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1001 Washington St. Suite 3
Eugene, OR 97401
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Prenatal Client Intake Form

Name: Date :

Referred by:

Address:

Phone: Email:

Occupation: Birthday:

Emergency Contact: Phone:

Would you like to receive our monthly e-newsletter with special offers? ___yes ___ no

Have you received massage therapy before? If so, what type? _
Date of LMP: Week of Pregnancy: Estimated Due Date:

Planned Birth Place: Prenatal Healthcare Provider:

I have had ____ previous pregnancies and ____ previous births. I'mcarrying ___ onebaby __ multiples

Please mark past (p) or current (c) to any conditions that may apply to your experience in this pregnancy:

___ Miscarriage 1 ndigestion ___ Constipation/Gas __ _Anemia

___ Still Birth __ Heartburn ___ Anxiety/Depression ___Difficulty Sleeping
___Ectopic Pregnancy ___Morning Sickness ____Uterine Abnormalities __Headaches/Migraines
___ HighBlood Pressure ____Varicose Veins ___ Placenta Previa __ LegCramps
____Painin Pubic Bone ___ Edema (Swellingin __Placental Abruption ____LowBlood Pressure
___Restricted Breathing Hands and/or Feet) ___ Gestational Diabetes ___Dizziness/Fainting
___ Carpal Tunnel Pain ___Sciatica/Piriformis ___ Threatened Miscarriage ~ __Allergies

____Breech Presentation Syndrome ___ Pre-eclampsia ____Skin Disorders

___ Stiffness __ Communicable Disease ~____ Heart Disease ___ Numbness

Are you taking any medications, vitamins, supplements, or remedies?

Please list any surgeries, accidents or major illnesses within the last five years.

Please list the information regarding any hospitalizations.

What do you do to relax? What do you do to exercise?



