Women Gynecology and Childbirth Associates, P.C.
Massage Therapy
1815 S. Clinton Avenue, Suite 640
Rochester, New York 14618

Name Date of Birth Date
First Middle Initial Last
Insurance Company Policy Number

(if applicable)

Telephone (home) Telephone (work)
Address Telephone (cell or pager)
OKto leave message? ___yes __no
City State  Zip e-mail
Occupation Pregnant?___ Hearing Device?
Posture(s) assumed most of the day: Other activities
Referred by? (friend, doctor, etc.) Have you received massage previously?

Major traumas you've had to your body (accident, fall, etc.)

Recent stress

Specific areas or issues you want to work

Do you currently, or have you recently had any of the following? Please circle:

Arthritis Depression Heart Condition Numbness Sprain
Back pain Diabetes High Blood Pressure Varicose Veins  Surgery
Blood Clots Dislocation HIV/Aids Scoliosis

Breathing Difficulty Diverticulitis Irritable Bowel Multiple sclerosis

Bruise easily Emphysema Severe wounds Sciatica Warts
Cancer Epilepsy Jaw pain/TMJ Sinus Problems ~ Whiplash
Chronic Pain Chronic Fatigue Fibromyalgia Broken Bones(s)
Constipation Headaches/Migraine Lymphedema Sleep Problems Other

Allergies (Medication, Food, Contact or Environmental, Latex)

Medications taken in the last two weeks

Herbal or Nutritional supplements taken in the last two weeks

PLEASE TURN THE PAGE OVER







