CLIENT INTAKE FORM

DATE: DATE OF BIRTH:
FULL NAME:

AGE: REFERRED BY:
ADDRESS:

EMAIL ADDRESS:
PHONE:

Do NOT use PEMF if you have an implanted electronic device including but not limited
to a pacemaker, defibrillator, cochlear hearing device, spinal stimulator, glucose
monitor, or insulin pump, if you are pregnant or believe you may be pregnant, if you
are actively bleeding or hemorrhaging, if you are the recipient of an organ transplant,
or if you have injuries or concern of injuries that have not been evaluated by a licensed
health care provider.

Initials:

Please check the box next to any medications you are currently taking.
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Use the below Rating Scale to describe your level of comfort.

OO0CO00®

Severely Worst Pain
Comfortable Discomfort Distress Painful Painful Imaginable

0 1 2 3 4 5 6 7 8 9 10

Slight Slight Very Intensely Excruciating
Discomfort Pain Distressing Painful Pain
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Circle any areas of your body where you are experiencing pain, sensitivity,
inflammation, or have had a recent injury.
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Brief History of surgeries, illnesses, or medical issues:

Daily Activities (work, exercise, wellness regimen):

Print Name:

Sign Name: Date:

PULSE PROFESSIONAL.:

Print Name:

Sign Name: Date:
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