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PATIENT'S NAME:

PATIENT PROMISSO NOTE OF RESPONSIBILITY

I do hereby authorize Dr. Virgil Taylor to render chiropractic services and care as he deems

necessary.
I agree and understand that all charges occurred at Taylor Chiropractic Clinic, INC. is my sole

responsibility. I understand that payment is due at the time that care is rendered. If I failed to pay

in rut for any charges due, I understand that Taylor Chiropractic Clinic, INC. can pursue legal

assistance in financial collection procedures. Have such legal assistance has to be obtained by

Taylor Chiropractic Clinic, INC., all attorney fees, court cost and any other fees incurred will be

paid by me.

I have read, understand and agree to the policy so stated in the above paragraphs.

It is our pleasure to verify your insurance information as it is given to us from you'

When your insurance company quotes your benefits to us, it is standard procedure, that a

disclaimer is stated that the quote is not a guarantee of payment, that actual payment will be

decided upon receipt of claim forms.

It will also be your benefit to verify the information also, as given to us from the insurance

company to avoid any misunderstanding of insurance obligation.

INSU NCE FILING AND COLLECTIONS POLICY

I understand that Taylor Chiropractic Clinic is filing my insurance as a courtesy to me. We will
verify your insurance coverage, howevet, as the insurance company states, the information they

guu.-u, is not a guarantee of payment. If your insurance companies denies coverage it is yours,

ihe patience, responsibility to follow up with your insurance company to resolve the reason for

no1 puy-"nt. If your insurance company request a narrative repott, the cost of the report is a

patient' s responsibilitY.

I have read, I agree with and understand the above information and I understand that Taylor

Chiropractic Clinic must implement this policy in an effort to keep office fees to a minimum.

I agree to pay any charges not covered or not paid by my insulance company stating the charges

*.r" .ou"ied. Any balance not paid by the insurance company within 30 days will be moved to

your personal account balance. You will be responsible for a 1.5Yo per month finance charge for

any unpaid balance.

TIENT
DATE:



Patient Name:

P IENT INTAKE FORM
Date:

1. ts today,s problem caused by: o Auto Accident o workman's compensation

2.lndicateonthedrawingsbe|owwhereyouhavepain/symptoms

3. How often iio You Your sYmPtoms?
n Constantly ftne timel' o Occasionalty (26-50% of the time)

arrequenttythetime)o|ntermittently(1-25o/oofthetime)
4. How would you describe the type of pain?

= SharP o Numb
o Dull o TinglY

o Diffuse
n Achy
o Burning
o Shooting
o Stiff

o Sharp with motion
o Shootlng with motion
o Stabbing with motion
o Electric like with motion
o Other:

5. How are your symptoms changing with time?
a Getting Worse o StaYing the Same

6.Usingascalefrom0-10(l0beingthe.worst),howwou|dyourateyourprob|em?
0 1 2 3 4 5 6 7 8 I 10(P/easecirc/e)

7. How much has the problem interfered with your work?

o'ttot rt"tt c n t1itte Oit o Moderately o Quite a bit o Extremely

S.Howmuchhastheprob|eminterferedwithyoursocia|aclivities?
.'r.ft1 "t 

uff o n tiitte nit o Moderately Quite a bit o Egremely 

"S. ve You seen oblem?
otr
Dtr
a raPist o erapist

o Getting Bettel

o Primary Care PhYsician
o Other:
o No one

10. How long have you had this problem?

11, How do you think your problem began?

12. Do you consider this problem to be severe?
o1". - o Yes, at times o No

13. What aggravates Your Problem?

14. What concerns you the most about your problem; what does it prevent yoU from doing?



Date of Birth
15. What is Your: Height- Weight

Occupation

16. How would you rate your overall Health?

; il;;it;i- 'o Very Good o Good o Fair o Poor

17. What tYPe of exercise do You
;'i;;;;;' oModerate oLisht oNon

18. lndicate if Voy f 3ve 
any immediate famil rrs ith any of the fotlow'lng:

c Rheumatoid Arthritis o ALS
c Heart Problems

ck in the "past" column if you have had the

tisted uetoilltace a cnecl in the "present" columR'

Past Present
ressure o tr

OO
oo
nnUse
D o Drug/Alcohol DePendance

o o Allergies
o o DePresston
o o SYstemic LuPus

o o EPilePsY

addef Contfol o o Dermatitis/Eczema/Rash

o o HIV/AIDS
ght Gain/Loss
re For F

in Er tr Pills

u D placement

o o PregnancY
Bladder Disorder
atigue
lncoordination
turbances

o I Other:

20. List atl prescription inedications you are currently taking:

2l.Listalloftheover-the-countermedicationsyouarecurrentiytaking:

22. List all surgical procedures you have had:

23. What activities do you do at work? 
.

o Sit: o Most of the daY

o Stand: o Most of the daY

I co-put.r wort: o Most of the daY

o On ttt" Phone: o Most of the daY

24. What activities do you do outside of work?

o Half the daY
o Half the daY
o Half the daY
o Half of the daY

o A little of the daY

o A little of thie daY

o A little of the daY

o A little of the daY

25. Have you ever been hospitalized? oNo trYes

if yes, whY

26, Have you had significant past trauma? n No o Yes

27. Anything else pertinent to your visit today?

Patient Signature
Date:


