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RMT INTAKE FORM 

Today's Date:     Name:            

Date of Birth:    Gender: M/F BC Care card#     ______ 
       
Phone #:               E-mail:       

Address:  ___________________________________________________________________________ 

Emergency Contact:   Name (Relation):          
    Phone number:      

How did you hear of the clinic?           

How would you describe your general state of health?  *Excellent   *Good   *Fair   *Poor 

How would you rate your current stress levels?   *High    *Moderate    *Low 

What can I help you with today? 

                                                                                            
                                                                                                                                          

Current medications:             
                

Medical History 

List any/all health conditions, syndromes or diseases:         
___________________________________________________________________________________ 

Any previous hospitalizations or surgeries (describe)?         
                

Extended Insurance coverage: 
Cardholder Name/DOB: ___________________________ 
Name of Insurance company:___________________________________ 
Group policy/ID: _______________________________________________ 
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Please circle any specific areas you would like the massage therapist to concentrate on during this 
session 

Consent to treatment - Please read and sign. 
 
 
I, __________________________ give consent for treatment through Peninsula Naturopathic Clinic.  
I understand that in most cases it may take time to see improvements to my health and that follow up 
visits are essential to achieving long term health goals. Through commitment and personal responsibility 
to my health, massage therapy will work to my benefit.  

Effective massage therapy treatment may involve diagnostic testing, homecare exercises and 
modifications to daily activities. Referrals to other health care practitioners, such as acupuncture, 
chiropractic and physiotherapy may be recommended, and my RMT will explain and discuss the 
relevancy of any recommendation in relation to my personal health goals. 

I have discussed all relevant health concerns and have a clear understanding of how massage therapy 
might help.  
I understand all medical and personal information collected will remain confidential, and will only be 
shared with other health care professionals if further consent is obtained. 
I have been explained the protocol of my treatment and feel comfortable with knowing what areas of my 
body will be treated.  
All draping will be conducted in a professional manner, and I am aware that I have the right to end any 
treatment if I feel uncomfortable.  
 
Direct verbal consent will be obtained prior to each treatment, once I have been given clear instruction of 
what the treatment will involve. 

All of the above is true to my knowledge and have read and acknowledge the disclaimer 

SIGNED_______________________________________     DATE___________________________________ 


