Lakeshore Hyperbaric Center
2219 W BELMONT AVE, CHICAGO IL 60618
773-312-4141


Patient Information
Patient Name: _____________________________________	Social Security #:__________________________________
Address:_________________________________________	Marital Status: _M S D W_ Spouse:___________________
 _________________________________________	Gender: M  F Birth Date: 	 /	/	 Age ______
Month Day Year
Phone #: __________________________ 		Mobile:________________ Best time to call:________________________
Emergency Contact:____________________ Relationship:________	Day Phone:_______________ Eve: _____________
Occupation: ________________Employer:_____________________________________ Phone#: ______________________
Employer Address: ____________________________________________________________________________________

Physician Information
Are you currently under a doctor’s care?	Yes	No
Referring Physician’s Name/Specialty:__________________________________________________________________
Address:______________________________________________________________________________________________
Phone #:_____________________________________			Fax #:___________________________________________
Other Physicians:
Name/Specialty: __________________________________________________________ Phone #:________________________
Name/Specialty: __________________________________________________________ Phone #:________________________
Name/Specialty: __________________________________________________________ Phone #:________________________


Insurance Information

Name of Patient: _________________________________________________ 		SSN: _________________________________

Name of Person responsible for this account: __________________________ 		SSN: _________________________________

Insurance Company: ______________________________________________ 		Group #: ______________________________

Address: ______________________________________________________________________

Additional Insurance, if any: _________________________________ Group #: ____________

Address: ______________________________________________________________________
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	PATIENT
	FAMILY
	DETAILS

	Diabetes
	Yes
	No
	Yes
	No
	

	Hypertension
	Yes
	No
	Yes
	No
	

	Cancer
	Yes
	No
	Yes
	No
	

	Stroke
	Yes
	No
	Yes
	No
	

	Bleeding
	Yes
	No
	Yes
	No
	

	Acute Infections
	Yes
	No
	Yes
	No
	

	Hereditary Defects
	Yes
	No
	Yes
	No
	

	Heart Trouble
	Yes
	No
	Yes
	No
	

	Arthritis/Gout
	Yes
	No
	Yes
	No
	

	Convulsions/Seizures
	Yes
	No
	Yes
	No
	

	Other Patient History
	

	Other Family History
	


	Medication
	Amount
	How Often

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Name of Hospital
	Purpose of Hospitalization
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


Hospitalizations/Surgical History (Please list all past hospitalizations)

LAKESHORE HYPERBARIC CENTER
2219 W BELMONT AVE, CHICAGO IL 60618
773-312-4141

MEDICAL HISTORY
Date: _____________
Patient Name: ____________________________________	D.O.B.: __________________________ Sex:______________




________________________________________________________________________________________Allergies (Please list all known allergies)

________________________________________________________________________________________





  		
Bleomycin, Disulfiram/Antabuse, Doxorubicin/Adriamycin, Mafernide Acetate, Platinum/CisplatinMedications (Please list all medicines you are currently taking)
Are you taking any of the following medications now or recently? If yes, please circle
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LAKESHORE HYPERBARIC CENTER
2219 W BELMONT AVE, CHICAGO IL 60618
773-312-4141

Social History
Tobacco Use:	Never -_________ Previously, but quit __________ Current packs/day __________________________
Alcohol Use:	Never __________ Rarely _________ Moderate _____________ Daily _________________________
Drug Use:	Never __________ Type/Frequency ______________________________________________________
Caffeine Use:	Never ___________ Type/Frequency ____________________________________________________




System Review
Do you or have you had any of the following?
Yes	No	Yes	No	Yes	No
Acute Respiratory Illness	Frequent Ear Infections	Memory Loss/Confusion
AIDS or HIV Infection	Frequent Urination	Neurological Disease
Anemia	Glaucoma/Cataracts	Pneumonia
Angina	Hay Fever/Allergies	Pneumothorax
Anxiety	Hepatitis/Jaundice	Pregnant
Arthritis	Heart Attack	Prosthesis
Asthma	Heart Murmurs	Recent Weight Loss
Back Pain	Hearing Loss	Rheumatic Fever
Colostomy	Headaches/Migraines	Ringing in ears
Chest Pain	High Temperature/Fever	Rosacea
Chronic Bronchitis	Infections, (frequent)	Shortness of breath
Chronic Fatigue (CFS)	Kidney Disease/Failure	Sinus problems
Claustrophobia	Leukemia	Stomach Problems/Ulcers
Colostomy/Ileostomy	Liver Disease	Swollen ankles/feet
Emphysema	Low Blood Pressure	Thyroid disease
Excessive Thirst	Lung Disease	Tuberculosis
Fainting	Mitral Valve Prolapse	Vision difficulties
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Wound History (Complete this section only if you have a chronic wound or ulcer)
Wound Location: _____________________________________________________________________________________
How did your wound start? _____________________________________________________________________________
Is your wound open and/or draining?______________________________________________________________________
When did you first notice the wound?______________________________________________________________________
How have you been treating your wound until now? __________________________________________________________
Have you had any tests for circulation on your legs? Yes___No___ If yes, explain___________________________________
Please circle other problems associated with your wound - INFECTION   SWELLING   PAIN 
	OTHER ________________________________
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I certify that the above information is correct to the best of my knowledge. I will not hold my doctor or any members
of his/her staff responsible for any errors or omission that I may have made in the completion of this form. I understand that it is my responsibility to update this information as needed. This includes changes in medical
conditions/diagnosis, medications and personal and physician contact information.


___________________________________________	_______________________
Patient Signature or Representative	Date:


___________________________________________
Relationship to Patient
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PREPAYMENT REFUND POLICY
In case the patient is unable to finish the desired and/or the anticipated Hyperbaric Oxygen Therapy Sessions for 
any reason, or has no desire to continue treatments, full price for each treatment will be deducted from the
payment. The remaining balance, if any, will be refunded by company check payable to the payment source.




APPOINTMENT CANCELLATION POLICY

We require 24 hours notice to cancel appointments without charge. Appointments canceled with
less than 24 hours notice will be charged the full treatment amount as specified in your treatment 
package.




I have read and understand that there are no exceptions to the above policies, and agree to these terms.



______________________________________	________________________
Signature of Patient or Representative	Date:
