
Pain Assessment
For atl areas where you experience pain. answer the following questions:

1. Describe your pain location(s):

3. How woutd you describe the pain? rarect au tM awyl

! snaro Dutt fl lching I Ttrrouting f] Shooting ! aumins I Tinstins

Other

4. What was the cause of the pain, if known?

! rn;u.r ! or.-"" ! Post-sutg"ry ! ott.tt

5. Have you previousty sought treatment for the pain? @teck all that awtv)

Ityr4 plc.s. tii trlrt'Eaas Ee Gg; d@dE d,,6,Eat ttsq. llrgkd ,*.'lt,rdotll, t edlc.tlrtr irrlion,

6. Are you currently taking any medications for this pain?

Yes No
lf yes. list medications

Pain Rating Assessment

l. Rate your pain intensity on a scate from 0 to 10:

o=No Pain, l,=Worsl Pain Possible

Current Pain Levet- Pain at its worst Pain at its best-

2. How does the pain affect your daily activities?

I Minimat lmpact n Moderate lmpact ! Swere lmpact

Activities most affectd {e.g., wdkitE,. silting, deqping)

3. How often do you experience the pain?

I occasionatty (1-2 times per week) [ rrequentty (3-4 times per week) n Constantly (daity)

Morning Pain

Afternoon Pain

I xone

None

I uiro

E Mird

E Moderate

! Moderate

I severe

I severe

I severe! t'tone ! t"tito trEvening Pain

Pain Duration
mi nutes/hou6 pet eqisod e

Moderate
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2. How tong have you been experiencing this pain?

I Less tran t monm I r.-s m"rrttr" I s-smontrs [ 6 montts-lyeat ! t-zy*r" ! Morethan 2years

f] ves n no



Stemwave' Treatment lnformaUon

7. Knowledge ot StemWave':
a- How did you hear about StemWave' therapy?

b. Have you had Stemwave' treatments before? lf so, when and for what condition?

2. Goals of treatment:

a. What are your expectations and goals for Stemwave'therapy?

| 

-(circle 

one: Patient / Legat Guardian).

do hereby consent to autho;ize the application of today s treatment fot the above-stated issues. I

futty und;rstand the nature of the treatment or procedure and confirm that I have either researched

thii treatment option or had it futty explained to me by the treating ptrysician or staff. Upon entering

the facitity. I was provided the opporhinity to discuss and ctariry any concerns I may have.

I acknowtedge that stemwave'is an elective therapy and that during the initiat mapping. retief of
symptoms oi futt resotution of my condition cannot be guaranteed. By choosing this treatment, I am

t6rgoing the opportunity for atteinative and/or medicat treatments based on my personat discretion. I

ats5 ,ec-ognizetnat fottowing att aftercare recommendations provided by my heatthcare provider is

cruciat foi optimizing results. I have had the opportunity to ask questions about the procedure' atl of
which have been answered to my satisfaction.

Signature: Date
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RISKS OF PROCEDTJRE: There may be temporary pain &/or soreness.
Thic typi.alb/ ro€olvei tvithia hoi,.rs or 7 2 days'



Consent Form

Full Name Date of Bifth

CitylstateEip Code

Phone Numbet Ernail Addtess Pefeted Cqltact Method

Patient Consent: By ansering the following questions. you will assist our team in identifying if you are
qualifid to receive the application of today's treatment

Are you pregnant?

Do you have cancer/tumor?

Do you have a skin infection?

Arc you 16-years of age or younger?

Do you have a tear in the tendon?

Have you eaten within the tast 2 hours?

Do you have any implanted medicat dgrices near the treatm€nt area
(e.9., pacemaker)?
lf yes, please specifiy:'

Do you have a bleeding disorder/tendency to bleed?

Are you on NSAlDt oPlQlos. Or antl-collgulant ueatment?

Have you received a cortisone injection wlthin the last so-days?

Specific Condition lnformation

Yes

Yes

Yes

1. Reason for Visit:
What specific cotiditioo or pain ate yan seeking tt€d,,]F.n.t to. with Stemwave'?

2. Duration of Condition:
Hol long have !@., be€,t exqdiencilg this cqtditiql ot pin?

3. Previous Treatments:

Have you died oiter Eeat rEnB tor this c6,rditidn? lf so-pl€tc lfut d,em and desct be their efuiveness.
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