
 
 
 
 
 

 
 
 
 
 
 
  
 
 

Thank you for selecting our hyperbaric team! 
We will strive to provide you with the best possible service. 
To help us meet all of your needs, please fill out this form 

completely in ink. If you have any questions or need 
assistance, please ask us. We will be happy to help! 

Client Information:   
Continue only if: 
Not currently prescribed or taking medications: Bleomycin, Disulfira, Mafernide Acetate 
Do not have or suspect having: Hereditary Sperocytosis, Sickle Cell Anemia, COPD 

Name:______________________________________________________ Date:____________________ 

Address: ___________________________________________________ Birth Date: ________________ 

City: _________________________________________ State: ____________ Zip Code: ____________ 

Home Phone: __________________________ Cell Phone: __________________________ 

Email Address: _______________________________________________________________________ 

 

If Minor , Parent or Legal Guardian Name: _______________________________________________ 

 Emergency Contact Name: ____________________________________________________________ 

Home Phone of Contact: _______________________ Cell Phone: _____________________________ 

 

Who May We Thank for Referring You? ___________________________________________ _______ 

 

 

 

 

Signature: ____________________________________________________ Date: ________________ 


