Prenatal Client Intake Form

Full Name: DOB:
Address:

Citg: State: ZiP:
Phone #: Email:

Occupation: Have you had massage before?:
Babg’s Due Date: Number of Previous Pregnancies:
How many weeks along are you todag?: Date:
Emergency Contact: Phone #:
Relationship:

Physician: Phone #:

Medical Historg
Health Conditions:

Meclications/SuPPICments Being Taken:

Please indicate any of the Fo”owing conditions that you currentlg have:

Oheadaches Da”crgies Oarthritis/tendonitis
Ocancer OT™MJ Oabnormal skin condition
Dheart/circulation Prob|ems Djoint surgery Dhigh / low blood pressure
Dmajor accident Lvaricose veins Oblood clots

Oneck / back irjuries Odiabetes I:lﬁbromgalgia

Onumbness DsPrains, strains Lrecent irjuries

ExPiain Ang Conditions You Have Marked Above OR Concerns You l\/\ag Have:

Client Signatu re: Date:

\_.
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