CONFIDENTIAL ONGOING PREGNANCY MASSAGE HEALTH HISTORY FORM
Please complete this form as best as you can and return it. Please print clearly
Name: Srfé,, ’H'I/‘Y)PC’(/ Phone Contact: O C S30 | 1 L,F
) Bl

Have you seen your prenatal care provider since your last massage? U\Y

Were there any concerns at this appointment, if so what were they? n

Does your Prenatal Care Provider know you are receiving massage(\_Y)\l

Any concerns since you have seen any Prenatal health provider that you would like to discuss?
N

Please select Y/N beside conditions as they apply recently

Uterine Bleeding Y(: ) lliness/ Nausea Y@

How are you today? fj € ot -

Low Back Pain Y@ Sciatica/Gluteal Pain Y@
Hip Pain Y@ Injuries Y@
Leg Cramps \@alves/ Hamstrings Carpal TunnelY@ 2

High Blood Pressure @ Headaches@
Oedema/Swelling \@
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Other medical conditions or injuries:
NA

| understand that: In accordance with the scope of practice of a massage therapist as well as
adhering to regulatory and statutory requirements it is not the role of the massage therapist to
diagnose injury or illpess, or prescribe medication

Signature s ~ Date: _2:‘/‘ ﬂ \Z Z

Belinda McLeod Massage Therapy ABN —53 717 348 780




