Pregnancy Health Form

Name________________________________________________________                      Today’s Date_____________

# of Weeks Pregnant _________________________                               Your Baby’s Due Date ___________________

Name of your doctor or midwife______________________________________________________________________

1. What discomforts, pain, or other needs are you hoping to have addressed through massage therapy?

2. Have you had any complications or problems with this pregnancy?
Yes ___
No ___

If yes, please check those which are applicable:


Bleeding ___




Protein in urine ___


Cramping ___




High Blood Sugar ___


Amniotic fluid leakage ___

Vision Disturbances ___


Water Retention ___


Severe Nausea ___


High Blood Pressure ___

Abnormal vomiting or headaches ___


Rapid Weight Gain ___


Abnormal fetal growth, heartbeat, movements ___


Uterine abnormality ___


Diabetes ___

Other ____________________________________________________________________________________

3. Are you currently experiencing any infection or disorder? 
Yes ___
No ___

If yes, please check those which are applicable:


Cold ___






Skin irritation ___


Bladder Infection ___



Vericose veins ___


Other ___________________________________

4. Is your pregnancy considered high risk?

Yes ___
No ___

If yes, please check those which are applicable:



Diabetes ___






Rh or genetic problem ___



Hypertension ___





Under 20 or over 35 years old ___



Multiple Pregnancy ___




Fetal genetic disorders ___



Previous complicated pregnancy ___
Exposure to hazardous materials ___



Asthma ___







Other _______________________________

6.  Is there any other relevant information about this pregnancy or about you that I should know?

