
  MEDICAL QUESTIONNAIRE – PREGNANCY MASSAGE 

PRIVATE AND CONFIDENTIAL 

 

 
Name:       Address 
 
DoB:       Tel num: 
 
Email address:      Mobile num: 
 
Occupation:      How did you find out about me? 
 
Emergency Contact: Name:    Phone num: 
 
Have you had Massage Therapy or bodywork before? Yes / No What kind?  How often? 
 
Are you on any medication? Yes / No If yes, which ones? 
 
 
Please list and explain any conditions/symptoms you are having or have experienced: 
 
 
 
 
Have you had any serious or chronic illness, operations or traumatic accidents? Yes / No 
 
If yes, please describe: 
 
 
 
 
Do you exercise? Yes / No How many times per week?  For how long? 
 
Do you sleep well? Yes / No   Stress levels 1-10 (10 = highest)  At home______ At work_______ 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Please tick the column to indicate a current or past problem 
 

Please tick the column to indicate a current or past problem Current Problem Past Problem 

 Anaemia   

* Leaking amniotic fluid or vaginal bleeding    

 Bladder infection   

* Uterine bleeding   

* Blood clot or phlebitis   

* Chronic hypertension   

* Abdominal cramping   

 

Ante-natal Care Provider/Doctor Name:     Telephone: 

Address: 

May I have permission to contact your care provider? Yes / No  

My due date is: ___________________ 

This is my ____  (number 1
st
, 2

nd
, etc) pregnancy. This will be my ____  (number 1

st
, 2

nd
 etc) birth. 

I am ____ (number) weeks pregnant in my ____ (1
st
, 2

nd
, 3

rd
) trimester. 



 Diabetes (gestational or mellitus)   

 Oedema/swelling   

 Fatigue   

 Headaches   

 Insomnia   

* High blood pressure   

 Low blood pressure   

 Leg cramps   

* Miscarriage   

 Heartburn   

 Nausea   

* Problems with placenta   

* Pre-term labour   

* Pre-eclampsia (toxaemia)   

 Sciatica    

 Separation of the rectus muscles   

 Separation of the symphysis pubis   

 Skin disorders/athletes foot   

 Excess thirst   

 Varicose veins   

* Visual disturbances   

 Previous caesarean birth   

 Contagious conditions   

 Muscle sprain/strain   

 Heart attack/stroke   

 Constipation   

 Carpal tunnel syndrome   

 Allergies (e.g. nut oils)   

 Morning sickness   

 Anxiety, stress or mood swings   

 Breathlessness   

Other conditions or problems in current or past pregnancy: 

 

 

 

 

Anything else you would like me to know? 

 

 

 

 

Would you prefer me to avoid using nut-based oils for your massage? Yes No 

 



I am experiencing a low risk / high risk (please circle one) pregnancy according to my doctor/midwife. If I am 
currently having or develop any complications (any conditions/symptoms marked above with a *) I will discuss 
the condition with my massage therapist and will have a medical release for massage signed by my ante-natal 
care provider before continuing with massage. 
 
I have completed this health form to the best of my knowledge. I understand that massage is a health aid and 
does not take the place of any medical care. Any information exchanged during a massage session is 
confidential and is only used to provide the best care service. 
 
I understand that the therapist does not diagnose illness, disease or any other physical or mental condition. I 
understand that this treatment is not a substitute for medical examination, diagnosis or treatment. While I 
recognise that all due care will be taken by the therapist, I am aware that my participation in the treatment is 
voluntary.  
 
I consent to my personal data being held by the therapist (please be assured that all data will be stored in 
accordance with the Data Protection Act). We’d like to contact you from time to time with news and details of 
our special offers. If you’d prefer us not to, please tick here  
 
Please sign here: Client’s signature      Date 
 
 

Therapist’s signature      Date  
 

 
THANK YOU 

 
 


