
FOR THE HUMAN ENDEAVOR

29th Floor, 1 Canada Square, Canary Wharf, London, E14 5 DY, UK.     UK +44 (0) 207 060 3568,     DE +49 (0) 895 506 7774    eksobionics.com

Patient Contact 	
Name:
Address:

Post Code:
Country:
Date of Birth
Telephone Home: 
Mobile:
Email address:

Parent / Guardian Contact 
information	
Name:
Relationship:
Address:

Post Code:
Country:
Telephone Home: 
Mobile:
Email address:

Consultant Neurologist	
Name:
Facility address:
Post Code:
Country:
Telephone/ ext:
Email address:

EKSO BIONICS CUSTOMER INFORMATION FORM

________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
___________________________________________________________

____________________________________________________________
____________________________________________________________
____________________________________________________________
___________________________________________________________
___________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________
____________________________________________________________

____________________________________________________________
____________________________________________________________
____________________________________________________________
___________________________________________________________
___________________________________________________________
___________________________________________________________

Please fill out the following completely and accurately, and return to:
enquiries@eksobionics.com, or post to below address.
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MEDICAL HISTORY

Neurological Condition

Date of Injury/ Diagnosis:

Type and Level of Injury / 
Paralysis

________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
________________________________________________________
___________________________________________________________

Anatomical Measurements

Height:____________cm    						      Weight:______________Kg

Current Function

When did you last stand and for how long?			   Last week
									         Last month					   
									         Last year 					   
									         not standing

Are you able to transfer from your wheelchair to a regular chair independently?		    Yes 	
													               No 	

Are you able to grasp and release objects in your hands?						       Yes		
													               No

Do you have sitting balance?									           Yes		
													               No

What is you usual form of mobility?					    Manual wheelchair 				  
									         Powered wheelchair 

How Long
______________________
______________________
______________________
______________________
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 Fractures in your legs:

Leg length discrepancy :

Low/ unstable blood pressure:

Dizziness/motion sickness:

Uncontrolled Movements of your limbs:

Uncontrolled autonomic dysreflexia:

Seizures:

Upper limb weakness/ injury:

Hearing/ visual/ speech deficits:

Memory deficits:

Skin condition:

Colostomy:

Osteoporosis:

Recent surgery:

Do you suffer from or have

When________________________________
______________________________________
_____________________________________
_____________________________________
______________________________________
______________________________________
When/ how often?_____________________
______________________________________
Clonus/ spams/spasticity other :________
______________________________________
Date of last event:____________________
______________________________________
Date of last event:_____________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
Pressure areas/sore/ fragility _________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________
______________________________________

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

No	 Yes 	

medical Investigation and current medication

Are you currently having any medical investigation?				  

Please give a brief description
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

No	 Yes 	
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What medication are you taking?

________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Please describe any additional information that will be of interest for us regarding your medical health or any 
other information that will assist us in providing the best possible experience.

________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
________________________________________________________________________________________________

Customer Signature: __________________________________________       Date: _________________________

Parent/Guardian Signature: ____________________________________       Date: __________________________

Parent/Guardian Name (Please print): ___________________________

                                                                                                                                                          

											           BB Approval: __________
                                                                                                                                                                                               
                                                                                                                                                                             Date: __________

Additional information and signature


