
 
 

 

www.altdurango.com                                  
(970) 422-8510

 

 

48 County Road 250                                             
Suite #6                                                      

Durango, CO. 81301 

 

Thank you for taking the time to fill out this overview form. This information will greatly assist us in helping you achieve your health and wellness 
goals. All information is strictly confidential. 

 

Name:  ________________________________________      Date:  _________________       Date of Birth:  ____________________ 

Address:  __________________________________________________________________________________________________ 

Email:  _____________________________________________     Occupation:  ________________________    Age:_____________ 

.................................................................................................................................................................................................................. 

Would you like to be on our email list?              Y          N           (Your information will never be given to any other person or business.) 

Telephone Home:  __________________________      Work:  ________________________      Mobile:  ______________________ 

Emergency Contact Name:  __________________________      Phone:  ___________________       Relation:  __________________ 

Spouse/Partner Name:  _______________________________________________________________________________________ 

How did you hear about Animas Laser Therapy?  ___________________________________________________________________ 

 

Other healthcare providers: 

1.  Name:  _________________________________________        2.  Name:  _____________________________________________ 

     Profession: ______________________________________             Profession:  __________________________________________ 

     Phone:  _________________________________________             Phone:  _____________________________________________                      

3.  Name:  __________________________________________      4.  Name:  ____________________________________________ 

     Profession: _______________________________________           Profession:  _________________________________________ 

     Phone:  __________________________________________           Phone:  ____________________________________________ 

 

 

  

 



 

 

 

    

 

Please list your health concerns (physical, emotional, or psychological) in order of importance to you, and the date of onset: 

1. ____________________________________________________________________________________      __________________ 

2. ____________________________________________________________________________________      __________________ 

3. ____________________________________________________________________________________      __________________ 

4. ____________________________________________________________________________________      __________________ 

5. ____________________________________________________________________________________      __________________ 

Anything further: ____________________________________________________________________________________________ 

 

Please list your most stressful life experiences (physical or psychological): 

1. ____________________________________________________________________________________     Age: ______________ 

2. ____________________________________________________________________________________     Age: ______________ 

3. ____________________________________________________________________________________     Age: ______________ 

4. ____________________________________________________________________________________     Age: ______________ 

5. ____________________________________________________________________________________     Age_______________ 

Anything further:  ____________________________________________________________________________________________ 

 

 

 

 

 

 

 

 



 

 

 

Please list all current vitamins/minerals, herbs, or homeopathic remedies. 

Supplement  Dose/day  How long  Reason for Supplement 

 ____________________________________    _______________    _______________    ___________________________________ 

 ____________________________________    _______________    _______________    ___________________________________ 

 ____________________________________    _______________    _______________    ___________________________________ 

 ____________________________________    _______________    _______________    ___________________________________  

____________________________________    _______________    _______________    ___________________________________ 

Please list all current medications (prescription and over-the-counter). 

Medication  Dose/day  How long  Reason for Medication 

 ____________________________________    _______________    _______________    ___________________________________ 

 ____________________________________    _______________    _______________    ___________________________________ 

 ____________________________________    _______________    _______________    ___________________________________ 

 ____________________________________    _______________    _______________    ___________________________________ 

Are the medications well tolerated?      Y     N      If no, please list the adverse reactions or side effects and from what medication: 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

In the last 10 years, approximately how many courses of antibiotics have you taken?   _____________________________________ 

 

Please indicate if you have had any of the following diagnostic tests performed: 

Test  Notable finding  Test  Notable finding 

 Thyroid Panel      __________________________________           Cholesterol   ______________________________________ 

 Liver Panel      ____________________________________           Hormone level   ____________________________________ 

 Complete blood count   ____________________________          EKG    _____________________________________________ 

 Blood sugar test   _________________________________          Chest x-ray    _______________________________________ 

 Colonoscopy   ____________________________________         Mammography    ____________________________________ 

 Food Allergy   ____________________________________          Thermography    ____________________________________ 

 Heavy Metals   ___________________________________          Adrenal Function    __________________________________ 

 Digestive Stool Analysis   __________________________            other    ____________________________________________ 

  

Date and findings of last physical exam: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 

 

 

 

 



 

 

 Please list any past surgeries or hospitalizations:               Date: 

 ________________________________________________________________________             _____________________________ 

 ________________________________________________________________________             _____________________________  

________________________________________________________________________             _____________________________ 

Please list all past injuries (ie. broken bones, joint sprains, burns, falls, car accidents, etc.):           Date: 

 ________________________________________________________________________             _____________________________ 

 ________________________________________________________________________             _____________________________ 

 ________________________________________________________________________             _____________________________ 

List all dental work (root canal, mercury or ceramic filling, implants, caps, dentures):                                                Date: 

 ________________________________________________________________________             _____________________________ 

 ________________________________________________________________________             _____________________________  

________________________________________________________________________             _____________________________ 

 

Check all that apply: 

Childhood Illness   Vaccination History   Other Medical Procedures 

   Asthma      Measles       Joint replacement 

   Chickenpox     Hepatitis A      Pacemaker 

  Eczema     Hepatitis B      Pins or plates 

  Frequent ear infections or colds     Tetanus     

  Measles      Small pox     

  Mumps       Diphtheria     

  Polio      Mumps     

   Rubella      Flu Shot     

  Rheumatic fever      Chicken pox     

  Scarlet fever   
 

  Pertussis  
 

  

  Whooping cough      Rubella     

      Polio     

      Shingles     

What is your blood type?     A+  B+  O+  AB+  A-  B-  O-  AB- 
 

 

Height:_______ Current Weight:______ Ideal Weight:_______ Weight 1 yr. ago:________ Max weight:________ When:_________ 

 

 

 

 

 

 



 

 

 

Circle if the symptom has occurred in the last year.  Place a check mark if the symptom has occurred in the past. 

General weight gain  
weight loss  
history of dieting 

chronic fatigue  
weakness 
excessive thirst 
anemia 

spontaneous swelling 
night sweats 
fever/chills 
sick more than 1 time / yr 

intolerance to heat 
intolerance to cold 
cold hands/feet 
other: 

Skin dry skin  
itchy skin 
rashes/hives 
moist skin 
bruise easily 

acne 
eczema 
psoriasis  
shingles 
ringworm 

athlete’s foot 
moles 
bumpy skin on back of arms 
spider/varicose veins 

changes to nails 
changes to skin color 
changes to moles  
nail fungus 
other: 

Head headaches  
migraines 

dizziness  
vertigo 

trauma 
hair loss 

other: 

Eyes dry eyes 
watery eyes 
itchy eyes 
eye pain 
red eyes 
discharge from eyes 

floaters/hallo/flashes 
blurred vision 
impaired vision 
double vision  
sensitive to light  
poor night vision 

sties 
cataracts 
vision loss 
other 

vision correction: 
_____________________ 
vision:   near or far 
contacts: 
glasses: 
laser: 

Ears ear pain 
itchy ears 
waxy ears 

discharge from ears 
ringing in ears  
hearing loss 

ear infections  
ear infections as a child 

hearing aids 
other: 

Nose & Sinuses itchy nose  
nasal discharge  
congested nose/sinuses 

postnasal drip  
nosebleeds 
loss of smell 

breathe through mouth 
snores 

other: 

Mouth & Throat Dry mouth  
itchy mouth/throat 
sores on mouth/lips 
hay fever/allergies 
bad breath  
root canals 

frequent sore throat 
coughing up blood 
persistent cough  
difficulty swallowing 
loss of taste 
hoarseness 

dentures 
inflamed/bleeding gums 
cavities  
braces  
teeth sensitivity 

jaw clicks 
TMJ 
Other: 

Neck neck pain or stiffness swollen glands trauma  other: 

Respiratory shortness of breath 
wheezing  
pain with breathing 
chronic cough 
coughing up blood 

asthma 
allergies 
bronchitis/pneumonia 
positive TB test  
history of smoking 

exposure to chemicals 
exposure to solvents  
exposure to particulates 

history of 2nd hand smoke 
other: 

Cardiovascular high blood pressure 
low blood pressure 
high cholesterol 
high glucose  
chest pain 

feel heart racing 
chest tightness 
difficulty breathing at night 
palpitations  
swelling in ankles  
heart fluttering 

purple fingers/lips 
irregular heartbeat  
heart murmur  
dizziness on standing 
exhaustion with minor exertion 

varicose veins 
hemorrhoids 
spider veins  
calf pain at night 
calf pain walking 
other: 

 

 

 

 

 

 

 

 



 

 

Circle if the symptom has occurred in the last year.     Place a check mark if the symptom has occurred in the past. 

Gastrointestinal poor appetite 
excessive appetite 
changes in appetite 
excessive thirst 
trouble swallowing 
stomach pain 
nausea / vomiting 
vomit blood 
burping / belching 
abdominal pain 
abdominal bloating 
gas / flatulence 

indigestion  
heartburn / antacid use 
constipation (<1 stool/day) 
stool hard to pass 
diarrhea  
blood in stools  
black tar in stools  
mucous in stools  
undigested food in stools 

fatigue after eating  
food sensitivity  
anal itching  
liver disease  
gallbladder disease  
treated for parasites  
ulcers  
hemorrhoids 
 

 

intolerance to specific 
foods: 

 

 

Other: 

 

Endocrine hypothyroid 
hyperthyroid 
hypoglycemia 
excessive thirst 

heat or cold intolerance 
diabetes  
fatigue 

poor appetite 
excessive hunger  
seasonal depression 

weight loss 
weight gain  
other: 

Immune slow wound healing 
reactions to vaccinations 

chronic fatigue syndrome chronically swollen glands chronic infections 
other: 

Neurological fainting  
dizziness / vertigo 
numbness or tingling 
trembling hands 

head trauma 
poor concentration 
memory loss 
lack of alertness 

loss of grip strength 
loss of muscle tone 
muscle weakness 
heavy head 
heavy extremities 

other: 

Urinary frequent urination 
urinate <3 times/day 
can’t hold urine 
urination with cough or sneeze 

light yellow urine 
dark yellow urine  
yellow urine  
red urine 
cloudy urine  
strong smelling urine 

kidney infections  
bladder infections 
urination at night 
pain/burning urination 

dripping after urination 
bed-wetting 
other: 

Musculoskeletal pain in: 
- arms                    - hands 
- shoulders           - neck 
- upper back        - lower back 
- hips                     - legs 
- feet 

painful bones 
tight shoulder muscles 
swollen knees/elbows 
numbness / tingling 
burning 
spasms/cramps 
morning stiffness 

chronic pain 
loss of height  
unable to sit straight 
activities limited due to 
pain 

arthritis 
herniated/slipped disk 
tendonitis 
osteoporosis  
broken bone  
other: 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 



 

 

Circle if the symptom has occurred in the last year.  Place a check mark if the symptom has occurred in the past. 

Women only age of first menses:__________ 

length of period:____________ 

length of cycle:_____________ 

date of last menses:_________ 

heaviest flow day:___________ 

abnormal pap 

# pregnancies: __________ 

# live births:_____________ 

sexually active    Y     N  

With whom are you sexually 

active?: 

-men    - women    - both  

type of birth control: 

 
type of STD control: 
-condoms  
- monogamy 
-other: 

-spotting between 
periods 
-clots with period 
-menstrual cramps 
-weight gain with period 
-PMS 
-irritability 
-moodiness  
-crave sweets  
-tendency to cry  
-bloating / swelling  
-breast tenderness  
-low back pain 
-fatigue with period 
-missed periods  
-irregular periods  
-difficulty conceiving 
-lack of sexual 
desire 

-vaginal itching  
-vaginal discharge  
-vaginal odor  
-yeast infections  
-dry vaginal mucosa 
-painful intercourse  
-history of STDs:   Y     N  
-tested for STDs:   Y     N 
-uterine cyst/fibroids         
-hysterectomy                    
-use of birth control pill 
for greater than 10 yrs? 

Women only monthly breast self-exam   Y   N 
fibrous breast 
breast feed your child  
breast implants  
history of mammograms 
abnormal mammogram 
nipple discharge 

hot flashes 
changes in cycle 
brain fog 
menopause 
age of menopause: _______ 

use of hormone 
replacement: 

other: 

Men only sense of full bladder  
difficulty urinating 
burning/pain with urination 
wake up to urinate  
dripping after urination 
increased straining w urination 

discharge from penis 
sore on penis  
history of STDs    Y    N 
tested for STDs    Y    N 
premature ejaculation 
painful ejaculation 
erectile dysfunction 
infertile  
lack of sexual drive 
sexual difficulties 

testicular lump 
testicular pain 
monthly testicular self-
exam?   Y    N 
history of prostatitis 
enlarged prostate 
prostate exam?    Y     N 
PSA test?   Y    N  
prostate cancer 
pain/cold in genital area 
hernias 

currently sexually active? 
Y    N 

with whom are you 

sexually active?:               - 

men    - women    - both  

type of birth control: 

type of STD control: 

-condoms  
-monogamy 
-other: 

Emotional 
depression 
mood swings 

treated for emotions 
tension 

suicidal thoughts  
anxiety / nervousness 

other: 

 

 

 

 

 



 

 

Please indicate whether any family members have had any of the following: (Include parents, siblings, maternal grandparents (MGP), 
paternal grandparents (PGP), aunts, uncles. Include age and cause of death if applicable.) 

  Relation to you                                                                                      Relation to you 

 Alcoholism      ____________________________________           Diabetes   _________________________________________ 

 Allergies      ______________________________________           Drug abuse  _______________________________________ 

 Alzheimer’s Disease      _____________________________          Heart Disease   _____________________________________ 

 Arthritis      ______________________________________           High Blood Pressure   ________________________________ 

 Asthma      ______________________________________            Kidney disease   ____________________________________ 

 Cancer (indicate type)      ___________________________          Osteoporosis   ______________________________________ 

 Depression      ___________________________________            Stroke   ___________________________________________ 

 Epilepsy      ______________________________________          Thyroid condition   __________________________________ 

 Autoimmune condition      _________________________            Anemia   ___________________________________________ 

 Skin condition      _________________________________          Glaucoma __________________________________________ 

 Tuberculosis      ___________________________________         Other medical illness   ________________________________ 

 

 

 

 
 
 
 

 



 

 

Please check all that apply and specify frequency/amount. 
 Caffeine:________________________________ 

 Soda:___________________________________ 

 Alcohol:_________________________________ 

 Recreational Drugs:________________________ 

 Tobacco:________________________________ 

 Red Meat:_______________________________ 

 Hours of sleep per night:___________________ 

 Difficulty sleeping:____________________________ 

 Physical Activity:_____________________________ 

 Chemical Exposure:___________________________ 

 Number of meals per day:______________________ 

 Water consumption per day:____________________ 

 Social Support:_______________________________ 

 

Please list all allergies (food, medication, environmental): 
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________ 

Please describe the emotional climate of your home: 

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________

____________________________________________________________________________________________________________ 
 

Rate your stress level (1=low, 10=high)               1      2      3      4      5      6      7      8      9      10 

Which factors most contribute to your stress? 

   health          work          money          family          marriage        other 

 

Please describe: _____________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________  

___________________________________________________________________________________________________________ 

What brings you joy? _________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________ 

Any additional information about your health that you would like to share: _____________________________________________ 

 ___________________________________________________________________________________________________________ 

 ___________________________________________________________________________________________________________  

 

 

 

 



 

 

 
**If you are visiting us for pain management services fill out this page. If not, leave blank** 

 
 

Short-form McGill Pain Questionnaire 2 (SF-MPQ-2)  
For this questionnaire, please rate the intensity of each type of pain and related symptoms you felt during the past week on a 0 to 
10 scale, with 0 being no pain and 10 being the worst pain you can imagine. Use 0 if the word does not describe your pain or 
related symptoms. 

  

 

23. Present Pain Intensity (PPI) – Numerical Pain Rating Scale. On a scale from zero to ten, zero indicating no pain and ten 

indicating worst pain imaginable:  

  

None      worst possible  

  
24. Evaluative overall intensity of total pain experience.  Please circle the word that describes your pain.  

No pain   Mild   Discomforting   Distressing   Horrible   Excruciating 

 



 

 

ANIMAS LASER THERAPY, LLC 
INFORMED CONSENT AND AGREEMENT TO RECEIVE  

LOW-LEVEL LASER THERAPY (LLLT) & WELLNESS CONSULTATION   

 

I, __________________________________________ agree to and understand the following: 

1. NOT A REPLACEMENT FOR MEDICAL CARE; PRESCRIPTION CHANGES:  Services provided at Animas Laser 
Therapy, LLC are not a substitute for primary or specialized medical care and do not take the place of medical evaluation.  
Please consult with all of your health providers about services recommended by and received in this office. DO NOT alter 
any medical treatment plan or prescriptions without the approval of your physician. By signing this consent, you agree to 
discuss any and all services with your physician and to tell your physician about the services you receive. 

 
2. NO GUARANTEE:  Individual results vary and Animas Laser Therapy, LLC does not guarantee or otherwise promise any 

results.  The services provided are intended only to support fat reduction and body contouring, and support pain 
management through reduction of inflammation and increased blood flow, the success of which is NOT guaranteed.  

 
3. CONTRAINDICATIONS, INCLUDING PREGNANCY:  Women who are pregnant or may be pregnant should not receive 

Low-Level Laser Therapy.  By signing this form, I represent that I am not pregnant and that I have consulted with my 
primary care physician or another specialist physician regarding whether I may be pregnant.  I further understand that I 
should not receive Low-Level Laser Therapy if I have any of the following and I represent that I DO NOT have: 

 
-  cancerous, or potentially cancerous lesions 
-  carcinoma 
-  epilepsy 

-  any photosensitizing skin condition or take any    
photosensitizing medication 

-  hyperthyreosis 
 
4. RISKS:  The services provided by Animas Laser Therapy, LLC have some risks.  While no serious adverse outcomes 

have ever been reported with Low-Level Laser Therapy, I understand that unforeseeable risks may be present in any 
modality and I accept these risks at my own willful volition. Such risks may include, but are not limited to, burns, 
discoloration, mild discomfort, and/or pain. I understand that my symptoms may temporarily worsen upon first starting 
laser therapy, especially symptoms from old injuries and chronic pain. Nutritional recommendations, including dietary 
supplements, vitamins, minerals, herbs, and other nutrients are generally considered safe; however, they involve some 
risks including, without limit, changes in blood sugar, gastrointestinal upset, allergic reaction, and toxicity.  They may also 
interact with some drugs and may be inappropriate during pregnancy.  Accordingly, you should consult with your 
prescribing provider about any drugs you are taking, and immediately report pregnancy and any adverse effects to all 
care providers.   

5. ALTERNATIVES: Alternatives include declining our services and consulting with other providers.   

6. LIMITED LIABILITY:  You agree on behalf of yourself (and your personal representatives, heirs, executors, 
administrators, agents and assigns), to the maximum extent permitted by law, to waive, release, and discharge Animas 
Laser Therapy, LLC and it’s employees, agents, and representatives from any and all liability, claims, or causes of action 
arising out of alleged acts or failures to act, including liability, claims, or causes of actions resulting from negligence. This 
consent and agreement is intended to be a complete release of liability to the greatest extent allowed by law and if any 
portion is held to be invalid, the remainder shall be valid.  This waiver and release of liability includes, without limit, injuries 
that may occur as a result of your use of equipment, services, or facilities, and any instruction and/or supervision received 
while at Animas Laser Therapy, LLC; and slipping and/or falling while in or on the premises and/or therapeutic care in 
any healing modalities. 

7. REVIEW AND AGREEMENT:  By signing this Informed Consent and Agreement, you acknowledge that you have 
received a copy of this document and that you have read, and fully understand and agree to its terms. 



 

 

8. PROVISION OF SERVICES BY NON-PHYSICIAN:  By signing this Informed Consent and Agreement, you acknowledge 
that you have read the following information related to the provision of services at Animas Laser Therapy, LLC and that 
you consent to such services:   

a. Services may be delegated to the staff, some of whom may NOT be licensed health care providers, at the discretion  
of the designated Medical Director.   

b. Services that are medical services are provided pursuant to delegated authority by the Animas Laser Therapy, LLC 
Medical Director; 

c. Dr. Michelle Hemmingway, M.D. is the Medical Director for Animas Laser Therapy, LLC; 

d. The Medical Director is available personally to consult with you and provide evaluation or treatment in relation to the 
delegated services;  

e. Upon my request, the Medical Director will timely and personally provide consultation, evaluation or treatment, and 
will provide appropriate follow-up care and/or referrals. 

9. PAYMENT, INSURANCE, AND REFUNDS:  Payment for services is not conditional on response.   This office does not 
accept insurance. Any insurance you have is an agreement between you and your insurance carrier and you are responsible 
for payment of services, whether or not they are covered by insurance.  Prorated fees for unused, prepaid services will be 
refunded if you wish to cancel; however, no refunds are available for products purchased or services rendered.   

 
 
 
 

STOP! 
DO NOT SIGN BELOW IF YOU HAVE NOT READ 

OR DO NOT UNDERSTAND THE ENTIRE INFORMED CONSENT AND AGREEMENT 

By signing this Informed Consent and Agreement, you acknowledge that you have carefully read and understand this 
document and understand that you should not sign this form if any of your questions have not been answered or if you do not 

understand any of the terms.  By signing this Informed Consent and Agreement you release Animas Laser Therapy, LLC, its 
owners, employees, providers, affiliates, and representatives from all liability.  You agree to waive any right to bring legal 
action to or assert any claim against Animas Laser Therapy, LLC.  I have read and fully understand this Informed Consent 
and Agreement. 

 

                                        

Patient or Person with Authority to Consent    Date                

 
                                        

Witness    Date                

 

 


