New Patient Health History Form
In order to provide you the best possible wellness care, please complete this form

and bring it to your first appointment. All information is strictly CONFIDENTIAL.
	Patient Data

	Name ___________________________________ Date ________ Email _______________________________________

This is primarily a referral based practice, please tell us who referred you to Maryland Spine Care:

_______________________________

Family Doctor ______________________ Address ____________________________ Phone______________________




	Mailing address

	Address ________________________________________ City _______________ State ________________ Zip _______ Telephone (work) ___________________ (home) ________________________(cell) ____________________________
Age ______ Birth date __________ Social Security # ______________ Number of children ______
Occupation _______________________________ Employer________________________________________________

Marital Status  ___________ Spouse’s name ___________________ Spouse’s Occupation ___________________ 
Spouse’s employer _____________________ Spouse’s Date of Birth  ________________

Emergency contact __________________________ Phone ______________________


	Current Complaints

	Nature of injury: Automobile*  Work  Other 
Please describe _____________________________________________________________________________________

                            _____________________________________________________________________________________

Date of injury ______________ Date symptoms appeared ______________

Have you ever had same condition?  No  Yes 

If yes, when? _____________________________

List other practioners seen for this injury/condition ____________________________________________________

Have you ever been under chiropractic care?  No  Yes

If yes, please describe ______________________________________________________________________________


	Insurance Information

	Name of the insured ________________________________________________________________________




I understand and agree that health/accident insurance policies are an arrangement between an insurance carrier 


and myself. I understand and agree that all services rendered to me and charged are my personal 




responsibility for timely payment. I understand that if I suspend or terminate my care/treatment, any fees for 



professional services rendered to me will be immediately due and payable.

Patient’s signature _______________________________________________ Date ____________________

Spouse’s or guardian’s signature __________________________________ Date ____________________

Please have front desk copy your insurance card and driver’s license.




	Medical History

	Have you been treated for any conditions in the last year?  No  Yes

If yes, please describe ______________________________________________________________________

Date of last physical exam __________. Is there a chance that you are pregnant?  No  Yes

Have you had X-rays taken?  No  Yes If yes, where? ________________________________________

What medications are you taking and for what conditions (Please list dosage and amounts, etc). __________________________________________________________________________________________________

__________________________________________________________________________________________________

__________________________________________________________________________________________________

What vitamins, minerals, or herbs do you currently take? (Please list for what condition, dosage, and frequency).

__________________________________________________________________________________________________

__________________________________________________________________________________________________


	Have you ever: 
	No Yes
	Briefly Explain

	Broken bones? 
Been hospitalized? 
Been in an auto accident? 
Had Sprains/Strains? 
Been struck unconscious? 
Had surgery? 
	





	________________________________________________

________________________________________________
________________________________________________

________________________________________________
________________________________________________
________________________________________________


	Family History

	Family Member
	Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)

	
	

	
	

	
	

	
	


	Consent to Treat Minor

	I hereby give consent to treat my child or minor.  I have read the informed consent.

Patient Name___________________________   Parent/Guardian Signature____________________________________


	HIPPA Notice

	In accordance with the federal privacy rule, 45 CFR parts 160 and applicable state law, we are committed to maintaining the privacy of your protected health information.  A notice of your rights regarding these privacy issues is available upon request and your signature below verifies that you understand that a copy is available upon request.
Patient Signature ___________________________________ Date _______________________


	Habits
	None
	Light
	Moderate
	Heavy

	Alcohol
Coffee
Tobacco
Drugs
Exercise
Sleep
Appetite
Soft Drinks
Water

Salty Foods

Sugary Foods

Artificial Sweeteners
	











	











	











	












	Have you ever suffered from:
Alcoholism 
Allergies 

Anemia 

Arteriosclerosis 

Arthritis 

Asthma 

Back Pain 

Breast lump 

Bronchitis 

Bruise Easily 

Cancer 

Chest Pain/Conditions 

Cold extremities 

Constipation 

Cramps 
Depression 

Diabetes 

Digestion Problems 

Dizziness 

Ears Ring 

Excessive Menstruation 

Eye Pain/Difficulties 

Fatigue 

Frequent Urination 

Headache 

Hemorrhoids 

High Blood Pressure 

Hot Flashes 

Irregular Heart Beat 

Irregular Cycle 

Kidney Infection 

Kidney Stones 

Loss of memory Loss of balance 

Loss of smell 

Loss of taste 

Lumps In Breast 

Neck Pain or Stiffness 

Nervousness 

Nosebleeds 

Pacemaker 

Polio 

Poor Posture 

Prostate Trouble 

Sciatica 

Shortness of breath 

Sinus Infection 

Sleep problems/insomnia 

Spinal Curvatures 

Stroke 

Swelling of ankles 

Swollen Joints 

Thyroid Condition 

Tuberculosis 

Ulcers 

Varicose Veins 

Venereal Disease


	Please use the following letters to indicate TYPE and LOCATION of the symptoms you currently are experiencing.



A=Ache 
O=Other


B=Burning 
P=Pins & Needles


N=Numbness 
S=Stabbing
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INFORMED CONSENT FOR CHIROPRACTIC TREATMENT
Patrick Ingram, D.C. : 

I hereby request and consent to the performance of chiropractic treatments (also known as chiropractic adjustments or chiropractic manipulative treatments) and any other associated procedures: physical examination, tests, diagnostic x-rays, physio therapy, physical medicine, physical therapy procedures, etc.on me by the doctor of chiropractic named above and/or other assistants and/or licensed practitioners.

I understand, as with any health care procedures, that there are certain complications, which may arise during chiropractic treatments.  Those complications include but are not limited to: fractures, disc injuries, dislocations, muscle strain, Homers’ syndrome, diaphragmatic paralysis, cervical myelopathy and costovertebral strains and separations.  Some types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or contributing to complications including stroke.  

I do not expect the doctor to be able to anticipate all risks and complications, and I wish to rely upon the doctor to exercise judgment during the course of the procedure(s) which the doctor feels at the time, based upon the facts then known, that are in my best interest.

I have had an opportunity to discuss the nature, purpose and risks of chiropractic treatments and other recommended procedures. I have had my questions answered to my satisfaction.  I also understand that specific results are not guaranteed.

If there is any dispute about my care, I agree to a resolution by binding arbitration according to the American Arbitration Association guidelines.

I have read (or have had read to me) the above explanation of the chiropractic treatments. I state that I have been informed and weighed the risks involved in chiropractic treatment at this health care office.  I have decided that it is in my best interest to receive chiropractic treatment.  I hereby give my consent to that treatment.  I intend for this consent to cover the entire course of treatment for my present condition(s) and for any future conditions(s) for which I seek treatment.

SIGN ONLY AFTER YOU UNDERSTAND AND AGREE TO THE ABOVE
___________________________________________

Printed name of Patient 

x__________________________________________
_________________

Signature of Patient
Date

x__________________________________________
_________________

Signature of Representative 
Date

(if patient is a minor or is handicapped) 

x__________________________________________
_________________

Witness to Patient's Signature 
Date

Maryland Spine Care   517 Main Street   Reisterstown, MD   21136   410-833-3038


