
Patient Name: 

Street Address: 

City: 

Phone: (home) 

Email Address: 

Occupation: 

Gender (circle): 

(Identify as : 

Family Doctor: 

Kinesiology/ Fascia} Stretch Therapy Intake Form 

Jeff Conway-Jones, R. Kin, BSFL-ExWell, FST 

Legal Guardian: 

Postal Code: 

(Cell) (Work) 

M F 
Date of Birth: 

\ 

Emergency Contact: Relationship: 

Phone#: 

Who were you referred by? 







Kinesiology/ Fascial Stretch Therapy Intake Form 

Jejj'Conway-Jones, R. Kin, BSFL-ExWell, FST 

Are you currently experiencing any of the following symptoms ? 

Dizziness Vertigo Speech issues 

Seizures 

Weakness Trouble with 

Disturbance of coordination or 

Fainting vision balance 

Have you noticed any digestive symptoms ? (constipation, diarrhea etc.) 

Difficulty swallowing 

Pins and needles in 

any part of your 

body 

Have you noticed any respiratory symptoms ? (Cough, chest pain, asthma ... ) 

Have you noticed any gynaecological symptoms or disease ? (heavy periods, 

endometriosis, PCOS ... ) 

Have you ever experienced: 

Recurrent ear, throat or sinus infection 

Respiratory disease or disorder (pneumonia, 

bronchitis ... ) 

Stomach, intestinal or any digestive 

problem? 

Bladder or kidney infections 

Poor appetite 

Nausea 

Food restriction 

Difficulty sleeping 

Significant weight change in the past year 
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