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Patient Name: _______________________________________________________________________ Date: ______________________

PATIENT INFORMATION
Address _______________________________________________________________

City, State, Zip __________________________________________________________

Phone (H) _____________________________ (C)______________________________

Email _________________________________________________________________

q Male q Female Date of Birth __________________  Age _______

q Married qWidowed q Single q Minor

q Separated q Divorced q Partnered

Employer/School _______________________________________________________

Occupation ____________________________________________________________

Spouse’s Name _________________________________________________________

Spouse’s Occupation ____________________________________________________

IN CASE OF EMERGENCY, CONTACT

Name _________________________________________________________________

Relationship __________________________ Phone ___________________________

Who may we thank for referring you? _____________________________________

ACCIDENT/DRIVER(S) INFORMATION
Date of Accident _______________________________________________________________________________________________________________________________

Please give a brief description of the crash.  ____________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Your car insurance company: ________________________________________________________________________________________________________________________

Adjuster: ________________________________________________________________Phone: _____________________________________________________________

Policy #: ________________________________________________________________ Claim #: _____________________________________________________________

Medical payments coverage amount: ________________________________________ Uninsured motorist coverage amount: _____________________________________

Third party insurance: _________________________________________________________________________________________________________________________

Name of other driver involved:  _____________________________________________________________________________________________________________________

What law firm represents you? ______________________________________________________________________________________________________________________

Address ________________________________________________________________ City, State, Zip _________________________________________________________

Your lawyer’s name _______________________________________________________ Phone: _____________________________________________________________

Have you had any other medical care since the crash? If so, describe. ________________________________________________________________________________________

Have you lost any work time since the crash?   qNo qYes, on these dates __________________________________________________________________________________

Your personal MD’s name __________________________________________________ Phone: _____________________________________________________________

HABITS
Smoke qNo qYes ____ pk/day _____ years Alcohol qNever qSocial qLight qModerate    qHeavy

EMPLOYMENT
Occupation/job at time of crash  ____________________________________________________________________________________________________________________

Employer ________________________________________________________________________________________________________________________  qUnemployed

Occupation/job currently  __________________________________________________________________________________________________________________________

Current employer __________________________________________________________________________ qUnemployed due to crash? qNo qYes

Type of work qOffice/clerical qLight labor qModerate labor qHeavy labor
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DURING THE CRASH
Location of the crash (street, intersection, city, state)  _____________________________________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Damage to your vehicle qFront qRear qDriver side qPassenger side qRoof qOther _____________________________________________

Estimated damage to your vehicle: $ ______________________________ qNot yet estimated.

Did your body strike any parts of the vehicle? qNo qYes, describe.  ________________________________________________________________________

________________________________________________________________________________________________________________________________________________

Were police on scene? qNo qYes If yes, was a report made? qNoqYes

MEDICAL HISTORY—PRIOR TO CRASH
Surgeries (dates and residuals)  ____________________________________________________________________________________________________________________

Fractures (dates and residuals)_______________________________________________________________________________________________________________________

Serious illness (dates and residuals)___________________________________________________________________________________________________________________

Workers’ comp. injuries (date, TX, awards, residuals) _____________________________________________________________________________________________________

Personal injuries (date, TX, awards, residuals) _____________________________________________________________________________________________________

Sports or other injuries to head, neck or back _____________________________________________________________________________________________________

Any prior episodes of current complaints  ____________________________________________________________________________________________________________

1. ___________________________________________________________________________________________________________________________________________

2. ___________________________________________________________________________________________________________________________________________

3. ___________________________________________________________________________________________________________________________________________

INJURY HISTORY
Date of crash injury/ injuries  ____________________________  Were you aware of the impending crash?   qYes qNo

Were you the qDriver qPassenger-front qPassenger-rear L/R

qMotorcyle operator qMotorcycle passenger qOther _________________________________________________________

Name of vehicle driver ________________________________________________________________________________________________________________________

YOUR vehicle (year, make, model) _______________________________________________________________________________________________________________

Does it have a trailer hitch? qYes qNo qNot sure

Your estimated speed at moment of crash ___________________________________ qStopped qSlowing qAccelerating

OTHER vehicle (year, make, model) _______________________________________________________________________________________________________________

Estimated speed of other vehicle at moment of crash __________________________ qStopped qSlowing qAccelerating

Road conditions qDry qDamp qWet qSnow qIcy qOther ___________________________________________________________________________

Your head restraint qNone qIntegralqAdjustable: up/down qDon’t know

Was your seat back position altered by the crash? qYes qNo

Was the seat broken? qYes qNo

Were you wearing a lap belt? qYes qNo Shoulder belt? qYes qNo

Did air bag deploy? qYes qNo If yes, were you struck by it? qYes qNo

Body position qStraight forward qLeaning forward qTwisted qOther ______________________________________________________________

Head position qForward qLeft _______˚ qRight _______˚ qUp _______˚ qDown _______˚

Hands qOne (qLeft or qRight) on wheel qTwo on wheel qNot sure qNot driving

Patient Name: _______________________________________________________________________ Date: ______________________



AFTER THE CRASH
Symptoms of: qHeadache qDizziness qNausea qConfusion/disorientation qNeck pain qBack pain

qNumbness/tingling/paresthesia(s)  If yes, where? __________________________________________________________________________________________________

qArm and/or leg pain.  If yes, where? __________________________________________________________________________________________________________

qOther symptoms? _________________________________________________________________________________________________________________________

Where did you go after the crash?

qHome qWork qHospital _________________________________________ qPrivate doctor __________________________________________________

Mode of transportation qDrove self qOther drove qEmergency transport
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TREATMENT HISTORY
Prior to this office, have you been evaluated/treated for these injuries? qNo qYes (list below)

Date  ____________________  Doctor/Provider _____________________________________________________________________________________________________

Specialty ____________________________________________________________________________________________________________________________________

Treatment _________________________________________________________________________________________________________________________________

Date  ____________________  Doctor/Provider _____________________________________________________________________________________________________

Specialty ____________________________________________________________________________________________________________________________________

Treatment _________________________________________________________________________________________________________________________________

Date  ____________________  Doctor/Provider _____________________________________________________________________________________________________

Specialty ____________________________________________________________________________________________________________________________________

Treatment _________________________________________________________________________________________________________________________________

Date  ____________________  Doctor/Provider _____________________________________________________________________________________________________

Specialty ____________________________________________________________________________________________________________________________________

Treatment _________________________________________________________________________________________________________________________________

MEDICAL HISTORY— office use only
Request records:

qRequest radiographs from ____________________________________________________________________________________________________________________

qRequest records from ___________________________________________________________________________________________________________________________

qRequest copy of police report.

Doctor notes: ____________________________________________________________________________________________________________________________________

 ___________________________________________________________________________________________________________________________________________

 ___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

 ___________________________________________________________________________________________________________________________________________
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Signed ______________________________________________________________________ Date  _________________________

Patient Name: _______________________________________________________________________ Date: ______________________





f,, Neck Disability Intake

Patient Name: ______________________________ Date: ________ _ 

Please read instructions: This questionnaire has been designed to give the doctor information as to how your neck pain has affected your 
ability to manage everyday life. Please answer every section and mark in each section only the ONE box that applies to you. We realize that you 
may consider that two of the statements in any one section relate to you, but please just mark the box that most closely describes your problem. 

SECTION 1 -PAIN INTENSITY 

□ I have no pain at the moment.
□ The pain is very mild at the moment.
□ The pain is moderate at the moment.
□ The pain is fairly severe at the moment.
□ The pain is very severe at the moment.
□ The pain is the worst imaginable at the moment.

SECTION 2-PERSONAL CARE (Washing, Dressing, etc.) 
□ I can look after myself normally, without causing extra pain.
□ I can look after myself normally, but it causes extra pain.
□ It is painful to look after myself and I am slow and careful.
□ I need some help, but manage most of my personal care.
□ I need help every day in most aspects of self care.
□ I do not get dressed; I wash with difficulty and stay in bed.

SECTION 3-LIFTING 

□ I can lift heavy weights without extra pain.
□ I can lift heavy weights, but it gives extra pain.
□ Pain prevents me from lifting heavy weights off the floor, but I

can manage if they are conveniently positioned, for example, 
on a table. 

□ Pain prevents me from lifting heavy weights off the floor, but I
can manage light to medium weights if they are conveniently
positioned.

□ I can lift very light weights.
□ I cannot lift or carry anything at all.

SECTION 4-READING 

□ I can read as much as I want to, with no neck pain.
□ I can read as much as I want to, with slight neck pain.
□ I can read as much as I want to, with moderate neck pain.
□ I can't read as much as I want, because of moderate neck pain.
□ I can hardly read at all, because of severe neck pain.
□ I cannot read at all.

SECTION 5-HEADACHES 

□ I have no headaches at all.
□ I have slight headaches that come infrequently.
□ I have moderate headaches that come infrequently.
□ I have moderate headaches that come frequently.
□ I have severe headaches that come frequently.
□ I have headaches almost all the time.

SECTION 6-CONCENTRATION 

□ I can concentrate fully when I want to, with no difficulty.
□ I can concentrate fully when I want to, with slight difficulty.
□ I have a fair degree of difficulty in concentrating when I want to.
□ I have a lot of difficulty in concentrating when I want to.
□ I have a great deal of difficulty in concentrating when I want to.
□ I cannot concentrate at all.

SECTION 7-WORK 

□ I can do as much work as I want to.
□ I can do my usual work, but no more.
□ I can do most of my usual work, but no more.
□ I cannot do my usual work.
□ I can hardly do any work at all.
□ I can't do any work at all.

SECTION 8-DRIVING 

□ I can drive my car without any neck pain.
□ I can drive my car as long as I want, with slight neck pain.
□ I can drive my car as long as I want, with moderate neck pain.
□ I can't drive my car as long as I want, because of moderate

neck pain.
□ I can hardly drive at all, because of severe neck pain.
□ I can't drive my car at all.

SECTION 9-SLEEPING 

□ I have no trouble sleeping.
□ My sleep is slightly disturbed (less than 1 hr sleepless).
□ My sleep is mildly disturbed (1-2 hrs sleepless).
□ My sleep is moderately disturbed (2-3 hrs sleepless).
□ My sleep is greatly disturbed (3-5 hrs sleepless).
□ My sleep is completely disturbed (5-7 hrs sleepless).

SECTION 10-RECREATION 

□ I am able to engage in all my recreation activities, with no
neck pain at all.

□ I am able to engage in all my recreation activities, with some
neck pain.

□ I am able to engage in most, but not all, of my usual recreation
activities, because of neck pain.

□ I am able to engage in few of my recreation activities, because
of neck pain.

□ I can hardly do any recreation activities, because of neck pain.
□ I can't do any recreation activities at all.

Instructions: 1. The NDI is scored in the same way as the Oswestry Disability Index. 
2. Using this system, a score of 10-28% (i.e., 5-14 points) is considered by the authors to constitute mild disability;

30-48% is moderate; 50-68% is severe; 72% or more is complete.
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f,, Oswestry Low Back Pain Scale

Patient Name: ______________________________ Date: ________ _ 

Please rate the severity of your pain by circling a number below. 

No Pain 0 1 2 3 4 5 6 7 8 9 10 Unbearable Pain 

Please circle the ONE NUMBER in each section which most closely describes your problem. 

SECTION 1 -PAIN INTENSITY 

0. The pain comes and goes and is very mild.
1. The pain comes and goes and is moderate.
2. The pain is moderate and does not vary much.
3. The pain comes and goes and is severe.
4. The pain is severe and does not vary much.

SECTION 2-PERSONAL CARE (Washing, Dressing, etc.) 
O. I would not have to change my way of washing or dressing in

order to avoid pain.
1. I do not normally change my way of washing or dressing even 

though it causes some pain. 
2. Washing and dressing increase the pain and I find it necessary

to change my way of doing it.
3. I need some help, but manage most of my personal care.
4. Because of the pain I am unable to do some washing and

dressing without help.
5. Because of the pain I am unable to do any washing and dressing

without help.

SECTION 3-LIFTING 

0. I can lift heavy weights without extra pain.
1. I can lift heavy weights, but it gives extra pain.
2. Pain prevents me lifting heavy weights off the floor.
3. Pain prevents me lifting heavy weights off the floor, but I can

manage if they are conveniently positioned, e.g., on a table.
4. Pain prevents me lifting heavy weights, but I can manage light 

to medium weights if they are conveniently positioned. 
5. I can only lift very light weights at most.

SECTION 4-WALKING 

0.1 have no pain on walking. 
1. I have some pain on walking, but it does not increase with

distance.
2.1 cannot walk more than 1 mile without increasing pain. 
3.1 cannot walk more than 1/2 mile without increasing pain. 
4.1 cannot walk more than 1/4 mile without increasing pain. 
5. I cannot walk at all without increasing pain.

SECTION 5-SITTING 

0. I can sit in any chair as long as I like.
1. I can sit only in my favorite chair as long as I like.
2. Pain prevents me from sitting more than 1 hour.
3. Pain prevents me from sitting more than 1/2 hour.
4. Pain prevents me from sitting more than 10 minutes.
5. I avoid sitting because it increases pain immediately.

SECTION 6-STANDING 

O. I can stand as long as I want without pain.
1.1 have some pain on standing but it does not increase with time.
2. I cannot stand for longer than 1 hour without increasing pain.
3. I cannot stand for longer than 1/2 hour without increasing pain.
4. I cannot stand for longer than 10 minutes without increasing

pain.
5. I avoid standing because it increases the pain immediately.

SECTION 7-SLEEPING 

0. I get no pain in bed.
1. I get pain in bed but it does not prevent me from sleeping well.
2. Because of pain my normal nights sleep is reduced by less than

one-quarter.
3. Because of pain my normal nights sleep is reduced by less than

one-half.
4. Because of pain my normal nights sleep is reduced by less than

three-quarters.
5. Pain prevents me from sleeping at all.

SECTION 8-SOCIAL LIFE 

0. My social life is normal and gives me no pain.
1. My social life is normal but it increases the degree of pain.
2. Pain has no significant effect on my social life apart from limiting

my more energetic interests, e.g., dancing, etc.
3. Pain has restricted my social life and I do not go out very often.
4. Pain has restricted my social life to my home.
5. I have hardly any social life because of the pain.

SECTION 9-TRAVELING 

0. I get no pain when traveling.
1. I get some pain when traveling, but none of my usual forms of

travel make it any worse.
2. I get extra pain while traveling, but it does not compel me to

seek alternate forms of travel.
3. I get extra pain while traveling which compels me to seek

alternative forms of travel.
4. Pain restricts me to short necessary journeys under 1/2 hour.
5. Pain restricts all forms of travel.

SECTION 10-CHANGING DEGREE OF PAIN 

0. My pain is rapidly getting better.
1. My pain fluctuates, but is definitely getting better.
2. My pain seems to be getting better but improvement is slow.
3. My pain is neither getting better or worse.
4. My pain is gradually worsening.
5. My pain is rapidly worsening.

TOTAL _______ _ 
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f,, Personal Injury Financial Agreement

Welcome to our office. We assure you that you will receive our very best care for your injury. It's important to familiarize you with our 
financial policies and we would like to explain the 3 options to handle the cost of your personal injury care. 

Option 1: Med Pay 

Medical Payments (Med Pay) is a coverage option available with auto insurance policies that covers medical expenses for the policyholder, 
passengers, and family members traveling in the insured vehicle at the time of an accident. This coverage will pay up to policy limits 
and regardless of fault. Use of Med Pay does not affect policy premiums. We will bill the Med Pay portion of the auto insurance policy 
covering the vehicle you were injured in. If the Med Pay benefit is exhausted, you are responsible for payment at that point unless an 
attorney is representing you. 

Option 2: Attorney Liens 

If you have hired an attorney to represent you during your personal injury case, it is our policy to have you and your attorney sign a 
Chiropractic Lien. This will guarantee direct payment to our office for any unpaid balance upon the settlement of your case in exchange 
for delaying required payment. Please note that we retain the right to first submit and receive payment from available Med Pay coverage. 
The amount not covered by Med Pay will be held on the Chiropractic Lien until the case is settled. Further, this office does not discount 
or reduce the amount of your balance based upon the outcome of your settlement. 

Option 3: Self Pay - Third Party Recovery 

If you are solely relying on the "at fault" vehicles insurance to pay your medical expenses, this is termed a "Third-Party" claim. The Third
Party insurance is not obligated to pay our office directly and typically will only reimburse the claimant (you) directly for your medical 
expenses. Therefore, we do not bill Third Party insurers. In these cases, if you do not have legal representation, you will need to pay 

for your services (care) and be reimbursed by the at-fault third party. We will provide you with any needed records and receipts. The 
third party should make any appropriate payment directly to you. 

Responsibility for Payment 

We will gladly submit records and charges, with your approval and direction, to insurance companies and/or attorneys to help settle 
your case. However, understand that all services rendered by this office are charged ultimately to you. You are personally responsible 
for the cost of all services rendered, regardless of any insurance reimbursement or settlement you may or may not receive. Personal 
health insurance is not billed in personal injury claims, it is not a responsible payer in personal injury claims. We will not bill your personal 
health insurance. 

Voluntary Termination of Care 

If you suspend or terminate your care at any time, your portion of all charges for professional services provided becomes immediately 
due and payable to this office. 

I have read and understand the above. 

Patient (or Legal Guardian) Signature Date 

Patient's Name Printed Witness 
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-l L. ,u- 1en 
Patient Name: __________________________ Date: _______ _ 

Date of Accident: _____________ Date of Birth: ________________ _ 

I do hereby authorize Family First Chiropractic and associated Doctors, to furnish you, my attorney, with a full 

report of the Doctor examination, diagnosis, treatment, prognosis, etc., of myself in regard to the accident in 

which I was recently involved. 

I hereby authorize and direct you, my attorney, to pay directly to said doctor/facility such sums as may be due 

and owing him/them for medical services rendered me both by reason of this accident and by reason of any 

other bills that are due his office/facility and to withhold such sums from any settlement, judgment or verdict 

as may be necessary to adequately protect and fully compensate said doctor. And I hereby further give a Lien 

on my case to said doctor/facility against any and all proceeds of my settlement, judgment or verdict which may 

be paid to you, my attorney, or myself, as the result of the injuries for which I have been treated or injuries in 

connection therewith. 

I fully understand that I am directly and fully responsible to said doctor and facility for all medical bills submitted 

by him/them for service rendered me and that this agreement is made solely for said doctor's/facilities additional 

protection and in consideration of his/their awaiting payment. And I further understand that such payment is 

not contingent on any settlement, judgment or verdict by 

which I may eventually recover said fee. 

I agree to promptly notify said doctor/facility of any change or addition of attorney(s) used by me in connection 

with this accident, and I instruct my attorney to do the same and to promptly deliver a copy of this lien to any 

such substituted or added attorney(s). 

Please acknowledge this letter by signing below and returning to the doctor's office. I have been advised that 

if my attorney does not wish to cooperate in protecting the doctor's/facilities interest, the doctor/facility will not 

await payment but may declare the entire balance due and payable. 

Patient Signature Date 

The undersigned, being attorney of record for the above patient, does hereby agree to observe all terms of the 

above and agrees to withhold such sums for any settlement, judgment, or verdict, as may be necessary to 

adequately protect Family First Chiropractic in consideration for one copy of records at no expense. 

Attorney Signature Date 

Please date, sign and return to Family First Chiropractic. 

FAMILY FIRST CHIROPRACTIC RENO 9476 Double R Blvd, Ste A I SPARKS 2155 Green Vista Dr, Ste 202 I FFCwecare.com



Electronic Health Records Intake Form 
In compliance with requirements for the government EHR incentive program

First Name: _______________________________Last Name:  ______________________________ 

Preferred Language: _______________   D.O.B.___/____/_______    Sex: _________  

Sex at Birth:______________       

Smoking Status (Circle one): Every Day Smoker / Occasional Smoker / Former Smoker / Never 

Smoked CMS requires providers to report both race and ethnicity   If yes, start date:____________

Race (Circle one): American Indian or Alaska Native / Asian / Black or African American / White 

(Caucasian) Native Hawaiian or Pacific Islander / Other / I Decline to Answer 

Ethnicity (Circle one): Hispanic or Latino / Not Hispanic or Latino / I Decline to Answer 

 I choose to decline receipt of my clinical summary after every visit.

Patient Signature:   Date:

For office use only 

Height: ________     Weight: _________    Blood Pressure: _______/_______   Pulse:________





f,, Insurance Information

Patient Name: _______________________________ Date: _________ _ 

Healthlnsurance Company ___________________________ lD# __________ _ 

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself. 

Furthermore, I understand that this office will prepare any necessary reports and forms to assist me in making collection from the 

insurance company and that any amount authorized to be paid directly to this office will be credited to my account upon receipt. I 

permit this office to endorse co-issued remittances for the conveyance of credit to my account. However, I clearly understand and agree 

that all services rendered to me are charged directly to me and that I am personally responsible for payment. It is my understanding 

that my credit may be checked if Family First Chiropractic extends credit to me and I also understand that if I suspend or terminate 

my care and treatment, any fees for professional services rendered to me will be immediately due and payable unless prior arrangements 

are made. I hereby authorize the doctors at Family First Chiropractic and whomever they may designate as their assistants to administer 

treatment as they so deem necessary and I also authorize the release of any information acquired in the course of my examination or 

treatment, I certify that the following information is true and correct. 

1 hereby instruct and direct ____________________________ Insurance Company to pay 
by check issued to and mailed to: 

□ Family First Chiropractic, 2115 Green Vista Dr. #102, Sparks NV 89431

□ Family First Chiropractic, 9476 Double R Blvd., Reno, NV 89521

or if my current policy prohibits direct payment to doctor, I hereby also instruct and direct my insurance company to issue the check 

to me and mail it to the address as follows: 

□ Family First Chiropractic, 2115 Green Vista Dr. #102, Sparks NV 89431

□ Family First Chiropractic, 9476 Double R Blvd., Reno, NV 89521

for the professional or medical expense benefits allowable, and otherwise payable to me under my current insurance policy as payment 

toward the total charges for the professional services rendered. 

THIS IS A DIRECT ASSIGNMENT OF MY RIGHTS AND BENEFITS UNDER THIS POLICY. This payment will not exceed my indebtedness to 

the above-mentioned assignee, and I have agreed to pay, in a current manner, any balance of said professional service charges over 
and above this insurance payment. 

A photocopy of this Assignment shall be considered as effective and valid as the original. 

I also authorize the release of any information pertinent to my case to any insurance company, adjuster, or attorney involved 

in this case. I also authorize the request of medical records, reports and imaging which are pertinent to the delivery of my care by this 
office. 

I authorize doctor to initiate a complaint to the Insurance Commissioner for any reason on my behalf. 

Date Witness 

Signature of Policyholder Signature Claimant, if other than Policyholder 
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f,, Consent for Purposes of Treatment, Payment & Healthcare Operations

Patient Name: _______________________________ Date: _________ _ 

In this document, "I" and "my" refer to the patient, and "Chiropractor" refers to any Chiropractor employed by Family First Chiropractic. 

I consent to the use or disclosure of my protected health information by Chiropractor for the purpose of analyzing, diagnosing 

or providing treatment to me, obtaining payment for my health care bills or to conduct health care operations of Chiropractor. I 

understand that analysis, diagnosis or treatment of me by Chiropractor may be conditioned upon my consent as evidenced by my 

signature below. 

I understand I have the right to request a restriction as to how my protected health information is used or disclosed to carry 

out treatment, payment or healthcare operations of the practice. Chiropractor is not required to agree to the restrictions that I may 

request. However, if Chiropractor agrees to a restriction that I request, the restriction is binding on Chiropractor. 

I have the right to revoke this consent, in writing, at any time, except to the extent that Chiropractor has taken action in reliance 

on this Consent. 

My "protected health information" means health information, including my demographic information, collected from me and 

created or received by my physician, another health care provider, a health plan, my employer or a health care clearinghouse. This 

protected health information relates to my past, present or future physical or mental health or condition and identifies me, or there is 

a reasonable basis to believe the information may identify me. 

I have a right to be provided with a copy of the Notice of Privacy Practices of Chiropractors and understand that I have a right 

to review the Notice of Privacy Practices prior to signing this document. The Notice of Privacy Practices describes the types of uses and 

disclosures of my protected health information that will occur in my treatment, payment of my bills or in the performance of health care 

operations of Chiropractor. The Notice of Privacy Practices for Chiropractor is also posted in the waiting room at 2115 Green Vista Drive 

Suite 102, Sparks, NV 89431 and available on our website at RenoSparksChiro.com. This Notice of Privacy Practices also describes my 

rights and duties of the Chiropractor with respect to my protected health information. 

Chiropractor reserves the right to change the privacy practices that are described in the Notice of Privacy Practices. I may 

obtain a revised notice of privacy practices by calling the office of Chiropractor and requesting a revised copy be sent in the mail or 

asking for one at the time of my next appointment. A revised copy will also be available on our web site at RenoSparksChiro.com. 

Signature of Patient or Personal Representative Printed Name of Patient 

Date of Signing Witness 
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,.6, Biostructural Exam Visualization, Instrumentation, Static Palpation, Motion Palpation Acct.#: ___________ _

Patient Name: _______________________ DOB: _________ Date: ________ _ 

GENERAL REFLEXES Left Right CRANIAL NERVES 

Dom Hand Right/Left 

Demeanor 

BP I 

Pulse (bpm)/Heart I 

Respiration (bpm)/Lungs I 

Flexion (SO) 2 3 4 2 3 

Extension (55) 2 3 4 2 3 

L Lat Flex (45) 2 3 4 2 3 

R Lat Flex (45) 2 3 4 2 3 

L Rot (80) 2 3 4 2 3 

R Rot(80) 1 2 3 4 2 3 

CervComp (neutral) L R neck-Ip Ct UEx 

CervComp (L) (R) L R neck-Ip Ct UEx 

Distraction L R neck-Ip Ct UEx 

L Shldr Depr neck-Ip Ct UEx 

R Shldr Depr neck-Ip Ct UEx 

Linders + 
O'Donahue's Passive Active 

Flexion (70) 2 3 4 2 3 

Extension (30) 2 3 4 2 3 

L LatFlex (30) 2 3 4 2 3 

R LatFlex (30) 2 3 4 2 3 

L L-DRot (30) 2 3 4 2 3 

R L-DRot (30) 2 3 4 2 3 

Antalgia 

Kemps L R LB-Ip Ct LEx 

Adams 

Romberg 

Biceps 2 3 2 3 

Brachio 2 3 2 3 

Triceps 2 3 2 3 

Patellar 2 3 2 3 

Achilles 2 3 2 3 

Babinski tdg I abn tdg I abn 

Ankle Clonus + + 
DERM Left Right 

cs 

C6 

C7 

ca 

Tl 

T2 

L1 

L2 

L3 

L4 

LS 

51 

MUSCLES TESTS Left Right 

CS (deltoid) 5 4 3 2 5 4 3 2 

C6(bicep) 5 4 3 2 5 4 3 2 

C7 (tricep) 5 4 3 2 5 4 3 2 

ca 5 4 3 2 5 4 3 2 

Tl 5 4 3 2 5 4 3 2 

Ll-3 (hip fix) 5 4 3 2 5 4 3 2 

L4 5 4 3 2 5 4 3 2 

LS 5 4 3 2 5 4 3 2 

51 5 4 3 2 5 4 3 2 

BilatWeight 

Olf. Sm. 

II Occ&Lgt 

11I,IV,VI GAZE 

V Sen/Taste 

VII Wink 

VII Smile 

VIII Accous 

IX Gag Taste 

X Voe Swal 

XI SCM 

XII Tongue Mov 

SEATED . 
ORTHO 

Left Right 

Slump Test 

Valsalva 

Bechterew 

Adson's 

PRONE . 
ORTHO 

Left Right 

Nachlas 

Ely's 

Hibb's 

Spinal Pere. 

SUPINE 
Left Right 

ORTHO 

SLR L R LB-Ip Ct, LEx 

Braggards + + 

Thomas + + 

FABER + + 

Bowstring + + 

Miligrams + + 

5-1 Stretch + + 

EDEMA T/P Restrictions EDEMA T/P Restrictions EDEMA T/P Restrictions KEY FOR ROM PRILL TEST 

Occiput L/ R □□ □ Tl L/R □□ □ Ll L/R □□ 

C-1 L / R □□ □ T2 L/R □□ □ L2 L/R □□ 

C2 L/R □□ □ T3 L/R □□ □ L3 L/R □□ 

C3 L/R □□ □ T4 L/R □□ □ L4 L/R □□ 

C4 L/R □□ □ TS L/R □□ □ LS L/R □□ 

cs L/R □□ □ T6 L/R □□ □ SI Joint L/R □□ 

C6 L/R □□ □ T7 L/R □□ □ Sacrum L/R □□ 

C7 L/R □□ □ TB L/R □□ □ 52 □□ 

T9 L/R □□ □ 53 □□ 

T10 L/R □□ □ 54/SS □□ 

Tll L/R □□ □ Coccyx (1-4) □□ 

T12 L/R □□ □ 

l�I l�I
Cl 

C2 

C3 

C4 

cs 

Convergence Angles L Slope R Slope APOM 

Left Right R Convex L Convex 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

□ 

ROM Prone 

D1=76-99% D2=51-75% D3=26-50% D4=25% cs

PAIN Vert. 
1--------------------l 

Cl 

C2 

C3 

C4 

cs 

□l=Mild 02=Moderate 03=Severe Rad. 

DEGENERATION PHASE / CURVE 

Cervical 

Thoracic 

Lumbar 

II Ill 

II Ill 

II Ill 

I

I 

I 

X RAYS needed 

Cerv. 2 5 

Thor 2 

Lumbar 2 

Extremity 

Med. 

Lat. 

LC 

Additional Misalignment 
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,-0,consultation Notes 
Patient Name: ______________________________ Date: _________ _ 

FINANCIAL 

Cash □ Yes

□ No

Insurance: _______ _ 

Event: ________ _ 

CARE PLAN 

Plan# 

daily/ wks 

Sxwk/ wks 

4xwk/ wks 

3xwk/ wks 

2xwk/ wks 

lxwk/ wks 

2x mo/ mos 

lx mo/ mos 

EXAM REQUISITION 

D Consult 

D Exam 

D Reactivation 

D 1 Cerv 

D 2Cerv 

D SCerv 

D 8Blair 

D 7 Davis Series 

O2LB 

D 2Thor 

□ Extremity _______ _

ADJUSTMENT 

D 1-2 Regions 

D 3-4 Regions 

D 5+ Regions 

D Extremities 

0 N/C 

PATIENT INFORMATION 

MVAs _______________________________ _ 

Work _______________________________ _ 

Sports _______________________________ _ 

Children/Pregnancy ___________________________ _ 

Misc _______________________________ _ 

CHIEF COMPLAINT 

Onset _______________________________ _ 

Provoc _______________________________ _ 

Palliative ______________________________ _ 

Quality _______________________________ _ 

Time _______________________________ _ 

Stress _______________________________ _ 

Referred ______________________________ _ 

Associated ______________________________ _ 

NOTES ON LIFE EFFECT 

□ Work

D Exercise 

D Productivity 

D Recreation 

D Creativity 

D Attitude 

_________ D Sleep 

_________ D Self-care 

_________ D Patience 

_________ D Energy 

_ ________ D Relationships 

_________ D Other 

HEAL TH GOALS 

Immediate ______________________________ _ 

ShortTerm ______________________________ _ 

Long Term ______________________________ _ 
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Phases of Care
Patient Name: _______________________________________________________________________ Date: ______________________

INITIAL INTENSIVE CARE
Objective: to stabilize problem and stop damage

CORRECTIVE CARE
Objective: to strengthen the spine and nerve supply, and move the body back into a normal, healthy state.

WELLNESS OR MAINTENANCE CARE
Objective of Wellness Care: to continue healing trajectory to maximize health potential, and keep the body free of nerve
interference for a lifetime.

Objective of Maintenance Care: to maintain and protect new level of health and prevent back-sliding and losing gains.

Here are your recommendations for care based upon your exam findings:

Initial Intensive Care Weeks

Weeks

Weeks

Weeks

x/week

x/week

x/week

x/month

BENEFITS OF THE RECOMMENDED CARE PLAN
• Complimentary admittance to Eat Well, Move Well, Think Well wellness workshops.

• Complimentary consultation, exam, and x-rays for immediate family members within the first two weeks
of care. Some limitations may apply for Medicare, Personal Injury and Workers Comp.



Do you have a BACK or HEALTH problem?

FAMILY FIRST CHIROPRACTIC  RENO 9476 Double R  Blvd, Ste A   l   SPARKS 2155 Green Vista Dr, Ste 202   l   FFCwecare.com

CHIROPRACTIC PREMISE
Subluxations (nerve interference or damage) cause body and mind miscommunication malfunction and dis-ease.

Your nervous system (brain, spinal cord and nerves) controls and coordinate everything in your body and mind.
When your nerve energy flows abundantly without obstruction, your body and mind are 100% self-communicating, self-healing, self-regulating and robust.
When subluxations (nerve interference or damage) impede nerve flow, similar to static on your cell phone, you are no longer functioning at 100% and your
health and vitality are compromised.
Subluxations are caused by our inability to handle 3 major stressors: physical, mental-emotional and chemical.
Left uncorrected, subluxations have devastating effects upon human health and well being, leading to breakdown, malfunction and dis-ease.
Our goal is to locate subluxations, remove them and their causes and allow you to heal yourself on every level.
Only chiropractors are trained to correct your subluxations.

1
2
3

4
5
6
7

SPINAL
LEVEL

BODY
REGION

C1
and
C2

C3

C4

C5

C6

C7

T1/2

T3

T4

T5

T6

T7

T8

T9

T10

T11/12

L1

L2

L3

L4

L5

Sacrum

Coccyx

Adjustments correct subluxations so your body heals and functions at higher levels.

headache

neck

shoulder

arm

hand

finger

upper back

mid back

low back

hip

leg

knee

ankle

foot

toe

INTERNAL ORGANS,
FUNCTIONS & EFFECTS

food sensitivity,
structures of the head,

sinuses

diaphragm

thyroid

sugar handling

stomach

liver

heart

lungs & bronchi

gall bladder

stomach

pancreas

spleen & immune function

liver

adrenal glands

small intestine
kidney

kidneys & bladder

ileocecal valve
large intestine

cecum
appendix

endocrine glands: thyroid
pancreas, liver, adrenals

colon
prostate

prostate or uterus

reproductive organs

overall tone of the
nervous system

COMMON INTERNAL SYMPTOMS
INDICATING DIS-EASE

spacey, dizzy, low energy, memory trouble, brain fog,
sore throat, colds, influenzas, ear ache, sinus problems, snoring,

insomnia, migraines, allergies, upper respiratory conditions

difficult to take a deep breath, chronic fatigue, anxiety,
vertigo, shortness of breath

low = weight gain, feelings of being cold
high = insomnia, nervousness

craving sweets, tired after eating, headaches if too long between
meals, emotional instability, heart palpitations

heartburn, bloating after meals, gassy, burping, trouble with fatty foods

headaches, low energy, sneezing, nightmares, burning feet

stomach pain after eating, needs antacids

sluggishness, sneezing, nightmares, burning feet

coronary heart disease, functional heart conditions,
chest pain, high or low blood pressure

bronchial asthma, shortness of breath, chronic cough

heartburn, indigestion, stomach troubles, ulcers

craving sweets, indigestion, tired after eating, heart palpitations,
emotional instability, headaches if too long between meals

lowered resistance, immune deficiencies,
frequent colds or influenza

overwhelmed by stress, allergies, hives

digestive complaints 1-2 hours after eating, kidney troubles

decreased urine output, swollen ankles, puffy eyelids, kidney or
bladder infections, high or low blood pressure, diarrhea, constipation

bad breath, flatulence, headache when sleeping too long,
dark circles under the eyes, toxicity

digestive complaints 1-2 hours after eating,
abdominal cramps

see organ’s primary subluxation sites: C4, C5, C7, T6, T8
bladder trouble, bed wetting, irregular cycles

bowel problems, coated tongue, headaches, frequent urination

reproductive disorders, spinal curvatures

prostate problems, dysmenorrhea, PMS, leg cramps

PMS, migraine, compulsive disorders, dysmenorrhea, impotence, infertility,
dyslexia, chronic depression, vertigo, epilepsy, ADHA, sensitivity to light

Cervical
Spine

Thoracic
Spine

Lumbar
Spine

Sacrum

Coccyx

C1
C2
C3
C4
C5
C6
C7
T1

T2

T3

T4

T5

T6

T7

T8

T9

T10

T11

T12

L1

L2

L3

L4

L5

WHO DO YOU KNOW WHO NEEDS TO BE CHECKED?


	Blank Page
	Blank Page
	Blank Page
	Blank Page



