TAYLOR CHIROPRACTIC CLINIC
DR. VIRGIL TAYLOR

DATE,
CONEIDENTIAL PATIENT INFORMATION

LAST .
NAME, . FIRST: MIDDLE
ADDRESS . cITY STATE . ZIP
PHONER WORKY _CELLY DOB,_
AGE___ SEX___ SOCIAL SECURITYY EMAIL
EMPLOYER CITY STATE,
NAME OF SPOUSE, SPOUSE DATE OF BIRTH___
SPOUSE EMPLOYED BY, PHONEY .
NAME OF RELATIVE, ADDRESS, .
CITY STATE zrp PHONEW —
REFERRED 1O THIS OFFICE BY; _
GENERAL PHYSICIAN, , CITY PHONEY
INSURANCE:PRIMARY _ SECONDARY

PLEASE DO NOT WRITE BELOW THIS LINEIFOR DOCTORS USE ONLY
CHIEF COMPLAINT:






15, Whst is your: Halght Walght DateofBirth ____ .
Ocoupation —

18, How would you rate your avarall Heatth?
o Excellent o Very Good o Good o Falr o Poor

17. What type of exercise do you do?

m Stenuols o Moderate o Light o None

18. Indicate If you have sny Immadiate family members with any of the following:
o Rheumatold Arthritis & Diabetes 0 Lupus
o Heart Problams o Canger o ALE

19. For each of tha cenditians listed betow, place a check (n the “past” column If you have had tha
condition in the past. If you presently have a condition listed bslow, place a check in th!ﬁ "present” column,.

Past Present Past Present Past Present

0 o Headaches ] o High Bload Pressura o Diabates

b o Neck Pain (4} O Heart Atteck a o Excassive Thlm

& o Uppor Back Paln o o Chast Palns a o Frequent Urination

o o Mid Back Paln -] D Stroke o & Smoking/Tobaccs Use|
n o Low Back Pain o o Angina -] 0 DrugiAlcoho! Depandance

o o Shoulder Pain o o Kidney &tonhes o o Allergles

B o Elbow/Upper Arm Pain & o Kidney Disorders o o Daprassion

e o Wrist Pain [a] t Bladder infogtion 0 o Systemic Lupys
a o Hand Paln o o Palnful Urnation o o Epilopsy

o) o Hip Paln v} o Loss of Bladder Control o t Darmatitfw/Erzemaiitash
o o Upper Leg Pain o & Prostate Problems & o HIVIAIDS

) o Knee Fain n r Abnormal Waight Galr/loss

) o Ankle/Foot Paln o] o Loss of Appatite For Females Only

o o Jaw Fain o ¢ Abdominal Pain o o Birth Control Pills

B o Joint Paln/Stiffnuss o o Ulcer o & Hormone! Reptecemant
o o Arthritls o] o Mepatitis 0 o Pragnancy

o o Rheumatoid Arthritis o o Liver/Gall Rladder Digorder

a ty Cancar o o Genaral Fatigue

o a Tumor o] o Muzeular Incoordination

] o Asthria B 0 Visual Disturbances

n o Chronle Sinusitls o o Dizzinasy

o o Other:

20. List all prescription medications you are currantly taking:

21. List all of the over-the-:ounter medications you are currently taking:

22, Ligt all surgiea] procedurss you have had:

23, What activitles do you do gt work?

o Sit 2 Most of the day € Half the dumy o Allttla of the day
n Stand: 0 Most of the day o Hslf the day o A little of the doy
o Computer work: o Mast of the day o Half the day o Alittle of the day
@ On the phone; o Moat of the day o Maif of the day o A fittle of the day

24, What activities do you do outslde of work?

25. Have you evar boon hospltalized? oNo bYes
if yes, why

26, Have you had sngmf’cnnt pasttrauma? oNo o©VYes
27. Anything else pertinent to your visit today?
Patient Signature Dato:




