COIC

Patient Introduction (RMT)

Personal History:

Your Name:

First

Home Address:

Middle Last

City:

Province: Postal Code:

Email Address:

Telephone: Home:

Bus:

Birth Date: Day: Month:

Marital Status:

Occupation:

Employer:

Previous Massage Therapist:

Year:

Last visit to this Massage Therapist:

Reason for leaving:

Present MD:

City:

Referred to our Centre by: (Please specify)

Yellow Pages:

Radio:

Doctor:

Other:

Friend:

Internet:

Walk-in:




Our fees for your initial visit:

90 min Massage $90.00
60 min Massage $70.00
45 min Massage $55.00
30 min Massage $40.00

All fees are subject to 13% HST.
I fully understand the above fees and give my consent.

SIGNATURE: DATE:

(Signature of Parent/Guardian required if patient under age 18)

Thank You!




