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Welcome New Patient 
 
We at the Center for Integrative Medicine Clinic are looking forward to partnering with you to 
meet your health needs.  Our physicians are board certified and trained in Integrative Medicine.  
We offer primary care services, as well as consultations and other therapies.  We are excited to 
assist you in creating a plan for optimal health and to address your unique needs. 
 
Your First Consultation 
This appointment will last approximately 60 to 90 minutes.  You will be asked to provide 
information regarding your past medical history and your current symptoms.  Please 
remember to arrive 10-15 minutes early for your appointment, bring any supplements or 
prescriptions you are currently taking and your insurance card.  After this appointment, 
your physician will make recommendations concerning further treatments and/or other options. 
 
 

 
 
 
Attached you will find all of the paperwork necessary for your first visit.  This paperwork 
should be filled out completely and brought with you to the clinic. 
Please see the attached directions to our clinic.  Parking is free at Kernan Hospital.  If you have 
any questions concerning the paperwork or our clinic call us at 410-448-6361. 
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DIRECTIONS 

 
 

By Car:  
Parking is plentiful and free on Kernan's campus. 
Handicapped parking is available near the main 
entrance. There also is a drop-off/pick-up area. 

From the Beltway (695): Take exit 17 East onto 
Security Boulevard (Woodlawn). Approximately 
two miles east of the Beltway, turn left at the light 
onto Kernan Drive and follow it across Windsor  
Mill Road into the hospital driveway. 
 
From I-70 (or Beltway exit 16): Follow "Local 
Traffic" to Security Boulevard. At the second light, 
turn right onto Kernan Drive and follow it across  
Windsor Mill Road into the hospital driveway. 
 
From Rt. 40 West (Baltimore City): Make a right 
at Cooks Lane and follow onto Security Boulevard. 
Turn right onto Kernan Drive and follow it across  
Windsor Mill Road into the hospital driveway. 

By Bus:  
Westbound (from downtown Baltimore) The #15 bus ("Social Security/Security Square Mall") goes past the main 
entrance of Kernan Hospital on Windsor Mill Road then turns left onto Kernan Drive. Get off at the first stop on 
Kernan Drive and walk back to the hospital                                                                                         
Eastbound (toward downtown Baltimore) The #15 bus ("Downtown") goes up Kernan Drive. As you approach 
your stop, you will see the main entrance to Kernan Hospital straight ahead. Get off at the last stop on Kernan Drive 
before the bus turns right onto Windsor Mill Road. 

By Cab: 
Arrow Cab:   410-358-9696 
Yellow Cab:  410-685-1212 
County Cab:  410-788-8000 
 
 
By Air: 
Kernan Hospital is approximately a 30-minute drive from Baltimore Washington International Airport, 
approximately 60 minutes from Washington National Airport. 
 
For more information, call the Mass Transit Administration at (410) 539-5000. 
 



 

 1

UNIVERSITY OF MARYLAND 
  CENTER FOR INTEGRATIVE MEDICINE, LLC 

Kernan Hospital 
2200 Kernan Drive 

2nd Floor North 
Baltimore, MD  21207 

 
ADULT HEALTH HISTORY QUESTIONNAIRE:  (First Visit) 

Patient Name: _________________________________ Today’s Date: ____/____/____ 
 
A NOTE TO OUR PATIENTS:  Please take the time to carefully and thoroughly complete this health 
history questionnaire.  You may want to consider copying it for your own future records. 
 
CURRENT PROBLEM 
• Please describe the problem(s) that you would like to focus on at your first visit: 

 
 
 

 
• When did it start? 

 
 
• Circumstances under which this problem began: 
 accident at work   illness   at home (no accident) 
 accident at home   surgery   “just began”  
 other accident   at work (no accident)   other  

 
Describe: 

 
 
 
• Is there anything that you know that makes it better?      NO       YES.  If yes, please describe: 

 
 

 
 
• Is there anything that you know that makes it worse?        NO       YES.  If yes, please describe: 

 
 

 
• Please list other symptoms, if any, associated with this problem(s).   
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Please note the location and intensity of your pain on the diagram below: (Please circle the areas of pain and the 
intensity level of pain indicated below) 

1 = Least 2 3 4 5 6 7 8 9 10 = Worst imaginable pain 
 

Do you have pain? 
 Yes     N0 

 
Does pain Interfere with: 

  Sleep        Work      
 Activities of Daily Living: 

list: 
________________________ 
___________________________ 

Describe others: 
___________________________ 
___________________________ 

 

 

Pain Medication:        Yes         
No 
List: 
___________________________ 

___________________________ 
 

 
 
Are you currently being treated for any other medical condition(s)?   
Please check box of conditions and describe below. 
 

Do you have the following No Yes Year 
Diagnosed Treatment

Heart disease     
Stroke     
High blood pressure     
High Cholesterol     
Diabetes     
Thyroid disease     
Breast cancer     
Other Cancer(s)     
Type ______________     
Alcoholism or substance abuse     
Depression     
Mental Health disorder     
Osteoporosis     
Other ________________      

 
 
 
 
 
Do you have Medication or Food 
allergies? 
 
ο     Yes     No  If yes, please list below: 
 

Medications / 
Food Reaction  
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Please list all medications & supplements, vitamins, or herbal products:which you now take regularly.  Include non-
prescription items such as Tylenol, etc. 
Medications / 
Supplements Dose Frequency Prescribed By 

    
    
    
    
    

 
SOCIAL/HEALTH HABITS HISTORY 

SOCIAL HISTORY 
Are 
you 

 single  married  separated  divorced  widowed 

Who lives with you? _____________________________________________________________ 

In case of an emergency whom would you contact for 
help? 

___________________________________________
__ 

 
Please comment on your consumption of the following substances: 

Use Quantity Past Usage Product Yes No Per Day Per Week Yes No 
Do others have concern about 
your usage? 

Cigarettes        
Cigars        
Pipe        
Alcohol        
Marijuana        
Cocaine        
Narcotics        

 
EDUCATION and EMPLOYMENT 
What was your highest level of education? 
___________________________________________________________________ 

What is/was your occupation? 
_____________________________________________________________________________ 

What is your work status? 

 Full time 
 Retired 

 Part time/light duty  
 Disabled 

 Unemployed 
 Other___________________ 

 
 
 
 
Patient Signature:_______________________________________________ Date: ________________________ 
 
 
 
Provider Signature:______________________________________________ Date: ________________________
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PATIENT NAME: __________________________________________ 

PATIENT DOB (M/D/YR): ____/____/_____ TODAY”S DATE: ___/___/____ 

Please note whether you have had any of the following symptoms in the last week: 
 

Constitional: N M S Gastrointestinal: N M S Psychiatric: N M S
Fever    Difficulty chewing    Anxiety    
Chills    Difficulty swallowing    Sense of doom    
Excessive sweating    Abdominal pain    Unstable mood    
Weight change    Nausea    Hallucinations    
Poor sleep    Heartburn    Depressed mood    
Can’t fall asleep    Vomiting    Lost Motivation    
Waking up often    Diarrhea    Change in appetite    
Waking up early    Constipation    Loss of energy    
Daytime sleepiness    Bloody stool    Poor concentration    
Excessive snoring    Hemorrhoids    Guilty feelings    
Eyes Black Stool    Thoughts of suicide    
Blurred vision    Musculoskeletal: Desire to hurt self    

Pain    Joint Pain     Desire to hurt 
others    

Double vision    Joint buckling     Genitourinary: 
Ears, Nose, Throat Joint locking    Difficulty urinating    
Hearing loss    Joint swelling    Frequent urination    
Sore throat/voice 
change    Joint immobility    Painful urination    

Vertigo (spinning 
room)    Muscle pain    Incontinence    

Sinus congestion    Muscle stiffness    Night-time 
urination    

Skin Muscle twitching     Sexual problems    
Rash    Muscle spasms    Date of last PAP?___/___/___ 
Dryness    Cardiovascular:  Was it normal?   Yes     N0
Endocrine: Palpitations    Sexual dysfunction    
Blurred vision    Chest discomfort    Others (Please List below.) 
Heat or cold intolerance    Shortness of breath        
Hair loss    Swelling in ankles        
Excessive thirst    Respiratory:     
Diabetes    Cough        
Thyroid problems    Difficulty breathing        
Neurologic: Wheezing        
Dizziness    Allergy/Immune:     
Memory problems    Burning        
Fainting    Itching        
Confusion    Hives        
Headaches    HIV exposure        
Loss of coordination    Frequent infections        
Loss of balance    Heme/Lymph:     
Falling    Bruising        
Numbness/tingling           
Muscle weakness     

Lumps in armpits, groin, 
neck, etc.        

Fatigue     Bleeding problems        
Tremor (shaking)    Swelling        

N=Never 
M-Moderate,  
S=Severe 
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DEMOGRAPHIC INFORMATION 
 
TODAY’S DATE:______________________ 
         
How did you hear about our office?  (Please Circle)  Internet Newspaper Doctor Referral  
Friend: (name) ________________  Other: ______________________________________________________ 
 
 
PATIENT INFORMATION 
Last 
 

First Middle Initial Email Address 

SSN 
 

DOB Gender Would you like to be on our mailing list? 
Yes / No   (circle) 

Patient Address City State Zip Code 

Patient Home Phone # Patient Work Phone # Patient Cell Phone  # Religion Race Marital Status 

Preferred Method of Contact:  Home # / Cell # / Work # / Email / Other:  
 
 
EMERGENCY CONTACT INFORMATION 
Emergency Contact Name 
 

Emergency Contact Address Emergency Contact Phone # 

 
REFERRING PHYSICIAN INFORMATION 
Referring Physician Name 
 

Address Phone #  

Referring Physician Specialty 
 

Referring Physician UPIN # Referring Physician Taxonomy # 

 
PRIMARY INSURANCE INFORMATION 
Insurance Company Name 
 

Insurance Company Phone # 
 

Address to Submit Claims: 

Insurance Policy # Insurance Group # Insurance Effective Date 
From                       To 
 

Subscriber Name 
 

Subscriber Gender Subscriber DOB Subscriber SSN 
 

Subscriber Address Subscriber Phone # 

Subscriber Employer Name 
 

Subscriber Employer Address Subscriber Employer Phone # 
 

Please Turn Over 
 
 
 
SECONDARY INSURANCE INFORMATION 



Insurance Company Name 
 

Insurance Company Phone # 
 

Address to Submit Claims: 

Insurance Policy # Insurance Group # Insurance Effective Date 
From                       To 
 

Subscriber Name 
 

Subscriber Gender Subscriber DOB Subscriber SSN 
 

Subscriber Address Subscriber Phone # 

Subscriber Employer Name 
 

Subscriber Employer Address Subscriber Employer Phone # 
 

    




	ADP3682.tmp
	CURRENT PROBLEM
	SOCIAL/HEALTH HABITS HISTORY

	SOCIAL HISTORY
	Use
	Cigarettes
	Cigars
	Pipe

	Alcohol

	N
	M
	N
	M
	N
	M

	ADP3689.tmp
	How did you hear about our office?  (Please Circle)  Internet Newspaper Doctor Referral 
	Friend: (name) ________________  Other: ______________________________________________________
	Patient Information
	First
	Middle Initial
	Email Address
	DOB
	Marital Status
	Emergency Contact Information


	Emergency Contact Address
	Emergency Contact Phone #
	Address
	Phone # 
	Referring Physician UPIN #
	Referring Physician Taxonomy #
	Insurance Company Name
	Insurance Policy #
	Insurance Group #
	Insurance Effective Date
	Subscriber Name
	Subscriber Gender
	Subscriber DOB
	Subscriber SSN
	Subscriber Address
	Subscriber Phone #
	Subscriber Employer Name
	Subscriber Employer Address
	Subscriber Employer Phone #
	Insurance Company Name
	Insurance Policy #
	Insurance Group #
	Insurance Effective Date
	Subscriber Name
	Subscriber Gender
	Subscriber DOB
	Subscriber SSN
	Subscriber Address
	Subscriber Phone #
	Subscriber Employer Name
	Subscriber Employer Address
	Subscriber Employer Phone #





