Registration of patients for shock wave therapy at SIA Ingadent Clinic No._______________

Patient Information: 

First name _________________________________________________________________

Surname _____________________________________________________________

Identity Code ___________________________________________________________

Tel. No._______________________________________________________________

E-mail______________________________________________________

Legally Authorized Representative: 

First name _________________________________________________________________

Surname _____________________________________________________________

Tel. No. _______________________________________________________________

I confirm with my signature that I want to receive shock wave therapy. I was provided with all the necessary information about this procedure. 

_____________, 20____ 
________________________________
_______________________________

Patient’s signature 



Doctor’s signature, stamp
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Questionnaire for Shock Wave Therapy
	Questions 
	Mark the answer with a cross (X)

	Do you have any blood coagulation disorder?
	( no

( yes

	Do you regularly take any blood thinners?
	( no

( yes
If yes, please specify: _____________________
_______________________________

	Do you have known allergies? If yes, which ones?
	( no

( yes
Please specify: ___________________________

_______________________________

	Are you pregnant? 
	( no

( yes
Notes: ___________________

_______________________________

	Do you have a pacemaker or other medical device implanted in you?
	( no

( yes


	Have you taken prednisolone for a long time?
	( no

( yes


	Notes 
	________________________________

________________________________

________________________________


Patient’s signature __________________________________________

____________, 20____ 
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