Z1. Activities of Daily Living
How daes this condition currently interfere with your life and ability to function? -

Ho Mild  Modealz  Sever Ho M4  Mogemte Semre | Palientname
- Hiect Efect Hfect Efect et Hiect Eifect Eifect
Sitting @ S S g | Grocery shopping O Qe O
Rising out of chair O O O O Household chores O O O O
Standing O O- O O LiRing objects > '®; O O
Walking O O > O Reaching overhead O O O O
lying down Cr O O O Showering or bathing O O O O
Bending over -0 O O O Dressing myself 9 O O '9)
Climbing stairs O—=0 O D Lovelife g Vg O £
Using a compiter —mreeerreee Qe Qe QO Betting to sleep Oo0—0O0—~0O0—-—=0
Getting infout of car O O Oo—20 Staying asleep O O O '®)
Drivinga car O O O - Concenirafing > '@ O~ O
Looking over shoulder O O O O Exercising O O O O
Caring for family O O O O Yard work O @] O O
22. What is 1he major stressor in your life? 23. How much sleep do you average per nighl? Hours
24. What is the type and approximate age of your matiress and pitiow? 25. What is your preferred sleeping posifion?
26. Describe your typical eating habits: (O Skip breakfast (O Two mealsaday (O Threemealsaday (O Snacking belween meals
27. What would be the maost significant thing that you could do to improve your heaith?
28. In addilion to the main reason for your visit 1oday, what additional healih goals do yon have? %
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To set clear expectations, improve communications and help you get the best resulis in the shortest amount of fime, please read each statement and inilial your agresment.
I instruet the chiropractor ta deliver the sare that, in his or her professional judgement, can best hielp me in the
s restoration of my health. 1 also understand that the chiraprastic care offered in this practice is hased on the best
~  available evidence and designed to reduce or correct veriebral subluxation. Chiropractic is a separaie and distinct
healing art from medicine and does not proclaim {o cure any named disease or entity.
_ | may request a copy of the Privacy Policy and understand it describes how my personal health informaion is
~ protected and released on my behall for seeking reimbursement from any involved third pariies.
= I realize that an ¥X-ray examination may he hazardous to an unhom child and I ceriify that to
T the hest of my knowledge | am not pregnant. Date of last menstwal period (MM/DB/YYYY):
Vi | grant permission 1o be called ia confirm or reschedule an appointment and to be sent oceasional cards, letters,
T emails or health information to me as an extension of my care in this office.
s 1 aclmowledge that any insurance 1 may have is an agreement between the carrier and me and that | am respaonsihle
T for the payment of any covered or nen-covered services | receive.
e To the best of my ability, the information ! have supplied is complete and tnihiul. | bave not misrepresented the
presence, severity or cause of my heaith concern.
If the patient is a minor child, print child’s full name:
Dociors Initials
Allain Ghiropractic Glinic
Dr. Ladd Allain
Signature Dale (MM/DD/YYYY) ‘PAGE
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Werzion Mo 83452434




