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P A T I E N T   I N F O R M A T I O N





















































State











Age





Birthdate





Gender

















Weight











# of Children











Cell Phone





Occupation











Emergency Contact 1











It is very important that you drink plenty of purified water for 48 hours after any therapies. This will allow your body to flush out any toxins that may have been released. Please make an effort to arrive on time, so that you may receive the full duration of your treatment. Feel free to ask any questions concerning your treatment, charges, etc. Fees are to be paid at the time services are rendered.














Signature x

















Date





Referred By





Patient Code





FULL Name





Phone #





Street Address





Email





Zip











Marital Status





City





Apt/Unite

















LAST NAME                                          FIRST NAME





Height























Eyecolor











Phone























Phone





INSURANCE ONLY





Company





Policy #











We are currently accepting Auto Accident Insurance Only





Phone

















RELEASE & CONSENT























No











Yes

















Diabetes

















HIV/AIDS

















Osteoarthritis











Take Sedatives

















Cancer





Take Laxatives





Prosthetics





Do you smoke?





Blood Thinners











Do you have any other Medical Conditions our Provider should be aware of?





 





Have you taken ACUTANE and/or Retinol in the past year?























Yes





Do you suffer from…











Pregnant





Osteoporosis





No



































Current Medications:





Hepatitis A/B/C





Surgery





No





 





No





Do you have a pace maker?





Allergies





 





 























Acne











 Herpes

















Yes





Epilepsy





 











Other, Please List:





Areas of Concern, Pain or Discomfort:











No
































Yes

















No

















Yes





Do you have metal inclusions?



































Recommendations
































Sensitivities















































Therapies/Modalities Used








High Blood Pressure











 Please List Any Surgeries:














Special Remarks








Pinched Nerve








Products Used









































  Irregular / Skipped Beating











 Rapid / Pounding Heartbeat











  Chest Pain





= TOTAL x Marks for Category Above














Yes





Are you expecting / pregnant?





































































































Type:




















I acknowledge that I may be charged 50% of my scheduled appointment if I fail to cancel or reschedule an appointment 24 hours in advance, more than once. If I fail to show up for my appointment time with no call to cancel / reschedule beforehand, I may be charged 100% of the total service charge. Any appointment time with a two hour or more time reservation may be charged 100% if 24 hours notice is not given.





I understand and agree that services provided by this clinic are provided to and in accordance with the laws of the State of Florida and that full and complete medical history disclosure is essential in providing appropriate therapy. I agree to hold harmless, release and indemnify my service provider/s against any and all liability rising from the application of any and all services provided to me now and in the future. By signing this release I hereby declare that I have provided accurate and relevant information on this form. 











Date














Fractures





Type of Service









































Varicose Veins




















STAFF / CLINIC USE ONLY

















SKIN











Acne





Hives, Rashes

















  Flushing/Hot Flashes


























= TOTAL x Marks for Category Above














WEIGHT











  Binge Eating / Drinking











Cravings











Water Retention











Under Weight











  Compulsive Eating











= TOTAL x Marks for Category Below








OTHER











  Frequent Illness











  Genital Itch/Discharge











  Nausea 














= TOTAL x Marks for Category Below








PLEASE INDICATE W/ AN x MARK EACH OF THE FOLLOWING THAT APPLY:























Body Care Form





Hernia





  Spinal Problems











Muscle Spasms





  Inflammation





 Skin Disorder





  Blood Clots





 

















Claustrophobia











Rosacea











High Blood Pressure











Impaired Vision











Have you had any facial Plastic Surgery?








