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Name: __________________________________Birthdate: _____/_______/______ Today’s date:_____/_______/______ page 1 of 2
Address:_______________________________________________City:________________________State:________ ZIP:_________
Cell:____________________________ Home:________________________ Email:_________________________________________
May we update/communicate with you by Text/Email? YES No May we leave message on phone? YES No Signature  X_____________________________
Emergency Contact Name:_______________________________________________________________Phone Number:____________________________________
EXAM: VS Temp________*F Pulse_________BP_____/______Pulse Ox RA________% Wt ________Lbs, Ht:_____ft____in BMI____
AGE:_________years old Male or Female Right or Left Handed with Complaint of Diabetic Neuropathy Pain Numbness 
Stiffness Reduced mobility w/ pain PATIENT: REASON FOR YOUR VISIT?/WHAT HEALTH ISSUES DO YOU HAVE?_____________________
________________________________________________________________________________________________________________________
____________________________________________________________________________________________________________  
NO YES ?Do YOU have any of the following conditions?:****IF YES THE PENS DEVICE WOULD NOT BE SAFE and CANNOT be APPLIED TO YOUR EAR****
Any implanted neurostimulator/electrical stimulator Pacemaker Implantable Defibrillator (ICD) Deep Brain Stimulator Spinal 
Cord Stimulator Bladder Stimulator Pregnancy Hemophilia Significant bleeding disorder Uncontrolled Seizures Ear Infection
Associated symptoms: CIRCLE   or  NONE or CIRCLE ALL those conditions that apply to YOU & cross out what does not apply:]
Did you experience any of the following:Burning pain Pain>5+/10;___/10 Numbness Tingling Weakness Walking -poor 
balance Muscle atrophy Loss of coordination Difficulty walking  Impaired balance History of falls in past 12 months 1 2 
or___________? Difficulty standing from seated position Lower extremity weakness Difficulty performing Activities of Daily Living 
(ADLs) Chronic pain affecting your function Neuropathy affecting mobility Physician-documented neurological impairment What 
therapies have you tried? Physical Therapy OT Pain Medications: Gabapentin Lyrica Cymbalta Narcotics Steroid 
Injections Home PT Program Chiropractic Care Bracing Surgery Did any therapy help? YES NO Partially helped Duration 
of symptoms: ______months/years 
Do you use?NO YES Cane Walker Wheelchair ADL status:I can complete self-care independently [without]help Need help w/ baths-
dressing.
None Respiratory: Sore throat Earache Cough Dry Productive Wheezing Sinus drainage Sinus pressure Sharp chest pain_____
None Cardio: Shortness of air Chest pain Chest pressureNone Neuro: Brain fog Unfocused  None Eyes: Red Irritated Itchy    
None GU/GI: Pain w/urination Frequency Blood in urine Discharge Abdominal pain Nausea Vomiting Diarrhea______________
None Skeletal: Pain level______/10 Body Aches Joint pains Neck pain Back pain Knee pain Shoulder Pain   Compression Device     
None Other: Fever Fatigue Rash Metals Exposure Exposure to pesticides from farms or MOLD Tick Bites _____________________
Improve with?: Nothing or Tylenol or Unsure?:___________________________________________[Medicare UHC BCBS Humana Anthem]
Allergies to Medications?:Reviewed  CIRCLE  or  NONE Lidocaine Procaine Penicillin Sulfa Keflex-Cephalexin or List:__
____________________________________________________________________________________________________________
Medications: NONE or List________________________________________________________________________________________________
Reviewed _____________________________________________________________________________________________________________
MEDICAL Conditions: CIRCLE    or  NONE or Please CIRCLE or   ALL conditions that apply to you and or LIST:_________________
None RESP: Asthma COPD  Use Oxygen Sleep Apnea  Allergies_________________________________________________________________________
None Hormones: [Diabetes  Type 2 or  Type 1]  [Thyroid Hypo Hyper] Testo-HRT  Bio-Identical Hormones]_______________________________
None HEART: [Heart attack Stent  Atrial fibrillation CHF]  High Blood Pressure Elevated Cholesterol____________________________________     
None GI: [Ulcers Gastritis Reflux Crohn’s Ulcerative Colitis] LIVER: [Hepatitis  Liver disease  Yellow skin]_________________________________
None GU: [Kidney Disease Kidney Stones Blood In Urine  Frequent Urinary Tract Infections] __________________________________________________
None BRAIN:[Stroke TBI/Brain Injury TIAs  Parkinson Seizures Alzheimer’s] PSYCH:[Anxiety Depression OCD  PTSD] ____________________
None Blood Disorders: [Coumadin Blood Thinners HIV Blood Clots of Lungs Blood Clots of Legs Low platelets Anemia] _______________________
None Auto-Immune dz: [Lupus MS  Rheumatoid Arthritis] Cancer:________________________________________________________________________
SURGICAL History: CIRCLE    or  NONE or Please CIRCLE    or  conditions that apply to you:________________________________________________________
[Knee:  Right   Left]; [Shoulder: Right  Left]  [Hip: Right &  Left]  Spine  Heart Surgery or Stent  Gall Bladder Appendix  Hernia 
Hysterectomy Tubal C-Section  Cancer surgery:_________________________________________________________________________________________
Family History of: CIRCLE   or Checkmark NONE or Heart disease or Cancer: No  IF YES Describe type &who?___________________________________
SOCIAL history?: Work type?:___________________________Employed  Unemployed  Retired Disabled  Single  Married_________________________  
CIRCLE   Divorced  Widowed Live with Others  Live alone  Live in retirement Home or Live in Nursing home____________________________________
Tobacco use?: Please CIRCLE  or  NONE or  ¼ ½ 1 2 pack per day [Patient is aware smoking leads to erectile dysfunction heart dz]__________________
Alcohol use?: Please CIRCLE   or  NONE or Drinks per week?:  less <7   7-14  greater than 14___________________________________________________
Drug Use?: Please    CIRCLE     or  NONE or  Cocaine  Heroin  Meth Other___________________________________________________________________
REVIEW OF SYSTEMS (ROS): +++ NONE or Please   CIRCLE   or  conditions that apply to you++++ Fever Cough Fatigue
EXAM and Plan to be completed by clinician  = Normal negative   CIRCLE   = + or ABNORMAL findings 
General: Well-developed Well Nourished__________________________________    ASSESSMENT: Chronic Pain [G89.29] 
Psych: Alert and Oriented x3 Logical during evaluation_______________________    Diabetic 2 Polyneuropathy [E11.42]Diabetic 2 Mononeuropathy [E11.41]
EYES: Eyelids normal Conjunctiva clear or REDPER EOMI ________________  Diabetic 1 Polyneuropathy [E10.42]Diabetic 1 Mononeuropathy [E10.41]
HEENT: External Ears & Nose are normal Hearing normal____________________   Asthma/COPD exacerbation Chest pain Heart Disease  HTN
Sinus-non-tender tender Pharynx-Clear RED TM Clear RED wax                  Cervical Pain Thoracic pain Lumbar back pain / LBP_____________
Neck: No meningismus Good ROM Trach midline No goiter No C-spine TTP      LABS: CBC CMP G6PD Vitamin D Urine metals Other:_________
Pulmonary: Respirations unlabored CTA Chest NTTP _______________________    LABS: UA Urine Cx Urine Preg Strep_________________________
Cardiac: Regular Rate Rhythm No calf pain or swelling No M Irregular rhythm     PNC, Amox, Keflex, Zithromax, Macrobid, Flagyl  [ALL are SAFE in Pregnancy]                                      

GI/Abdomen: Soft & non-tender No rebound No CVAT Liver Spleen nl ______     Plan Abx:_____________________________________________________  
Skin: No rashes – petechiae noted__________________________________________     IV Ozone MAH IV Mega C Meyer IV VIT C IV Silver or Peroxide               
Neuro: Non focal CN 3-12 no deficit noted Strength= 5/5 x 4 Gait normal                   IV Chelation [Na or Ca EDTA] IV Phospholipids_________________
Diminished sensation Sole of foot Dorsum Shin Knee____________________  PENS NS100 programmed & applied ear cleaned Hibiclens *LOMN
Spine: Para-spinal muscles non-tender Bony spine non-tender _______________     Labs 331333 G6PD Urine Metals Vascular Rx Dry Shampoo           
Skeletal: No clubbing, petechiae  Extremities x 4 are non-tender with movement.       ProlozoneProlotherapy PRP PHPRP+B1 BA No shower 20days
I certify that the patient has been evaluated and treatment is medically necessary based on documented diagnosis, functional impairment, and treatment goals.                    
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_______________________________________________________________________________________________________________________________________  
   
Clinicians: ______________ _______________________________________________________________________________________________________________________R. Cruz MD


