


CURRENT COMPLAINTS
When did pain begin? When did you first feel it? Was pain intense at first, or did pain that gradually worsen? Please be specific!

Shade Area(s) to indicate location(s) Indicate your ability to perform the foliowing activities as a result of this injury using codes:
of pain or discomfort. N = Normal L =Limited D = Difficuit P = Painful U = Unable

_____ Walking short distance _____ Bending over forward ____Balancing
____ Standing more than 1 hour ___ Coughing or sneezing ___ Sleeping
___ Sitting at a table __ Getting in/out of a car ____ Stooping
__ lying on back __ Turning over in bed ___ Gripping
__ Lying flat on stomach ___ Climbing ___ Pushing
__ Lying on side with knees bent _ Kneeling ____ Pulling
____ Reaching ___ Sex activity

Check the square that best applies to your condition:  Symptoms are WORSE in: (1 AM. O Mid-day [ PM.
Symptoms are BETTER in: (U AM. [ Mid-day (O PM.

Work Status - Have you missed any time at work? [} Yes [ No If Yes, full time off from to

Part time off from to Have not been able to work since

What can't you do at work as a result of this accident?

Work Activities - On the job, | perform the following activities: On the job I iift:

____Bend/Stoop ____ Crouch _____ Reach above ____Upto101lbs _____35t0501bs
____ Squat _ Kneel shouider level _ _MMto241ibs ___51to741bs
_____ Crawl ____ Balancing ____ Sitting —__25t0341bs _____75t0 100 Ibs
____Climb _____ Pushing/Pulling

Describe any job activities not listed above:

PAYMENT IS EXPECTED AT TIME OF VISIT

I understand and agree that health and accident insurance policies are an arrangement between an insurance carrier and myself.
Furthermore, | understand that the Schillinger Chiropractic Group will prepare any necessary reports and forms to assist me in making
collections from the insurance company and that any amount authorized to be paid directly to the Schillinger Chiropractic Group will be
credited to my account upon receipt. However, | clearly understand and agree that all services rendered me are charged directly to me
and | am personally responsible for payment. | also understand that if | suspend or terminate my care and treatment, any fees for
professional services rendered me will be immediately due and payable.

Signature Today's Date
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