Pregnancy Consultation Form

Name:






Address: 

Email: 



Telephone:


             D.O.B:


Emergency Contact No and Name: 


Pre natal care provider/ GP’s Name:



Telephone: 



May I have permission to contact your care provider?
My Due date is:      
       I am    (number) weeks pregnant in my 1,2,3rd Trimester: 

This is my (1, 2, 3rd ) Pregnancy

This is my (1, 2, 3rd ) birth 
Medical History 

Anaemia 




Leaking amniotic fluid or vaginal bleeding                                                       Bladder infection 



Chronic hypertension 

High blood pressure



Low blood pressure 

Uterine bleeding 



Morning sickness 

Blood clot or phlebitis 


Anxiety, stress or mood swings 

Abdominal cramping 



Fatigue

Oedema/swelling 



Leg cramps 

Headaches 




Insomnia 

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 



Constipation 

Carpal tunnel syndrome 


Allergies (nut oils)

Anything else you would like me to know?

Lifestyle - Hobbies /Interests: 
Have you ever received bodywork/massage/osteopathy/physiotherapy  before? 
What kind?:

                       How often? 
Main reason for treatment today?:
Occupation:





How well do you cope with stress? 

On a level of 1-10 how stressful is your job?:

Do you eat or drink or do the following:
Regular meals: 


Eat in a hurry:

Food/vitamin supplements:

Drink water: 

Coffee:



smoke:

Exercise:



drink alcohol:

Relax easily: 



How do you relax
Sleep well: 



How long in hours:

:

I accept that the information I have given is true to the best of my knowledge and I have not withheld any information concerning my health. 

I understand that there is a possibility of developing some minor reactions as my body adjusts to the treatment given.

I have also been made aware of the contra-indications, while recognising that all due care will be taken by my practitioner I am aware that my participation in the treatment is by my own choice. 
Signed: 






Dated:













