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TRIMESTERS MASSAGE POSTNATAL HEALTH HISTORY

DATE:

NAME:

ADDRESS:                                                                    POSTAL CODE:

PHONE NUMBER – HOME:                                        CELL:

EMAIL:

REFERRED BY:

HOW MANY WEEKS POST NATAL ARE YOU?

WHICH FULL TERM PREGNANCY WAS THIS?  1  2  3  4  5  OTHER ____

WHAT IS YOUR PHYSICIAN OR MIDWIFE’S NAME & PHONE NUMBER?

HAVE YOU EVER RECEIVED MASSAGE THERAPY IN THE PAST? YES / NO

FREQUENCY OF TREATMENT:

DATE OF LAST TREATMENT:

WHAT DISCOMFORTS, PAIN OR OTHER NEEDS ARE YOU HOPING TO HAVE ADDRESSED THROUGH MASSAGE THERAPY?

PLEASE LIST ANY HERBAL REMEDIES OR MEDICATIONS YOU ARE TAKING:

ARE YOU CURRENTLY BREASTFEEDING YOUR BABY?  YES / NO 

DID YOU HAVE AN EPIDURAL?   YES / NO 
DID YOU HAVE A CESAREAN SECTION? YES / NO   IF YES, PLEASE EXPLAIN WHY:
DID YOU HAVE ANY COMPLICATIONS OR PROBLEMS WITH THIS LABOUR AND DELIVERY?    PLEASE CIRCLE THOSE APPLICABLE:

· Extended Active Labour  (ie) over 8-12 hours

· Prolonged Second Stage (pushing) (ie) over 2.5 hours

· Induction

· Assisted Delivery (ie) Vacuum or Forceps

· Episiotomy

· High blood pressure

· Dehydration

· Severe nausea, vomiting or headaches

· High blood sugar

· Hemorrhaging 

· Other (please specify) ___________________________________________________

WAS YOUR PREGNACY CONSIDERED TO BE HIGH RISK?  PLEASE CIRCLE THOSE APPLICABLE:

· Diabetes

· High blood pressure

· Multiple pregnancy

· Previous complicated pregnancy

· Asthma

· Rh or genetic problems

· Under 20 or over 35 years old

· Fetal genetic disorders

· Exposure to hazardous materials

· Other (please specify) ___________________________________________________

ARE YOU CURRENTLY EXPERIENCING ANY INFECTION OR DISORDER?  PLEASE CIRCLE THOSE APPLICABLE: 

· Cold/ Flu

· Bladder infection

· Skin irritation

· Mastitis
· Other (please specify)__________________________________________________

DO YOU HAVE ANY EXISTING MEDICAL CONDITIONS? PLEASE CIRCLE THOSE APPLICABLE:

· Diabetes

· Heart, lung or kidney disorders

· Convulsive disorders

· Connective tissue or collagen diseases

· Asthma 

· Other (please specify) __________________________________________________

ANY OTHER RELEVANT INFORMATION ….
