Fusion Massage Therapy, LLC 
PRENATAL                                      Christine S Gordon, LMT, NMT                                     MM40512/MA53308

• How did you hear about this office?   □ Website  □ Referred by____________________ □ Other ______________
• Have you received prenatal massage previously?   □ YES    □ NO
• How often do you receive massage? □ Weekly
  □ Bi-weekly
   □ Monthly
  □ Occasionally
• How would you describe your previous massage experiences?  ______________________________________________

What did you like or dislike about your experience?___________________________________________________
• What are your expectations for massage?  (Check all that apply.)
□ Pain Relief/Reduction
    □ Relaxation/Stress Relief
□ Increase Range of Motion    □ Realignment of postural distortion
*Please note specific area(s) of pain/discomfort/dysfunction if applicable _______________________________________

__________________________________________________________________________________________

• Please list any topical or other allergies you may have to nuts, oils, flowers, etc.: __________________________________________________________________________________
• Are you currently taking any medication(s) and/or herbal remedies?    □ YES      □ NO

Type/Name______________________Purpose___________________________Length/Frequency of Use___________ ________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________
Health History

Check all conditions listed below that apply to you, past and present. Please provide your comments to specify or clarify the condition wherever necessary and dates (to the best of your recollection) when applicable. This information is used to help ensure that you receive the best treatment for your needs as well as to protect you from harm due to any contraindicated conditions.  
PLEASE BE SURE TO READ CAREFULLY AND MARK APPLICABLE CONDITIONS CLEARLY
	Musculo-Skeletal:
( Headaches (Frequency ______________)

( Neck pain 

( Back pain (( cervical  (thoracic (lumbar) 

( Hip pain   (( Left   (Right ) 

( Shoulder, arm, hand pain  ((Right  (Left)
( Leg, foot pain  ((Right  (Left)

( Chest, ribs, abdominal pain

( Jaw pain/TMJ   ((Right  (Left)

( Joint stiffness/swelling

     _________________________________
( Limited range of motion    

    __________________________________



( Broken/fractured bones

     _________________________________

( Strains/sprains 

    __________________________________

( Spasms/ cramps

    __________________________________

( Problems walking



( Tendonitis_________________________

( Bursitis____________________________

( Arthritis___________________________
( Osteoporosis




( Scoliosis

( Compressed discs          

     _________________________________ 

( Other: ____________________________

____________________________________

____________________________________
______________________________
	Major Injuries:_(Please provide approximate date of occurance)____
___________________________

___________________________
_______________________________

____________________________________________
Surgeries (include mth/yr):

___________________________

___________________________

___________________________

__________________________
Circulatory & Respiratory:

( Swollen legs or ankles

( Varicose veins

( Blood clots

( Stroke

( Heart condition

( Sinus problems

( Asthma

( High blood pressure

( Lymphedema

( Other: 

___________

	Nervous System:

( Numbness/tingling 

( Chronic pain

( Sciatic pain

( Sleep disorders

( Other: 



    ____________________

    ____________________

Digestive:
( Constipation


( Digestive System Disorder

    Please specify: __________________________      
Pregnancy & Other:

( Depression

( Diabetes

( Gestational diabetes

( Fibromyalgia

( Bleeding/spotting

( Blood in urine/painful urination

( Leaking amniotic fluid

( Preeclampsia

( Difficulty sleeping

( Morning sickness/nausea

( Difficulty breathing

( Infections/ disease

(please list)
_______

_____________________(Other________________________________________________


Comments regarding any items listed above or additional health/wellness related: ____________________________________________________________________________________________________________________________________________________________________________________________________

I have stated all conditions that I am aware of and the information I provided on both sides of this form is true and accurate. If I am currently having or if I develop complications during this pregnancy I will discuss the condition with my massage therapist, and will have a medical release for bodywork signed by my prenatal care provider before continuing bodywork.  I understand that massage during pregnancy 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 me with the best health care.
Client’s Signature: 







Date: 








Client Name: 								    Date: 					





Address: 						    				      	  	 		


Street						    City				    State		   Zip





Cell Phone: 							    Home Phone: 					    


Opt-In for appointment text reminders?  □ YES   □ NO





Email: _________________________________________                 D.O.B. (optional)_________________________________________________      Occupation and/or Hobbies (optional):_______________________________________________________________________





Emergency Contact (Name, Relation, Ph#):__________________________________________________________________


#Wks pregnant/due date ____________________  #prior pregnancies_____    #of children/ages_______________


Name/Ph of Primary Care Physician ______________________________________________________________


Name/Ph of Obstetrician or Midwife :_____________________________________________________________


Name of hospital, birth center, or other location (i.e. home birth) you have chosen for delivery: ____________________________________________________________________________________________


May I contact your care provider if necessary?           □ YES    □ NO


*Is your pregnancy considered “high risk”?           □ YES    □ NO


If “yes”, please explain: __________________________________________________________________________________





*Please note that if you are experiencing a high-risk pregnancy, you should obtain release from your physician in order to receive massage.











