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Today’s Date: ___________________

Patient’s Name: ___________________________________________________________________





Last


First


Middle Initial

               Preference

Male/Female: ___________    Marital Status: ____________      DL#:  _____________ State ______
Social Security #: ________________
Birth date: _______________
Age:__________
Address:  ________________________________________________________________________




Street

Apt#


City


State


Zip

Home Phone:  _______________      Work Phone: ________________
   Cell: ________________

Email Address: _____________________________
Employer: _____________________________

Spouse’s Name: ________________________    Spouse’s Birth date: ________________________

How did you hear about our office? ___________________________________________________
Reason for Visit:

Please describe your pain and its location:  _____________________________________________

________________________________________________________________________________

When did condition begin?   _________/___________/______

Is this condition getting worse? ___Yes   ___ No ___Constant ___Comes and goes

Is this condition interfering with your (please circle):  work, sleep, daily routine?  If so, please explain:

________________________________________________________________________________

Have you had this or similar conditions in the past?  ___ Yes ___ No

Have you been treated by a Medical Physician for this condition?  ___ Yes ___ No

Have you ever been treated by a Chiropractor before?  ___ Yes ___ No

If so, whom? ____________________________________ Phone # ________________________
Health History

Are you taking any of the following medications?


( Pain killers (including aspirin)      ( Muscle Relaxers        ( Stimulants      ( Blood Thinners  


( Tranquilizers     ( Insulin

Do you have or ever had any of the following diseases or conditions?
	Y N Heart Attack / Stroke
	Y N Heart Surgery/Pacemaker
	Y N Heart Murmur

	Y N Congenital Heart Defect
	Y N Mitral Valve Prolapse
	Y N Artificial Valves

	Y N Alcohol / Drug Abuse
	Y N Venereal Disease
	Y N Hepatitis

	Y N HIV+ / Aids
	Y N Shingles
	Y N Cancer

	Y N Frequent Neck Pain
	Y N Emphysema / Glaucoma
	Y N Anemia

	Y N High/Low Blood Pressure
	Y N Psychiatric Problems
	Y N Rheumatic Fever

	Y N Severe/Frequent Headaches
	Y N Kidney Problems
	Y N Ulcers / Colitis

	Y N Fainting/ Seizures/ Epilepsy
	Y N Sinus Problems
	Y N Asthma

	Y N Diabetes / Tuberculosis
	Y N Difficulty Breathing
	Y N Chemotherapy

	Y N Lower Back Problems
	Y N Arthritis
	


Please list any other serious medical condition(s) you have or ever had: _______________________

________________________________________________________________________________

Please list anything that you may be allergic to: __________________________________________

________________________________________________________________________________

List pervious surgeries/treatments with dates:  ___________________________________________

________________________________________________________________________________

List any past serious accidents with dates: ______________________________________________ 

________________________________________________________________________________

Family Health History: ______________________________________________________________

________________________________________________________________________________

For women:  

Are you pregnant? __Y __N 

Are you nursing? __Y __N 

Are you taking birth control? __Y __N
*We invite you to discuss with us any questions regarding our services.  
 The best health services are based on a friendly, mutual understanding between provider and patient.

 YOU are responsible for FULL payment on your account. If no action is taken to clear the account, this office will be required to 
 employ a collection service to collect payment.

 A $25 collection fee will be added to the account. If your account is not paid within 30 days of the date of service and no financial 
 arrangements have been made, you will be responsible for legal fees, collection agency fees, and any other expenses incurred in
 collection of your account.

*There will be a $30 charge for all returned checks.

*I authorize the staff to perform any necessary services needed during diagnosis and treatment.  
  I also authorize the provider and or managed care organization, to release any information required to process insurance claims.

*I understand the above information and guarantee this form was completed correctly to the best of my knowledge and understand 
  it is my responsibility to inform this office of any changes to the information I have provided.

*I authorize Moore Wellness Inc to use my testimony, progress and photographs for any Marketing purposes.

Signature ___________________________________________________Date _____________

                                                Adult / Parent or Guardian / Spouse
Moore Wellness Inc.


909 W. Springcreek Pkwy, #270


Plano, TX 75023








