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Intake 


		                                               Date: ___________
Name: _________________________________ 	
Date of Birth: 	________________	

Home Address (City, state, zip code): _______________________________________________

Phone: 	

How did you hear about us?: ______________________________________________________


What do you hope to accomplish from Hyperbaric Oxygen Therapy (HBOT)?
[image: ][image: ][image: ]

What do you hope to gain from HBOT?
[image: ][image: ][image: ]

Military

Have you served in the military? □ Yes □ No 

If so, what branch? ____________________________________________

Dates of service:    ____________________________________________

Have you experienced any trauma or PTSD from your service? □ Yes □ No 

If so, please describe: ______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

SYMPTOMS

Please check any symptoms or experiences that you have had in the last month

 □ Difficulty falling asleep			□ Difficulty staying asleep	
□ Difficulty getting out of bed		□ Not feeling rested in the morning 
□ Average hours of sleep per night: 		
□ Persistent loss of interest in previously enjoyed activities
□ Withdrawing from other people		□ Spending increased time alone
□ Depressed Mood				□ Feeling Numb
□ Rapid mood changes			□ Difficulty concentrating or thinking
□ Decreased energy				□ Large gaps in memory
□ Frequent feelings of guilt			□ Avoiding people, places, activities or specific things
□ Difficulty leaving your home				
□ Fear of certain objects or situations (i.e., flying, heights, bugs) Describe: 	
□ Repetitive behaviors or mental acts (i.e., counting, checking doors, washing hands)
□ Outbursts of anger				□ Irritability 
□ Inappropriate expression of anger
□ Sadness					□ Hopelessness
□ Helplessness				□ Worthlessness
□ Feeling or acting like a different person 	□ Self-mutilation/cutting
□ Eating more (Weight gain:  ____ lbs)	□ Eating less (Weight loss: ____lbs.)
□ Voluntary vomiting				□ Use of laxatives
□ Binge eating					□ Excessive exercise to avoid weight gain
□ Difficulty catching your breath			□ Increase muscle tension
□ Unusual sweating				□ Increased energy			
□ Anxiety					□ Tremor
□ Frequent worry					□ Easily started, feeling “jumpy”
□ Racing thoughts				□ Fear
□ Dizziness					□ Physical sensations others don’t have
□ Panic attacks		
□ Flashbacks					□ Nightmares
□ Intrusive memories
□ Difficulty problem solving			□ Difficulty meeting role expectations
□ Dependency on others			□ Manipulation of others to fulfill your own desires
□ Difficulty or inability to say “no” to others					
□ Ineffective communication			□ Difficulty expression emotions
□ Sense of lack of control 			□ Decreased ability to handle stress
□ Concerns about your sexuality
□ Thoughts about harming or killing yourself			
□ Thoughts about harming or killing someone else
□ Feeling as if you were outside yourself, detached, observing what you are doing
□ Feeling puzzled as to what is real and unreal
□ Persistent, repetitive, intrusive thoughts, impulses, or images 
□ Unusual visual experiences such as flashes of light, shadows
□ Hear voices when no one else is present
□ Feeling that your thoughts are controlled or placed in your mind
□ Feeling that the television or the radio is communicating with you

MEDICAL HISTORY

Are you currently under treatment for any medical condition? □ Yes □ No	

If yes, describe: 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

         What is the name/number of your Physician? ___________________________________________

List any prior illnesses, operations and accidents. 

If you have any accidents. Did it result in brain injury/trauma? □ Yes □ No

If yes, describe: 
___________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

           
Have you been in any contact sports or accidents that have resulted in a concussion? □ Yes □ No

If yes, describe: 
________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________




Are you CURRENTLY taking Psychiatric medication? □ Yes □ No

	Medication
	Dosage
	How long have you been taking it?
	Has it been helpful?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Are you CURRENTLY taking NON-Psychiatric medication? □ Yes □ No

	Medication
	Dosage
	How long have you been taking it?
	Has it been helpful?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Have you been on Psychiatric medications in the past? □ Yes □ No

	Medication
	Dosage
	How long have you been taking it?
	Was it helpful?

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Have you been hospitalized for psychiatric reasons? □ Yes □ No

	Hospital
	Dates
	Reason
	Was treatment helpful?
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SUBSTANCE ABUSE

Do you drink alcohol? □ Yes □ No
If yes, age of first use 	 
How much do you drink? 			
How often do you drink? □ Daily □ Weekly □ Monthly □ Yearly 
Have you ever passed out from drinking? □ Yes □ No     How often? _____
Have you ever blacked out from drinking? □ Yes □ No    How often? _____
Have you ever had the “shakes”? □ Yes □ No                  How often? _____
Have you ever felt you should cut down on your drinking? □ Yes □ No
Have people annoyed you by criticizing your drinking? □ Yes □ No Have you ever felt bad or guilty about your drinking? □ Yes □ No
Have you ever drank/used drugs in the morning to steady your nerves or relieve a hangover? □ Yes □ No
Do you use tobacco? □ Yes □ No
If yes, how often? 	

Other:
Please indicate for each drug listed below

□ I have never used drugs 
	Drug
	Ever used?
	Age of 1st use
	Time since last use
	Approx use in last 30 days

	Cocaine
	
	
	
	

	Crack
	
	
	
	

	Heroin
	
	
	
	

	Methamphetamine
	
	
	
	



□ I have never used psychedelics 
	Psychedelic 
	Ever used?
	Age of 1st use
	Time since last use
	Approx use in last 30 days

	Marijuana 
	
	
	
	

	Psilocybin (Mushrooms)
	
	
	
	

	DMT
	
	
	
	

	Buffo
	
	
	
	

	Eustacy 
	
	
	
	

	LSD
	
	
	
	



Is there anything else you would like us to know about you? □ Yes □ No
_____________________________________________________________________


Hyperbaric Oxygen Therapy Consent Form

Patient Name: _______________________                         Date: _________________ 

While HBOT has many beneficial effects, there are a few things to watch out for:

Otic Barotrauma (Ear barotrauma) (is a condition of injury to the eardrum and is extremely unlikely to occur in the Hyperbaric chamber. However, severe ear discomfort can be caused if you cannot equalize the pressure in your ear); ear/sinus/throat congestion, head colds, virus or prior ear trauma; pulmonary hyperexpansion; pregnancy; seizures, pneumothorax, compressive brain lesions, diabetes/insulin dependance (will need to monitor for that). If you have any concerns, please let us know. 

Continue only if: You are not currently prescribed or taking Disulfiram (Antabuse); You do not have or suspect having Sickle Cell Anemia or COPD.  

 Select if you currently have or have had any of the following: 
· Tension pneumothorax   
□Yes   □ No 
· Bronchospasm □Yes   □ No
· Non-compliant tympanic membrane 
□Yes   □ No
· Pneumothorax 
□Yes   □ No
· Upper respiratory tract infections □Yes   □ No
· Viral infections □Yes   □ No
· High fevers □Yes   □ No
· Emphysema with CO2 retention
 □Yes   □ No
· Doxorubicin/andriamhcin 
□Yes   □ No
· Cisplatinum □Yes   □ No
· Disulfiram (Antabuse) □Yes   □ No
· Optic neuritis □Yes   □ No
· Congenital spherocytosis
□Yes   □ No 
· History of middle ear surgeries or disorders □Yes   □ No
· History of seizures □Yes   □ No
· Pregnancy □Yes   □ No
· Heart ejection fraction (EF) <25% □Yes   □ No

The benefits of mHBOT can depend on many factors, including your overall health, condition being addressed, frequency and duration of sessions, and adherence to recommendations. Please note we are not a medical facility offering medical treatment. We are a wellness center offering a supportive service. By signing this disclaimer you are saying that you have your primary physician’s approval to receive mild hyperbaric oxygen therapy. If you have medical concerns, consult with your medical provider before beginning mHBOT. We do not claim to treat or cure any illness or condition. mHBOT is not a guaranteed treatment and individual results may vary. Some individuals may experience significant improvements, while others may notice mild effects from mHBOT services.  

I understand, have read, and fully understand the above information.

 Signature/Guardian: _________________________________       Date: ___________________

The Holmes-Rahe Scale
Read each of the events listed below and check the box next to any event which has occurred in your life in the last two (2) years. There are no right or wrong answers. The aim is to identify which of these events you have experienced lately.
Life Events
Life Crisis
Units

Death of Spouse
100

Divorce
73

Marital Separation
65

Gone to jail
63

Death of close family member
63

Personal injury or illness
53

Marriage
50

Fired at work
47

Marital reconciliation
45

Retirement
45

Change	in	health	of	family
member
44

Pregnancy
40

Sexual Difficulties
39

Gain of new family member
39

Business readjustment
39

Change in financial state
38

Death of a close friend
37

Change to different line of work
36

Increase	in	arguments	with
spouse
35

Mortgage over $100,000
31

Foreclosure of mortgage or loan
30

Change	in	responsibilities	at
work
29


Life Events
Life Crisis
Units

Son or daughter leaving home
29

Trouble with in-laws
29

Outstanding personal achievement
28

Spouse begins or stops work
26

Begin or end school
26

Change in living conditions
25

Revision in personal habits
24

Trouble with boss
23

Change in work hours or conditions
20

Change in residence
20

Change in schools
20

Change in recreation
19

Change in church activities
19

Change in social activities
18

Mortgage or loan less than $30,000
17

Change in sleeping habits
16

Change in number of family get-
togethers
15

Change in eating habits
15

Vacation
13

Christmas alone
12

Minor violations of the law
11




Your Total Score: 	


Beck's Depression Inventory

Below is a list of common symptoms of depression. Please carefully read each item in the list. Indicate how much you have been bothered by that symptom during the past month, including today, by circling the number next the symptom that applies the most.
1.
0 I do not feel sad.
1 I feel sad
2 I am sad all the time and I can't snap out of it.
3 I am so sad and unhappy that I can't stand it.
2.
0 I am not particularly discouraged about the future.
1 I feel discouraged about the future.
2 I feel I have nothing to look forward to.
3 I feel the future is hopeless and that things cannot improve.
3.
0 I do not feel like a failure.
1 I feel I have failed more than the average person.
2 As I look back on my life, all I can see is a lot of failures.
3 I feel I am a complete failure as a person.
4.
0 I get as much satisfaction out of things as I used to.
1 I don't enjoy things the way I used to.
2 I don't get real satisfaction out of anything anymore.
3 I am dissatisfied or bored with everything.
5.
0 I don't feel particularly guilty
1 I feel guilty a good part of the time.
2 I feel quite guilty most of the time.
3 I feel guilty all of the time.
6.
0 I don't feel I am being punished.
1 I feel I may be punished.
2 I expect to be punished.
3 I feel I am being punished.
7.
0 I don't feel disappointed in myself.
1 I am disappointed in myself.
2 I am disgusted with myself.
3 I hate myself.
8.
0 I don't feel I am any worse than anybody else.
1 I am critical of myself for my weaknesses or mistakes.
2 I blame myself all the time for my faults.
3 I blame myself for everything bad that happens.
9.
0 I don't have any thoughts of killing myself.
1 I have thoughts of killing myself, but I would not carry them out.
2 I would like to kill myself.
3 I would kill myself if I had the chance.
10.
0 I don't cry any more than usual.
1 I cry more now than I used to.
2 I cry all the time now.
3 I used to be able to cry, but now I can't cry even though I want to.
11.
0 I am no more irritated by things than I ever was.
1 I am slightly more irritated now than usual.
2 I am quite annoyed or irritated a good deal of the time.
3 I feel irritated all the time.
12.
0 I have not lost interest in other people.
1 I am less interested in other people than I used to be.
2 I have lost most of my interest in other people.
3 I have lost all of my interest in other people.
13.
0 I make decisions about as well as I ever could.
1 I put off making decisions more than I used to.
2 I have greater difficulty in making decisions more than I used to.
3 I can't make decisions at all anymore.
14.
0 I don't feel that I look any worse than I used to.
1 I am worried that I am looking old or unattractive.
2 I feel there are permanent changes in my appearance that make me look unattractive
3 I believe that I look ugly.
15.
0 I can work about as well as before.
1 It takes an extra effort to get started at doing something.
2 I have to push myself very hard to do anything.
3 I can't do any work at all.
16.
0 I can sleep as well as usual.
1 I don't sleep as well as I used to.
2 I wake up 1-2 hours earlier than usual and find it hard to get back to sleep.
3 I wake up several hours earlier than I used to and cannot get back to sleep.

17.
0 I don't get more tired than usual.
1 I get tired more easily than I used to.
2 I get tired from doing almost anything.
3 I am too tired to do anything.
18.
0 My appetite is no worse than usual.
1 My appetite is not as good as it used to be.
2 My appetite is much worse now.
3 I have no appetite at all anymore.
19.
0 I haven't lost much weight, if any, lately.
1 I have lost more than five pounds.
2 I have lost more than ten pounds.
3 I have lost more than fifteen pounds.
  20.
0 I am no more worried about my health than usual.
1 I am worried about physical problems like aches, pains, upset stomach, or constipation.
2 I am very worried about physical problems and it's hard to think of much else.
3 I am so worried about my physical problems that I cannot think of anything else.
21.
0 I have not noticed any recent change in my interest in sex.
1 I am less interested in sex than I used to be.
2 I have almost no interest in sex.
3 I have lost interest in sex completely.


Beck Anxiety Inventory
Below is a list of common symptoms of anxiety. Please carefully read each item in the list. Indicate how much you have been bothered by that symptom during the past month, including today, by checking the box in the corresponding space in the column next to each symptom.

	
	Not At All
	Mildly but it didn’t
bother me much
	Moderately - it wasn’t
pleasant at times
	Severely – it bothered me a lot

	Numbness or tingling
	□
	□
	□
	□

	Feeling hot
	□
	□
	□
	□

	Wobbliness in legs
	□
	□
	□
	□

	Unable to relax
	□
	□
	□
	□

	Fear of worst happening
	□
	□
	□
	□

	Dizzy or lightheaded
	□
	□
	□
	□

	Heart pounding/racing
	□
	□
	□
	□

	Unsteady
	□
	□
	□
	□

	Terrified or afraid
	□
	□
	□
	□

	Nervous
	□
	□
	□
	□

	Feeling of choking
	□
	□
	□
	□

	Hands trembling
	□
	□
	□
	□

	Shaky / unsteady
	□
	□
	□
	□

	Fear of losing control
	□
	□
	□
	□

	Difficulty in breathing
	□
	□
	□
	□

	Fear of dying
	□
	□
	□
	□

	Scared
	□
	□
	□
	□

	Indigestion
	□
	□
	□
	□

	Faint / lightheaded
	□
	□
	□
	□

	Face flushed
	□
	□
	□
	□

	Hot/cold sweats
	□
	□
	□
	□
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