
Health History Form 
Ajax Chiropractic & Wellness 

314 Ha1wood Ave. S unit 20 Ajax ON, L LS2J L Phone: 905-426-9004 Fax: 905-426-8253 

The information requested belo,v will assist us in treating you safely. Feel free to ask any questions about the information being 
requested. Please note that all information provided below will he kepi ronfidentially unless allowed or required by law. Your 
written permission will be required 10 release any inform<1tiun. 

Name _____________________ Datc (day/month/year) ___________ _ 
Address: Number ___ Strcct, __________ ,City ______ Province ___ Postal Code _____ _ 

Phone#: Cell _________________ Home ________________ _ 
Occupation: Date of Birth (da)'/momhiyear), ___________ _ 

Gender: Male Female identifies as(if applicable):. ________________ _ 

Referred by: ________________________ (physician, inlemel, yellow pages, patient) 

Email Address:----------------------------------------

00 we have pcm1ission to contact you via email (circle one) 

Have you received massage tl1erapy before? (circle one) 

YES 

YES 

Did a healtl1 care practitioner refer you for massage therapy? (drcle one) YES 

NO

NO

NO

If yes, please provide your physicians name and acl:lress, _________________________ _ 

Cardiovascular: 
D High blood pressure 
D Low blood pressure 
D Chronic congestive heart failure 
D Hean attack 
D Phlcbitis/valicose veins 
D History of Stroke1CVA 
D Pacemake,· or similai' device 
D Hean Disease 

Head/Neck 

D Histo,y of headaches 
□ Histo,y uf 01ig11il11es
D Vision loss/problems
D Ear problems
D Hearing loss

Respiratory conditions 

D Chronic cough 
D Bronchitis 
□ Shortness of breath
D Asthma
□ Emphysema
D Sinus infection

Infectious conditions 
D Hepatitis 

D Infectious ski11 conditions 
□ Respil'at01y conditions - TB

□ Herpes
D HIV

Other conditions 

D Skin Conditions 

0 Allergies or hypersensitivity 
(anaphylaxis or skin irritation 

□ Loss of sensation, where?

□ Diabetes
onset: ________ _

□ Cancer ________ _
□ Epilepsy
□ Arthritis RA/OA
D Fibromyalgia
D Digestive disorders

D Hernia, ________ _ 
D Osteoporosis 

Reprodu(1ive conditions 
0 Pregnam(due:. _____ _, 
0 Gynecological conditions 

0 Menopause 

family history of: 
D Respiratory difficulties 
D Cardiovascular difficulties 
□ Cancer
□ Arthritis

Soft tissue/joint discomfort and 
its nature (eg. P.ain, tension, injury) 
D Head ____ __ __ _ 
D Neck _ _______ _ 
D Low Back _______ _ 
0 Mid Hack _______ _ 
D Upper Hack ______ _ 
D Shoulders L R _____ _ 
D Arms L R _______ _ 
0 Legs LR ______ _ 
D Knees L R ______ _ 
D Others ________ _ 

Do you have any other medical conditions not listed above? _______________________ _ 

Overall how is your general health''---------------------------------

Please list current medications and the conditions they treat: _______________________ _ 
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