Heavenly Health Massage

PERSONAL INFORMATION – PREGNANCY / POSTNATAL MASSAGE

Name_________________________________________________________________  Date_______________________
Address______________________________________________City_________________State_______ZIP___________
Date Of Birth____________________________  Occupation________________________________________________

Telephone (Home)_____________________  (Work)________________________ (Cell)_________________________

E-Mail Address_________________________________  Preferred Means of Contact ____________________________

Emergency Contact (Name/Phone No.)__________________________________________________________________
Referred By? ______________________________________________________________________________________

1.  Are you currently under medical supervision?  Yes   No

      If yes, please explain______________________________________________________________________________
2.  Are you currently taking any prescription or herbal medication?  Yes   No

      If yes, please list_________________________________________________________________________________
      Physician’s Name/Phone No._______________________________________________________________________

      Permission to contact? (Signature Required)___________________________________________________________

Do you have any sensitive areas? _______________________________________________________________________

Do you have any allergies? ❏ Yes ❏ No If yes, please explain: _______________________________________________

Are you taking any medications? ❏ Yes ❏ No If yes, please explain: __________________________________________

__________________________________________________________________________________________________

Please list any Accidents, Injuries or Surgeries:

More that five years ago:

__________________________________________________________________________________________________

Within the past five years:

__________________________________________________________________________________________________
How many weeks pregnant are you, or how many weeks since you gave birth? __________________________________

How has the pregnancy been? Any complications? And/or how was the birth? __________________________________________________________________________________________________

❏ 1st trimester __________________________________________________________________________________________________

❏ 2nd trimester __________________________________________________________________________________________________

❏ 3rd trimester __________________________________________________________________________________________________

Number of pregnancies? ___________ Number of births? _________________Expected delivery date________________
Are you experiencing any of the following?

❏ Yes ❏ No Swelling/edema     ❏ Yes ❏ No Poor circulation       ❏ Yes ❏ No High blood pressure

❏ Yes ❏ No Pre-eclampsia     ❏ Yes ❏ No Varicose veins     ❏ Yes ❏ No Diabetes

❏ Yes ❏ No Toxemia     ❏ Yes ❏ No Thromboplebitis     ❏ Yes ❏ No Headaches

❏ Yes ❏ No Fever     ❏ Yes ❏ No Nausea     ❏ Yes ❏ No Other

If YES to any of the above, please explain

_________________________________________________________________________________________________

Where do you tend to hold your stress in your body?

__________________________________________________________________________________________________

What kinds of activities help release your stress?

__________________________________________________________________________________________________

What do you need from this massage session?

__________________________________________________________________________________________________

Have you had massage therapy before?    Yes     No   Type___________________________________________________
Do you have any difficulty lying on your front, back, or side?   Yes   No

If yes, please explain_________________________________________________________________________________

Do you have allergic reactions to any oils, lotions, ointments, or other substances applied to your skin?   Yes   No   

    If yes, please identify and explain_____________________________________________________________________

Do you wear            contact lenses (    )                        dentures (    )                        a hearing aid (    )?

Do you sit for long periods at a desk, computer, or driving?  Yes   No

    If yes, please explain__________________________________________________________________________

Do you stand in one place for long periods of time?   Yes      No 
Do you perform any repetitive movements in your work, sports, or hobby?  Yes   No

    If yes, please explain__________________________________________________________________________

Do you require assistance getting on or off the massage table?  Yes   No

How would you describe your stress level?  Low    Medium    High     Extremely High

Is there a particular area(s) of the body where you experience tension, stiffness, pain, or other discomfort?     Yes      No      If yes, please identify________________________________________________________________
Massage Therapy Informed Consent

I have read and understood this Client Intake and Health History form in its entirety.  If at any time there are changes in the information given, or in my condition, I will notify the therapist and update this form before receiving additional massage. I have stated all my known medical conditions and have answered all questions honestly. If there is any information not directly requested on this form, which would compromise my ability to safely receive massage, I am responsible for bringing that information to the therapists attention by noting it here: _________________________________________________

The massage treatment I am requesting is for the purpose(s) of relaxation, stress reduction, relief from muscle tension or spasm, to improve range of motion, circulation, or energy, and to receive a positive experience of touch.

I understand the massage therapist does not diagnose or prescribe for medical illness, disease, or other disorders, and that spinal manipulations are not part of massage therapy. I further understand that massage therapy is not a substitute for medical examination or diagnosis, and that I take responsibility for consulting with my physician for any ailment or condition of concern to me.  If I experience any pain or discomfort during the massage session, I will immediately communicate that to the therapist so that treatment can be adjusted accordingly. 

I understand that my therapist will be sure to respect my privacy during your session. The only area of my body that will be uncovered will be the area my therapist is working on at that time.


I understand that my feedback is an essential element in my treatment.  If at any time I become uncomfortable during the massage, I may bring that to the therapist’s attention and request that the session be modified, temporarily suspended, or brought to an end.  However, I can ask that a session be discontinued at any time, for any reason, and the therapist’s will honor that request.

I have reviewed this form, and the information contained in my Client Intake and Health  History, with the massage therapist.  By my signature, I consent to receive massage therapy.

_______________________________________          ________________________

Client’s Signature


                
     Date

_______________________________________          ________________________

Massage Therapist’s Signature                                        Date

_______________________________________           _______________________

Parent’s signature if under 18                                          Date

                                       Office use only








