




Practice: 

Andrea Hyperbaric Wound Care & Health Center 

Today's Date: 

Nasne: ___________________ Chart#: _____ Date of birth: _____ _ 
. Race: _________ ....,... ___ _;:... _____ .,:__.._ 01 prefer not to ah5�er 01 do net know 

(White, American Indian, Asian, Black or African, Ncrtive .Hawaiian, Hispanic, etc.) 

Ethnicity: _____________________ 01 prefer not to an'swer 01 d�"'lot know 
Preferred Language:_________________ 01 prefer not to answer 
Pharmacy Name: Ph=.,........,c-y ,S.1-. c,,n•• _________ _ 

Pharmacy Address: City, State, Zip: 

Primary Care Physician:,___ ________ Phone:-------- Date Last Seen: ____ _ 

Address=------�--------------------------------
Refel"rlng Physician:---------"----- Phone: Date Last Seen: ------- -------
Address: -�----_, ________________________ _:_ _________ _ 

Privacy lnfo!"'mation Preference$ 
De you want to be exempt from public reporti�g?· □Yes □No Can we send mail to the address on file? □Yes □No 
Can we call the phone nunber or. file?. □Yes □No Can 'fie leave voicemail on machine? □Yes □No I
Will you allow us to send internet based (e-mail) delivery of reminde�s anJ newsletters? □Yes □No

If yes, please provide your e-mail address: -----------------------------
Who can we !eave messages with? OWife □Husband □Daughter OSon OOther: _________ _ 

Nama(s) .. · ... -----------=-----------

Smoking Status 

D Current Every Day Smoker 
D Current Some Day Smcker 
D Former Smoker 

Current Medkadons 

□ Never Smoker
D i decline to answer

D No Known Medications O I take the fo!!owing medications:

Use the b�c:k of this tol'!!'I If more roam I!. r.ecdcd 

I 
I 

11:mergency Contac::'t: 
'I 

NAME: __________ _ 

Phone Number: _______ _ 

Allergies 
w No Known A!lergies O No Known Drug Allergies 

PLEASE READ AND SIGN: The information on my intake form(s) ls correct tO the best of my knowledge. I undersi:and that 
throughout my treatment. I am responslble for notifying the physie!an and/or medical sa:ff of any and 2.ll updates to the information 
listed above. (Assignment of Benefits): I authori!e payment of medical benefits to the practice named above. (Release of Information):
I autho,rize the release of any medical information necessary to process this dalm. (HJP,AA Privacy): I acknowledge that I received 
my HIPAA Privacy Practices Nocice. (Medication History): l authorize the Doctor's office to retrieve my medication history . 

... 

Patient Signature: __________________ _ Date: ___________ _ 

Rev 12/29/2011 
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ANDREA HYPERBARIC 

WOUND CARE & HEALTH CENTER 

HYPERBARIC PRE-TREATMeNT CHECKLIST 

PRE-TREATMENT CHECKLIST 

Replace Clothing with 100% cotton gown 
Remove jewelry (wedding rings may be covered) 
Remove hearing aids 
Remove contact lenses (glasses permitted) 
Remove prosthesis 
No hair spray, hair oils, make-up 
No food, candy, b�ttery operated toys, radios, etc. or reading material 
Explain pressure & temperature'changes, equalization techniques, valsalva 
Possibility of increased pain @ wo.und side 
Intercom, TV, Radio 
Ground Wire 
No petroleum based or Sulfamylon dressings during treatment 
Vitals on all patients, pre & post treatment 
Note all meds taken during the day 
Meal or snack' within 60 minutes prior to treatment 
Signature on consent form 
Give patient HBO Information Sheet 
Blood Glucose on all diabetic patients • pre & post treatment 
Number of treatments, appointment time 
Possible side effects: 
1. Barotrauma
2. Celebral Air Embolism, Pneumothorax 02 Toxicity, worsening myopia
maturing of cataracts

SiQnature of Facilitator Date 

Print PJcamo 

The Hyperbaric procedures have been explained to me and my questions have been answered 
satisfactorily 

Patient Signature Date 





. .

ANDREA HYPERBARIC 

WOUND CARE & HEALTH CENTER

Informed Consent for Hyperbaric Medicine 

l•--,------------,-----' hereby consent to and aµthorize. hyperbaric oxygen 

therapy �O) and wound � to be performed on me as ordered by my ,physic:ian. 

I know �d realize that hyperbaric medicine involves more than one treatm.ent and I hereby authorize the 
pcrfurmance of the number oftrtaz:mcnts whic:h in my .physician's opiniol',l are necessary to trear my 
condition. 

'The nature and purpose ofbyperbaric medicine has been explained to me by Doct:or(s) 
_ _ ___ and I hereby ac:knowlcdge that l know and undemand the na:un: and

_
purpose 

___
of� 

_
treatments. Addrtiomtlly, tite:se physicians have explained to me th� benefits, c�uencc.

risks (listed f?e)ow), side effects, including-potential problems that might occur during recuperation. and 
_altematjves to hyPerba,;c medicine including reia..�ve risks, benefits, and si�·eff'eas related to alternatives, 
i:Dcluding � treatment a.'ld have given me the opportunity to ask questions "1d have an�ered my 
quest:ions <:onceming this matter. -i 

Risks ofHypetbaric O:ygen Therapy: 

l. Oxygen Toxicity-hms; central� system (seizure)
2. ·'Bilrbtrau:mas - em-drum cliscomfort/r.uptu.re; sinus pain
3. Myopia, reversible after HBO (nearsight.eaness / change in vision)
�- rnc:reasedcataract growth rate (th3dcen of lenses/ changes in vision) 
5. Lung over pressure-embolism; J:lTleumothorax (cellapseci hmglbubbres in blOO<lstream)
6. Safety issues

The I.D'\dersiped recognizes that all persor.s furnishing hyperbaric: services, inc:ludfng the physicians. are 
mdependent contractors and a..-e not empioyees or� of the associated medical facility. 

I bcreby consent to the pertbrma:nce ofhyperbaric medicine.· 

Patient/ Authorized Signanrre Date 

Relationship tO p:mem: 

· Pimc:nt name Ost!!

I berwy "1'Ufy � I have (;xplain� d,e nature, p� benefits; likelihood of success. side effects,
including pote.irtia! problems that might occur dtl'Jing �uperarion altemativcs to hyperbaric medicine
includmg relevant risks, benefits and side effects_ related to aJtematives, including no treatment.

' 
' 

Physician: ________ _ 
(Print name) Date 



ANDREA HYPERBARIC, WOUND CARE &
 HEALTH CENTER 

REL-EASE OF INFORMATION, ASSIGNMENT OF BENEFITS & GUARANTEE 
OF PAYMENT STATEMENTS 

Account# 

AUTHORIZATION FOR RELEASE OF INFORMATION

I HEREBY AUTHORIZE AND DIRECT THE ABOVE NAMED MEDICAL 
FACILITY AND PHYSJCIANS HAVING TREATED !vjE, TO RELEASE TO 
GORERNMENTAL AGENCIES, ·INS URAN CE CARRIERS. OR OTHERS WHO ARE 
FINANCIALLY LIABLE FOR MY MEDICAL CARE, ALL INFORMATION 
REGARDING MY TREATMENT. 
THIS INCLUDES ALL MEDICAL RECORDS, AND TEST RESULTS NEEDED TO 
SUBST ANIA TE PAYMENT FOR SUCH MEDICAL CARE AND TO PERMIT 
REPRESENTATIVES THEREOF TO EXAMINE AND MAKE COPIES OF ALL 
RECORDS RELATING TO SUCH CARE AND TREATMENT. 

I 

SIGNATURE OF PATIENT OR AUTHORIZED REPRESENTATIVE DATE 

ASSIGNMENT TO ANDREA HYPERBARIC, WOUND CARE & HEALTH 
CENTER: I HEREBY ASSIGN TRANSFER AND SET OVER TO THE ABOVE 
NAMED MEDICAL FACILITY SUFFICIENT MONIES AND OR BENEFITS TO 

WHICH I MAY BE ENTITLED FROM GOVERNMENTAL AGENCIES, 
INSURANCE CARRIERS, OR OTHERS WHO ARE FINANCIALLY LIABLE FOR 

MY MF.D!CAL CARE TO COVER THE COSTS OR CARE AND TREATMENT 
RENDERED TO ME OR MY DEPENDENTS IN THIS OFFICE. 

FINANCIAL AGREEMENT: THE UNDERSIGNED AGREES. WHETHER HE/SHE 
SIGNS AS AGENT OR AS PATIENT THAT IN CONSIDERATION FOR THE 
SERVICES RENDERED OR TO BE RENDERED. TO PAY ALL CHARGES 

INCURRED. DURING THE HOSPITALIZATION OF SAID PATIENT. AND AGREE 
TO PAY ALL CHARGES WHICH ARE NOT COVERED BY MEDICAL 

INSURANCE. 

SIGNATURE OF PATIENT OR AUTHORIZED REPRESENTATIVE DATE 

WITNESS FOR ANDREA HYPERBARIC, WOUND CARE & HEALTH 
CENTER 

.,, 
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ANDREA HYPERBARIC 

·WOUND CARE & HEALTH CENTER
u . ..

. 

. 
. 

CONSENT FOR PHOTOGRAPHS 

-Patient. _______________ Pl2ce. ___________ D::.te. ____ _

L-1 connection with the medicai servi<::es, which I am rece1vmg from iny

physician, Dr. ________ : I consent that photographs may be tak_en of 
me or :Rru:":LS of_�Y. body,_under th.e following_conditions: 

... .

4. 

The -photographs may be taken only with the consent of my physicia.rt and 
under such conditions a:.-id at such times as may be approved by him. 

Toe photographs shall be ta.ken by my physiciar1 or · by a photog:-apher 
approv.ed by my physici�. 

Th 1 • h '1 . , r · '· , · - · ,. · · · - -e pr."'tOOTa.Dhs s 1�1 be ''S""!"'! TO, T'n-""fiiCa; ,"""0,11� �nr. ,� 1e1 ttP 111.,c-.,.,-,-,;.,.� -. ·: 
- __ ...., 0 � • • - ""' � ""'- - - --v ...... - .. ...  \,,,,\,,., .,\.,;,..,; _ .. _._ -- .... ,.....,.;-"'--.:, "--'··------ - .. 

my P·hvs1cia_."'l me�ir-�1 �ei::e�rr.h eAnr-::::rir.� ,...._V' SC1""�Cf'. ·w··;i] hP 1-,,=..;,:,.ft.:.1 }-,v •· ,. .] • •: --- UJ.-"-- - - �,_..,..., u_.._,.,.. ... _"",..� • �'-'•• _. � ..... ..,"" ;.,1v •• v.:. ..... v- .._,
_; 

their use, such photographs and i.D.formation relating to my case may be 
published and reoublished. eit1-ie:r separatelv or in c.oni-iection with each 
- . • " .. .,I 

other, in professional jou.,-n.als or- -medical books, or used for any .o�_er 
purpose which he may deem proper in rhe interest of medical education, 
lalowledge, or research; provided, however: t.11at it is specifically ,mderstood 
that in any such pubiicarion or use I shal1 not be identified by narn._e. 

Signed·-------=---------�
Date (Patient) 

Witness 
-----------------




