Tarrengower Remedial Massage

CLIENT RECORD: Follow-up Consultation

Last Name; ‘Pif 1% \JSP{L 58

Area Being Treated ﬂ / y .

Has your Cljnical Impression
changed?

fyes 1.?4.45@/.7 ole e zéz
¢ ALY

Response to previous treatment
(+'ve,-velSQ)._* v

Client consent fog treatment

Please sign

OBJECTIVE EXAMINATION:

FirstName: Kﬁf/z: Date@_/l/vzl

Current Presentation LOOTRADIOPS:

| GM%;' Seove ol

| > < s e X Ag
| Sl L PRy

Date 3 C‘/ 7/272

Observation:

Palpatory Assessment:

Treatment:

MEFS  e5e, /T LeySa,

Sus pec prada, Qe M
C<, /s call,

CluAe M

¢ Feun

Motion tests {Active, Passive, Resisted, Special Tests):

Reassessment & Posturalimprovements:

PESC o (e rn

Advice & Corrective Exercises:

Ul ralons
Ruad Stelctn
RM&@‘(MS Qh\eﬁoé

Next Treatment/Management Plan: < J[/ﬂ hﬁ\d A N (){/ O/ N




PATIENT SCREENING QUESTIONNAIRE FOR COVID-19
Piease Circle Yes or No
1. Poyou have a fever or Respiratory Symptoms? Yes No

Symptoms include fever OR an acute respiratory infection and include (but are not limited to}
cough, sore throat, fatigue and shortness of breath with or without a fever.

2. Have you been identified as a close contact of a confirmed case of coronavirus? Yes No

You are a close contact if you: live in the same house as someone who tests positive. spent 4
hours or longer with someone in a home, or health or aged care environment.

3. Are you waiting on COVID-19 swab results? Yes No
4. Have you been asked to self-isolate by your GP, or a government authority? Yes No
5. Have you received a COVID-19 vaccination in the past 3 days? Yes No

I, the undersigned hereby declare that the information | have provided in this questionnaire is
true and accurate
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