Clients Name: _____________________
Date: _____________________
Prenatal Addendum to Medical Intake Form

1. Have you seen a doctor  about this pregnancy (Circle one)?     Yes              No
2. Have you had a previous pregnancy? _____ If so, were there any complications? _______ __________________________________________________________________________
__________________________________________________________________________
3. Are there any current complications, if so list them? _______________________________
__________________________________________________________________________
__________________________________________________________________________
4. Have you been diagnosed with preeclampsia, gestational diabetes, or DVT? ___________
__________________________________________________________________________ 
5. Do you have swelling anywhere, if so where?_____________________________________
6. How many weeks are you? ___________________________________________________
7. Have you had a prenatal massage before (Circle one)?             Yes                        No
8. Have you experienced heartburn or reflux? ______________________________________
9. Are you having any cramping, bleeding or abdominal pain? _________________________
__________________________________________________________________________
10. Have you been told you are a high risk pregnancy? If yes, why? _____________________
__________________________________________________________________________
__________________________________________________________________________
11. Is there anything else you feel your therapist needs to know? _______________________
__________________________________________________________________________
__________________________________________________________________________
12. [bookmark: _gjdgxs]Have you experienced any nausea or vomiting? __________________________________
[bookmark: _kxx5pgfpdf5j]
[bookmark: _spyva8o7mqi3]Clients Signature: ____________________________________ Date: _____________________
