Maternity Therapy Consultation Form
	Name:
	DOB:

	Address:

Tel:
	EDD:

	
	GP:

	
	Partners Tel:

	Date:
	Booked Hospital:

	1. Does your GP/Midwife know you are having Treatment?                       Yes/No

2. Was this pregnancy conceived naturally?                                               Yes/No

3. Is this you first pregnancy?                                                                      Yes/No

4. If no, have you had a Caesarean section before?                                   Yes/No

5. Have you had a Scan?                                                                             Yes/No      
6. Everything OK? ie placenta site?                                                             Yes/No

7. In addition to routine tests had you had or will you have other tests?      Yes/No

8. Such as GTT (Glucose Tolerance Test)

9. What time did you last eat?                                                                      

.


PLEASE LOOK AT THE LIST OF CONDITIONS BELOW AND MARK IF YOU ARE EXPERIENCING ANY OF THEM

	Backache
	Yes/No
	Varicose veins
	Yes/No

	Rib Pain
	Yes/No
	Deep Vein Thrombosis
	Yes/No

	Symphasis Pubis Pain
	Yes/No
	Haemorrhoids (piles)
	Yes/No

	Groin Pain
	Yes/No
	Low Blood Pressure
	Yes/No

	Braxton Hicks Contractions
	Yes/No
	High Blood Pressure
	Yes/No

	Vaginal Bleeding
	Yes/No
	Oedema (swelling)
	Yes/No

	Morning Sickness
	Yes/No
	Panic Attacks
	Yes/No

	Heartburn
	Yes/No
	Carpel Tunnel Syndrome
	Yes/No

	Food Fads
	Yes/No
	Sciatica
	Yes/No

	Constipation
	Yes/No
	Headaches
	Yes/No

	Diarrhoea
	Yes/No
	Stretch marks
	Yes/No

	Frequency passing urine
	Yes/No
	Itchy skin
	Yes/No

	Cystitis
	Yes/No
	Tender Breasts
	Yes/No

	Protein/sugar/blood in urine
	Yes/No
	Fatigue
	Yes/No

	Palpitations
	Yes/No
	Diabetes
	Yes/No

	Anaemia
	Yes/No
	Mood swings
	Yes/No

	Leg pain/cramp
	Yes/No
	Difficulty sleeping
	Yes/No

	Any allergies
	Yes/No
	Any surgery in last 2 years
	Yes/No


  Any other symptoms/conditions:
I confirm that to the best of my knowledge the answers I have given are correct and that I have not withheld any information that may be relevant to my treatment.  The therapy I am about to receive has been explained to me and I give my consent. Under GPDR the therapist has explained the need for retention of notes and the period of time and storage.
Client signature: ________________________________Date: ___________________________

Address: 1 Bracken Valley, Dromore BT25 1TA

