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Therapies brought to your home






	Section 1 
Name:
Address:
Telephone: 
Mobile:
E-mail: 
Date of Birth: 
Emergency Contact Name: 
Emergency Contact Number: 

How did you hear about us? ___________________________________

Would you like to be added to our mailing list?           Yes (   )                                                  No (    )
Please list your doctor’s name and telephone: 



Have you seen your doctor in the last 2 years?           Yes (   )
No (   )

Reason? 



Have you had a  Pregnancy massage before

What would you like to achieve with the massage (relaxation, pain relief manage morning sickness etc)? 



	Section 2

*Pregnancy Clients only 
postnatal clients please turn to page 4 section 5
How many weeks pregnant are you?

What is your due date?
Do you have any Children?
If yes what are their ages? 3-4    7-8     other  (           )

Do you work               
If yes Part time / Full Time

How many hours per week?

What is your Occupation?      Homemaker    and    other

Are you        Married  (  )       Living with a partner  (   )         Single  (   )            

Do you currently participate in any form of exercise                                   
Yes (  )                          No (  )
If yes please state type i.e., Yoga, Pilates, Antenatal Swimming other ………………………………………
How would you rate your diet on a scale of 1 -10 1 rating poor  10 rating excellent

1   2   3   4   5   6   7   8  9   10 
How much water do you drink per day   i.e. 1 -2 glasses please indicate

                                                                             

	Section 3
Pre Pregnancy History

Where your periods heavy or normal prior to pregnancy?
Have you had any previous Pregnancies                       

If yes have you suffered with Postnatal Depression 

Have you always Participated in formal exercise 

Prior to pregnancy?                                                        Yes (     )          No    (   )
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Section 4
How Are You Feeling Today
Please indicate where you are feeling discomfort today?  E.g. lower back , shoulders etc….
Please indicate any area of the body that you would prefer not to be treated today?

Are you experiencing Morning sickness today                            Yes (   )      No  (  )

Heart Burn?                                                                               Yes (   )      No (   )

Are you having any Virginal Bleeding or Discharge?                    Yes (   )     No (   )

Are you or have you experienced any pain in the Abdominal

Region?                                                                                        Yes (   )     No (   )

Do you feel faint?                                                                        Yes (   )     No (   )

Have you noticed any excess swelling anywhere in the body         Yes (   )     No (   )

Emotions



	How are you feeling today               Happy      Sad    Tearful   Excited etc..


Do you have emotional support during this 

Ever changing time?                                                     Yes (   )      No (   )

What is your overall stress level at this time 1 lowest 10 highest      
1   2   3   4   5   6   7   8   9   10
Do you have any major anxieties at this time regarding pregnancy

Or birth or after


How easy is it for you to relax on a rate of 1 the easiest 10 (please indicate)
Being the hardest                                                                            

1   2   3   4   5   6   7   8   9   10

	Section 5

Postnatal clients only
How long ago did you give Birth


What type of birth did you have  ( Please indicate)

Natural Vaginal      Forceps            Ventuse               Planned Caesarean              Emergency Caesarean
Any Complications during birth that you would like me to know about?


If a natural birth did you tear?                                  Yes                  No

How are you feeling physically today ?

How are you feeling mentally today?

Is their a particular area of your body that you would like to focus on today?


Is their a area of your body that you would prefer me not to treat today?



	Section 6 (Pregnancy & Postnatal clients to complete)

Have you had an operation in the last 

Six months

Year 

Two Years            

Details: 

Are you on any medication if yes please state? 


Are you receiving treatment with any other complementary health therapist?  If yes 

Please state

Are you aware of any allergy from the use of oils:         Yes please state:                                  No      

	Medical Checklist
	Dates & Details

	Do you wear contact lenses?                                                 Yes(   )    No(   )
	

	Migraine or headaches?                                                        Yes(   )    No(   )
	

	High Temp or fever                                                              Yes(   )    No(   )
	

	Allergies ( nuts , other food)                                                Yes(   )    No(   ) 
	

	Acute infectious disease e.g. T.B, HIV Mumps                      Yes(   )    No(   )
	

	Recent head or neck injury (in the last year)                        Yes(   )    No(   )
	

	Recent Scar Tissue                                                               Yes(   )    No(   )
	

	Circulatory Disorder                                                             Yes(   )    No(   )
	

	Heart Condition                                                                    Yes(   )    No(   )
	

	Blood clots/ Deep vein thrombosis / Veracious Veins           Yes(   )    No(   )
	

	High or low blood pressure                                                   Yes(   )    No(   )
	

	Dysfunction of the nervous system? (                                  Yes(   )    No(   )

E.g. Parkinson, Motor Neuron disease)
	

	Cancer?                                                                                Yes(   )    No(   )    
	

	Epilepsy?                                                                              Yes(   )    No(   )
	

	Diabetes?                                                                             Yes(   )    No(   )   
	

	Rheumatism / Arthritis                                                        Yes(   )    No(   )      
	

	Asthma                                                                                 Yes(   )    No(   )
	

	Skin Conditions 

Eczema, psoriasis, rash , sunburn ,athletes foot                  Yes(   )     No(   )  
	

	Undiagnosed , lumps , bumps , Swelling                                 Yes(   )    No (   )

	

	Are there any other medical conditions that I should be aware of? 



	I have completed this form to the best of my knowledge and have disclosed information about any condition 

that may be affected by massage.  I understand that the therapist does not diagnose illness, disease or any 

other physical or mental disorder.  I understand that massage therapy is not a substitute for medical 

examination, diagnosis or treatment.  While I recognise that all due care will be taken by my therapist, I am 

aware that my participation in the treatment is by my own choice.  I undertake to keep the therapist 

updated on my health, should there be any changes to the answers give.

I understand that there is a possibility I may experience some minor reaction to the treatment e.g. mild 

headache and muscular aches.  This is normal and is my body adjusting to the treatment given.

Please read Carefully and only sign if your are in full agreement with its contents

If you wish to proceed with the treatment today:

I hereby indemnify the therapist against any adverse reaction sustained as a result of the treatment

Date: ……………………………………  Client Signature…………………………

Date… …………………………………… Therapist Signature……………………


0800 468 1737

0798 396 7737

motherandbump@btinternet.com 

 HYPERLINK "http://www.motherandbumpmassage.co.uk" 

www.motherandbumpmassage.co.uk


