IVl AT Date

MUSCLE
ACTIVATION

TECHNIQUES

Last Name First Middle
Address City, State, Zip

Email Phone

Occupation Employer

Emergency Contact Phone

Referred by

Minor Children Seeking Treatment:

Name Birthdate

Name Birthdate

Name Birthdate

Name Birthdate
Reason(s) for Visit:

When did you first start noticing this? Cause?
How often does this occur? Trigger?

Other Doctors seen for this reason?

Surgery for this? When?

Physical Therapy for this? When?




