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Patient Intake & Consent Form 

John Forsyth, RMT  | Unit 207, 69 Nanaimo Ave East, Penticton, BC 

 

1. Patient Information 

• Full Name: ________________________________________________________   

• Date of Birth (YYYY/MM/DD): ________________________________________ 

• Physical Address: __________________________________________________ 

• _________________________________________________________________ 

• Cell Phone (Text-capable preferred): ___________________________________ 

• Email Address: ____________________________________________________ 

• Occupation: ______________________________________________________ 

• Emergency Contact Name & Phone: ___________________________________ 

2. Medical History & Health Goals 

• Primary Reason for Today’s Visit: _____________________________________ 

• Current Medications & Supplements: __________________________________ 

• _________________________________________________________________ 

• Known Allergies or Sensitivities (e.g., scents, oils): _______________________ 

• Major Surgeries, Injuries, or Implants: _________________________________ 

• _________________________________________________________________ 

• Are you currently pregnant?   Yes /  No (If yes, how many weeks? _____) 

• Primary Care Physician Name & Phone: ________________________________ 

3. Insurance & Billing 

• I will be paying by:  Cash  Cheque  e-Transfer 

• Insurance Billing Requested:  Yes / No ; Insurance Consent form required. 

•  ICBC Billing Yes / No  ICBC Claim # __________________MVA date _________________ 

o Note: All Direct Billing services requires Insurance Consent or ICBC Approval. 
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4. Mandatory Policy Acknowledgments 

Please initial or check each section to indicate your agreement. 

• [___] 48-Hour Cancellation Policy: I understand that 48 hours' notice is required to 

cancel or change an appointment. If I cancel late or miss an appointment, I may be 

charged a fee unless a "reason of merit" is accepted at the RMT's discretion. 

• [___] Financial Responsibility: I acknowledge that insurance only pays for appointments 

I attend. I am responsible for all fees, deductibles, or penalties, which must be paid 

within 24 hours of service. 

• [___] Communication & Attendance: I agree to provide accurate contact information 

and respond to clinic inquiries within 24 hours. I understand that arriving more than 15 

minutes late without communication constitutes a "No-Show." 

• [___] Informed Consent: I understand that massage therapy is not a substitute for 

medical treatment and that the RMT does not diagnose illness or prescribe medication. I 

have the right to modify or stop treatment at any time. 

• [___] Privacy (BC PIPA): I authorize the collection of my personal and medical 

information for the purpose of safe treatment and clinic administration. My information 

is confidential and will not be shared without my written consent, except as required by 

law.  

 

 

5. Signature ___________________________________________________________________ 

I certify that the above information is correct to the best of my knowledge and that I have read 

and agree to the Clinic Terms of Service. 

Patient/Guardian Signature: _____________________________ Date: ______________, 2026 

 


