PATIENT PRE-EXAM INSTRUCTIONS

PATIENT INSTRUCTIONS:

*Remove ALL jewelry, including permanent jewelry and piercings, BEFORE
you arrive.

*No physical therapy, massage, or chiropractic adjustments, acupuncture or
electromyography 24 hours prior to scan.

*No vigorous exercise or intimate relations 24 hours prior to scan.

*NO SMOKING for a minimum of 2 hours prior to thermography.

*NO POWDERS, LOTIONS, DEODORANT OR PERFUMES before scan.

*Avoid strong sunlight the day of scan.

*No sunburn that is active or peeling. If so, delay scan until completely
gone.

* There are no dietary restrictions; with the exception of; food or drink that
is excessively hot or cold 2 hours prior to scan.

*Please wear loose fitting clothing, if possible.

*NO SHAVING under arms, legs or anywhere else for 24 hours prior to any
full body scan.

*NO SHAVING under arms for 24 hours prior to breast imaging.

*Please put hair up and off ears and neck, if hair is longer.

FREQUENTLY ASKED QUESTIONS

1. Where is the test performed?
-X-ray laboratory, hospital, doctor’s office, clinician’s office.
2. Who performs the test?
-Clinical thermographer, X-ray technician, doctor
3. Are there any risks or side effects?
-None. Thermography is a non-invasive procedure.
4. Do I have to disrobe?
-Yes, but you are provided with gown until the scan begins. Then you will be
asked to remove it.

**IMPORTANT: If you are pregnant or breastfeeding, had
surgery in the area of interest, or any biopsies, chemo, or
radiation, you will need to wait 3 months after any of these
events have stopped.

**Please keep these instructions for reference when you return
for follow ups and yearly scans.



Patient Information Sheet
Name: D.O.B: / /
Address:
Phone Number:
Email:
Occupation:
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Number of children (and birth years):

Current illnesses:

Current diagnosis (and years):

Previous surgeries (and years):

Any current health issues:

Medications:

Other treatments:

Any vaccines in the past 4 weeks: YES NO

Type:
Area given:

**THIS INFORMATION IS CONFIDENTIAL**

Signed: Date: / /




Region of Interest / Special Study Questionnaire

All information given in the questionnaire will remain strictly confidential and will only be
divulged to the reporting thermologist and any other practitioner that you specify.

Name: D.O.B:
Address:
Phone: Your Doctor:

()
A
33/

Please Show areas of :

Main Pain

Secondary Pain

Numbness
Pins and needles

Skin lesions / scaring

Do you know what triggered the pain ?
Does anything relieve it ?

Does anything aggravate it ?

Has it changed since it began ?

Have you had any treatment ?

PATIENT DISCLOSURE
I understand that the Report generated from my images is intended for use by trained health care providers to assist
in evaluation, diagnosis and treatment. | further understand that the Report is not intended to be used by individuals for seif-
evaluation or self-diagnosis.
| understand that the Report will not tell me whether | have any iliness, disease, or other condition but will be an
analysis of the Images with respect only to the thermographic findings of the areas discussed in the Report.
By signing below, | certify that | have read and understand the statements above and consent to the examination.
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Authorization to Use or Disclose Protected Health Information
Medical Thermographic Imaging

Patient Name:

Address:
Date of Birth: Date of Request:

As required by the Privacy Regulatione, Medical Thernmographic Imaging may not use
or disclose your protected health information except as provided in our Notice of
Privacy Practices without your authorization.

1 hereby authorize this office and any of its employees to use or disclose my Patient Health Information to the
following person(s), entity(s), or business associates of this office:

EMI, Electronic Medical Interpretations
Patient Health Information authorized to be disclosed: Thermal Images and related health history

For the Speciic purpose of (descnbe in getai)
Intesrpretation of said images

Effective dates for this authorization: / / through / /

This authorization will expire at the end of the above period.

1 understand that the information disclosed above may be re-disclosed to additional parties and no longer
protected for reasons beyond our control. -

1 understand | have the right to:

1. Revoke this authorization by sending written notice to this office and that revocation will not affect this office’s
previous refiance on the uses or disclosure pursuant to this authorization.

2. Knowledge of any remuneration involved due to any marketing activity as allowed by this authorization, and as a
result of this authorization.

Inspect a copy of Patient Health Inforation being used or disclosed under federal faw.

Refuse to sign this authorization.

Receive a copy of this authorization.

6. Restrict what is disclosed with this authotization.

I also understand that if | do not sign this document, it will not condition my treatment, payment, erwoliment in a

health plan, or eligibility for benefits whether or not | provide authorization to use or disclose protected patient
health information.
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Signature or Patient or Patient's Authorized Representalive Date

Authorized Signature of Facility Date
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