I understand that I am responsible to pay for the time I reserved with the therapist, regardless of the time I arrive, and I am ready for my appointment.


Signature: 		                                                       Date: 	
 

Date of Initial health history:  Jul.  25 2024    (To be revised yearly)


Update1: Jan. 23, 2025     Signature                          Update2: Jan. 23 2025    Signature


Update3:                            Signature                          Update4:                          Signature

