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Medical Clearance Form
EXERCISE AND FITWISE MAMMAS








Today’s Date…………

CONFIDENTIAL

SURNAME……………………………………….
GIVEN NAMES…………………………………

WEEKS OF PREGNANCY………..



DUE DATE……..

IS THIS YOUR FIRST PREGNANCY?……………………YES/NO       
If no, give details of prior pregnancies or problems during or after pregnancy eg backache, 

muscle aches and pains premature or stillbirth, miscarriage, termination?

……………………………………………………………………….

………………………………………………………………………

……………………………………………………………………….

ARE YOU EXPECTING TWINS/TRIPLETS?……….YES/NO…..

DURING THIS PREGNANCY HAVE YOU EXPERIENCED ANY OF THE FOLLOWING?

[ ] swelling of hands and/or feet

[ ] nausea

[ ] persistent headache

[ ] heartburn

[ ] varicose veins

[ ] stitch in the cervix

[ ] high blood pressure

[ ] placenta praevia

[ ] vaginal bleeding

[ ] slow growth of the baby

[ ] incontinence

[ ] signs of premature labour

[ ] fainting / dizziness

[ ] pain: if so, where?………………………………………………………

[ ] other:…………………………………………………………………… See over page
INDICATE PAST/ PRESENT MEDICAL CONDITIONS

[ ] asthma

[ ] diabetes

[ ] heart problems

[ ] epilepsy

[ ] anaemia

[ ] high/low blood pressure

[ ] blood disorders

[ ] kidney disease

[ ] thyroid disease

[ ] acute infection

[ ] any major surgery/ injuries: eg knee reconstruction, motorcar accident …………………………………………………………………………….…

ARE YOU ON ANY MEDICATIONS?
YES/NO

If so, please list………………………………………………………………….

………………………………………………………………………………..

DO OR DID YOU PARTICIPATE IN ANY REGULAR EXERCISE?

Please specify type and frequency……………………………………………

………………………………………………………………………………..

………………………………………………………………………………..

………………………………………………………………………………..

DO YOU HAVE YOUR DOCTOR’S PERMISSION TO EXERCISE? 

{Please circle} 
YES


NO

A physiotherapy programme must have regard

for past and present health problems.  It is important

that any information concerning your health, no

matter how trivial you think it may be, is identified 

on this form so that the physiotherapy programme 

does not cause any difficulties for you or your baby.

Patient’s signature:……………………………………………….

Doctor’s signature………………………………..
Date:………….

POSTNATAL





DATE……..
Type of delivery…………………………….Delivery date:………………………......

Episiotomy?…………………………………stop mid flow urine?………....

Bleeding?……………………………………changes in blood pressure?…..

Pain?…………………………………………………………………………

other?…………………………………………………………………….…..

……………………………………………………………………………….
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