
                                                    Northern Lights Chiropractic and Spinal Disc Regeneration Center  

 

Patient’s Name: _________________________________________                                                         HR#: __________________ 

ACTIVITIES OF LIFE 
Please identify how your current condition is affecting your ability to carry out activities that are routinely part of your life: 
 
 
 

_____ ACTIVITIES:                                           EFFECT: ________ ________________________________ 

   Carrying Groceries  No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Sit to Stand    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Climbing Stairs   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Pet Care    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Driving    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Extended Computer Use  No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Household Chores   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Lifting Children   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Reading/Concentration  No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Bathing    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Dressing    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Shaving    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Sexual Activities   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Sleep    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Static Sitting   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Static Standing   No Effect     Painful (can do)     Painful (limits)     Unable to Perform 



Walking    No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Sweeping/Vacuuming       No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Dishes                              No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Laundry                            No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Yard work                         No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

Garbage                            No Effect     Painful (can do)     Painful (limits)     Unable to Perform 

     Other: _____________          No Effect      Painful (can do)     Painful (limits)     Unable to Perform                                                                 

Patient signature: ___________________________________ Today’s Date: ___/___/___ 

 


