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PATIENT REGISTRATION

[image: image1.jpg]
Social Security #______________________            Home Address ____________________________________________


First Name ______________Middle Initial ___          City _________________       State_________   Zipcode___________

Last name __________________
                              E-Mail ___________________________________


Sex ____  Date of Birth ___________
                Home Phone (                      )_____________________

Marital Status  




Work Phone  (                     )_____________________













Cell Phone     (                        )_____________________





Insurance Company Name _________________________________________

Address ______________________________ City ______________ State _____  Zip _________

Policy # ____________________ Group #__________________ Phone #_____________________

Insured/ Card Holder Name ________________________            Relationship to Patient _________________

Insured D.O.B. ______/______/__________    Insured Social Security # ______-_______-______ Sex ______

Start Date. ______/______/__________       Co-pay Amount ________          Referrals required?  Y or N




Insurance Company Name _________________________________________

Address ______________________________ City ______________ State _____  Zip _________

Policy # ____________________ Group #__________________ Phone #_____________________

Insured/ Card Holder Name ________________________            Relationship to Patient _________________

Insured D.O.B. ______/______/__________    Insured Social Security # ______-_______-______ Sex ______




Employer: (WHEN INJURED) ___________________________________      Date of Injury: ____/____/______

Address ___________________________________________________City __________________________

State ________ Zip _______________                         Phone (                         )_____________________



Name __________________________________________     Relationship ___________________________


Address _________________________________________________     City __________________________

State ________ Zip _______________                           Phone (                         )_____________________

Name of Pharmacy _________________________________       Phone (                         )_____________________

Address ________________________________________________City ________________ Zip _________

INITIAL HISTORY AND PHYSICAL EXAMINATION
Date:_________________       Referring Physician:___________________________________________
Referring Physician Address:_____________________________________________________________
Name:_______________________________________________________ Date of Birth:___________
Current Marital Status:_____Married_____Single_____Divorced_____Widowed
Number of Children:_________
Are you currently employed:_____Yes_____No
Occupation:______________________________________________________________
1. The reason for this visit is a result of (please circle):
Motor Vehicle Accident        Lifting Injury         Falling Injury        Job Related            Don’t Know
2. Explain what  happened: ____________________________________________________________________________________________________________________________________________________________________
3. Please explain the pain and location:  ____________________________________________________________________________________________________________________________________________________________________
4. How would you rate your pain on a scale from 0 (no pain) to 10 (worst)?____________________
5. When did the condition begin?_____/_____/_____
6. Is the condition getting worse?_____Yes _____No_____Constant______Comes and goes
7. Is the condition interfering with your (please circle)  WORK    SLEEP   DAILY ROUTINE
If so explain:  ____________________________________________________________________________________________________________________________________________________________
8. Have you had this or similar pain in the past? ______Yes______No
If so, explain: ____________________________________________________________________________________________________________________________________________________________
9. Have you been treated by a (please circle) Physician/Chiropractor/Physical Therapist for this condition?______Yes_____No
If yes, who and where?___________________________________________________________
10. ARE YOU TAKING “BLOOD THINNERS”, i.e, ASPIRIN, PLAVIX, COUMADIN _____YES_____NO
Name of Medication____________________________________________________________
11. Have you had any of the following tests? ___MRI  ____CT SCAN ____MYELOGRAM_______DISCOGRAM_____EMG_____XRAY______OTHER
12. Are you now or have you have been a regular smoker?
_____Yes________packs per day______No______Ex-Smoker
13. How many alcoholic beverages (beer,wine,liquor) do you drink per week? 
____None_____Less than 2 per week__________More than 2 per week
14. Do you do any type of illegal/street drugs including Marijuana _____Yes_____No
If yes, what drug and how often:__________________________________________________________
15. Are you allergic to any food (s) and or medication (s) and reaction (s) __________________________________________________________________________________
MEDICAL HISTORY
HEART DISEASE______                PALPATATIONS_______                            HIGH BLOOD PRESSURE________
STROKE_______                           ASTHMA_______                                        COPD________
DIABETES______                         LIVER DISEASE_______                              HEPATITIS, TYPE________
CIRRHOSIS_______                    BLEEDING DISORDER______                     HIV/AIDS______
ALCOHOL ABUSE_______         DRUG ABUSE______
                   PRONE TO INFECTIONS________
OTHER_______________________________________________________________________________
SURGICAL HISTORY:
OPEN HEART______                       BYPASS SURGERY______                        VASCULAR SURGERY________
CHEST SURGERY______                PACEMAKER_______                               DEFIBRILLATOR_________
JOINT REPLACEMENTS________
OTHER:_____________________________________________________________________
Patient Signature____________________________________________    Date______________________
SUBSTANCE USE HISTORY FORM


	Types of Chemicals used
	Age of first use
	Pattern/ Dose & Frequency
	Current Pattern/ Dose & Frequency 
	Usual Route of Administration
	Last 
Use-Date

	Alcohol
	
	
	
	
	

	Marijuana
	
	
	
	
	

	Cocaine/ Crack
	
	
	
	
	

	Heroin
	
	
	
	
	

	Prescription Meds
	
	
	
	
	

	Other​​​:______________
	
	
	
	
	



	Date
	Completed Program  (Y/N)
	Type of Program/ Reason for Admission
	Length of Sobriety
	Follow Up/Outcome

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	

	
	
	
	
	




	 


	
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	
	
	
	
	
	
	
	
	
	
	
	
	

	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 
	 


FINANCIAL POLICY
We are committed to providing you with the best possible care and we are pleased to discuss our professional fees with you at any time. Your understanding and compliance of our financial policy is important to our professional relationship.  Please ask if you have any questions about our fees, financial policy or your financial responsibility.
Patients must fill out patient information forms accurately and completely before seeing the doctor.
We will request to photocopy/scan your insurance card(s) for your file.
· COPAYMENTS-By law we MUST collect your carrier designated co-pay at the time of service.  Please be prepared to pay that co-pay at each visit or you will be responsible for a $15 surcharge.
· NON COPAY PLANS- If your plan does not require a co-pay and we participate, we will accept the designated fee.  You are responsible for any deductible and balance your plan indicates on the explanation of benefits.
· NON PLAN PATIENTS- Payment is expected at the time of service unless other financial arrangements have been made prior to your visit.
· OUT OF NETWORK PLANS- If we are not in your insurance plan you are required to pay deductible and any balance your plan indicates on the explanation of benefits.
· MEDICARE- We will submit to Medicare for the Medicare allowed amount.  The patient will be responsible for the Medicare deductible and the 20% co-insurance, which can be billed to the secondary insurance if you have one.
· NO FAULT/WORKERS COMP- All Workers Comp and No Fault information MUST be filled out accurately and completely by you in order for us to bill the carrier appropriately.  If your case closes and or is denied for further treatment by that carrier at any time it is YOUR responsibility to inform us before your next office visit so arrangements can be made.  If the case was denied prior and there are outstanding dates of service, you will be responsible for these charges (unless you have commercial insurance and we can obtain payment from them for the outstanding fees.)
· Referrals- If your plan requires a referral from your primary care physician it is YOUR responsibility to obtain it prior to your appointment and have it with you at the time of visit.
YOU ARE RESPONSIPBLE FOR THE TIMELY PAYMENT OF YOUR ACCOUNT.
**WE ACCEPT CASH AND CREDIT CARDS ONLY**
THANK YOU for taking the time to review our policies.  Please feel free to ask any questions or share with us any special concerns.
Responsible Party Signature____________________________________________ Date______________
IMPORTANT NEW POLICIES FOR HADI PAIN ASSOCIATES, P.C.
In effort to running our practices more efficiently will be instituting the following policies:
· Any patient that requires a referral for his/her health plan is ultimately responsible in obtaining those referrals.  We will try and remind you but again this is your responsibility.  If we do not have a referral at the time of service, either a disclaimer needs to be signed which holds you responsible for payment or appointment needs to be rescheduled for after referral is obtained.
· Any patient that requires any type of form to be completed by our office will be charged a $10.00 service charge that needs to be paid before form is filled out.  All forms will take 5-7 business days after fee is received. No exceptions.
· Appointments are scheduled for a certain time and patients need to be here at that time.  If you are running late you can call and see if there are openings later in the day but there is no guarantee.  You may have to reschedule for another day.  If you are on medications that need to be renewed you must keep your scheduled appointment.
· Any patients that do not give their co-pay at the time of service will be responsible for a $15.00 surcharge.
· Any patient that does not show for their scheduled office visit appointment without cancelling will be responsible for a $25.00 no show fee.
· Any patient that does not show for their scheduled injection or procedure under sedation without canceling will be responsible for a $50.00 no show fee.
· Any patient that has a balance due to the office needs to make arrangements for a payment plan or balance is due in full.
· Any patient that needs to change their scheduled monthly appointment for medication renewals will be rescheduled if we have an opening and it is in the renewal time period.  We will inform you when the next available appointment is.
· There will be NO tolerance of yelling, cursing or abuse towards employees and or other patients over the phone or in the waiting room.  If you have any issues please speak to the Office Manager and we will try and rectify the problem.  However, it may be grounds for discharge if behavior is deemed unacceptable.
_____________________________________         _______________________________    ________________
Print Name                                                              Signature                                                      Date
Controlled Substances Long-Term Therapy for Chronic Pain
A consent form from the American Academy of Pain Medicine
The purpose of this agreement is to protect your access to controlled substances and to protect our liability to prescribe for you.
The long-term use of such substances as opioids (narcotic analgesics), benzodiazepines tranquilizers, and barbiturate sedatives is controversial because of uncertainty regarding the extent to which they provide long-term benefit.  There is also the risk of an addictive disorder developing or of relapse occurring in person with a prior addiction.  The extent of this risk is not certain.
Because these drugs have potential for abuse or diversion, strict accountability is necessary when use is prolonged.  For this reason the following policies are agreed to by you, the patient, as consideration for, and a condition of, the willingness of the physician whose signature appears below to consider the initial and/ or continued prescription of controlled substances to treat your chronic pain.
1. All controlled substances must come from the physician whose signature appears below or, during his or her absence, by the covering physician, unless specific authorization is obtained for an exception. (Multiple sources can lead to untoward drug interactions or poor coordination of treatment.)
2. All controlled substances must be obtained at the same pharmacy, where possible.  Should the need arise to change pharmacies, our office must be informed.  The pharmacy that you have selected is: Name of Pharmacy__________________________      Phone:__________________
3. You are expected to inform our office of any new medications or medical conditions, and of any adverse effects you experience from any medication that you take.
4. The prescribing physician has permission to discuss all diagnostics and treatment details with dispensing pharmacists or other professionals who provide your health care for purpose of maintaining accountability.
5. You cannot share, sell or otherwise permit others to access these medications.
6. These drugs should not be stopped abruptly, as withdrawal syndrome will likely develop.
7. Unannounced urine or serum toxicology screens may be requested and your cooperation is required.  Presence of authorization substances may prompt referrals for assessment for addictive disorder. 
8. Prescriptions and bottles of these medications may be sought by other individuals with chemical dependency and should be closely safeguarded.  It is expected that you will take the highest possible degree of care with medication and prescription.  They should not be left where others might see or otherwise have access to them.
9. Original containers of medication should be brought in to each office visit.
10. Since the drugs may be hazardous or lethal to a person who is tolerant to their effects, you must keep them out of reach of such people.
11. Medications may not be replaced if they are lost, get wet, are destroyed, left on an airplane, etc.  If your medication has been stolen and you complete a police report regarding the theft, an exception may be made.
12. Early refills will generally NOT be given.
13. Prescriptions may be issued early if the physician or patient will be out of town when a refill is due (with limited exceptions).  These prescriptions will contain instructions to the pharmacist that they not be filled prior to the appropriate date.
14. If the responsible legal authorities have questions concerning your treatment, as this might occur, for example, if you were obtaining medications at several pharmacies, all confidentiality is waived and these authorities may be given full access to our records of controlled substances administration.
15. It is understood that failure to adhere to these policies may result in cessation of therapy with controlled substances prescribed by this physician or referral for further specialty assessment.
16. Renewals are contingent on keeping scheduled appointments.  Please do not phone for prescriptions after hours or on weekends.
17. It should be understood that any medical treatment is initially a trial, and that continued prescription is contingent on evidence of benefits.
18. The risks and potential benefits of these therapies are explained elsewhere (and you acknowledge that you have received such explanation).
19. You affirm that you have full right and power to sign and be bound by this agreement, and that you have read, understand and accept all its terms.
20. ONCE YOU ARE DISCHARGED THE PHYSCIAN WILL NOT PRESCRIBE ANY MEDICATION, NO EXCEPTIONS!
INFORMED CONSENT FOR THE PROPER USE OF CHRONIC OPIOIDS AND ALL PAIN MEDICATION SCHEDULED 2, 3 OR 4 IN THE TREATMENT OF CHRONIC PAIN
Opioid medications are commonly known as narcotics. Pain medication, narcotics, anti-anxiety medications, some anti-seizure medication and muscle relaxants are classified as schedule 2, 3 or 4 medications by the Federal Drug Administration. By reading this consent form you will have information to make a safe and responsible decision and choice of beginning or continuing on long term opioid medications. If you need more information to make this decision, please ask your caregiver.
Goals of Using and Opioid Medication and Pain Medications
Opioid medications are primarily used to treat severe pain. Severe pain can limit every aspect of a person’s life. Patients with severe pain have trouble getting through their every day without constantly thinking about their pain. It affects their ability to take care of themselves, concentrate or think clearly. It can affect a person’s relationship with other people who are important to them. It almost always affects a person’s ability to get a restful night’s sleep. Chronic long term opioid medications are reserved for pain that does not respond to other medications (non-opioids), treatments and methods of handling pain. The purpose of this medication is to INCREASE YOUR ABILITY TO FUNCTION at work, at home and to get a restful night’s sleep. The success of using this medication will be measured by your activity level, not only report your pain.
RISKS OF USING AN OPIOID MEDICATION
Opioid medications have the potential to cause an addiction. This occurs in people who are susceptible or who are known to have a history of addiction. Physical tolerance and/or dependence occur with the regular use of an opioid (narcotic), but this is different from addiction.
FOR A PERSON’S HEALTH, SAFETY AND PROTECTION, CHRONIC OPIOID MEDICATION WILL BE STOPPED IF THERE IS A CONCERN
I will have my medications filled only at one pharmacy which is:
____________________________________________________________________________________

I hereby authorize you to fax or send this information to my pharmacy.
These medications will be prescribed by the clock schedule, or to enable you to engage in more normal activities of daily living such physical therapy (prn).
LOST OR STOLEN MEDICATION WILL NOT BE REFILLED OR REPLACED.
This office has a “NO EARLY REFILL POLICY” and will not replace lost or destroyed prescriptions.
YOUR RESPONIBILITY WHEN RECEIVIN CHRONIC OPIOID MEDICATION OR SCHEDULE 2, 3, 4 MEDICATIONS:
1. A PERSON IS RESPONSIBLE FOR THEIR MEDICATIONS AND NEEDS TO MAKE SURE THAT THE PRESCRIPTION IS FILLED CORRECTLY. Therefore, they need to make certain that the pharmacy gives them the correct amount before leaving the pharmacy.
2. No increase in medication doses will be made without the approval of the prescribing physician. If you take more than prescribed, you will run out of medications before being given more and may go into withdrawal symptoms. 
3. YOU MAY NOT USE ANY TYPE OF ILLICIT SUBSTANCES WHILE RECEVING THESE MEDICATIONS. THIS INCLUDES NARCOTICS FROM ANY OTHER SOURCE (DENTIST, PRIMARY CARE, ORTHOPEDIC SURGEON) MARIJUANA, TRANQUILIZERS (non-prescribed) or STIMULANTS (uppers). Please ask you provider/physician/nurse if you have any questions about this.
4. Patients are expected to be on time for all appointments including those not related to refill medications. You may be asked to come in before medication refill for a re-evaluation. 
5. YOU ARE RESPONSIBLE FOR ALL YOUR REFERRALS FOR ALL TESTS, INJECTIONS AND APPOINTMENTS.
6. URINE TESTING TO MONITER YOU WILL BE PERFORMED RANDOMLY AND CANNOT BE REFUSED.
Please read the educational information at the end of the consent for more information about tolerance, dependence and addiction.
Possible Side Effects of Opioid Medications:
Here are some side effects that include but not limited to:
a. Constipation



e. nausea and vomiting
b. Depressed moods


f. mental slowing
c. Urinary retention


g. trouble breathing
d. Drowsiness



h. sexual performance decrease (especially in males)
STAFF/ CLINIC RESPONSIBILITES WHEN PRESCRIBING CHRONIC OPIOIDS:
The practice of Hadi Pain Associates, P.C. will perform a complete exam and assessment of you prior and during you treatment (if it has already begun).
This assessment will involve a phone interview with one or more of your friends and family, after you give them permission to contact them. The practice will not disclose your personal or medical information to them but to gather information from them about you level of function. These two or three who know me are:
1. ______________________________
2. ______________________________
3. ______________________________
I give permission for these individuals to be contacted for an assessment and periodic ongoing updates.
Your clinician will monitor your use of opioid medications for signs of tolerance and addition. We will try to make sure you do not need to increase in medication. 
This medication is provided be a SINGLE provider and only this office (either the provider or his designated physician assistant).
Your primary or referring physician and all physicians you listed as contacts will be notified that Dr. Mohammed Hadi, Dr. Abdussami Hadi, Dr. Shumail Haque or Physician Assistant Tram Tran, PA-C is now prescribing this medication.
You will need to sign a medical record release sheet for us to do this.
Information about Addiction
I understand that potentially addictive medications are being used to improve my overall level of function. Because these medications can be addictive, certain rules must be followed for my protection, safety and health. I agree to follow these rules precisely. I understand that not adhering to these rules will result in termination of the medication or my care under your supervision (given 30 days notice to find another physician).
A. Addiction
Addiction implied the abuse of a drug and is defined by certain behaviors, including energy and time focused on obtaining medications, along with a decline of normal family and work functions. Addiction must be distinguished from TOLERANCE (the need for increasing doses of medication to obtain the same effect) or of PHYSICAL DEPENDENCE (upon withdrawing of the medication abruptly which may lead to withdrawal symptoms). Tolerance is not a uniform phenomenon, and I realize that many patients do well on the same dose for many years. One way to attempt to limit tolerance is to avoid the use of short acting breakthrough “if needed” doses of opioid medication for “bad days” or “breakthrough pain.”
B. Major Addiction Like Behaviors:
I understand that if any of the following happen I will be urgently medically withdrawn from opioid medications:
1. Altering prescriptions
2. Providing my medications to others
3. Repeatedly asking for early refills
4. Accidently taking too much medicine and overdosing
5. Threatening or inappropriate behavior toward the practices staff AT ANY TIME!
JOINT RESPONSIBILTY:
You may be asked to bring all your medications to the office visits. We will count your pills with you to make sure that you are using them correctly and may check the internet to verify that the correct medication was brought in.
· You will be asked to provide urine tests on every monthly office visit to monitor your compliance and progress
· We will occasionally contact your friend or family member to assess your function and response to treatment from their perspective
· If an opioid medication is unsuccessful in increasing your activity level, we will taper these medications and find another method of helping you handle your pain
· Referral to facilities specializing in supervised medical withdrawal (“detoxification”) may be necessary.

CAUTION:
1. OPIOID THERAPY MAY CAUSE DROWSINESS
2. ALCOHOL MUST NOT BE CONSUMED WHILE TAKING THESE MEDICATIONS
3. THE MEDICATIONS MUST BE KEPT OUT OF REACH AND OUT OF CONTACT WITH CHILDREN OR PETS AND AN ATTEMPT TO PUT THEM IN A LOCKED CABINET IS SUGGESTED
4. FEDERAL LAW PROHIBITS THE TRANSFER OF THESE DRUGS TO ANY PERSON OTHER THAN THE PATIENT FOR WHOM THEY WERE PRESCRIBED
5. USE CARE WHEN OPERATING A CAR OR DANGEROUS MACHINERY
I, agree that the above guidelines regarding this treatment have been adequately explained and my questions and concerns have been answered.  
Patient Signature: ____________________________   DATE: _____________
Physician Signature: ____________________________ DATE: _____________
Witness Signature: ____________________________   DATE: _____________
DEMOGRAPHICS





☐Married  ☐Single                        


☐Divorced  ☐Widowed 








PRIMARY INSURANCE INFORMATION





☐Commercial  ☐Medicare   ☐Workers Comp  ☐No Fault ☐ Other ___________________________________








SECONDARY INSURANCE (IF APPLICABLE)





☐Commercial  ☐Medicare   ☐Workers Comp  ☐No Fault ☐ Other ___________________________________








WORKERS COMPENSATION INFORMATION





EMERGENCY CONTACT INFORMATION





PHARMACY INFORMATION





AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN: I herby authorize payment directly to the physician of the surgical and/or Medical Benefits, if any, otherwise payable to me for his/her services as described, realizing I am responsible to pay non-covered services.


AUTHORIZATION TO RELEASE INFORMATION: I herby authorize the Physician to release any information acquired in the course of my treatment necessary to process insurance claims.








_______________________________________________


SIGNATURE (parent or patient if minor)                       Date





_______________________________________________  


SIGNATURE 			               Date                   








Patient Name: _________________________________����_____________        Date___________





Patterns of Use





Questionnaire


Are you an alcoholic?  ☐yes   ☐no  ☐not sure    


Are you a drug addict? ☐yes   ☐no  ☐not sure    


Have you ever attempted to cut back on drinking/ drug use?  ☐yes   ☐no  


What is you history of abstinence? ________________________________ 


Have you ever been a part of a 12-step program and unable to maintain sobriety? ☐yes   ☐no  


Do you drink alone? ☐yes   ☐no      


 Increased tolerance (need more to feel good) ☐yes   ☐no  


Decreased tolerance (use a little to get high or intoxicated) ☐yes   ☐no  


Have you ever felt guilty about your drinking/ drug use? ☐yes   ☐no  


Have you ever heard voices or had suicidal thoughts? ☐yes   ☐no  














Previous Treatment History





Date





Name of Medication/ Vitamin/ Herbal remedy 





Dose





Frequency 





Route





Patient reported





Rx Given





Injected at practice 





Discontinued





Date discontinued





Initials





This form represents an ongoing reconcilliation of the patients medications, supplements, and herbal remedies as reported by the patient or prescribed by the practice. Medications not reported by the patients are not included in this reconcilliation. 





Date





Patient Name (printed)





Patient Signature





Physician Signature





Pharmacy 				Phone 					Fax








