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Pregnancy	Massage	Therapy	Intake	Form	

	
Date: ____ /____ /________ Name:________________________________________________________  

Date of Birth:____ /____ /_______    Social Security Number: ______‐____‐______ 

Street Address:__________________________ City:________________ State: ___ Zip:______________ 

Home Phone #:(_____) _____‐________ Work#:(_____) _____‐______ Cell#:(_____) _____‐__________ 

Occupation:_______________________________ Referred by: _________________________________ 

Does It Involve Long Periods of:       Sitting          Standing        Computer Work        Other ______________ 

Have You Ever Received Massage Therapy:             YES              NO   When: _________________________ 

Type of Massage Experienced:            Deep Tissue  Swedish              Other _____________________ 

Have You Experienced a Pregnancy Massage Before?                YES             NO 

Are You Taking Medication:                YES            NO   If So, Describe:_______________________________ 

_____________________________________________________________________________________ 

Duration of Pregnancy: _______weeks       Expected Due Date _______________________ 

# of Pregnancies: ________  # of Births _________  Prenatal Care Provider ____________________ 

Do You Currently Have Any Areas of Discomfort?              YES            NO 

   If Yes, What Are They? _________________________________________________________________ 

Do You Have Any Past Injuries or Surgeries That I Should Know About?          YES            NO 

   If Yes, What Are They? _________________________________________________________________ 

When Do You Plan to Begin Maternity Leave? _______________________________________________ 

Do You Have a History of the Following? (Please check all that apply) 

          Thyroid Problems    Constipation    High Blood Pressure    Edema 
 
          Varicose Veins    Hemorrhoids    Morning Sickness/Nausea  Diarrhea 
 
          Sinus Congestion    Pre‐Term Labor   Low Blood Pressure    Headaches 
 
          Heartburn 
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