History Intake Form
Name _____________________________
Birth date _______________________
Address____________________________
month/day/year
Postal Code ________________________
Family Doctor ___________________
Phone home ________________________
Phone ___________________________
cell _________________________
Referring Professional:
work ________________________
________________________________
Email______________________________
Phone___________________________
Occupation _________________________
PHN? ___________________________
ICBC or WCB? Claim # ______________

Please indicate if you believe any of the following apply to you: (P= past C=current)
___ (eart Attack
___ (eadaches/ Migraines ___ Joint Dislocation
___ (igh/Low Blood Pressure ___ Dizziness/ Fainting
___ Bone Fracture
___ Stroke/ Aneurysm
___ Nausea
___ Arthritis
___ Other (eart Conditions ___ Spinal )njury
___ Osteoporosis
___ Varicose Veins
___ (ead )njury
___ Rods/Pins/Plates
___ Bruise easily
___ Epilepsy/Seizures
___ )mplants ___________
___ Other Circ. Conditions
___ Neurological condition ___ Transplant
___ Diabetes
___ Asthma
___ Corrective Lenses
___ Kidney Disease
___ Chronic Sinusitis
___ Other Urinary Condition ___ Respiratory Condition ___ Cancer
___ (epatitis
___ Pregnant
___ )rritable Bowel/Colitis ___ ()V
Due Date: ___________
___ Digestive Condition
___ Contagious Condition:
___ Skin Condition
___________________
Please list any medications you presently take:
________________________________________________________________________

Known Allergies including medications, foods, seasonal, oils, lotions, etc. :
________________________________________________________________________

Have you ever been hospitalized, had any major accidents, illnesses or surgeries?
Please comment:_________________________________________________________

Other therapy/ treatment: Chiropractor, Physiotherapy, Naturopath, Acupuncture, etc.
____________________________________________________________________
List any activities, sports, hobbies:
_______________________________________________________________________

Current Condition
Please indicate on the diagram the nature of your symptoms, using the symbols
indicated:

Please describe your current condition & symptoms:
________________________________________________________________________
_________________________________________________________________________________________________________
_______________________________________
(ow long have you had this condition?
________________________________________________________________________(ow did it start?
__________________________________________________________
what aggravates it? _______________________________________________________
what relieves it? _________________________________________________________
________________________________________________________________________
Payment for all treatments, whether private or insured, is ultimately the responsibility of
the patient.
) authorize Seva Physiotherapy to collect my personal and medical information as
documented above in order to contact me, and give permission for the clinic to leave
messages regarding appointments at any of the contact numbers ) have provided above. )n
addition ) authorize Seva Physiotherapy to communicate with my referring MD as deemed
necessary for my beneficial treatment. ) also understand that my personal and medical
information is confidential and will only be disclosed to third parties with my permission.
Signature: __________________________
Date: ______________________________

