
Thermography Intake  
MEND Thermography 
515-207-4803 
 
 

 
Thank you for your interest in pursuing thermography at MEND.  
Please take some time to thoughtfully complete this form to give 
our thermologists the most accurate picture of your health.   
  

 

Patient Information 
Name        Age    DOB      
Address       City, State, Zip        
Phone        E-mail         
Gender:   ☐ Male  ☐Female   Occupation        
Preferred method of communication: ☐ Any  ☐E-mail  ☐Text   ☐ Call—may we leave a message? ☐ Yes ☐No 
Marital Status:    ☐Married    ☐Separated    ☐Divorced    ☐Widowed    ☐Single      # of Children   
Emergency Contact:              
Relationship        Phone         
Primary Care Physician__________________          
Who can we thank for referring you?            
 

Health Information  
Clinical Concerns __________________       __________________  
Current Symptoms   __________________     _________________ 
  __________________       _________________  
Current Treatments:    ☐Chiropractic     ☐Massage Therapy      ☐Acupuncture          ☐Physical Therapy  
☐ Others (please list):  __________________         
 
Current Prescription Medications & Over the Counter Medications      ☐ None 
                
                
                
 

Health Histories 
Thermogram History 
Previous Thermograms?  ☐ No  ☐ Yes: Reason(s)    _____________ Year(s):    
Any noted abnormalities on thermogram? ☐ No  ☐ Yes 

Accessing Your Report 
Sign up for a Spruce Account for HIPAA secure 
reports 

1. Scan the QR code 
2. Follow the link to 

download Spruce 
3. Enter your 

information 
4. You will be 

automatically 
connected to our 
Clinic 

Once your report is ready, you will be notified via Spruce App 
 



Did you seek further testing? ☐ No  ☐ Yes 
If yes, what was the result?          

 
Surgical History: 
Previous Surgeries & Year?      ☐ None 
     Year:           Year:    
     Year:          Year:    
Any C-section births?  ☐ No  ☐ Yes 
 
Dental History:    ☐None    ☐Implants   ☐Root Canal(s)     ☐Amalgam Fillings    ☐Gum Disease     ☐Dentures  
☐Other               
Location and date(s):   __________________   __________________   
 ___________________  __________________    ____________________ 
 
General History Any serious illnesses/hospitalizations/injuries? (& year)       
     __________________    __________________ 
               
Are you considered high risk for any diseases? ☐ No  ☐ Yes: please explain     
              
 
Family Health History: (list any cancers, autoimmune, heart disease, diabetes, kidney disease, hypertension etc.) 
               
              
               
 
Medical Diagnoses? __________________          
 
Please list any current skin lesions, scars, or physical abnormalities:   __________________  
     _________________   __________________   
Any :    ☐Tattoo(s)—Please list location(s)                   

☐Piercing(s)—Please list location(s)               
 
 
(Female Patients Only) 
OB/Gyn History:    ☐None    ☐Cervical Cancer   ☐Hysterectomy     ☐Ovarian Cysts    ☐Uterine Cysts  
☐Endometriosis    ☐Other:   __________________      ______ 
Explanation and date(s):   __________________    ___________________ 
 
Mammogram/Ultrasound History  

Any noted abnormalities? ☐ No  ☐ Yes 
If yes, please explain.            

               
  










