New Jersey Sports Chiropractic & Physical Therapy, PC
Body Tempering™ Screening Form

Name: Date: Date of Birth:
What number on the pain scale best describes your pain right now? __ /10
{0=No pain, 10 = Extreme pain)

Please checlcyes or no to all existing personal medical history questions below:

[1Yes [0 No— Do you have any known disease or local infection at the present time?

OYes [0 No— Do you have any heart or lung conditions?

[1Yes [1No— Do you have a history of osteoporosis, osteopenia, or “brittle bones”?

OYes [1No— Do you have any history of surgery?

[OYes [ONo— Do you have any implants - i.e. Cardiac Pacemaler, Total Joint Replacement..,?
OYes [1No-—Doyou have any history of fractures?

MYes [INo— Do you have any muscle, tendon, ligament, skin, or other soft-tissue damage?
OYes [1No— Doyou have any significant muscle weakness in your arms or legs?

[Yes OONo— Do you have any bowel or bladdar issues?

[1Yes [0No— Do you have any history of cancer or metastatic bone disease?

Ll1Yes ONo— Doyou have any areas of decreased or absent sensation?

[Yes [1No— Do you have any artery or vein conditions?

" [Yes O No— Do you have any conditions that may increase risk of bleeding or bruising?
OYes [0No— Do you have any neurological conditions?

[OYes LINo— Areyou pregnant or actively trying for a pregnancy?

If you answered yes to any of the questions above, please consult with your practitioner regarding possible
health risks which may limit your participation in Body Tempering.
Please list any other past medical or orthopedic history:

List any medicaticns you are presently taking (if any):

By sighing below | hereby release any of the Body Tempering instructors and Body Tempering certified
personnel from alt liability.

Signature of Patient:




