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Thermography Carotid Artery Questionnaire:
Patient  Name
Last: _________ _________ _________ _________ First: _________ _________ _________ _________
Patient  Details
Date of Birth: _________ / ______ / ______ YYYY / MM / DD 
Gender:  [  ] Male  [  ] Female 
Patient  Contact  Information
Street: _______________________________ City:_____________ State: _________ Zip: ___________
Home Phone: ______ - _________ - ________ Work Phone: _______ - _______ - __________
Email Address:  ____________________________________
Would you like your results within 24 hrs? _____   *There is a $45.00 charge for rush status.
How did you hear about Abundant Life Wellness Center? ____________________________________

1. Have you ever been diagnosed with high blood pressure? [  ] Yes [  ] No
a. What are the highest values that you can recall: ______
b. What are the most recent values that you can recall: ______
c. Approximate date diagnosed with the problem: ________ / ______ / ______ YYYY / MM / DD
2. Has a physician ever told you that you have diabetes [ ] Yes [ ] No
a. What is your most recent blood sugar reading: ______
b. Approximate date diagnosed with the problem: ________ / ______ / ______ YYYY / MM / DD
3. Have you ever been diagnosed with high cholesterol? [ ] Yes [ ] No
a. What are the highest values that you can recall: ______
b. What are the most recent values that you can recall: ______
c. Approximate date diagnosed with the problem: ________ / ______ / ______ YYYY / MM / DD
4. Have you ever used tobacco? [  ] Yes [  ] No
a. Number of years of use: ______
b. Type: [  ] Cigar [  ] Cigarette [  ] Chewing Tobacco [  ] Other
Explain:
___________________________________________________________________________________
c. Average amount of use per day: ______
d. Are you still using tobacco products? [  ] Yes [  ] No
When did you quit: _________ / ______ / ______ YYYY / MM / DD
5. Have you ever had a heart attack (MI)? [  ] Yes [  ] No
a. Date(s) of most recent attack(s) :
_________ / ______ / ______ YYYY / MM / DD
_________ / ______ / ______ YYYY / MM / DD
_________ / ______ / ______ YYYY / MM / DD
6. Have you ever had a stroke (CVA)? [ ] Yes [ ] No
a. Date(s) of most recent attack(s) :
_________ / ______ / ______ YYYY / MM / DD
_________ / ______ / ______ YYYY / MM / DD
_________ / ______ / ______ YYYY / MM / DD
b. Side of your body affected by most recent stroke:
[   ] Left [  ] Right
7. Have you ever been told you had a problem with your blood circulation? [ ] Yes [ ] No

a. Please provide that diagnosis:
___________________________________________________________________________________
b. Date of diagnosis: _________ / ______ / ______ YYYY / MM / DD
c. Treatment:
___________________________________________________________________________________
8. Have you ever had any injuries or surgeries on your head or neck? [ ] Yes [ ] No
a. Type of injury/procedure:
____________________________________________________________________________________
b. Date of injury/procedure: _________ / ______ / ______ YYYY / MM / DD
9. Have you ever had any surgery or procedure that involved a blood vessel? [ ] Yes [ ] No
a. Please provide the name of the surgery or procedure:
___________________________________________________________________________________
b. Most recent date(s) of procedure or surgery:
_________ / ______ / ______ YYYY / MM / DD
_________ / ______ / ______ YYYY / MM / DD
_________ / ______ / ______ YYYY / MM / DD
10. Have you ever had chest pain (ANGINA)? [ ] Yes [ ] No
a. Date of last occurrence: _________ / ______ / ______ YYYY / MM / DD
11. Have you ever had Mini-Strokes (TIA)? [ ] Yes [ ] No
a. Date of last occurrence: _________ / ______ / ______ YYYY / MM / DD
b. Side of your body affected by most recent mini-stroke:
[   ] Left [  ] Right
12. Have you had frequent or intense headaches in the past 30 days? [  ] Yes [  ] No
13. Have you ever had more than momentary dizziness? [  ] Yes [  ] No [  ] Blackouts
a. Date of last occurrence: _________ / ______ / ______ YYYY / MM / DD
14. Have you ever had a major change in your vision? [  ] Yes [  ] No
Explain:
____________________________________________________________________________________
15. Do you have frequent ear noise (tinnitus)? [   ] Yes [   ] No
a.  [  ]Left   [  ] Right
16. Have you ever had a major change in your hearing? [  ] Yes [  ] No
a. Explain:
____________________________________________________________________________________
b. Ear affected by change in hearing. Which ear:
[  ] Left  [  ] Right
17. Do you have frequent lapses of memory? [  ] Yes [  ] No
a. Has it gotten worse lately? [  ] Yes [  ] No
18. Do you have frequent cramping or aching in your calves? [  ] Yes [  ] No
a. When does this tend to occur? 
[  ] While Walking [  ] At Night [  ] Other
Explain:
____________________________________________________________________________________
19. Do you frequently have cold fingers, toes or extremities? [ ] Yes [ ] No
Explain:
____________________________________________________________________________________
20. Do you have any persistent medical problems that are not mentioned in the other areas 
of this form? [  ] Yes [  ] No
Explain:
____________________________________________________________________________________
21. Please list all prescription medications you have taken in the past three months:

Explain:
____________________________________________________________________________________

Please list any other information you feel maybe relevant:
____________________________________________________________________________________
____________________________________________________________________________________
By clicking on the boxes below, you indicate your acknowledgement and approval of the terms of this document.
INFORMED CONSENT
As part of the anticipated treatment and diagnosis by your healthcare professional, it will be necessary for him/her to disclose personal health information to Therma-Scan related to the diagnostic imaging services that will be performed. In addition to any informed consent agreed to with your health professional, clicking on the box below constitutes an authorization granting Therma-Scan access to and use of personal health information. Such information shall be limited to diagnostic images taken by your healthcare professional as well as general background information that may aid in the diagnostic nalysis of such images. 
Therma-Scan shall utilize this information to analyze the images taken and in consultation with your healthcare professional. The disclosure of such information shall be limited to Therma-Scan and your healthcare professional unless otherwise authorized by you and shall be used for diagnostic purposes only. Further, this release will also authorize Therma-Scan to disclose your thermology report to your designated health professional(s) and, if you so choose, yourself. This authorization may be revoked at any time by you upon written notice to Therma-Scan and your healthcare professional.
[  ] I have read this section, understand the terms, and agree to the thermology procedure.
Signature________________________________________________________________
PARTICIPATION IN CLINICAL RESEARCH
By clicking the first box below, you give permission for your thermographic images to be anonymously included in Therma-Scan medical or scientific research projects with strict provisions that will protect the confidentiality of your personal information. If you do not wish to participate, click the second box below. This authorization may be revoked at any time by you upon written notice to Therma-Scan and your healthcare professional.  
I have read this section, understand the terms and will [  ] Participate [  ] NOT Participate
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