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PEMF EVALUATION

DATE:

PT NAME: PT #:
PHONE #:

First evaluation:

1.l currently have a ..... Pacemaker Yes No

Other Electronic Implant Yes No
2. Is there any possibility that you may be pregnant? Yes No
3. Are you currently receiving chemotherapy? Yes No

4. What problems do you hope to resolve with PEMF therapy?

ol

6. On a scale of 1-10 (with 10 being the worst), how much pain is associated with the above symptoms?

Symptom #1 Symptom #3
Symptom #2 Symptom #4
7. Do you take any medications for the above symptoms? Yes No

If yes, which medications:

8. What other treatment methods have you tried for this problem?

9. Which doctors assisted you with #77

Van D. Merkle, DC, CCN, DCBCN, DABCI 5777 Far Hills Ave
Andrew Dyer, DC, DABCA Dayton, Ohio 45429
Natalie Yahle, DC Phone: (937) 433-3241
Ashley Marchek, DC, FIAMA Fax (937) 496-5468

Tracey Merkle, MS Email: mail@take2healthcare.com



