WELCOME TO REINER CHIROPRACTIC CENTER
Date____________________
Name________________________________________ Birth Date________________________
Address__________________________________ City_________________________________
State________ Zip Code__________ 
Social Security #____________________________
Home Phone#_______________ Cell Phone #________________ Work Phone #____________
Occupation_____________________________Employer_______________________________
  May we contact you at work?      Y   or   N
Single

Married
Divorced
Widowed
 
Spouse Name__________________

# of Children_________________________
Whom may we thank for referring you?______________________________________________
Reason for today's visit___________________________________________________________
Have you ever been to a chiropractor before?     Y   or   N

If yes, when?_____________
Is the condition due to an accident? 
   Y   or   N        Date__________     Auto     Work 
 Other

Other doctor's seen for this condition________________________________________________
Have you had spinal X-Rays, MRI, or CT scan for your area of complaint?      Y   or   N
Payment/Insurance Information
Name of person responsible for payment_____________________________________________
Name of Insurance Company_____________________ Policy #__________________________
Subscriber's Name_____________________________ Relationship_______________________
I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. I hereby authorize the doctor to releases all information necessary to secure the payment of benefits. I clearly understand and agree that all services rendered to me are charged directly to me and I am personally responsible for payment. I also understand that if I suspend or terminate my care, any fees for professional services rendered will be immediately due and payable. I authorize the use of this signature on all insurance submissions.

Patient's Signature____________________________________ Date______________________
Parent/Guardian Signature (if minor)_____________________ Date_______________________
Health Questionnaire
What type of exercise do you perform?     None      Light      Moderate       Strenuous
What is your height and weight?
Height_____________
Weight_____________

If you’ve had any of the conditions listed below, please check in column.
___Headaches


___High Blood Pressure

___Diabetes

___Neck Pain


___Heart Attack


___Cancer
___Upper Back Pain

___Chest Pains


___HIV/AIDS
         
                                    
___Mid Back Pain

___Stroke




         

___Low Back Pain

___Kidney/Bladder Problems

 Females Only         
___Shoulder Pain

___Prostate Problems


___Birth Control Pills
___Elbow Pain

___Diarrhea/Constipation

___Pregnancy
___Wrist/Hand Pain

___Abnormal Weight Gain/Loss
___Miscarriage


___Hip/Upper Leg Pain
___Drug/Alcohol Dependence
___PMS



___Knee/Lower Leg Pain
___Tobacco Product Use

___Menopause


___Ankle/Foot Pain

___Depression
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___Jaw Pain


___Eczema/Rash
___Joint Swelling/Stiffness    ___Sinusitis


___General Fatigue

___Allergies
___Muscular In-coordination ___Asthma
___Visual Disturbances

___Dizziness


Place an (x) on the picture where you have pain 

or other symptoms.

Current Complaint (how you feel today):

______________________________________________________________

0
1
2
3
4
5
6
7
8
9
10

       No Pain






                       Unbearable Pain

Previous Auto Accidents or Previous Sports Injuries: Y or N    Explain_____________________
_____________________________________________________________________________

List all Prescriptions or Over-the-Counter Medications that you are taking__________________

_____________________________________________________________________________

List all Nutritional and Herbal Supplements that you are taking___________________________

______________________________________________________________________________

What do you hope to get from you visit/treatment:

___Reduce Symptoms

___Resume/Increase Activity

___Learn how to take care of this on my own

___Explanation of condition/treatment

___Diet and Nutritional Advice

___Preventing symptoms in the future
