Advanced Integrated Healthcare LLC

Q;.; o Dr. Bianca Kiovanni, D.C.
d’,@ 325 Hammond Drive
Lo W Suite 201

ionCleanse Atlanta, GA 30328

lonCleanse® Foot Bath Release Form

Name:

Address:

City: State: Zip:

Telephone: E-mail:

Date of Birth: Age: _ Male: __ Female:

What are your major health concerns:

What medications are you currently on:

Employment:

(If retired, please list previous career field. Example: Dentist, Steelworker, Accountant, etc.)

When is the last time you have had something to eat? (For Hypoglycemic persons only)

Do you have a heart pacemaker or any other battery operated or electrical implant?
YES/NO

Are you pregnant or breastfeeding? YES / NO
Are you on medications to prevent rejection of a transplanted organ? YES/NO

Are you on mental health medications? YES/NO
If so, do you have symptoms if you miss one or more doses? YES /NO

Are you on a blood pressure medication? YES/NO
Does your blood pressure increase if you miss one or more doses of your medication? YES/NO

Are you on blood-thinning medication such as Coumadin? YES/NO
Do you take medication for irregular heart beat? YES/NO
Are you currently taking a course of chemotherapy treatment? YES/NO

I certify that everything on this form is true and correct to the best of my knowledge.

Signature Date




Health History

Please list all previous surgeries and dates:

Please list all current medications:

Please indicate if you have experienced any of the following in the past year:

o fractured bones
cauto accidents
oother accidents
carthritis

—high blood pressure
oseizures
carm/hand trouble
ogall bladder trouble
—headaches/migraines
cirritability
callergies

ovision problems

~heck pain/stiffness
o jaw pain/click (TMJ)
ofall(s)

—heart problems
odiabetes

oshoulder pain
odizziness

oskin problems
ocancer

oringing in ears
ofrequent colds/flu
cupper back pain

numbness/tingling
-foot frouble

- chest pain

nstroke

ovaricose veins

oliver trouble
ocirculation problems
—heartburn
odepressed or anxiety
~hearing loss
otrouble sleeping

o low back pain

omood swings/fatigue ~ 0PMS ohip pain
cear infections osinus problems oconstipation
ndiarrhea ~high stress levels leg pain
Other:

Of the above symptoms, which is your major complaint(s)?

Signature

Date




