
 

Whom may we thank for referring you?  □ Google  □ Facebook  □ Instagram  □ Person: ______________________  

Patient’s Name: ____________________________    _____    ____________________________      _______       _____________ 
                                               (First name)                            (M.I)                       (Last name)        (suffix)   (Nickname) 
 
Birth Date: _________________    Age: __________       Sex: □M  □F           SS#: _______________________________________ 
 
Home Address: _________________________________ City: _____________________ State: ______ Zip: ________________ 
 
Email Address: _________________________________ Best Contact #: ____________________________ (cell / home / work) 
 
Preferred method of contact: □ Email  □ Home Address  □ Phone(call) □ Phone(text) 
 
Emergency Contact: ________________________ Relationship: ________________________  P: _______________________  
 
Employment Status: □Full-time  □Part-time   □Student   □Homemaker   □Unemployed   □Retired  
 
Occupation: ___________________________________    Employer: _______________________________________________  
 
Job Requirements: □Sit   □Stand   □Bend   □Lift    □Carry    □Travel    □Other: ______________________________________ 
 

By answering the following questions, you will assist us to decide if you are suitable for Extracorporeal Stemwave 
Therapy (AKA TRT Therapy): 

• Do you have a bleeding disorder/tendency?    Yes / No 
• Are you on NSAIDs or Anti-Coagulant treatments?   Yes / No 
• Have you been injected with cortisone this month?   Yes / No 
• Are you using a cardiac pacemaker?     Yes / No 
• Do you have cancer/tumor?      Yes / No 
• Do you have a tear in the tendon of area you want treated? Yes / No 
• Do you have a skin infection?      Yes / No 
• Are you pregnant?       Yes / No / NA 

 

Area I am seeking treatment on today: ____________________ (Please list only your main area of complaint). Any 
additional areas of complaint will need to have a separate Mapping scheduled for a future date unless approved by 
the Doctor.  

                           (Continue on Next Page) 
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Risks of the TRT Procedure 
 
Risks of this procedure are extremely rare and primarily experienced with other forms of 
extracorporeal stem wave therapy treatments which use mechanically produced shock waves.   
 
The following are the risks associated with treatment: 
 

a) Petechiae or mild bruising. This usually subsides without treatment. 
b) Pain and soreness. This is temporary and typically resolves within a week. 
c) Tendon rupture and nerve injury. This is avoided using lower energy levels and avoiding 

the nerve. 
 

*Please also read the accompanying Information sheet explaining the procedure in more 
detail before seeing the Doctor today. 

------------------------------------------------------------------------------------------------------------------------------- 

Please check one below, if you have any questions regarding the risks associated with TRT 
treatment, our Providers will be happy to answer them before administering any treatment) 

 

□ Before consenting to care, I have questions regarding the risks associated with TRT Treatment.  
    ______ Initial and sign below if your questions have been fully answered.  
 
□ Having carefully read the above and accompanying information sheet, I have no questions and give 
my informed consent to have TRT treatment administered. 

 

Patient or Guardian’s Signature: ____________________________   Date of Signature: ______________ 

Patient Name (Printed): ___________________________________ 

 

 

 

 

 

 

 

TRT Treatment is NOT a billable service through your insurance.  If you are a candidate, the Doctor will 
discuss treatment recommendations, cost and payment/financing options with you. 
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