Rejuvenate Massage Therapy

100 Cumming Center, Suite 323G
Beverly, MA 01915

978-394-4384
www.beverlyrejuvenate.com
Name_____________________________________ Phone______________________ Date of Birth_________________

Address______________________________________ City _____________________ State _______ Zipcode _______

Email address________________________________________________________________ (to receive office specials)

Who can we thank for your referral?____________________________________________________________________

In case of emergency:________________________________________________ Phone_________________________

General and Medical Information:
Occupation:___________________________ Age:_____  Male/Female(please circle) Doctor:______________________

If you answer yes to any of the following questions, please explain as clearly as possible.
Y  N
Have you had a massage before?  If so, how long ago was your last one?______________________________
Y  N
Do you smoke?  If so, how often? __________________
Y  N
Do you suffer from stress?  Please rate on  a scale of 1 to 10.  ______________________
Y  N
Do you have diabetes? Insulin dependent or diet controlled? ______________________________________
Y  N
Do you experience frequent headaches? Please explain.___________________________________________
Y  N
Are you pregnant? Due date____________________________

Y  N
Do you have arthritis?  Type, if diagnosed._______________________________________________________
Y  N
Are you wearing contacts?

Y  N 
Are you wearing dentures?

Y  N
Do you have high blood pressure? If so, are you taking medication for this?___________

Y  N
Do you suffer from epilepsy or seizures?  Do you take medication for this? ___________

Y  N
Do you suffer from joint swelling?

Y  N
Do you have varicose veins?  If so, where are they located?_________________________________________
Y  N
Do you have any contagious diseases? If so, what are they?_________________________________________
Y  N
Do you have osteoporosis?

Y  N
Do you have any allergies including food? (nuts, etc.) If so, please list_________________________________
Y  N
Do you bruise easily?

Y  N
Have you had any broken bones in the past two years? If so, which ones? _____________________________
Y  N
Have you been in an accident or suffered any injuries in the past two years?____________________________

_________________________________________________________________________________________
Y  N
Do you have any tension or soreness in a specific area?  Please specify. ___________ ___________________

_________________________________________________________________________________________
Y  N
Do you have cardiac or circulatory problems?

Y  N
Do you suffer from back pain?(please circle location of pain)   Upper    Middle    Lower

Y  N
Are you sensitive to touch or pressure anywhere?_________________________________________________

Y  N
Do you have numbness or stabbing pains anywhere? ______________________________________________

Y  N
Have you ever had surgery? Please explain._____________________________________________________
Y  N
Do you have any other medical conditions or are you taking any medications I should know about? __________ _________________________________________________________________________________________
Y  N
Are there any areas you do not want massaged? _________________________________________________

I understand that the massage/bodywork I receive is provided for the basic purpose of relaxation and relief of muscular tension.  If I experience any pain or discomfort during the session, I will immediately inform the practitioner so that the pressure and/or strokes may be adjusted to my level of comfort.  I further understand that massage or bodywork should not be construed as a substitute for medical examination, diagnosis, or treatment and that I should see a physician, chiropractor or other qualified medical specialist for any mental or physical ailment that I am aware of.  I understand that massage/bodywork practitioners are 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.  Because massage/bodywork should not be performed under certain medical conditions, I affirm that I have stated all my known medical conditions, and answered all questions honestly.  I agree to keep the practitioner updated as to any changes in my medical profile and understand that there shall be no liability on the practitioner’s part should I fail to do so.  I also understand that any illicit or sexually suggestive remarks or advances made by me will result in the immediate termination of the session, and I will be liable for payment of the scheduled appointment.
Client (or parent)signature___________________________________________
Date ____________________________
Directions to the Office  The Cummings Center is located on Route 62 (Elliott Street) in Beverly, MA.  This is exit 22 east off Rte. 128N. From the front of the Cummings Center, pass the guard shack and take an immediate right in front of the 100 building.  Drive under the footbridge and take a left going around the building.  Park by awning 120A.  Enter there.  Take the elevator at the bottom of the stairs to the 3rd floor.  Off the elevator take a left.  Go to the end of the hall and take a right.  Rejuvenate Massage is on the right, Suite 323G.
