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When You’re in Pain – See Dr. Shane 
WWW.PAINREMOVER.COM 

 

 Welcome to Our Office 
 
Name _____________________________ Nickname_______________ 
Address __________________________________________________ 
City/State/ Zip _________________________ Birthday_____________ 
Email Address _____________________________________________ 
Cell Phone ___________________ Home Phone__________________ 
What is the best way to contact you?____________________________ 
 
Occupation ____________________ Employer ___________________ 
Address __________________________________________________ 
City/Zip _____________________ Work Phone ___________________ 
 
Spouse’s Name ____________________________________________ 
Occupation ____________________ Employer ___________________ 
Address __________________________________________________ 
City/Zip _____________________ Work Phone ___________________ 

 
I certify to the best of my knowledge, the above information is complete and accurate.  I understand that I am 
liable for all charges and services rendered and I agree to notify the doctor immediately when I have a change 
in my health condition or health plan coverage in the future. If the patient is a minor, I confirm that I am the 
legal guardian and I am providing consent for treatment. 

 
Signature _________________________________  Date _________ 

For Insurance Patients Only 
 

Subscriber’s Social Security Number ________________________ 
 
I certify that I, and/or my dependent, have insurance coverage and assignment directly to Dr. Wolfgang 
Shane all insurance benefits, if any, otherwise payable to me for services rendered.  I understand that I am 
financially responsible for all charges whether or not paid by insurance.  I authorize the use of my signature 
on all insurance submissions. 
 
Dr. Wolfgang Shane may use my health care information and may disclose such information to my insurance 
company and their agents for the purpose of obtaining payment for services in determining insurance 
benefits or the benefits payable related services. 

  
Patient (or Guardian Signature) ________________________  Date _________ 
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When You’re in Pain – See Dr. Shane 
WWW.PAINREMOVER.COM 

Mark an X on the picture where you have pain 
 

 

 
Date Problem Began ___________________ 
 

Is this problem new or an old one that returned? 
  

    new problem      returning problem      
 

How would you describe your symptoms? 
 

     achy      dull      sharp     burning 
     stabbing   other ___________________ 
 

Are your symptoms getting 
  

     better   worse   no different 
 

When are your symptoms worse? 
 

     morning     afternoon     evening  
     neither (depends on activity) 
 

How bad is your pain on a scale of 1-10? 
____________________________________ 
1     2     3     4     5     6      7     8     9     10 
(no pain)                                     (intense pain) 

 
How did the problem begin? __________________________________________________ 
 

What makes your a symptoms better? __________________________________________ 
 

When makes your symptoms worse? ___________________________________________ 
 

Are your symptoms…  constant   intermittent   traveling or radiating 
 

Please check all the following that apply to you 
 

 recent fever   prostate problems  diabetes    high blood pressure  
 stroke    corticosteroid use  arthritis   urinary problems 
 dizziness/fainting  irregular heart beat  osteoporosis  cancer/tumor 
 numbness   epilepsy/seizures   pain at night  pain unrelieved by rest 
 stiffness   currently pregnant         lumps in breast  menstrual problems 

 
Height _______ Weight _______ Prior Surgeries ____________________________ 
 

Allergies _______________________ Prior Accidents ____________________________ 
 

Current Medications ________________________________________________________ 
 

Do you have a family history of… 
  

     heart problems   diabetes   arthritis   cancer  stroke  
 

Have You Seen a Chiropractor Before?     yes     no 
 

Do you know anyone that could benefit from Chiropractic Care? 
 

Name _______________________ Type of Problem ______________________  


