THE CHIROPRACTIC WELLNESS GROUP

Dr. Michele S. Arishenkoff, D.C

Health History Form

An accurate health history is important to ensure that it is safe for you
to receive care provided by our clinic. If your health status changes in
the future, please let us know. All information gathered is confidential
except as required by law. Written authorization will be required for
the release of any of the information provided.

Name:

Date:

Married Single

Address:

Widowed
City:

Divorced

Province:

Phone (res):

Fax/email:

Postal code:
Phone (bus):

D.O.B(dd/mm/yy):

No. of children:
Referred by:

Occupation:

What is your primary complaint?
Any other health concerns?

Primary Care Physician:

Phone:

Current Medications:

Condition it treats:

Surgery:

Date:

Details:

Injury:

Date:

Details:

Present involvement in other health care:

YES NO
If yes, please specify:




