Maternity Massage Intake Form
First Name: ___________________________________________________ Last Name: __________________________________

Address: ______________________________________________________ City, State, Zip: ______________________________

Phone(h): ________________________ (w): ________________________ Occupation: __________________________________

E-mail: _________________________________________________________  Date of Birth: ______________________________


[image: image1]
Due Date: _______________________________________ 
Physician or Midwife:______________________________________
Is this your first pregnancy? __________    If not, how many previous pregnancies have you had ? ____________________________

Please describe how you have felt (physically and emotionally) during this pregnancy: ______________________________________


___________________________________________________________________________________________________________

___________________________________________________________________________________________________________

Have you had any complications or abnormalities?⁭ Yes   ⁭ No    If yes, please describe ___________________________________
Do you have any of the following conditions or symptoms?
	High Blood Pressure
	Preterm Labor
	Abdominal or unusual pain in the body

	Toxemia/ Preclampsia
	Diarrhea
	Decreased Fetal Movement in the past 24 hrs

	Diabetes
	Fever
	Excessive swelling of Hands, Legs or Face

	Vaginal Bleeding &/or Discharge
	Varicose Veins
	


Have you eaten within the last 3 hours? ___________________________________________________________________________

Are you experiencing any tension or soreness in your muscles at this time (if so, please describe)? 


___________________________________________________________________________________________________________
Would you like your abdomen massaged? ( yes   (  no
Describe how well you sleep: ___________________________________________________________________________________
Describe your diet and exercise habits: ____________________________________________________________________________
Is there anything else you would like to discuss regarding your pregnancy and massage? 
____________________________________________________________________________________________________________
The above information is true to best of my knowledge. I understand that massage therapy is not a substitute for medical attention or examination. I take responsibility for alerting my practitioner to any physical, mental or emotional changes that occur with my health. I, also, understand that cancelled or missed appointments without 24 hours notice (medical emergencies excluded) may be charged in full for the price of the missed session.
Signature:_________________________________________________________________ Date: _____________________________


