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Patient Profile /Red Light Therapy 
​
​
Name:_________________________________         Date:___________________​
​
Date of Birth:________________  Phone #: ___________________ ​
​
Address:___________________________________________________________ 
              ___________________________________________________________ 
​
Emait:_______________________________   Referred by:___________________  ​
​
Height:_________ Weight:_____ Sex:__  Age:__  ​
​
Occupation:_____________________________  ​
​
Hours a week you work:___​
​
What conditions/areas of your body do you want to focus on?  
___________________________________________________________________​
​
What results are you looking to achieve?__________________________________​
___________________________________________________________________​
   
Are you willing and capable of following a three-month program for best results?   
_______________________​
​
Are you interested in weight loss?____  ​
​
What date would you like to begin your journey to a new AMAZING you?__________   
 


