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		                                 Postpartum Massage Client Intake Form
		
Name ______________________________________________________________
Address ____________________________________________________________
City ______________________________________State _____ Zip _____________

Date of birth______________Occupation___________________________________


Home phone __________________________________________ Cell phone_______________________________
Email ________________________________________________________________________________________
What is the best/preferred way of contacting you?______________________________________________________
Do I have permission to leave/send messages about appointments using the above?__________________________
Emergency Contact name and relationship ___________________________________________________________
Emergency Contact phone ________________________________________________________________________
How did you learn about me?  _____________________________________________________________________
What is your previous experience with Massage Therapy or Bodywork? ____________________________________
_____________________________________________________________________________________________

Prenatal Care Provider/Doctor___________________________________________Telephone _________________
May I have permission to communicate with your Care Provider if needed? _________________________________
This is my _________(number 1st, 2nd, etc.) birth and I am _____ weeks postpartum.
I gave birth at __________________________and was a _______________________________(type of delivery)
Did you receive any medical intervention such as an epidural or episiotomy? ________________________________
_____________________________________________________________________________________________
Are you breastfeeding? _____ If yes, how is it going? __________________________________________________

Any other information about your birth or postpartum that I should know about? ______________________________
_____________________________________________________________________________________________
_____________________________________________________________________________________________


Please check (√ ) if you have currently , mark with (+) if you had in the past :

___ anemia
___ preeclampsia (toxemia) *
___ bladder infection 
___ blood clot or phlebitis *
___ chronic hypertension *
___ abdominal cramping *
___ diabetes (gestational or mellitus)
___ edema/swelling
___ fatigue
___ headaches
___ insomnia
___ nausea
___ leg cramps 
___ preeclampsia (toxemia) *
___ sciatica
___ separation of the rectus muscles
___ separation of the pubis symphysis 
___ skin disorders/ athletes foot/warts
___ twins or more 
___ varicose veins
___ visual disturbances *
___ c-section
___ muscle sprain / strain
___ heart attack / stroke
___ arthritis
___ carpal tunnel syndrome
___ low blood pressure
___ high blood pressure
___ high blood pressure
___ bursitis
___ hypo or hyperglycemia
___ contagious conditions ______________________ ___________________________________________
___allergies_______________________________________________________________________________contact lens
___ wig or hairpiece


___ other conditions/concerns __________________________________________________________________________________________________________________________________________________________________________________________
										


Have you had any serious or chronic illness, operations, or traumatic accidents? _____________________________
If yes, please explain _____________________________________________________________________________________________________________________________________________________________________________continued on reverse

Are there any areas in your body where you are feeling discomfort, tenderness, pain, numbness, tingling or any other symptom? If yes, please list or explain _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Are you on any medication? _______ If yes, which ones and what are they for? ____________________________________________________________________________________________
_____________________________________________________________________________________________

Do you exercise? _____  If yes, what type?___________________________ Frequency and duration____________
_____________________________________________________________________________________________

Any other general health, mental health, or anything else you think I should know about: _______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

If I am currently having or develop complications (any conditions/symptoms listed above with *) I will discuss the condition with my massage therapist, and, if necessary, will have a medical release for massage therapy signed by my care provider before continuing to receive massage therapy.

I have completed this health form to the best of my knowledge. I understand that massage therapy is a health aid and does not take the place of a physician's care. Any information exchanged during a massage session is confidential and is only used to provide the best services for you.

If I am not able to make a scheduled appointment, I agree to cancel the appointment 12 hours in advance. If I miss a scheduled appointment without giving 12 hour notice, I agree to pay any missed appointment charge.

Signature ______________________________________________________Date __________________________
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