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CLIENT INFORMATION
Client’s name: 





Date: 





Parent or Guardian’s name, if applicable: 








Client’s address: 






__

____________










____________



______________________________________________________
Contact phone #: 



______
Email: 






Date of birth: 



____________
Emergency contact: 






Emergency phone: 





Referring physician: 





Physician phone: 





MEDICAL INFORMATION
What is the medical reason you are here for treatment? 



____________










____________

Allergies: 












Are you currently undergoing radiation therapy or will you soon be? 

Yes, dates of radiation _______________ or No

Have you had or do you currently have any of the following? Please circle Yes or No.

Diabetes 


 Yes       No

Cataracts

        Yes
    No

Epilepsy or Seizure Disorder              Yes       No
 
Optic Neuritis 

        Yes      No

Heart Failure 
                 
 Yes       No 

Fever – currently 
 
        Yes      No

COPD/Lung Disease, any type            Yes       No 

Sleep Apnea? 

        Yes
    No

Asthma or Emphysema 

 Yes       No 

Congenital Spherocytosis          Yes      No

Pneumothorax/Collapsed Lung         Yes       No

Dental Disease                             Yes      No

Thoracic Surgery 


 Yes       No 

Claustrophobia/Panic Attacks  Yes      No

Pulmonary Cysts, Abscesses              Yes       No 

Viral Infection – currently         Yes      No

Cancer/Malignant Tumor
                 Yes       No 

Upper Respiratory Infection     Yes      No

High Blood Pressure
                 Yes       No 

Sinusitis 


        Yes      No

Could you be pregnant? 

 Yes       No
                Heart Disease/Heart Problems Yes      No

HIV positive?          

 Yes       No 

MRSA? (Staphylococcus)
        Yes      No
Surgeries: 

Type of surgery(s) and dates: 






____________








________________________

______________



______________________________
Medications: Are you taking any of the following? Please circle Yes or No for each item.

Acetazolamide

 Yes
No

Doxorubicin (Adriamycin)

Yes
No

Digitalis 


 Yes 
No

Bleomycin


Yes
No

Lidocaine

 Yes
No

Disulfram (Antabuse)

Yes
No

Nitroprusside

 Yes
No

Epinephrine


Yes
No

Steroids


 Yes
No

Phenothiazines


Yes
No

Thyroid Hormone

 Yes
No

Sulfamylon


Yes
No

Insulin


 Yes
No

CIS-Platinum


Yes
No


Chemotherapy Drugs 
 Yes
No

Intrathecal Pump


Yes
No

Taxotere (Docetaxel, Taxol)Yes 
No

Other?

Please list any other medications you are currently taking. 


___________

_










___________

_










___________











___________

_






___________________________________
If at any time during the period of my hyperbaric oxygen therapy treatment, my medications change, or there is a change in my medical condition (i.e. fever, cold), I will notify the Oceanside Hyperbaric staff immediately.

Client’s Signature: 




 
Date: 





Oceanside Hyperbaric Oxygen Therapy                                                                                                                   Tel.:  250-954-0335
#10-1009 Allsbrook Road, Parksville,                                                                                                                                877-954-0335
British Columbia, V9P 2A9                                                                                                         Website:  www.oceansidehyperbaric.ca
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