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Date:






Doctor’s name and address:

Dear






PATIENT NAME: 





The patient named above has contacted me as she would like receive a pregnancy massage.
Before this client can have the massage I need medical consent as she has indicated an illness/medical condition that could be affected by the massage.
I would be most grateful if you could complete and sign the attached Doctor’s Consent Form and return it to me at your earliest convenience.

If you have any questions please don’t hesitate to contact me on 
07809 419 175.

Many thanks for your time.

Yours sincerely,

Suzie Young

Suzie Young

Director/Pregnancy Massage Therapist
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Patient’s Full Name 










Patient’s Address:









Patient’s Date of Birth: 









The above named patient would like to have a pregnancy massage, however a pre-massage questionnaire form has highlighted that she needs to seek medical advice before continuing.

Doctor’s Recommendation: (please tick)

      The above named patient is able to receive a pregnancy massage.

      The above named patient should not receive pregnancy massage at this time.


      The above named patient is able to receive a pregnancy massage but with the following recommendations or restrictions:
Doctor’s Name: 










Surgery: 










Doctor’s Signature:










Date: 











