
 
 
 
 
 

 
Hello!  Welcome to AIRE Athletic Training, LLC.   
 
My name is Meg Frens.  I’m an athletic trainer and my focus is 
working with those who are leading active lives and who want to 
remain active with less pain and more functional movement.   

 
Please see the attached documents before we meet for the first 
time.  Take your time in filling them out and if you have any 
questions, don’t hesitate to ask. 
 
For us to get started, a referral from your primary care physician will 
be necessary.  Please ask for a referral for “rehabilitation services,” 
“athletic training services,” or “sports medicine” and assigned to 
my business, AIRE Athletic Training, LLC.  This referral can be faxed 
to 888.608.4834.  We can schedule our first appointment after I’ve 
received your script from your physician. 
 
Please print off, fill out and bring these intake forms with you to our 
first appointment and we can get moving right away to improve 
your function and decrease your pain! 
 
Thanks! 
 
 
 



 
 

 
Patient Intake Form 

 
Name: Email:  DOB: 
Address: Referring Physician: 
City/Zip: Emergency Contact: 
Phone: Emergency #: 
 
What is your preferred method of communication?  (text, email, phone call) 
______________________________________________________________________ 
 
How did you hear about AIRE/Meg Frens? 
______________________________________________________________________ 
 
Patient Medical Information 
Please check all that apply: 

o Cancer  
o Headaches/Migraines  
o Arthritis  
o Diabetes  
o Joint Replacement(s)  

o High/Low Blood 
Pressure  

o Neuropathy  
o Fibromyalgia  
o Stroke  
o Heart Attack  

o Kidney Dysfunction  
o Blood Clots  
o Numbness  
o Sprains or Strains 
o Cardiac Pacemaker 
o Circulation Disorder 

 
Are you currently taking any medications for an injury/medical condition?  YES   NO 
If yes, List the medication name, dose and frequency which might influence our treatment 
session(s). 
_________________________________________________________________________________ 
 
List any allergies (e.g. latex/adhesives/previous issues with therapeutic substances 
________________________________________________________________________________ 
 
Diagnosis/Reason for Visit:  _______________________________________________________ 
 
What are your treatment goals for our session(s)? _____________________________________ 
 
_________________________________________________________________________________ 
 
 



Pain Assessment (please indicate areas where you’ve had pain that we are concerned with 
for today’s treatment/diagnosis) 
 
Please check all that apply which could describe your pain: 

o Sharp 
o Burning 
o Tingling 
o Cramping 
o Throbbing 
o Stiffness 
o Numbness 
o Swelling 

o Aching 
o Shooting 
o Dull 
o Other (describe):   

 
 
 

 
Mark the body areas below where your pain is most noticeable.  Next to the area, list the 
level of pain you are experiencing on a scale of 1—10, with 1 being low and 10 being high. 
 

Does your present condition affect your physical activity or your daily activities at home or 
work?   YES   NO 
 
 If yes, in what way are you restricted/inhibited?  What bothers you the most? 
 
Please feel free to ask me any questions about your treatment plan moving forward.  I 
appreciate them and want to make sure you have the best possible experience! 

 
Patient/Parent Signature:  ________________________ Date: ___________________

 

Margaret Frens, MS, AT, ATC  -  Certified Athletic Trainer, Owner 

109 S. River Ave., Holland MI  49423 

616.836.5243 (cell)  -  888.608.4834 (fax) 

meg@aireathletictraining.com 



 
 
 
 

 
GENERAL INFORMED CONSENT 

 
I voluntarily consent to athletic training services, treatment, manual therapy procedures, and 

rehabilitative exercises and modalities (Treatment) by AIRE Athletic Training, LLC, as recommended or 

prescribed by my physician or provider. 

 

I understand that Treatments may include 

1. Physical assessment 

2. Acute injury management 

3. IASTM (instrument assisted soft tissue manipulation) 

4. Cupping* 

5. Dry needling*  

6. Therapeutic taping procedures (latex will be avoided when possible) 

7. Therapeutic exercise and rehabilitation  

 

*separate consent required; see additional form 

 

I was given the opportunity to ask questions and receive information about my Treatment, including the 

purpose, benefits, risks, and alternatives to Treatment.  Although Treatment is usually beneficial, I 

acknowledge that no guarantees or promises about results or outcomes have been made to me because 

Treatment is not an exact science.  I understand my right to continue asking questions, stop Treatment, 

or receive information about Treatment alternatives or risks (e.g. additional or different pain in other 

locations).  I accept responsibility to candidly communicate information about my health, medications, 

allergies, symptoms, Treatment, or progress. 

 

I read and understand this General Consent and voluntarily agree to Treatment by AIRE Athletic 

Training, LLC.   

 
  
 
 
Patient/Parent Signature ______________________________________  Date ______________ 

 

Margaret Frens, MS, AT, ATC -  Certified Athletic Trainer, Owner 

109 S. River Ave., Holland MI  49423 
616.836.5243 (cell)  -  888.608.4834 (fax) 

meg@aireathletictraining.com 

 
 

 
 



INFORMED CONSENT for Dry Needling and Cupping Treatments   
 

 
I voluntarily consent to dry needling (DN) by AIRE Athletic Training, LLC, in coordination with my 
physician/provider.  DN is a technique that involves needle insertion into the soft tissues of the 
musculoskeletal system as a means to promote healing within the body.  It has been explained to me 
that treatment techniques are based on concepts of modern western medicine and should not be 
considered acupuncture; and a pentamodal approach is used to address orthopedic and musculoskeletal 
pain including the local area of pain, nerves associated with referred pain/segmental innervation, 
muscular tightness, joint pain, and fascial restrictions.  I understand that if proper DN procedures are not 
observed, there is a risk of injury or complications, such as bleeding, infection, nerve irritation, or a  
pneuomothorax (lung collapse from inserting the needle into lung tissue).  I understand that during a DN 
treatment, I may experience temporary pain, sweating, nausea, anxiety, dizziness, referred pain, or 
muscle twitches.  And after a DN treatment, I may experience temporary muscle or joint soreness, 
tightness, or paresthesia (tingling, prickling, burning sensation in an extremity).   
 
I voluntarily consent to cupping by AIRE Athletic Training, LLC, in coordination with my 
physician/provider.  Cupping is a technique that utilizes negative pressure to stretch superficial 
structures in the human body, including skin, fascia, and muscle tissue.  It has been explained to me that 
the purpose of this technique is to increase microcirculation of the soft tissue structures to enhance the 
healing process in the human body.  I acknowledge that there is risk of injury or complications, including 
bruising, temporary marks on the skin, or blistering.     
 
I understand that DN or cupping may be contraindicated if I have any of the following conditions  
(please circle all that apply): 
• Vascular disease 
• Bleeding or clotting disorder 
• Blood thinning medications 
• Diabetics with significant sensory or 

circulatory disorders 

• Pregnancy 
• Cancer (over affected area) 
• Blood pathogen (HIV or Hepatitis B, C) 

 
I read and understand this specific Informed Consent and voluntarily agree to dry needling or cupping by 
AIRE Athletic Training, LLC.  I agree to pictures being taken of the treatment area(s) ONLY for the sole 
purpose of documenting the needle patterns and location and/or by patient request.  And I agree that AIRE 
Athletic Training, LLC, may share my DN-treatment outcomes on discussion boards but only if my personal 
health information and identifying characteristics are removed.  I was given the opportunity to ask questions 
and receive information about DN or cupping, including the purpose, benefits, risks, and alternatives to 
treatment.  Although DN and cupping are usually beneficial, I acknowledge that no guarantees or promises 
about results or outcomes have been made to me because treatment is not an exact science.  I understand 
my right to continue asking questions, stop treatment, or receive more information about treatment 
alternatives or risks (e.g. additional or different pain in other locations).  I accept responsibility to candidly 
communicate information about my health, medications, allergies, symptoms, treatment, or progress. 
 
 
Patient/Parent Signature ___________________________________    Date _______________________ 
 

 
 

 

 

 

 
 



 
 
 
 
Patient Treatment Guidelines 

 
What to Bring to Your Treatment Session 
The attached forms and a physician order for your rehabilitation services unless previously sent/received. 
 
Where to Find Me and Where to Park 
AIRE Athletic Training, LLC, is located inside Valeo Personal Training at 109 S. River Ave. in downtown 
Holland, Michigan.  Walk inside and tell them you are here to see Meg!  Parking is available right in front of 
the building.  Please call or text if you have trouble finding our location. 
 
Communication 
I want you to feel comfortable sharing information about your health and treatment.  I can best treat you if 
you inform me of concerns or changes in your symptoms from previous treatments.  Because AIRE Athletic 
Training, LLC, is an electronic office, your files will be stored electronically in a secure manner.  I will send 
information to you electronically unless you request otherwise.  To communicate efficiently, I may send you 
emails or texts or contact you by phone based on your indicated preference.  These technologies may not be 
secure.  By signing below, you waive any objection to communication between us via your preferred method.   
 
Treatment and Time 
Please wear clothing that allows for maximum movement and treatment.  During our sessions, you'll typically 
experience 50 minutes of hands-on treatment and 10 minutes of wrap-up and stretching or home exercise 
review (homework!).  We can extend our treatment if time allows, and an additional charge will be applied.  
Please arrive 5 minutes before your treatment start time.  You may cancel your session by giving 24 hours’ 
notice on the prior business day.  Otherwise, you’ll be charged for the missed session.  For example, if your 
session is scheduled for Monday at 9:00a.m., you must cancel by Friday at 9:00 a.m.   
 
Insurance 
AIRE Athletic Training, LLC, does not participate with insurance companies for payment and therefore is an 
out-of-network, non-participating provider.  However, except for Medicare, you may be reimbursed by your 
insurance company, depending on your plan.  Please contact your insurance company for information about 
how to submit a claim.  You may also submit proof of payment for reimbursement under your HSA or FSA.  If 
you have primary or secondary Medicare coverage, you cannot submit claims for reimbursement.  And 
because AIRE Athletic Training, LLC, does not participate with Medicare, I can only provide services related 
to general wellness, prevention, or fitness.  Thus, under Medicare guidelines, you must accept full financial 
responsibility for all services provided and agree to not submit any claims to Medicare.   
 
Payment 
Payment is due in full at each session or in advance for discounted packages.  I accept VISA, Mastercard, 
Paypal, cash, and checks, made out to AIRE.   
 
Privacy 
AIRE Athletic Training, LLC, protects your privacy and only uses your confidential health information for 
services or treatment; reporting, collaborating, or communicating with your physician(s) or other treatment 
provider(s); administrative activities; or payment.  Your personal health information may be disclosed without 



prior authorization in an emergency or when required by law.  In all other situations, your written authorization 
or consent will be obtained before your personal health information is disclosed.  If you give written 
authorization, you may later revoke that authorization at any time or for any reason.  You have the right to 
obtain a copy of your personal health information at any time or request that inaccurate or incomplete 
information be corrected.   
 
 

 
Agreement: 
 
I have read, understand, and agree to these Treatment Guidelines.  I give permission to AIRE Athletic 
Training, LLC, to use or release my personal health information for services or treatment, reporting to and 
communicating with my physician(s)/provider(s), administrative activities, or payment.  I understand that I am 
responsible to pay for my treatment, and I have received the fee schedule. 
 
 
 
Patient/Parent Signature:  ______________________________  Date:  _________________________________ 

 
 

Thank you for choosing AIRE Athletic Training, LLC.   
I am excited to work with you! 

 
 
 
 
 
 
 
 
 
 
 
 
 

Margaret Frens, MS, AT, ATC -  Certified Athletic Trainer, Owner 

109 S. River Ave., Holland MI  49423 

616.836.5243 (cell)  -  888.608.4834 (fax) 

meg@aireathletictraining.com 


