
  

 

 

 

Welcome to Reinarts Family Chiropractic 
 

 

 

We want to thank you for choosing Reinarts Family Chiropractic and for giving us the chance to help you.  

With your cooperation, I am sure that you will obtain the results you seek.  We will do whatever it takes to 

help you get well as soon as possible.  

 

The purpose of our office is to serve you, and we will be happy to answer any questions concerning your 

health care.  We pride ourselves on serving happy, healthy and enthusiastic patients.  Also, please let us 

know if there is ever a concern or problem you need to discuss (e.g. concern about your care, finances, 

etc.).  Your comments help us to identify areas of concern and thus, help our office improve our service to 

our clients. 

 

As you begin to improve, share your joy and health with your friends and loved ones; we always appreciate 

referrals!  Once again, thank you for choosing our office, and we look forward to working with you to help 

you regain optimum health. 

 

Sincerely, 

 

Dr. Jason Reinarts 

 

 

Our Mission 
 

 

To create a healing environment in which people take individual responsibility and learn to maximize their 

optimum health potential.  We do this by listening and becoming aware of the person’s individual needs so 

that we may utilize tools and resources that will best serve their body, mind, and spirit.  Our fundamental 

approach includes clearing the nerve system, increasing structural integrity, providing nutritional support, 

decreasing emotional tension and inspiring people to make better choices in sickness and in health. 

 

 





FAMILY HEALTH HISTORY 
 
Patient Name _____________________________________________________ Date ____________________ 
 
Please review the below listed symptoms and conditions and indicate those that are current health problems 

of a family member by the designation C under his or her column. The designation P should be used to 

indicate a past problem. Leave blank those spaces that do not apply. 
 

 Father 
Age____ 

Mother 
Age____ 

Spouse 
Age____ 

Brother(s) 
Age____   Age____ 

Sister(s) 
Age____  Age____ 

Children 
Age____ Age____ Age____ 

First Name           

CONDITION           

Allergies            

Arthritis           

Auto Accidents           

Back Pain           

Cancer           

Constipation           

Diabetes           

Disc Problems           

Epilepsy           

Frequent Colds/Flus           

Headache           

Heartburn           

Heart Trouble           

High Blood Pressure           

Low Energy           

Migraine           

Neck Pain           

Nervousness           

Pinched Nerve           

Scoliosis           

Sinus Trouble           

Sleeping Problems           

Other:           

Other:           

Other:           

 



Functional Rating Index 
 

For use with Neck and/or Back Problems only. 

In order to properly assess your condition, we must understand how much your neck and/or  

back problems have affected your ability to manage everyday activities. 

 

For each item below, please circle the one choice which most closely describes your condition right now. 

 
 

1.  Pain Intensity      6.  Recreation 
________________________________________________  _____________________________________________ 
     

  No            Mild          Moderate          Severe           Worst                   No            Mild            Moderate           Severe      Worst 

 pain           pain              pain                  pain           possible                      pain            pain                pain                 pain        possible        

                                                                                     pain                                                                                                             pain 

 

2.  Sleeping                                    7.  Frequency of Pain 
 _______________________________________________          _____________________________________________ 
 

Perfect           Mildly          Moderately        Greatly           Totally             No     Occasional      Intermittent       Frequent        Constant 

 sleep          disturbed         disturbed          disturbed       disturbed           pain          pain;                pain;                 pain;              pain; 

                       sleep                sleep                 sleep             sleep                                25%                50%                  75%             100% 

                                                                                                                                 of the day       of the day         of the day       of the day 

 

3.  Personal Care (washing, dressing, etc.)   8.  Lifting          
________________________________________________           ____________________________________________  
 

       No             Mild       Moderate         Moderate        Severe                     No        Increased      Increased        Increased       Increased       

      pain              pain       pain; need       pain; need      pain; need                 pain       pain with       pain with        pain with      pain with 

       no                 no     to go slowly         some               100%                  w/heavy       heavy          moderate            light               any 

restrictions   restrictions                        assistance       assistance                 weight        weight           weight            weight           weight 

 

 

4. Travel (driving, etc.)     9.  Walking          
_______________________________________________ ____________________________________________ 
 

     No            Mild          Moderate         Moderate         Severe   No pain       Increased      Increased     Increased   Increased 

 pain on          pain on          pain on             pain on           pain on                any            pain after      pain after     pain after   pain with 

long trips      long trips      long trips         short trips       short trips           distance          1 mile           1/2 mile        1/4 mile         all                                                                                                                                                                                                                                     

                                                     walking 

 

5.  Work       10.  Standing          
________________________________________________ _____________________________________________ 
 

     Can do             Can do         Can do        Can do       Cannot                 No pain      Increased     Increased     Increased    Increased 

 usual work       usual work     50% of       25% of           work                      after            pain              pain               pain        pain with 

plus unlimited     no extra         usual          usual                                        several    after several       after                after           any 

  extra work           work            work          work                                          hours          hours           1 hour          1/2 hour     standing 

 

 

 

Name ____________________________________________________________________________________________  

                                                 PRINTED 

 

          ____________________________________________________________________        ____________________ 

                                             Signature                                                                                                            Date                          
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