Intermountain Spine &l Orthopaedics

PATIENT INFORMATION
PLEASE PRINT AND FILL OUT ALL INFORMATION

Primary Doctor: Referring Provider: i

SR N e

Patient’s First name: Middle:
Marital status (circle one) Age: Birth date: Social Security No:
Single / Mar / Div / Sep / Wid / /
Street address: Home phone no.:
( )
City: State: ZIP Code: Employer:
Email:

First name: Middle: Last:
Marital status (circle one) Age: Birth date: Social Security No:
Single / Mar / Div / Sep / Wid / /
Street address (If different): Home phone no.:
¢ )

City: ‘ State: Zip Employer:

' ' Code: '
Email:

¢ S—— " — ” L e 0Bt 0 L0 0500151 ARS8 5110

Name : : Relationship to patient: Home phone no.:

( )

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to
the physician. | understand that | am financially responsible for any balance. I also authorize ISO or insurance
company to release any information required to process my claims.

Patient/Guardian signature Date




Intermountain Spine I Orthopaedics

m—— SBINE David M. Christensen, M.D.

AND ORTHOPAEDICS

COMPASSIONDXSARRNY®E N TEGRITY - 1411 Falls Ave E Suite 1301e Twin Falls, Idaho 83301
Phone: (208) 732-0067 e Fax: (208) 732-3195 e www.imspine.com

RESPONSIBILITY FOR PAYMENT / ASSIGNMENT OF BENEFITS / CONTACT

In consideration of the treatment provided at I1SO to me or my child or dependent, | agree to pay ISO for such
treatment. If private health insurance, Medicare, Medicaid, other governmental or other insurance programs cover
the treatment, | authorize I1SO to bill any such insurer for all charges incurred in connection with the diagnosis, care
and treatment. My insurance coverage may provide that some amount of the bill will remain my personal
responsibility, such as my deductible, co-payment, co-insurance or charges not covered by my health insurance,
Medicare, Medicaid or any other programs for which | am eligible. | understand that certain payments may be
required at the time of, or in advance of, services being provided. I also understand | will be billed for any charges not
paid by my insurer, and | will be responsible for paying them. 1 understand and acknowledge that:

e If | elect to pay for medical treatment in cash, in full, before services are provided, I can request that my
health insurance, in any form, not be billed for that service or be notified that the service was provided.

e |am responsible for notification to my insurance company to obtain authorization before service is rendered,
and if | do not pre-certify for such services, my benefits may be reduced or lost, but | will still be responsible
for paying ISO for those services. Any questions | have regarding my health insurance coverage or benefit
levels should be directed to my health plan and my certificate of coverage.

e If 1 do not consent, or later revoke my consent, to the release of my information to any insurer that | have
identified, | will be responsible to pay all listed charges for the treatment and services received.

| hereby assign ISO and the professionals involved in my care, all my rights and claims for reimbursement under any
private health insurance policy, Medicare, Medicaid or'any other programs that | identify for which benefits may be
available to pay for the services provided to me, and authorize payment for such services to be made directly to ISO.

If | default or do not pay for treatment(s) provided, | acknowledge and agree that ISO is entitled to recover the full
amount of the debt owed for medical services and is entitled to the right of recovery of all collection expenses,
including litigation or arbitration costs, and the reasonable attorney’s fees incurred for the purpose of securing
payment. Collection expenses and/or attorney fees include the fee charged to ISO to complete the collection. For
example, if a collection agency or law firm charges 20% of the amount collected as their fee, 1SO will add 20% to my
bill and the collection agency or law firm will then earn 20% of the amount collected.

| agree that in order for ISO to service my account or to collect any amounts | may owe, Bonneville Collections or a
vendor acting on its behalf, may contact me by telephone at any telephone number associated with my account,
including cellular telephone numbers, which could result in charges to me. | agree that ISO or a vendor acting on its
behalf may also contact me by sending text messages or e-mails, using any e-mail address | have provided. |
acknowledge and agree that methods of contact may include using pre-recorded/artificial voice messages and/or use
of an automatic dialing device, as applicable.

| HAVE READ, UNDERSTOOD AND FULLY AGREE TO each of the above statements and sign below as my
free and voluntary act.

Patient or Authorized Person Signature Relationship & Printed name Date

Witness (Staff Signature) Date



Intermountain Spine & Orthopaedics

~David M. Christensen, M.D.

INTERMOUNTAIN SPINE Joseph Frampton, PA-C

AND ORTHOPAEDICS .
COMPASSIONAEIHARIN@®EH N TEGRITY

1411 Falls Ave E Suite 1301e Twin'Falls, I[daho 83301

Phone: (208) 732-0067 o Fax: (208) 732-3195 e www.imspine.com

PLEASE NOTE AT ANY GIVEN TIME YOUR APPOINTMENT CAN BE RESCHEDULED

CONSENT FOR TREATMENT

| consent to evaluation and treatment of the condition for which I, or my child or dependent, have presented

to Intermountain Spine and Orthopaedics (ISO) for, and authorize the physicians and/or other health care

providers affiliated with ISO to provide such evaluation and treatment. | understand that health care providers in
training may be involved in my care and treatment and consent to their involvement. | understand that the practice
of medicine is not an exact science, and acknowledge that no guarantees have been made to me regarding the likely-
hood of success or outcomes of any examination, treatment, diagnosis, or test performed at or by ISO. | authorize I1SO
to examine, use, store and dispose of all tissue, fluids, or specimens removed from my body. | acknowledge and agree
that this consent will be applicable to all visits or episodes of evaluation and treatment at ISO.

PATIENT RIGHTS AND RESPONSIBILITIES

| understand that | have the right, and the responsibility, to participate in my care and treatment. | understand that
| have the right to be informed about the treatment being recommended, and the responsibility to ask questions if |
do not understand it. | agree to provide accurate and complete information about my health history and presenting
complaint, to agree upon a treatment plan, and to follow that plan. | understand that my health care providers will
treat me with respect and | agree to do the same for them. '

USE AND DISCLOSURE OF HEALTH INFORMATION

| understand that ISO will use and disclose my health information for the purposes of treatment, payment, and
healthcare operations, as permitted by law. Further information can be found in the Notice of Privacy Practices,
which has been offered to me. | understand and acknowledge that ISO may record medical and other information
related to my treatment in paper, electronic, photographic, video, and other formats; and such information will be
used in the course of my treatment, for payment purposes and to support healthcare operations. I give ISO, its
employees, and agents consent to exchange information with other health care professionals and providers (i.e.
physicians, consultants, hospitals, nursing homes, home health agencies and pharmacies) about my prior and current
health conditions to facilitate treatment, or to facilitate discharge planning.

| HAVE READ, UNDERSTOOD AND FULLY AGREE TO each of the above statements and sign below as my free
and voluntary act.

Patient or Authorized Person Signature Relationship & Printed Name Date

Witness (Staff Signature) Date



Intermountain Spine & Orthopaedics

T

INTERMOU NT AIN SPINE David M. Christensen, M.D.

AND ORTHOPAEDICS Joseph Frampton, PA-C
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1411 Falls Ave E Suite 1301e Twin Falls, Idaho 83301
Phone: (208) 732-0067 ¢ Fax: (208) 732-3195 e www.imspine.com

General Spine and Orthopaedic Medical Information Update Form

Name: Date:

Body part being treated at visit today:
Quality/Severity of Pain (0-10) 0=no pain 10=worst pain in life

__None/Ignore My pain is worst when

__Mild/Occasional

__Mild with specific activity Pain is improved/relieved when

__Moderate/Pain comes and Goes

__Moderate pain/Pain Every Day

__Severe/Constant disabling pain

Are you feeling better compared to previous visit Y / N

Are you experiencing new symptoms/complaints since your last visit?

Changes to General Health History-:

Current Medications

Known allergies to medications:

General Health Today- Are you having any unusual Fevers/Chills/Nausea/Vomiting/Diarrhea/abdominal pain/Rash/Easy
Bruising and not on blood thinner/Trouble breathing/Wheezing/chest pain/Heart palpitations.

Medical History- Have you had any new changes in your health, ie: high blood pressure, diabetes, degenerative
diseases, vascular problems, heart disease, heart attack, stroke, seizures etc

Surgical History- Any recent surgeries, minor or major-




5

Pain Medication and Prescription Policy

INTERMOUNTAIN SPINE

AND ORTHOPAEDICS
COMPASSION INTEGRITY

Intermountain Spine and Orthopaedics, ISO, can only provide pain medication for patients who require a

surgical procedure. Our practice does not provide long term pain management services. The following outlines

our pain medication prescription policy.

e Patients may be prescribed pain medication during our initial consultation and surgical preparation period, if it is
felt that surgery will likely be required. If surgery is not required, the patient will be referred back to his or her
primary care provider to manage pain or make additional referrals. However, should patient have a contractual
pain management agreement with another provider this precludes ISO from prescribing any medications.

o If surgery is necessary, pain medication Will be prescribed prior to surgery if needed. Pain medication may also
be prescribed for a predetermined period of time after the procedure is performed. During the recovery
process, the amount of medication will be gradually reduced to help the patient avoid dependence on the drug.

e Pain medications must be taken as prescribed. Patients are not to increase medication dosage without
consulting 1SO.

e Improper use of medications can lead to the termination of the physician-provider relationship.

* Once pain medications are prescribed by our providers, you agree that our office will solely manage those pain
medications; in other words, you agree not to take pain medications prescribed by other physicians. You further
agree to use only one pharmacy to fill your prescriptions. Failure to follow these guidelines will result in
discharge from the practice.

e Pain medications and prescriptions should be kept in a safe place. No medication that is lost or stolen will be
replaced. We do not accept police reports or any other reports as proof of theft.

» You agree not to drive motor vehicles or operate heavy machinery while taking narcotic pain medication.
* You agree not to use alcohol or recreational drugs while taking any prescription medication.

¢ Asyour providers may not always be available in the office, please call for a refill at least 48-72 hours prior to
running out of your medication.

¢ Requests for prescription refills can only be accepted during regular office hours on Monday through
Thursday. Prescriptions cannot be filled in the evenings, on weekends, or holidays because we must have
access to patient medical records. Refill requests received after noon on Friday will not be filled until the
following week.

e Iflong-term pain management is required, the patient will be referred to a pain management clinic or to his or
her primary care provider. After you have been referred to a pain management clinic or other specialty, released
to your primary, our office will no longer prescribe pain medications.

I have read and understand the above stated Pain Medication and Prescription Policy for Intermountain Spine and
Orthopaedics.

Signature of Patient or Responsible Party Witness Date



Please scale to what extent the following activities aggravate (make worse) or relieve your

symptoms.

Biking on flat terrain/riding an upright
stationary bike

Overhead work or shootinga
basketball or catching a pop-fly or
any other motion where you must
look up or bend backwards. -

Working on a computer for § rhinuteis

Working on a computer for 30
minutes or greater

Turning to look to the side (as if
changing lanes when driving) .

Riding in a car on a bumpy road
Biking on a bumpy road or trail

Driving or riding in & car for
approximately 5 minutes

Driving or riding in a car for 30
minutes or greater

Staying in one position for a long period
of time/ prolonged nonmovement

Reading for approximately & minutes
(with the reading material held in your
lap/looking down)

Reading for 30 minutes or greater
Lifting less than 20 lbs '
Lifting more than 20 lbs

Jumping up and down

Coughing or sneezing
Unexpected sudden movementé
Sleeping through the night

HOW MUCH DIFFICULTY do you have with the following activities? (How hard is it to do these actions?)

Balancing when wéfking?
Walking in the pitch dark?
Handwriting?

Any weakness in both hands?

Picking up a coin

AGGRAVATING ACTIVITIES

Neck

——e

No
Symptoms Slght Moderate Severe
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Buttoning buttons
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AGGRAVATING ACTIVITIES

Please scale't.o what extent the following activities aggravate (make worse) or relieve your symptoms.

Back 81 (Sacroiliac)/ButtockiGroin/Leg
No No
: Symptoms Slight Moderate  Severe symptoms Slight  Moderate Severe
Standing for 5 minutes f oo Q1 02 O3 oo O1 02 03
Standing for 30 minutes or greater @RV 01 02 03 o0 O1 Q2 O3
Walking for 5 minutes A oo ©O1 02 O3 oo 01 ©O2 03
Walking for 30 minutes or greéter Qo Ot Q2 O3 Qo O1 02 03
Overhead work or shooting a |
basketball or catching a pop-fly or any 0o Ot 02 O3 oo Ot 02 O3
other motion where you must bend :
Squatting oo Q1 02 O3 00 O1 02 03
Lying on your stomach ' oo Ot 02 O3 0o O1 02 03
L.eaning over a shopping cart oo O1 02 03 0o "O1 02 03
Sleeping in a fetal position oo Ot 02 03 0o O 02 03
g:l?r;cfilggdup straight after gettmg o0 o1 02 03 00 Of o2 03
Driving for approximately & minutes oo ©O1 02 03 00 01 02 03
Driving for 30 minutes or greater oo ©1 02 O3 oo O1 02 O3
Sitting for 5 minutes 0o (ORI 02 03 oo O 02 03
Sitting for 30 minutes ‘_ 00 Ot 02 Q38 00 01 02 O3
Sitting through a movie - oo Ot Oz 03 0o Ot 02 Q3
Staying in one position for a long period
of time/ prolonged nonmovement 0o ©1t 02 O3 oo Ot 02 O3
Ejﬁing on flat terrain/riding a stationary oo O1 02 Q3 0o 01 02 O3
ike =
Bending and lifting something heavy oo Ot Q2 03 0o Ot 02 Qs
Riding in & car on a bumpy road 0o 01 Q2 O3 Qo Ot 02 03
Jumping up and down 00 Ot 02 03 Qo O1 02 03
Coughing or sneezing 4 Qo Ot 02 O3 0o Ot 02 03
Unexpected sudden movements oo Ot Q2 03 0o . O1 02 03
Any painful clicks or pops with motion? oo 01 oz Q3
Getting into oroutofacar oo 01 02 O3 oo 01 02 03
Putting on socks and shoes ‘ oo Ot 02 O3 oo O 02 Q3
Going up one flight of stairs 0o Of1 Q2 03 00 Of Q2 O3
Going down one flight of stairs oo O Q2 03 o 01 02 Q3
Sleeping through the night 00 o1 02 O3 0o 01 Q2 03




WORK/ACTIVITIES OF DAILY LIVING (ADL) SCALE

Please fill out the following scale regarding ACTIVITIES that you currently perform AT WORK AND/OR AT HOME.
Pick the category/level that best fits your activity level. Thank youl

0o

Ot

Q2

O3

04

(OX

086

o7

(OF:]

(")

010

Not Working and No Actlvities at Home On sick leave or just not working and on bed rest (do not perform any activities of daily
living such as cooking, cleaning the house, laundry, etc)

Minimal Sedentary Work/ADL Activities involve mostly sitting or lying down with frequent position change if necessary, working on a
few tasks (at work or at home) per day but resting most of the time, occasionaily liting 5 pounds or less, rarely walking

Sedentary Work/ADL Activifies involve mostly sitting (or standing if pain prevenis sitting) with frequent position change if necessary,
occasionally lifting or carrying 10 pounds or less, walking less than 1 hour per day, no bending, squatting, reaching, and/or twisting

Mostly Sedentary Work/ADL Activities involve mostly sitting or standing with frequent position change if necessary, more frequent
liting or carrying of 10 pounds or less, can include walking 1 hour per day and/or minimal bending, squatting, reaching, andfor twisting

Very Light Work/ADL More frequent liting or carrying of 10 pounds, occasionally lifting up to 16 pounds, can include walking around
2 hours per day and/or Bending, stooping, squatting, reaching, and/or twisting up to 10 times per hour

Light Work/ADL More frequent lifting or carrying an average of 10-15 pounds, occasionally lifting up to 20 pounds, can include
walking around 3 hours per day and/or bending, stooping, squatting, reaching, and/or twisting up to 15 times per hour

Light-Medium Work/ADLMore frequent lifiing or cairying of 20 pounds, occassionally lifting up to 35 pounds, can include walking
around 3-4 hours per day and/or bending, stooping, squatting, reaching, and/or twisting up to 20 times per hour

Medium Work/ADL Frequent Iifting of 20 pounds, occasionally lifting up to 50 pounds -can include walking around 4 hours per day
-and/or bending, stoop!ng, squatting, reaching, andfor twisting up to 30 times per hour and/or climbing ladders

Medium- Heavy Work/ADL Frequent lifting of 35 pounds, occaslonally lifting 50 pounds, can include walking around 4-5 hours per
day, and/or bending, squating, reaching, and/or twisting up to 40 times per hour andfor climbing ladders

Heavy Work Fraquent lifiing of up to 50 pounds, occasionally lifting up to 100 pounds, can include walking 5 hours per day and/or
bending, squatting, reaching, and/or twisting up to 50 times per hour, and/or climbing scaffolding and occasionally climbing poles

Very Heavy Work/ADL Very frequent lifting of more than 50 pounds, occasionally lifling over 100 pounds, constantly lifting at least
20 pounds, can include walking 7 hours per day or more and/or bending, squatting, reaching, and/or twssting 60 or more times per
hour and/or climbing scaﬂolcimg poles, or ropes

_ EXPECTATIONS
What are your expectations. from your treatment? (Mark one response on each line.)

Notatall Shightly Somewhat Very Extremely ~ Not
1. Relief from symptoms ('p'ain, stiffness, likely . likely likely likely likely  Applicable

swelling, numbness, weakness, instability) Ot Q2 03 04 Qs ONA

2. Todo more everyday h;é;useho]d or yard activities 1 02 O3 04 4 05 O NA
3. To sleep more B Q1 02 O3 04! Os O NA
4, To go back to my usual job Ot 02 Q3 04 05 O NA
5. To exercise and do recreational activities Of 02 03 O4 Os O NA
6. To prevent future disability o1 02 03 O4: Os QO NA

Thank you for filling out this questionnaire. Even if you feel great, we would like you to complete the form.
If you would like to receive your questionnaires via e-mail please enter your e-mail address here:




THE NECK DISA

i

This questionnaire has been designed to give
affected your ability to manage in everyday if
only the ONE box that applies to you. W
section relate to you, but please just mar

Pain Intensity

O { have no pain at the moment

O The pain is very mild at the moment

O The pain is moderate at the moment

O The pain is fairly severe at the moment

O The pain is very severe at the moment

O The pain Is the worst imaginable at the moment

the d
e. Ple

Personal Care (Washing, Dressing, etc)

O 1 can look after myself normally, without causing extra pain
O | can look after myself normally, but it is very painful

O Itis painful to look after myself and | am slow and careful
O | nead some help, but manage most of my personal care
O I need help every day in most aspects of self care

O | do not get dressed, wash with difficuity and stay In bed

Lifting a

Q | can litt heavy weights without extra pain

O 1 can litt heavy weights, but it gives extra pain

O Pain prevents me from lifting heavy weights off the floor, but | can
manage if they are conveniently positioned, e.g., on a table

O Pain prevents me from lifting heavy welghts but | can manage light
to medium weights if they are conveniently positioned

O | can lift only very light weights

O | cannot lift or carry anything at all

Reading
O | can read as much as | want to, with no pain in my neck
O | can read as much as | want.to, with slight pain In my neck
O | can read as much as | want to, with moderate pain in my neck
O | can't read as much as | want, because of moderate pain in my neck
O 1 can hardly read at all, because of severe paln in my neck
O ! cannot read at all

Headaches .
O 1 have no headaches atall -~
O 1 have slight headaches that come infrequently
O | have moderate headaches that come infrequently
O | have moderate headaches that come frequently
O | have severe headaches that come frequently
QO | have headaches almost all the time

Thank you for filling out this questionnaire. Even If you
If you would like to receive your questionnaires via e

Please read instructions:

e realize you may consi

BILITY INDEX

Shade circles like this:
octor information as to how your neck pain has

ase answer every section and mark in each section
der that two of the statements in any one

k the box which most closely describes your problem.

Concentration
O | can concentrate fully when | want to, with no difficuly
O | can concentrate fully when | want to, with slight difficulty
O | have a fair degree of difficulty in concentraling when | want to
O | have a lot of difficulty in concentrating when | want to

O | have a great deal of difficulty in concentrating when | want to
O | cannot concentrate at all

Work

O 1 can do as much work as | want to

O [ can do my usual work, but no more

O | can do most of my usual work, but no more
O | cannot do my usual work

QO { ¢an hardly do any work at all
O 1 cannot do any work at all

Driving

O | can drive my car without any neck pain

O I can drive my car as long as | want, with slight pain in my neck
O 1 can drive my car as long as | want, with moderate pain n my

neck 4

O | can't drive my car as long as | want, because of moderate pain
in my neck

O | can hardly drive at all, because of severe pain in my neck

O 1 cannot drive my car at all

Sleeping

Q My sleep is never disturbed by pain
O My sleep is occasionally disturbed by pain
O Because of pain, | have less than 6 hours of sleep
O Because of pain, | have less than 4 hours of sleep
O Because of pain, 1 have less than 2 hours of sleep
Q Pain prevents me from sleeping at ail
Recreation
O | am able to engage In all my recreation activities, with no
neck pain at all

O 1 am able to engage in all my recreation activities, with
some neck pain

O | am able to engage in most, but not all, of my usual
recreation activities, because of pain In my neck

O | am able to engage in few of my recreation activities,
because of pain in my neck

O ! can hardly do any recreation activities, because of pain
in my neck

O I can't do any recreation activitles at all

feel great, we would like you to complete the form.

-mail please enter your e-mail address here:




OSWESTRY LOW BACK PAIN DISABILITY INDEX

Please read instructions:

This questionnaire has been designed to give the doctor information as to how your back pain has
affected your ability to manage in everyday life. Please answer every section and mark in each section
only the ONE box that applies to you. We realize you may consider that two of the statements in any one
section relate to you, but please just mark the box which most closely describes your problem.

Pain Intensity
QO [ have no pain at the moment
O The pain Is very mmifid at the moment
Q The pain Is moderate al the moment
Q The pain is falrly severe at the moment
O The pain is very severe at the moment
QO The pain is the worst imaginable al the moment

Personal Care (Washing, Dressing, etc)

O 1 can look after myself normally, without causing extra pain
O | can lock after myself normally, but it is very painful

O It is painful to look after myself and | am slow and careful
QO | need some help, but manage most of my personal care
O 1 need help every day in most aspects of self care

O 1do not get dressed, wash with difficulty and stay in bed

Lifting

Q | can lift heavy weights without extra pain
Q | can lift heavy welghts, but it gives extra pain

QO Pain prevents me from lifting heavy welghts off the floor, but | can

manage if they are conveniently positioned, e.g., on a table

O Pain prevents me from lifting heavy welghts but | can manage light

to medium welghts if they are conveniently positioned
O | can lift only very light weights
© 1 cannot lift or carry anything at all

Walking

O Pain does not prevent me walking any distance

QO Pain prevents me walking more than 1 mile

O Pain prevents me walking more than 1/4 of a mile

O Pain prevents me walking more than 100 yards

O | can only walk using a stick or crutches

O 1amin bed most of the time and have to crawl to the toilet

- Sitting :
Q | can sit In any chair as fong as | like
O 1 can sit in my favorite chalr as long as I like
O Pain prevents me from sitiing for more than 1 hour
O Pain prevents me from sltting for more than 1/2 hour
QO Pain prevents me from sitting for more than 10 minutes
O Pain prevents me from sitting at all

Shade ciicles like this: @

Standing :
O | can stand as long as ) want without extra pain
O 1 can stand as long as | want but it gives me extra pain
QO Pain prevents me from standing for more than 1 hour
O Pain prevents me from standing for more than 1/2 hour
O Paln prevents me from standing for more than 10 minutes
Q Pain prevents me from standing at all

Sleeping
O My sloep is never disturbed by pain
O My sleep Is occasionally disturbed by pain
QO Because of pain | have less than 6 hours of sleep
Q Because of pain | have less than 4 hours of sleep

Q Because of pain | have less than 2 hours of sleep
Q Pain prevents me from sleeping at all

Sex Life (if applicable)
O My sex life is normal and causes no extra pain
QO My sex life is normal but causes some exira pain
O My sex life is nearly normal but is very painful
O My sex life is severely restricted by pain
O My sex life Is nearly absent because of paln
Q Pain prevents any sex life at all

Social Life

O My social life is normal and causes-me no exira pain
O My soclat life is normal, but increases the degree of pain
O Pain has no significant effect of my. social fife apart from

- limiting my more energetic interests, e.g., sports, etc.
© Pain has restricted my social life ad [ do not go out as often
O Pain has restricted my social life to my home
QO | have no social life because of pain

Traveling
QO | can travel anywhere without pain /
O | can travel anywhere but it gives extra pain
O Pain Is bad but | manage journeys over two hours
Q Pain restricts me to journeys of iesé than one hour
Q Pain restricts me to short necessar& journeys under 30 minutes
O Pain prevents me from traveling except to recelve treatment




