
IV Therapy Intake Form

Name:

Phone number:

Insurance provider:

My signature below confirms that:

 I have been informed that Intravenous (IV) Infusion Therapy involves the 
administration of fluids, vitamins, minerals, and other nutrients directly into 
the bloodstream through an IV drip. This method ensures rapid delivery and 
absorption of essential nutrients, which can help with hydration, recovery, 
and overall wellness

 I understand that IV therapy may involve risks such as infection at the 
injection site, allergic reactions, vein inflammation (phlebitis), electrolyte 
imbalances, and in rare cases, more severe complications like air embolism 
or fluid overload

 I understand the information provided on this form and agree to all the 
statements made above

 I authorize and give consent to the performance of Intravenous Infusion 
Therapy by  and the medical staff at

 I understand that no guarantees have been made regarding the results or 
outcomes of the therapy

 I release  and all medical staff at  from all 
liabilities for any complications or damages associated with my Intravenous 
Infusion Therapy. 

[practitioner's name]  [clinic name]

 [practitioner's name] [clinic name]

Please provide the following insurance information if applicable:

Home address:

Policy number:

Client Signature:

In case of emergency, whom should we contact:

Relationship to emergency contact:

If Yes, how much do you smoke?

How often do you exercise per week?

How many alcoholic drinks do you consume in one week?

Prescription Medications - Strength - Frequency - Condition being treated

Over the Counter Drugs - Strength - Frequency - Condition being treated

Please list all current and past medical conditions and diagnoses:

Vitamins and Other Supplements - Strength - Frequency - Condition being treated

Please list all hospitalizations and surgeries with approximate dates:

If yes, how was your experience? Did you have any complications or side effects?

Do you have any questions or concerns regarding IV Hydration?

Please check if you have any of the following conditions. 
(Please check all that apply)

Please check all health conditions or medical concerns that IV Therapy 
can help you with:

Please list everything you are currently taking:

Email:

Group number:

Date of Consent:

Insured’s name (if different from patient):

(By providing my email, I agree to receive email reminders, confirmations, and other service-relatedcommunications.)

Contact Information

INSURANCE INFORMATION

CONSENT AND ACKNOWLEDGMENT

MEDICAL HISTORY

PATIENT INFORMATION

Age:

Sex:

I agree to receive health updates, promotions, andother 
educational and marketing-related communications.

Do you have any allergies?

Allergy to Latex? *

Do you use any recreational drugs?

Have you ever received 
IV Hydration before? *

Are you pregnant or breastfeeding? *

Do you smoke? *

Date of Birth (YYYY/MM/DD):

Male

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

No

No

No

No

No

No

Female Non-binary Prefer not to say

High Blood Pressure


Arrhythmia


Abnormal EKG


CHF


Low Blood Pressure


Angina/Chest Pain


MI / Heart Attack


Diabetes


Leber’s Disease


Bleeding Disorder


Ankle Swelling

Kidney Disease


Kidney Stones


Asthma


G6PD Deficiency


Anxiety/Panic Attack


Congestive Heart Failure


Edema


Sudden Weight Loss


Cancer


Sarcoidosis


Fatigue


Low Depressed Mood


Anemia


Weight Issues


Irritability/Moodiness


Trying to get Pregnant/Fertility Prep


Stress


PMS


Allergies


Sleep Disorders


Asthma


IBS/Inflammatory Bowels


Low Immunity


Digestive Issues


Numbness/Tingling of body


Migraines


Muscle Spasms


Aging


Jet lag


Hung over


Athletic performance/recovery


Headache


Nausea



