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nt Consent Form S
Treatment Date A \7'{"/(;‘ \'/

In order to understand your condition and provide the best treatment, please be honest and accurate.

Patient Name '7///{/1’5/% //&//m Age é/c/ Gender_/_
street adaress. 22 75 o). Lo ddell £

City DLJ [ i State Lo 1 Zip 3 OO?Q‘
Eman\’f’[\fWMb (rllcas el I/\@‘{'mmkl-lw phone ( 770 )ﬁ/705_>3

[ 19ht Gt
)

1. Where is your pain?

2. What caused it? /‘t’,ﬂedc,f?(\ nege me~—+ £ ;pfe K Sche !

3. Approximately when did it start? ( G ec ¥

4. Is it getting worse, better or staying the same? St= 7/(0\45 ('&'{f\««. § v

o~ . v . N .
5. What activity(s) does it interfere with? TD e Kw‘ul' g TEVS ; fu‘t’/uvkol [ b s

. _— . T
6. What is your pain right now? (circle #) 0...1 ...2.(_.3)..4..,5...6...7...8...9...10
Mild o Moderate Severe/Agony

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I deny any cancer/tumor
and understand the contraindications outlined by the FDA. I release Star Rehab and Cold Laser Technologies, Inc. and its
affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities surrounding the treatment and
application of procedures and services. [ further authorize the said parties to use my testimony, picture, name and personal
information in literature, marketing and advertisemen,t, n)aterials.
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‘ VM £ ﬂ/é d Witnessed by
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Patient (or Parent) Signaturé "~

(Patient Completes after Treatment) (For Office Use Only)

Please describe your experience with laser treatment. Pre-treatment sign:
KQQC( ceo achf(/\‘? f/,\ e./b@—co oMo

9] hw Exterded,
Pre-treatment Pain level:

RESULTS:

o

Treatment remarks: Treatment Provided by:



Treatment Consent Form o jznX

In order to understand your condition and provide the best treatment, please be honest and accurate.

(Z.'G(-)Q/L'(L A /50 A1 1B ¢ Age 74 Gender_ﬂi___
rFF Cot/re

Patient Name

Street Address
o &3 [
City /V (> State < 2 Zip 224 ‘%Z;Z
- . D L~
Email phone ( 74 ) Q¥ S &>/ ¢
LG
1. Where is your pain? = (/
2
2. What caused it? -
3. Approximately when did it start? 3 Y & =
<~ v
4. Is it getting worse, better or staying the same? A S
5. What activity(s) does it interfere with? C‘/ o LKg Mj
6. What is your pain right now? (circle #) 0...1 ,..2,..3...4..,5...@_‘)..7.,.8...9...10
Mild Moderate - Severe/Agony

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider wifl
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities
surrounding the treatment and application of procedures and services. I further authorlze the said parties to use my testimony,
picture, name and personal information In literature, marketing and advertisement materials.

LFr e ’
Patient Signature ] Witnessed by <5/ ’}tg(_ I3 Ml e
(Patient Completes after Treatment) (For Office Use Only)
Please describe your experience with laser treatment., Pre-treatment sign: '
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W Y/Q Jé/@,{’,/() A (j?’% Pre-treatment Pain level:
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Treatment remarks:
Treatment Provided by:
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yoyr condition and provide the best treatment, please be honest and accurate.

Ve
Inorder Zel?ﬁ )
. — /
Patient Name d WQ’ Age > 0 Gender /

Street_/\ddres&{/gd) (? /\/Wai /5/5 o
c;ty/ E a1t State [// Zip 5/?7/5

Eman%&@ CronwsglyLiens cpr phone ( 755 )f%“/i[(ﬂ
L[i%?z Shm/ /c‘—(’o

2. What caused it? Cﬁﬁiw‘c =l monTh Ay VZals

3. Approximately when did it start? /ZLLE} I/L_/./ru, O?OOJ

4. Is it getting worse, better or staying the same? Sﬁ (0 ‘g ﬁg SML

1. Where is your pain?

5. What activity(s) does it interfere with?

6. What is your pain right now? (circle #) 0...1 .“2...3...4...5.@..7..‘8...9...10
Moderat Severe/Agony

Mild
ent and services from Star Rehab and Cold Laser Technologies, Inc. My provider wilt

1, the undersigned, desire to obtaj
e,s/m)aﬂccordan g-w{th the professional codes governing his/her profession. I deny any cancer/tumor

perform treatment procedur:
and understand the contrairfdications outljf{ed by the FDA. I release Star Rehab and Cold Laser Technologies, Inc. and its

affiliates, its Board of Dire(t':tors ang Officéfs, ang its medical staff of any and all liabilities surrounding the treatment and
i fyrthey authorize the said parties to use my testimony, picture, name and personal

4 AdVe ,-'.,.

Witnessed by

(Patient Completes after Treatment) 1 (For Office Use Only)

Please describe your experience with laser treatment., Pre-treatment sign:

I /i/f nc-ﬁ*‘ﬂg gv’/r.fmy 7‘/¢'L f/ﬁ)’lv,\i-{»_ 4/’%(‘/
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Pre-treatment Pain level:

RESULTS:
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ment remarks: Treatment Provided by:



Treatment Consent Form - | /g [ 7005
L ]

In order to understand your condition and provide the best treatment, please be honest and accurate,

it ¢ Age ES‘/(Z Gender__/“—

Patient Name ‘ ) 4
StreetAddressJ‘77// c{%{ @
City /&”LL’JW%WW G‘L State G@K Zip %‘bﬂ—‘/"
14
/ Phone ( 7/5/ I P 4? 1
bl

J

Email

1. Where is your pain?

2. What caused it? ,
o
3. Approximately when did it start? //Mﬁ Pl A\

4. Is it getting worse, better or staying the same? M
5. What activity(s) does it interfere with? WQ/M_W?

6. What is your pain right now? (circle #) 0o...1...2...3...4..(5.}.6..,7...8...9...10
Mild Moderate Severe/Agony

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities

surrounding the treatment and application of procedures and services. | further authorize the said parties to use my testimony,

picture, name and personal information in literature, marketing and advertisement materials.
Sl for e i i
Patient Signature /L/&% Zézj/ witnessed by__ =~

(Patient Completes after Treatment) (For Office Use Only)

Please describe your experience with laser treatrment. Pre-treatment sign:
“io = Feds adanorf
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A hew EiN aet & thy o

Treatment remarks:

Treatment Provided by: m%(ﬁ/



Treatment Consent Form
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In order to understarmyour condition and provide the best treatme

patient Name (,f)“@/l/\

J - 7 e 57

Date

nt, please be honest and accurate,

g 7

Age

/26 /?/a\:ﬁ};; Ld@,cl,
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Email Phone ((}
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1. Where is your pain?

2. What caused it?
3. Approximately when did it start? 2 -3 L’L"MJ Ot
4. Is it getting worse, better or staying the same? O\LL e Yot 7[ ‘*‘*Sgb"f\’»~
5. What activity(s) does it interfere with? (o o e M'e
A\ @
6. What is your pain right now? (circle #) 0...1...2. 3C v 5..(6)..7...8...9...10
Mild ’Moderate Severe/Agony

&./

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities

surrounding the treatment and application of procedures and services. I further authorize the said parties to use my testimony,
picture, name and personal infbrmation in literature, marketing and advertisement materials.
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v
witnessed by (m,ab—’t’"’ T—

Patient Signature Sb‘\-'\_g

(Patient Completes after Treatment)

Please describe your experience with laser treatment.
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Pre- treatment sign:

Treatment remarks:

(For Office Use Only)
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Treatment Consent Form

Date l/i))l/c S

In order to understand your condition and provide the best treatment, please be honest and accurate. |
Patient Name \\(‘)36 ‘/‘\T VIR AN 4N Age !\ Z Gender, / ]{/\,&i
Street Address _%5(%‘\ /E»C/\\“e Y\ ) ’l‘
LC \k @ (\ S G State CL'/L Zip “q1253C
prone (G D () € ) 2 2

s your pa Lok
1. Where is your pain?
2. What caused it? DYC ! Wﬁl’fx, l’\.(/[ \/\Jé/l +(/\ Aﬁ( N

3. Approximately when did it start? /(/l 2 Z/C/ 2)
(A OV DOV

City

Email

4. Is it getting worse, better or staying the same?

)
<< I, <« N Y e
5. What activity(s) does it interfere with? QO l-( ( lr) P> { L ( §
6. What is your pain right now? (circle #) 0,..1...2,..3,..4...5...6...7...8..)9...
Mild Moderate Q Severe/Agony

1, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities
surrounding the treatment and application of procedures and services. I further authorize the said parties to use my testimony,
picture, name and personal information in literature, marketing and advertisement materials.
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Patient Signature V%y/ /M//@ Witnessed by

(Patient Completes after Treatment) (For Office Use Only)

Please describe your experience with laser treatment, Pre-treatment sign:

= Nelped wme a Lot
Feef ﬁ\ L@? bettei
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Pre-treatment Pain level:

RESULTS:
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Treatment remarks:
Treatment Provided by:



Treatment Consent Form

In order to understand your condition and provide the best treatment, please be honest and accurate.

4 ) p R .
Patient Name /7] 2. / ( ArNE 2l R

Date /»5—’;/[; [/

Gender__ /.

Age & /

/(7/ /")7(?5’

y
/ 4
~~ /4

Street Address.2 /. X &5

City STty s je T

state_ (. // :

Zip 7)?5_ & S

email /)i A lo, L] f2 Car P ALlwkn' e prone (7S VEFE 2 £ 5

1. Where is your pain? Jo oo s Lo - 2775 /(\/g
2. What caused it? )
3. Approximately when did it start? / 7 A A
4. Is it getting worse, better or staying the same? 57 < _
5. What activity(s) does it interfere with? ~ /2/¢ S 77 /7’”;2‘} S
6. What is your pain right now? (circle #) 0...1...2...3...4...5./.6..7...8...9...10
Mild Moderate Severe/Agony

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities
surrounding the treatment and application of procedures and services. I further authorize the said parties to use my testimony,
picture, name and persona!l information in literature, marketing and advertisement materials.
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Patient Signature_ /‘ //'f} £y

Witnessed by

(Patient Completes after Treatment)

Please describe your experience with laser treatment.
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Treatment remarks:

(For Office Use Only)

Pre-treatment sign:
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Treatment Consent Form - // 3)/0 5

In order to understand your condition and provide the best treatment, please be honest and accurate.

-~

&l L&Wl «;)ﬂ(/i( Age [fa' Gender f‘_"’

Patient Name

Street Address H:L!QLP LML& Kﬁf{Z/QLM/

ey el coe (A 2o oAl
Email Phone ( ) [,”/!‘Lf/ 3/3/']

a xﬁm t Knae

2. What caused it? ot Iy~ /AL 3“3[/ 6
3. Approximately when did it start? /A(MVUV(’ \gg

4. Is it getting worse, better or staying the same? MIJHIM }_‘F’L Rer g

5. What activity(s) does it interfere with? C e m_idin

1. Where is your pain?

0...1 \3 .4...5...6...7...8...9..,.10

6. What is your pain right now? (circle #)
Mild \_// Moderate Severe/Agony

1, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I deny any cancer/tumor
and understand the contraindications outlined by the FDA. I release Star Rehab and Cold Laser Technologies, Inc. and its
affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities surrounding the treatment and
application of procedures and services. I further authorize the said parties to use my testimony, picture, name and personal
information in literature, marketing and advertisement materials.

Patient (or Parent) Signature ‘)7 / f(/t/ 7% ( E//ﬂ Witnessed by

L.../
(Patient Completes after Treatment) (For Office Use Only)
Please describ i i
S scribe your experience with [aser treatment. Pre-treatment sign:

(W N Bl b nel e a
1 aD\¢ o e atd.and
W]A\/\ l)J\/ pa / Pre-treatment Pain level:

RESULTS:

Treatment remarks: W
Treatment Provided by:



Treatment Consent Form

In order to understand your condition and provide the best treatment, please be honest and accurate.

patient Name | CRMAS W TBRAG A vz Age J LZL Gender M
Street Address Grar £ Corera o -
City &W State @"’”{ Zip
| Phone ( )

Phcle = SHOULDERS — ¥ CET
T IMG up CHRIST pAdas  HECer
Vo dage  lcforie Chaod haa

Email

1. Where is your pain?

2. What caused it?

3. Approximately when did it start?

/ 6 & Ay
4. Is it getting worse, better or staying the same? 'K(
5. What activity(s) does it interfere with? L ﬂ/gf/(/m.{j\ FreT
— {z &

6. What is your pain right now? (circle #) 0...1 ,..2...3...4..@3..6...7...8 ..9...10
Miid Moderate Severe/Agony

1, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider wili
perform treatment procedures in accordance with the professional codes governing his/her profession. I deny any cancer/tumor
and understand the contraindications outlined by the FDA. I release Star Rehab and Cold Laser Technologies, Inc. and its
affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities surrounding the treatment and
application of procedures and services. I further authorize the said parties to use my testimony, picture, name and personal
information in literature, malj ihg and advertisement materials.

/ 4 ‘
(ot ﬁ \ / g/M"/}‘//Y/‘/ZZ'\ Witnessed by

patient (or Parent) Signature

(Patient Completes after Treatment) (For Office Use Only)
Please describe your experience with laser treatment. Pre-treatment sign:
' n o p
f/ﬂ?f by t’fﬁltvcwo VighT 7//()
1 L ha deciéase ';/ram‘o/;‘ﬂ"f/] :
}v’ vi \7 }0 dak Pre-treatment Pain level:
RESULTS:

l/{’o

Treatment remarks: Treatment Provided by:



Treatment Consent Form oate L2 - 28 ch

In order to understand your condition and provide the best treatment, please be honest and accurate.

patient Name (AENEROSO  (P SIS or/ pge L] Gender_ M

Street Address /0 7RG ALALIDGE 2 . |

City M/J"/ (TTIEL State CM( Zip 7 0607

Phone ( J L&) ﬁ{(j '7735/

27 SHOULDEN Ny gD AIST

Email

1. Where is your pain?
2. What caused it?

3. Approximately when did it start? L -//GO v /p )//Z§ /7@‘4

4. Is it getting worse, better or staying the same? S5 /‘;W

. What activity(s) does it interfere with? /ﬂﬂ/S /A/G /Z7 /’//“(A/P 'Q[ ng/‘\/p/w 72(/{)/

6. What is your pain right now? (circle #) 0...1 ...2...3...4.".@/.6..,7...8.4.9...10
Mild Moderate Severe/Agony

1, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I deny any cancer/tumor
and understand the contraindications outlined by the FDA. I release Star Rehab and Cold Laser Technologies, Inc. and its
affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities surrounding the treatment and
application of procedures and services. I further authorize the said parties to use my testimony, picture, name and personal
information in literature, marketing and advertisement materials.

~

patient (or Parent) Signature W’M / /z/d/w’ Witnessed by

F (Patient Completes after Treatment) (For Office Use Only)

Please describe your experience with laser treatment. Pre-treatment sign:
7. 7_v 4 . T 7 -7 ( N
/7WV Che Jratug,] TAe Vs

4

4 — v ” ~
(/2«(‘ e - /{l// L WM&L&%ﬁ%&ﬁ’W/j’ Pre-treatment Pain level:

C
RESULTS:
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Treatment remarks: Treatment Provided by:



Treatment Consent Form pate | — 4 — .5

In order to understand your condition and provide the best treatment, piease be honest and accurate.

S B " ‘

Patient Name J S ’*‘Jc K ool Age 5 Y Gender T Email
v . \ 0 -
Street Address__ 3y &4 % (o (L “L(‘/Y\A{«Q  CGlve City i\@v”y\? AR AN,

State C_ A Zip_ A CR(A_ Phone ( Wi ) 444 -049] Occupation

1. Where is your MOST painful area? e AN kz Al \vu: i ‘k—k-fti’/‘\ i ,&Q o Lu"
) .

2. What caused it?

-

3. Approximately when did it start? e Uiz

3

P
5. What is your pain right now? (circle #) 0...1 ...2..,3.,.4...5...5...7..&83.9...10
Mild Moderate — Severe/Ag“ony

4. What activity(s) does it interfere with?

- b — N - 1
6. What other types of treatment have rel Xy &l\‘ Madw g Jo& A |
you already received for this problem? N !

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I deny any cancer/tumor
and understand the contraindications outlined by the FDA. I release Star Rehab and Cold Laser Technologies, Inc. gnd its
affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities surrounding the treatment|and
application of procedures and services. I further authorize the said parties to use my testimony, picture, name and personal
information in literature, marketing and advertisement materials. f

Patient (or Parent) Signature, Witnessed by

(Patient Completes after Treatment)

Please describe your experience with the 830Laser treatment.

‘:{o T3 . o ‘
Cat Uy W N o Sy zd\ ‘

How did you hear about us? 1

Treatment remarks: Treatment Provided by:
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In order to understand your condition and provide the best treatment, please be honest and accurate.
: - A
Patient Name __ Dl (}Ldj € CC‘U«*S(\*'; Age 7 C// Gender

Street Address ;Z)DQ) E’ﬂyf }Z/O NE€ wbl’ '
City ?% rx/ JC)

Email

Treatment Consent Form

Zip

Stateﬁé‘,? 925£5
Phone ( 5 ) Y;ﬁ\qé A 7C/
fo we — Na

0 A [ &
X v U '

1. Where is your pain?

2. What caused it?

3. Approximately when did it start?

. Is it getting worse, better or staying the same? ﬁ@%é/

4
L ) ]
5. What activity(s) does it interfere with? LY er/ l/B/’ /F
6. What is your pain right now? (circle #) 0...1 .. 82,./.3...4...5...6...7...8...9...10
Mild Moderate Severe/Agony

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities
surrounding the treatment and application of procedures and services. I further authorize the said parties to use my testimony,
picture, name and personal information in literature, marketing and advertisement materials.
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Patient Signature m@ﬁd{ ,/é e AN A"~

Witnessed by

(Patient Completes after Treatment) (For Office Use Only)

Please describe your experience with laser treatment. )
The ;4/*9 crf‘?ﬂ @’%\}" was )/é A\
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Pre-treatment sign:

Pre-treatment Pain level:

310

RESULTS:
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Treatment remarks:

Treatment Provided by: W&Q
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ey cewvaingy 0
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Treatment Consent Form olleA] 06

In order to understand your condition and provide the best treatment, please be honest and accurate,

jO/F/L/ /Jg/(//\/séw/ Age LZLS/ GenderM

Street Addres-s 3 ? Ll LC@ C/(/'/O{ﬂ/l/ CT ) 71}}/\
7/%7)/)/5(/”[4 State C/d Zip ' //

City
P ]

Email L RIS /é//ﬂ? W€%ﬁ|/ﬂd Phone ( ,/[p[)) /Cg/pfﬁff?%/ /

(VAR ) ) -
(z) Aty //»’7'/3/1

Patient Name

1. Where is your pain?

2. What caused it?

3. Approximately when did it start? 7 Wﬂ/"& J%? .
4, Is it getting worse, better or staying the same? er M

/
5. What activity(s) does it interfere with? ;

6. What is your pain right now? (circle #) 0...1...2./3. . 4...5...6.,.7...8...9...10
Mild Moderate Severe/Agony

I, the undersigned, desire to obtain treatment and services from Star Rehab and Cold Laser Technologies, Inc. My provider will
perform treatment procedures in accordance with the professional codes governing his/her profession. I release Star Rehab and
Cold Laser Technologies, Inc. and its affiliates, its Board of Directors and Officers, and its medical staff of any and all liabilities
surrounding the treatment and applicgtion of procedures and services. I further authorize the said parties to use my testimony,
picture, name and pergonal i rmﬁn in literature, marketing and advertisement materials.

Patient Signature B/' %

3% AV
v

Witnessed by

|
(Patient Completes after Treatment) (For Office Use Only)
Please describe your experience with laser treatment, Pre-treatment sign: '

fan (evel s lower
wWhen exercisimng jorne
Flowtihy ingreqsed
Netceadty —

Pre-treatment Pain leve!:

RESULTS:

/0

Treatment remarks: MM\_

Treatment Provided by:





