Health Pro Wellness Center

HEALTH PrRO

wellness center

(714) 662-8818

Congratulations! You have taken a major step toward your new and
improved health and wellbeing. If you are looking for proven solutions for
fixing bodies, you’ve found it. It’s been said that 90% of success is simply
showing up. By spending your valuable time visiting our health center, you
are “showing up”. You have demonstrated a willingness to invest in yourself.
No investment could be more worthwhile! We look forward to helping you.

Our clinic prides itself on our team approach to help care. We provide
different health techniques and services in combination to get accelerated
effective results. To better serve you and direct your care, please answer the
following:

I’m here for a consult only
I have a prescription from my doctor

I’m interested in the following (Circle all that apply)

Advanced Chiropractic Physical Therapy
Spinal Disc Decompression  Laser Therapy Massage Therapy
Posture Correction Personal Training Nutrition/Detox

Whole Body Vibration Therapy

Let the team of Doctors determine the treatment
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WELCOME .

Patient Information

Name:
Last First Mi
Email address:
Mailing Address:
Phone # (H) (W) (Other)
Can we call you at work? O Yes O No
Date of Birth: Sex: O Male O Female  SS#:

Marital Status: Q Single O Married QO Divorced O Widowed O Separated O Minor

Occupation: Employer:

Employer Address: Phone:

How did you hear about our practice?

Emergency contact: Name: Relation: Phone #:

Phone #: (H) (W)

Accident Informationw

Is this visit due to an accident? O Yes U No If yes, what type? O Auto O Work U Other

Has it been reported? U Yes 4 No If yes, to whom?

Financial Informationw

Name of person responsible for this account:

Relationship to patient (if other than self): Phone #
Do you have health insurance? O Yes U No Name of Carrier:
Do you have secondary insurance? O Yes U No Name of Carrier:

SIGNATURE (X) DATE
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1. Reasons for seeking chiropractic care:

Primary reason:

Secondary reason:

2. Previous interventions, treatments, medications, surgery, or care you’ve sought for your complaint(s):

3. Past Health History:

A. Please indicate if you have a history of any of the following:
o Anticoagulant use o Heart problems/high blood pressure/chest pain o Bleeding problems
o0 Lung problems/shortness of breath o0 Cancer 0 Diabetes 0 Psychiatric disorders
o Bipolar disorder 0 Major depression 0 Schizophrenia o Stroke/TIA’s o Other
0 None of the above

B. Previous Injury or Trauma:

Have you ever broken any bones? Which?

C. Allergies:

D. Medications:

Medication Reason for taking

E. Surgeries:

Date Type of Surgery

F. Females/ Pregnancies and outcomes:

Pregnancies/Date of Delivery Outcome
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4. Family Health History:
Do you have a family history of? (Please indicate all that apply)
o Cancer 0O Strokes/TIA’s o0 Headaches o Cardiac disease 0 Neurological diseases
0 Adopted/Unknown o Cardiac disease below age 40 0 Psychiatric disease o Diabetes

o Other 0 None of the above

Deaths in immediate family:

Cause of parents or siblings death Age at death

Social and Occupational History:

A. Job description:

B. Work schedule:

C. Recreational activities:

D. Lifestyle (hobbies, level of exercise, alcohol, tobacco and drug use, diet):
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Patient #:

General Pain Disability Index Questionnaire

Name (please print): Date:
Age:—————__ Date of Birth: Occupation:
How long have you had this pain? — Years —  Months Weeks
Is this your first episode of this pain? Yes No

Use the letters below to indicate the type

and location of your sensations right now
Key: A = Ache B = Burning N = Numbness

P = Pins & Needles S = Stabbing O = Others
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For Doctor's Use:

Chief complaint (other than neck or low back pain}
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Review of Systems
Have you had any of the following pulmonary (lung-related) issues?
o Asthma/difficulty breathing o COPD o Emphysema o Other o None of the above

Have you had any of the following cardiovascular (heart-related) issues or procedures?
O Heart surgeries 0 Congestive heart failure 0 Murmurs or valvular discase 0 Heart attacks/MIs o Heart
disease/problems o Hypertension 0 Pacemaker 0 Angina/chest pain 0 Irregular heartbeat o Other

o0 None of the above

Have you had any of the following neurological (nerve-related) issues?

0 Visual changes/loss of vision 0 One-sided weakness of face or body o History of seizures o One-sided
decreased feeling in the face or body o Headaches © Memoryloss 0O Tremors o Vertigo o Loss of sense of
smell

o Strokes/TIAs o Other 0 None of the above

Have you had any of the following endocrine (glandular/hormonal) related issues or procedures?
o Thyroid disease 0 Hormone replacement therapy 0O Injectable steroid replacements o Diabetes
0 Other 0 None of the above

Have you had any of the following renal (kidney-related) issues or procedures?
O Renal calculi/stones 0 Hematuria (blood in the urine) o Incontinence (can’t control) o Bladder Infections
o Difficulty urinating o Kidney disease 0 Dialysis o Other o None of the above

Have you had any of the following gastroenterological (stomach-related) issues?

o0 Nausea 0 Difficulty swallowing o Ulcerative disease 0O Frequent abdominal pain 0 Hiatal hernia O
Constipation

O Pancreatic disease O Irritable bowel/colitis O Hepatitis or liver disease 0 Bloody or black tarry stools

O Vomiting blood o Bowel incontinence o Gastroesophageal reflux/heartburn o Other o None of
the above

Have you had any of the following hematological (blood-related) issues?

o0 Anemia 0O Regular anti-inflammatory use (Motrin/Ibuprofen/Naproxen/Naprosyn/Aleve) o HIV positive

0 Abnormal bleeding/bruising o Sickle-cell anemia 0 Enlarged lymph nodes o Hemophilia

0 Hypercoagulation or deep venous thrombosis/history of blood clots T Anticoagulant therapy o Regular aspirin
use

o Other o None of the above

Have you had any of the following dermatological (skin-related) issues?
o Significant burns o Significant rashes o Skin grafts 0 Psoriatic disorders o Other o None of
the above

Have you had any of the following musculoskeletal (bone/muscle-related) issues?

o0 Rheumatoid arthritis © Gout 0 Osteoarthritis 0 Broken bones o Spinal fracture 0 Spinal surgery O
Joint surgery

O Arthritis (unknown type) 0 Scoliosis 0 Metal implants 0 Other o None of the
above

Have you had any of the following psychological issues?

O Psychiatric diagnosis o Depression 0 Suicidal ideations 0 Bipolar disorder 0 Homicidal ideations o
Schizophrenia

O Psychiatric hospitalizations o Other o None of the above

Is there anything else in your past medical history that you feel is important to your care here?

I have read the above information and certify it to be true and correct to the best of my knowledge, and hereby
authorize this office to provide me with chiropractic care and/or physical therapy, in accordance with this state's
statutes. If my insurance will be billed, | authorize payment of medical benefits to Robert B. Reynoso, D.C. and/or
Dr. Rodiel Baloy, PT for services performed.

Patient or Guardian Signature
Date




Please mark (X) all present symptoms:

Head:

O O O O O o0 0O 0O o0 O O O O O o0 o0 O o o o o o

Headache

Sinus (allergy)
Entire head

Back of head
Forearm
Temples
Migraine

Head feels heavy
Loss of memory
Light-headedness
Fainting

Light bothers eyes
Blurred vision
Double vision
Loss of vision
Loss of taste
Loss of balance
Dizziness

Loss of hearing
Pain in ears
Ringing in ears
Buzzing in ears

Neck:
o Painin neck
o  Neck pain with movement
o Forward
o Backward
o Turn to left
o  Turn toright
o Bend to left
o Bedtoright
o  Pinched nerve in neck
o  Neck feels out of place
o Muscle spasms in neck
o  Grinding sounds in neck
o  Popping sounds in neck
o Arthritis in neck
Shoulders:
o Pain in shoulder joint (R _L)
o  Pain across shoulders
o  Bursitis (R-1L)
o  Arthritis (R-L)
o Can’traise arm
o  Above shoulder level
o  Over head
o Tension in shoulders
o  Pinched nerve in shoulder(R-L)
o Muscle spasms in shoulders

Arms & Hands:

O O O O O O O

Pain in upper arm

Pain in elbow
Movement aggravated
Tennis elbow

Pain in forearm

Pain in hands

Pain in fingers

O O O O O O

O

Sensation of pins & needles in
arms

Sensation of pins & needles in
fingers

Numbness in fingers (R-L)
Fingers go to sleep

Hands cold

Swollen joints in fingers

Sore joints in fingers

Arthritis in fingers

Loss of grip strength

Mid-Back:

o

O O o0 O o0 O O

Chest:

O O O O O O

Mid-back pain

Location

Pain between shoulder blades
Sharp stabbing

Dull ache

Pain from front to back
Muscle spasms

Pain in kidney area

Chest pain

Shortness of breath

Pain around ribs

Breast pain

Dimpled or orange peel breast
Irregular heartbeat

Abdomen:
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Low

0O 0O o0 o o o0 O 0O O O 0O O 0O O o0 o0 o0 o o

Nervous stomach
Foods can’t eat
Nausea

Gas

Constipation
Diarrhea
Hemorrhoids

Low back pain

Upper lumber

Lower lumber

Sacroiliac

Low back pain is worse when:
Working

Lifting

Stooping

Standing

Sitting

Bending

Coughing

Lying down (sleeping)
Walking

Pain relieves when

Bulging disk

Low back feels out of place
Muscle spasm

Arthritis

Health Pro Wellness Center
Hips, Legs & Feet:
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O O 00O OO0 O O O 0 O 0 O O
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Pain in buttock (R-L)
Pain in hip joint (R-L)
Pain down leg (R-L)
Pain down both legs
Knee pain

Inside

Outside

Leg cramps

Cramps in feet (R-L)
Pins & needles in legs
Numbness of leg (R-L)
Numbness of feet (R-L)
Numbness of toes
Feet feel cold

Swollen ankles (R-L)
Swollen feet (R-L)

Women Only:

(@]

0O O 0O O O O O O O O ©o

Menstrual pain
Cramping
Irregularity
Cycle

Birth control
Hysterectomy
Genital cancer
Discharge
Menopause
Tumors
Abortions

Are you or do you think you are
pregnant?

(where)

days
(type)

Men Only:

O

O

O

O
General:

O

0O 0O OO0 OO O O 0O O o0 o0 Oo

o
Remarks:

Urinary frequency
Difficulty in starting
Night urination
Prostate pain/swelling

Nervousness

Irritable

Depressed

Fatigue

Generally feel run-down
Normal sleep

Loss of sleep hrs/night
Loss of weight lbs
Gain weight lbs
Coffee cups/day

Tea cups/day
Cigarettes packs/day
Other

Diabetes

Hypoglycemia
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NEUROLOGICAL/ MRI/ VASCULAR PATIENT QUESTIONNAIRE

NAME DATE

For any YES answer, please explain under comment and notify the Doctor:

1. Do you suffer from neck pain with pain in your shoulder, arms or hands? NO YES
Comment:

2. Do you have weakness, numbness or burning in your shoulder, arms or hands? NO YES
Comment:

3. Do your hands or arms fall asleep regularly? NO YES
Comment:

4. Do you have reduced feeling (sensation) or swelling in your hands or arms? NO YES
Comment:

5. Do you suffer from a loss of handgrip strength? NO YES
Comment:

6. Do you suffer from back pain with pain in your buttocks, legs or feet? NO YES
Comment:

7. Do you have weakness, numbness or burning in your buttocks, legs or feet? NO YES
Comment:

8. Do our legs or feet fall asleep regularly? NO YES
Comment:

9. Do you have reduced feeling (sensation) or swelling in your legs, feet? NO YES
Comment:

10. Do you suffer from cold hands or feet? NO YES
Comment:

11. Have you tried any medications such as anti-inflammatory? NO YES

If yes, what kind of medication?

12. Have you tried any Physical Therapy or Chiropractic treatments before? NO YES
If yes: When? For how long? What kind?

13. Have you had an MRI? NO YES
If yes: When? Who ordered it? What was it ordered for?

14. Have you used any splint or braces or other prescribed treatment by an MD? NO YES
If yes: When? What kind? Who ordered it?

15. If you have tried any treatment or medications, did this make your problem better? NO YES
Comment:

NOTE: Your health information will be kept strictly confidential. Any information that we collect about you on this
form will be kept confidential in our office. If a claim is submitted to Medicare, your health information on this form may be
shared with Medicare. Your health information which Medicare sees will be kept confidential by Medicare.
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CONSENT TO CARE

A patient coming to the doctor gives him/ her permission and authority to care for them in accordance
with appropriate test, diagnosis, and analysis. The clinical procedures performed are usually beneficial
and seldom cause any problem. In rare cases underlying physical defects, deformities or pathologies,
may render the patient susceptible for injury. The doctor, of course, will hot provide specific healthcare, if
he/ she is aware that such care may be contraindicated. It is the responsibility of the patient to make it
known or to learn through health care procedures from whatever he/ she is suffering from: latent
pathological defects, illnesses, or deformities, which would otherwise not come to the attention of the
physician.

| agree to settle any claim or dispute | may have against or with any of these persons or entities, whether
related to the prescribed care or otherwise, will be resolved by binding arbitration under the current
malpractice terms which can be obtained by written request.

| have read and understand the foregoing.

Patient’s Signature Date

X-ray Questionnaire: For women only

Our consultation and examination may indicate that x-rays are necessary to accurately
diagnose and analyze your condition. Should x-rays be necessary we would like to
confirm that you are not pregnant at this time.

Name:

[ There is a possibility that | a may be pregnant at this time.
] Yes, | am definitely pregnant
[J No, | am definitely not pregnant at this time

I I request that x-ray films not be taken because:

Date of last menstrual period:

Patient’s Signature Date
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HealthPro Wellness Center
8873 Adams Ave.
Huntington Beach, CA 92646

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Patient Name: DOB:

| acknowledge that I have reviewed the Notice of Privacy Practices of HealthPro.
(Please initial one of the following options and sign below.)

I wish to receive a paper copy of Privacy Notice.
I wish to receive an electronic copy of Privacy Notice.

My email address is: @

| do not request a copy of the Privacy Notice at this time. | acknowledge

that I can request a copy at any time and the Privacy Notice is posted in the office.

Please initial below:

| acknowledge that it is the policy of HealthPro Wellness Center to leave

reminder messages on my answering machine or with another person in my home. | may
make a request of an alternative means of communication (within reason) in writing.

| acknowledge that if I should have a problem or question in regard to my

rights, | may speak with the Privacy Officer about my concerns.

Signature of Patient/Guardian Date

Witness (Office Staff) Date
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