Ygeia Therapy

First Name*:

INTAKE FORM

* Mandatory fields are bolded & underlined.

Intake Form - October 2018

Last Name*:

Prefix/Title:

E-Mail*:

Home Phone:

Mobile Phone:

Address*:

Date of Birth* (YYYY/mm/pD):

Gender (m/f):

Personal Health Number:

Occupation:

Family Doctor:

Email/Phone:

Referring Professional:

Email/Phone:

Emergency Contact Name:

Phone:

Emergency Contact Relationship:

How did you hear about us?

Guardian:

Please indicate if you are currently experiencing or have experienced any of the following

High blood pressure
Low blood pressure
Myocardial infarction
Heart disease
Chronic heart failure
Varicose veins
Thrombosis

Easy bruising
Peripheral vascular disease
Shortness of breath
Asthma

Diabetes
Kidney disease
Liver disease

COPD (Emphysema/Chronic bronchitis)

Irritable bowel disease
Constipation
Menstrual cramps
Headache

Migraines

Visual disturbances
Hearing problems
Dizziness

Fibromyalgia

Chronic fatigue syndrome
Parkinson disease
Dementia

Anxiety

Depression

Inflammatory bowel disease (Chron's / Ulcerative colitis)
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|| Tuberculosis | Osteoarthritis

|| HIV | Rheumatoid arthritis
|| Hepatitis | Recent muscle strains
|| Warts | Recent ligament sprains
|| Fungal infections | Recent fractures

|| Skin conditions || Muscle spasm / cramps
|| Numbness/tingling

Please provide relevant details to the above indicated conditions:

Please indicate if any of the following is the case:

Allergies/Sensitivities:

Surgeries:

Artificial Joints/Implanted devices:

Recent &/or major injuries:

Medications:

Please let us know about any other health condition that has not been mentioned above:

Please provide information regarding your general health:

Stress level (1-10):

Water intake (cups/day):
Sleep (h/day):

Regular activities/exercise (please list):
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Are you seeing any of the following healthcare practitioners, please provide reason for consultation:

Medical Doctor:

Naturopathic Doctor:

Physiotherapist:

Chiropractor:

Massage Therapist:

Acupuncturist:

Other:

Do you have an open claim with:
[ ]icac [ ] wes

Is there anything else you would like us to know before the treatment?

Email Communication

Transactional Emails
You can opt to receive emails to keep you informed of new bookings, changes to your bookings, and

reminders for upcoming appointments.

| would like email notifications of new, cancelled, and rescheduled appointments

a Text Message (SMS) 2 hours before appointment

= Email 3 days before appointment

News and Special Promotions

[ . . . . .
Yes, | would like to receive news and special promotions by email
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Consents

Accuracy of Information

Lo | certify that the above medical information is correct to my knowledge.

Privacy and Sharing of Information

| authorize the clinic and its associated health professionals to collect my personal and medical information as
documented above. | understand that my personal and medical information is confidential and will only be
disclosed to third parties with my permission.

Lo« | agree

Cancellation Policy

Your appointment time is reserved just for you. A late cancellation or missed visit leaves a hole in the
therapists' day that could have been filled by another patient. As such, we require 48 hours notice for any
cancellations or changes to your appointment. Patients who provide less than 48 hours notice, or miss their
appointment, will be charged a cancellation fee.

Lo | am aware of the Cancellation Policy.

Correspondence with health care practitioners

| authorize the clinic and its associated health professionals to communicate with my family doctor and/or
referring doctor as deemed necessary for my beneficial treatment.

> | agree > | disagree
Date Date
Signature of Patient Signature of Guardian
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