MEDICAL QUESTIONNAIRE FOR PELVIC HEALTH 
Name:
Date of birth: 
Occupation:
Have you experienced any of the following: Please tick and give numbers and year(s)

	□
	Pregnancies
	
	□
	Abortions
	
	□
	Miscarriages
	
	□
	Births
	

	□
	Vaginal delivery
	
	□
	Episiotomy
	
	□
	Ventouse
	
	□
	Forceps
	

	□
	c-section
	
	□
	Stillbirth
	
	□
	Cotdeath
	
	□
	Other
	


	If you are a mother please give ages and gender of your children
	


Have you suffered any injury or had surgery (e.g. caesarean section, knee surgery). If so please give details:

Do you/did you experience any medical problems related to your menstrual cycle? If yes, please give details:

	□ Pre-menstrual tension

□ Endometriosis

□ Polycystic ovarian syndrome

□ Cervical dysplasia

□ Ovarian cysts

□ Breast cancer




How often do you have a bowel movement? Any problems pooing?
Any issues with your bladder? Please give details of any urinary concerns.

How would you rate your pelvic floor tone?

Do you take any medication? If yes, please give details.
If there is any further information you would like to make me aware of, please let me know here.

I understand that the instructor, Julie Bickerton is not liable for any loss, damage or injury which may occur whilst I am attending these classes or private sessions. 

I agree to inform the teacher of any change in medical condition at the start of every session whether in person or online.
I have read and understand the above:

Printed Name_______________________________________

Julie Bickerton   



julie@nomadtherapy.co.uk   07894 468224


WWW.NOMADTHERAPY.CO.UK

