10f2 Pregnancy Massage Client Form Private & Confidential

Name w/‘)// CC////%? C//)Q/&\) SV,

Date of Bith S/ g? |
Address_ <= | Hon ﬂy\\c_j()klé (S Lo e
phone 0 £ 0 3 5 53k SMoile

Email b{gg.% - Qigfo Gug/?/tﬁ/d/ - Cg?c;,pation f\l&'mcsi'

v,

Height___ S 3 Weight___ 1%

Emergency contact name and phone number P g (e on

Referred by__ AN

Week of Pregnancy 22 Expected due_ 20 /__\t_/ 24

Is this your first pregnancy Y@dumber of children/pregnancies C;Z age of
children

Intended place of birth__ \owL

Doctor/Midwife/Care provider- name and contact details MQI\ o N\ xan MAO(AJ@Q

Have you had pregnancy massage in this or previous pregnancies. - Details and
comments

%%~vmx

Current medications (including vitamins, herbs, over the counter and prescription
medications

feroda | SopPlme, s

Primary reason for appointment and or areas of pain
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20f2 Pregnancy Massage Client Form Private & Confidential

Do you suffer from any of the following please circle yes or no

Heart/blood circulationdisorders YES/N

Spinal Disorders YES
Sciatica/Gluteal pain YES NO

Osteoporos:s/arthrxtls YES/
Varicose veins YES NO -
Allergles/skm 0 blems YES(NO

Headaches
Pain/numbness YE@
Bladder infection YES/
Uterine Bleeding YES/@
Chronic Hypertension YES/

Blood clot or Phebilitis YE
Placenta insufficiency YE

Low back /NO

Hip Pain @/ NO -
Separationmrof symphysis pubis YES
Separation ofi_ dominal Muscles YQ%B
Leg crampg YES

Carpel tu @

Nauseg YES/NO

High Bﬁress e YESNO
Oedema/swel@/NO

Diabetes YES

Preterm Labour YES/@’ ~
Abdominal cramping YE NO/
Pre-eclampsia YES{N

More than 2 consecutive
miscarriagesYESA)

Other (please specify below) YES/NO

Any problems experience in current or past pregnancies

—

Any family history of any of the conditions mentioned above: Yes or No - If yes please

specify
_—

How many hours sleep per night? %

Sports/Activities__ (~JEAKING

| consent. to pregnancy massage and will advise this practice of any changes which may
affect my current treatment approach. My therapist has explained the intended treatment
risks and benefits

Signed A‘i\f

Which Private He@ith Fund are you in ——

Date_ 27/ 89/ 24,

Would you like to be included to our mailing Iist. /NO



