[bookmark: _GoBack]Additional Pregnancy Health Information 
Name: ______________________________________ Date:____________________________________
Emergency Contact:_______________________________ Phone #:______________________________
Prenatal  Care Provider: ____________________________ Phone #: _____________________________
Due Date:_____________________
Please circle any of the following that you CURRENTLY have; place a check next to each that you have had in the past.
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__ Nausea
__Anemia 
__Edema/swelling
__Headaches
__Low back pain
__Bladder Infection
__Uterine bleeding
__Chronic hypertension
__Blood clot or phlebitis
__High blood pressure
__Problems with Placenta
__ Preterm Labor
__ Abdominal Cramping
__Preeclampsia
__More than TWO consecutive miscarriages
__Diabetes (gestational or Type I)
__Separation of abdominal muscles
__Carpal Tunnel Syndrome
__Leg cramps
__Any other concerns (current or past pregnancy): _____________________________ ______________________________________________________________________________


I understand the importance for my Massage Therapist to have the most accurate information regarding my pregnancy. I have filled out this additional pregnancy care form to the best of my knowledge.  I agree to notify my MT if anything changes during the course of my pregnancy.
Signature_______________________________________________________ Date:________________


 
