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	Intravenous Checklist



	Patient Name:____________________________
	Date of Birth:_____________________________

	Age:______________________
	Height:____________________
	Weight:____________________

	Blood Type:________________

	Name of Medical Doctor:_____________________________________________________________

	Name of Naturopathic/Homeopathic doctor:______________________________________________

	List all test results brought in from your doctor:____________________________________________

_________________________________________________________________________________

_________________________________________________________________________________



	List all diagnosed illnesses: __________________________________________________________

_________________________________________________________________________________



	List all surgical operations done (include date): ___________________________________________

_________________________________________________________________________________



	List all known allergies: ______________________________________________________________



	Please check the circle next to any of the following if you currently have or have had in the past: 

	SYMBOL 166 \f "Wingdings" \s 12 \h Vitamin Injections
	SYMBOL 166 \f "Wingdings" \s 12 \h Dialysis
	SYMBOL 166 \f "Wingdings" \s 12 \h Liver Disease

	SYMBOL 166 \f "Wingdings" \s 12 \h Chelation Therapy
	SYMBOL 166 \f "Wingdings" \s 12 \h Heart Bypass Operation
	SYMBOL 166 \f "Wingdings" \s 12 \h Hypoglycemia

	SYMBOL 166 \f "Wingdings" \s 12 \h Blood Transfusion
	SYMBOL 166 \f "Wingdings" \s 12 \h Pacemaker Implant
	SYMBOL 166 \f "Wingdings" \s 12 \h Anaphylactic Reaction

	SYMBOL 166 \f "Wingdings" \s 12 \h Organ Transplant
	SYMBOL 166 \f "Wingdings" \s 12 \h High Blood Pressure
	SYMBOL 166 \f "Wingdings" \s 12 \h Niacin Sensitivity

	SYMBOL 166 \f "Wingdings" \s 12 \h Stem Cell Therapy
	SYMBOL 166 \f "Wingdings" \s 12 \h Heart or Vascular Disease
	SYMBOL 166 \f "Wingdings" \s 12 \h Bleeding Disorder

	SYMBOL 166 \f "Wingdings" \s 12 \h Radiation Therapy
	SYMBOL 166 \f "Wingdings" \s 12 \h Kidney Disease
	SYMBOL 166 \f "Wingdings" \s 12 \h Shellfish or Seafood Allergy

	SYMBOL 166 \f "Wingdings" \s 12 \h Chemotherapy
	SYMBOL 166 \f "Wingdings" \s 12 \h Sensitive Veins
	


	Medications presently taking:_________________________________________________________

________________________________________________________________________________

________________________________________________________________________________



	Supplements presently taking:________________________________________________________

________________________________________________________________________________

________________________________________________________________________________




Note: 
It is advisable for patients to have eaten first before undergoing treatment. Please inform therapist if you have not eaten yet. Also, you are encouraged to notify the therapist if you experience any discomfort during treatment.
	Date
	
	Patient Signature
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