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NAME: DATE:
OCCUPATION: DOB:
HAVE YOU EVER RECEIVED A PROFESSIONAL MASSAGE? YES NO
DUE DATE:

PRIMARY REASON FOR RECEIVING A MASSAGE TODAY: (EX: RELAXATION, BACK PAIN, STRESS RELIEF, GIFT
CERTIFICATE)

PRENATAL CARE PROVIDER/DOCTOR:

MAY WE HAVE PERMISSION TO CONTACT YOUR CARE PROVIDER IF NECESSARY? YES NO

CONTACT INFORMATION:

DO YOU HAVE ANY SPECIFIC AREAS OF DISCOMFORT THAT YOU WOULD LIKE FOR YOUR MASSAGE
THERAPIST TO FOCUS ON?

PLEASE CIRCLE ANY OF THE FOLLOWING CONDITIONS OR SYMPTOMS WHICH APPLY TO YOU:
(PLEASE SPECIFY WHAT TYPE, IF APPLICABLE)

MORNING SICKNESS SKIN SENSITIVITIES POOR CIRCULATION
EXCESSIVE SWELLING HEADACHES LEG CRAMPS
FEVERS VAGINAL BLEEDING/ABNORMAL DISCHARGE SCIATIC PAIN
HIGH/LOW BLOOD PRESSURE DIARRHEA T™]|

GESTATIONAL DIABETES CARPAL TUNNEL SYNDROME PAST PRE-TERM LABOR



