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                  Janine Blanchard, LLC

                       925 NW Davis St. | Portland, Oregon 97209 | appts:(503)525 9642 direct:(503) 922 1341 | janine@janineblanchard.com

                        www.janineblanchard.com | OR License # 16319


Name _____________________________________ Phone (___ _) ________________ DOB _____/_____/______

Address _________________________________________ City _________________ State _____ Zip __________

Occupation _________________________________ E-mail: ___________________________________________

Children____________________________________ Ages:_____________________________________________

Who may we thank for referred you? ______________________________________________________________ 

Have you ever experienced any bodywork sessions?          FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No   Modality__________________________

If yes, please specify Date of last visit ___/____/______ By whom? ______________________________________


What is your intention for this session?_____________________________________________________________

__________________________________________________________________________________________________________________________________________________________________________________________

Please mark areas of health concerns, pain, tension etc.: 

 

Does it seem to be getting       FORMCHECKBOX 
 Worse       FORMCHECKBOX 
 Better      FORMCHECKBOX 
 No change

Pain interferes with 
        FORMCHECKBOX 
 Sitting       FORMCHECKBOX 
 Work        FORMCHECKBOX 
 Sleep     FORMCHECKBOX 
 Walking  

                FORMCHECKBOX 
 Hobbies    FORMCHECKBOX 
 Leisure    FORMCHECKBOX 
 Other

Please rate pain or symptoms from “0” none to “10” severe below.

None   0    1    2   3    4    5    6    7    8    9    10   Severe

Have you seen other practitioners for this condition? If yes, please explain: ______________________________

__________________________________________________________________________________________________________________________________________________________________________________________

PREVIOUS INJURIES: Please list all major injuries, including car accidents and sporting injuries, even if you never received medical care for them:  _____________________________________________________________

_____________________________________________________________________________________________ 

If any: Nature of Injury                 FORMCHECKBOX 
 Automobile          FORMCHECKBOX 
Work          FORMCHECKBOX 
N /A         Date of Injury _____/_____/______


PAST SURGERIES & HOSPITALIZATIONS: Please list all major surgeries/operations as well as times you have been hospitalized (even if you didn’t have surgery): 


	Surgery or Hospital Stay
	Date of Surgery/Stay
	Complications/Remaining Problems

	
	
	

	
	
	

	
	
	

	
	
	



What are the sources of this stress in your life?  

      FORMCHECKBOX 
 Health     FORMCHECKBOX 
 Work       FORMCHECKBOX 
 Family     FORMCHECKBOX 
 Friends    FORMCHECKBOX 
 Finances     FORMCHECKBOX 
 Other:_______________________________

How high is your stress level at the moment?     FORMCHECKBOX 
 low          FORMCHECKBOX 
 medium       FORMCHECKBOX 
 high

Any diagnosed health conditions? ________________________________________________________________

Illnesses in family history:________________________________________________________________________

Please list any medication/vitamins/supplements (prescribed or over-the-counter) you are currently taking, including the dosage and frequency: ______________________________________________________________

_____________________________________________________________________________________________


1.Consent to Treatment

 I understand that this therapy should not be construed as a substitute for medical examination, diagnosis, or treatment. I further understand that if I experience any pain or discomfort during the session, I will immediately inform the therapist so that techniques may be adjusted to my level of comfort.

Janine Blanchard is not qualified to perform spinal or skeletal adjustments, diagnose, prescribe, or treat any physical or mental illness, and that nothing said in the course of the session given should be construed as such.  I affirm that I have stated all my known medical conditions, and answered all questions honestly. I agree to keep Janine updated as to any changes in my medical profile during the session and understand that there shall be no liability on the therapists part should I fail to do so.  

This consent form is intended to cover the entire course of treatment for my present conditions, and any future conditions for which I may seek treatment at this office.  I accept the risks and benefits, and hereby give my full consent to treatment.

2.  Privacy Policy

I understand that Janine may be required to disclose health information about me for purposes of treatment, payment or health care procedures.  I have the right to receive a written Notice of Privacy Practices should I request it.

3.  Cancellation and No Show Policy

I understand that without giving Janine 24 hours notice to cancel or change an appointment, full payment for the missed appointment will be charged.

4.  Payment Policy

Full payment of your treatment is expected at the time of service.   Payment can be in the form of cash or checks. The fee for adult & children initial visits (about 60 min.) is $80. A child follow up session is $60, all other follow ups are $80.

Signature______________________________________                                  Date _____/_____/______


Name (print)____________________________________
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