
 
 
 
1. Patient Rights and Responsibilities Acknowledgement 

I understand that as a patient, I have both rights and responsibilities. I have received a copy of this document for my reference.  

Initial: ________ 

2. Notice of Privacy Practice Acknowledgement 

My signature below indicates that I have been provided with a copy of the Spine Institute of Idaho Notice of Privacy Practice Pamphlet.  

Initial: ________ 

3. Office and Billing Policy Acknowledgement 

I understand that as a patient, I have been provided with a copy of the Spine Institute of Idaho Financial Policy and Patient Disclosure agreement.  

Initial: ________ 

4. Photograph Acknowledgement 

I, the patient/guardian, acknowledge that a photograph may be taken for identification purposes.  

Initial: ________ 

5. Notice of Nondiscrimination and Accessibility Requirements 

My signature below indicates that I have been provided with a copy of the Spine Institute of Idaho Nondiscrimination and Accessibility 

Requirements.  

Initial: ________  

6. Attendance and Cancellation/No Show Policy Acknowledgment 

My signature below indicates that I have been provided with a copy of the Spine Institute of Idaho Attendance and Cancellation agreement.  

Initial: ________ 

 

 

Signed:____________________________________   Date:_________ Time:_________ 
                    Patient or Designated Representative 
 
Relationship to Patient: [ ] Legal Guardian [ ] Other: _____________________________ 
    (check one) 
 
Signed:____________________________________   Date:_________ Time:_________ 
                  Spine Institute of Idaho Representative 
 
 
Signature Acknowledgements 
 
 

 
Patient ID 

 
Patient Name: ___________________________ 

DOB: __________________________________ 

Physician Name:__________________________ 



  
Patient Medical History Form 

 
 
 

Name:       Age:           Date of Visit:   /    / 
Height:           Feet          Inches        Weight:   pounds  
 
Medical Illnesses 

□ Diabetes 
□ High Blood 

Pressure 
□ Heart Attack 
□ Depression 
□ Anxiety 
□ Hepatitis C 
□ Cancer (Specify) 

______________ 

□ Asthma 
□ COPD/ 

Emphysema 
□ Congestive Heart 

Failure 
□ Migraine 

Headaches 
□ Acid Reflux/ 

Ulcers 

□ HIV 
□ Arthritis 
□ Thyroid Disease 
□ Seizure Disorder 
□ Seasonal 

Allergies 
□ Kidney Disease 
□ MRSA

 
Surgical History 

□ Heart Surgery 
□ Cardiac Stent 

Placement 
□ Hysterectomy 
□ Gall Bladder 

removed 

□ Tonsils removed 
□ Shoulder 

Surgery 
□ Bowel Surgery 
□ Appendix 

removed 

□ Cataract surgery 
□ Joint 

Replacement  
  

Spine Surgeries:   Surgeon:    Date:            Outcome: 

1. ____________________    ______________________    __________   ____________ 
2. ____________________    ______________________    __________   ____________ 
3. ____________________    ______________________    __________   ____________ 
Family History  

□ Diabetes 
□ High Blood 

Pressure 
□ Heart Disease 
□ Cancer 

□ Stroke 
□ Asthma 
□ Arthritis 
□ Kidney Disease 
□ Blood Clots 

□ Mental Illness 
□ Spine Disorder 
□ Other: 

____________ 

 
Personal History 

□ Single 
□ Married 
□ Divorces 
□ Separated 
□ Widowed 
□ Employed  

□ Student 
□ Unemployed 
□ Disabled 
□ Retired 

□ Number of 
Children: 
_______ 

□ Number of 
Children at 
Home: _______ 

 
Pregnant:  Yes No 
 

Social History: Please indicate how often you use the following Substances 
Tobacco:   

□ Never Smoked 
□ Smoke __ pack(s) of cigarettes/day OR Chew 1 can every __ day(s) 
□ Quit Date: 



  
Patient Medical History Form 

 

Patient Signature: ___________________________      rev.1-28-15 
Form Reviewed by Provider: ___________________________ 
 

 
 
 
Alcohol: 

□ Never □ Rarely □ Moderately (3-5 days/week) □ Daily 
 
Recreational Drugs:  

□ Never □ Rarely □ Moderately (3-5 days/week) □ Daily 
 
What Medications do you take? (Please list all medications and dosages. Include over the counter 
medications and herbal supplements) 
___________________________  _______________________________ 
___________________________  _______________________________ 
___________________________  _______________________________ 
___________________________  _______________________________ 
 
Are you allergic to any medication? (Please list medication and reaction) 
___________________________  _______________________________ 
___________________________  _______________________________ 
 
Mark Only Symptoms you have had in the last 3 months: 
GENERAL: 

□ Fatigue 
□ Fever 
□ Night Pain 
□ Weight Gain 
□ Unexplained Wight Loss 

GASTROINTESTNAL 
□ Abdominal Pain 
□ Constipation 
□ Diarrhea 
□ Frequent Heartburn 

EARS, NOSE, THROAT 
□ Hearing Loss 
□ Ringing in the ears 
□ Vertigo 
□ Nasal congestion 
□ Mouth/lip sores 
□ Tooth abscess 
□ Difficulty Swallowing 
□ Hoarse voice 
□ Throat lesions 

NEUROLOGICAL 
□ Difficulty with balance 
□ Loss of coordination 
□ Gait abnormality 
□ Headaches 
□ Muscle weakness 
□ Seizures 
□ Sensory disturbance 
□ Speech difficulty 
□ Tremor 

GENITOURINARY 
□ Erectile dysfunction 
□ Increased urination 
□ Decreased urination 
□ Loss of urine 
□ Burning/pain with 

urination 

BLOOD/ LYMPHATIC: 
□ Bleed easily 
□ Prolonged bleeding 

after surgery 
□ Bruise Easily 
□ Painful/ swollen 

lymph node (s) 

CARDIAC 
□ Chest Pain 
□ Shortness of breath w/activity 
□ Lower extremity swelling 
□ Heart Murmur 
□ Heart racing 

PSYCHIATRIC 
□ Depression 
□ Anxiety 

 

ALLERGY/IMMUNE 
□ Immune Disorder 
□ Seasonal allergies 

RESPIRATORY 
□ Cough 
□ Vomiting blood 
□ Shortness of Breath 
□ Wheezing 

EYES 
□ Discharge 
□ Cataracts 
□ Visual field loss 

SKIN 
□ Abnormal growth 
□ Rash 
□ Non-healing sore 

 
The Information provided in the form is true and complete to the best of my knowledge: 














