[image: image1.jpg]


TRIMESTERS MASSAGE PRE NATAL HEALTH HISTORY 
DATE:

NAME:

ADDRESS:                                                      

 POSTAL CODE:

PHONE NUMBER – HOME:                       CELL:

EMAIL:
EMERGENCY CONTACT NAME:                                      PHONE NUMBER:

REFERRED BY:

How many weeks pregnant are you?
What is your approximate due date?
Which pregnancy is this?  1  2  3  4  5  
What is your physician or midwife’s name & phone number?
Have you ever received massage therapy in the past? Yes / no
Frequency of treatment:
Date of last treatment:
What discomforts, pain or other needs are you hoping to have addressed through massage therapy?
Have you seen or are you currently seeing a Chiropractor, Physiotherapist or Acupuncturist? 
What are they treating you for?
Have you had any complications or problems with this pregnancy?  Please circle those applicable:
· Bleeding, cramping, amniotic fluid leakage

· Water retention, high blood pressure, rapid weight gain, protein in urine

· Vision disturbances

· Severe nausea, vomiting or headaches

· Abnormal fetal growth, heart beat or movements

· High blood sugar

· Other (please specify) __________________________________________________
Do you have any existing medical conditions? Please circle those applicable:
· Diabetes

· Heart, lung or kidney disorders

· Convulsive disorders

· Uterine abnormality

· Connective tissue or collagen diseases

· Asthma 

· Other (please specify) __________________________________________________

Are you currently experiencing any infection or disorder?  Please circle those applicable: 
· Cold

· Bladder infection

· Skin irritation

· Varicose veins

· Other (please specify)____________________________________________________

Is your pregnancy considered to be high risk?  Please circle those applicable:
· Diabetes

· High blood pressure

· Multiple pregnancy

· Previous complicated pregnancy

· Asthma

· Rh or genetic problems

· Under 20 or over 35 years old

· Fetal genetic disorders

· Exposure to hazardous materials

· Other (please specify) ___________________________________________________

Any other relevant information ….
Please fill in the following if this is NOT your first pregnancy. 
Did you have any of the following with any of your past labours/births:

•
Induction

•
Assisted delivery

•
C-section

•
Post delivery complications (please explain)

Did you have any treatment following the birth of your last baby? (ie) massage, physiotherapy, chiropractic, acupuncture

Were you assessed or diagnosed with Diastasis Recti (separation of the abdominal muscles), or any pelvic floor issues? Please explain your treatment. 

Were you assessed or diagnosed with Post-Partum Anxiety, Depression, Psychosis or any other related condition? Please explain your treatment. 

Are you currently breast feeding? 

