1081 Pargippany Blvd, Suite 102
Parsippany, NJ 070641291

PATIENT INFORMATION

NAME SEX AGE: . Do/
ADDRESS: CiTYy: _
SOCIAL SECURITY NUMBER MARMMALSTATUS: M 3 D W
HOME PHONE: { ) OTHER PHONE:{ )
EMERGENCY CONTACT: RELATIONSHIP:
PHONE{ ) EMAIL
REFERRING DOCTOR: PHONE: { )
EMPLOYER: OCCUPATION:
RACE: American IndiaovAlaska Native ETHNICITY: Hispanic/Laiino

Asian Non Hispanic/Lating

Blarl/African American Onter:

Natfve Hawatian

Pacific Islander

Whire/Caucasion

Ctber; HEIGHT_ . _ WEIGHT
INSURANCE INFORMATION
{primary}
INSURANCE CARRIER: PHONE:{ )}
INSURANCE DS . GROUPH,
NAME OF INSURED: RELATIONSHIP
boB__/ /. .
(secondary}
INSUBANCE CARRIER: PHONE:{ 1}
INSURANCE ID#:

IS THIS VISIT RELATED TO A WORKMANS COMPENSATION/MOTOR VEHICLE
ACCIDENT: Y/N

INSURANCE: PHONE: DOA: f J
CLAIM #: ADJUSTER:

Assignment of Benefits: | esslgn New Jersey Advenced Peln Menegement Certter, el my rights end benefits under any/all Insurence carrler peyments to eny/ol servces rendered.
| elso suthorize ell Informetion regerding my beneflts regerding delms submitted by New Jersey Advenced Paln Memagement Canter to flls Imurence clelms on my behelf for all
services rendersd o me. | slso direct any/ell Insurence carrlers listed to meke payment directly to New Jersey Advenced Paln Menagement Cernter. This essignment hes been
expleined to my full satisfaction end with my signaturs, | sllow this eslgnment of benefits.

PRINT PATIENT NAME: DATE:
SIGNATURE OF PATIENT: DATE.:




PATIENT INTTIAT FORM

WHERE IS YOUR PAIN LOCATED? UNFCK CUPPER BACK CLOWBACK [ARM (ILEG
(SHOULDER OKNEE [HIP OCHESTWALL fHMHEADACHE CABDOMEN

LT wr——

LASLEERS

WHEN DID PAIN BEGIN:
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How much time during the day are you in pan? T faw hours [ less than 1/3nd of dme  £2/3rd of time
£1all the time

Describe your paim: Cisharp Dbuming Cachy Uknifelike Opressure O heavy O twisting

Othrobbing Clpulsating [numbpess Ciweakness O othen

What makes vour pain worse? Dwalking O standing (siting [bending Cdriving O coughing
Osneezing (Jtwisting Dother:

What makes your pain bertey? Crheat (Jire [1lying down Dsitting O standing (3 walking
Dbending 0 medication {0 other:

Are you or have you ever received teatment for your pain? [lyes Cho
If so whot Type? Clspinal Injections [)physical therapy L chiropractic Limedication £ massage
Cacupunctore  {okher:

What medications have you tried to treat this pain?

How much relicf da/did u get from medications?

Duration of relief: side effects:

List alf medical problems:




Allergies: COYes TINe If yes list them:
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[ Balance Problems

Neurological: O Weakness O Numbness [JMemory loss T Pain in limb (3 Sexual Dysfunction

C) speech changes

£ vt mlicssa Swa & (] ) hladdne ncnntinanaes malhira (1 AlAnminal Dain
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Respiratory: (1 Shormess of breath pain U Dizziness {3 Fainting

Psychological! [ Depression (Jamxiety (1 irritability Dsuicidal O substance abuse

Genitourinary: (1pain with urinasion Curgency Uhesitancy ‘3 bloed in urine

Special Sensps: [Jdouble vision [Cblurred vision Oblindness O hard of hearing
Recent weight changes: OYes D No
FA‘." wr “Hq“n?‘

Is there any history of yow/family (mother/{ather/grandparents) having had the following:
Ciheart attack [heart failure [Jhigh biood pressuve  Oistroke [ kidney disesse  Jcancer
[ bleeding problems diabetes Dliver 0 Other:

BERSONAL/SOCIAL HISTORY .
Hobbhes: Hours of sleep per night: __ Trouble falling asleep: Y/N
Do you Smoke? ___perday I consume ___ alcohelic beverages per Cday Cwk Cmonth
History of substance/illicit drugs: Y/N

PRINT NAME:




] - e o Eeetr ey Thom sl R

L ALRNDWIBURHICIR UL FIIvaly Fraciice NoGe

T hnsrn vmenivened o sy F thice ATne.e Tomommer A sdurmin o Phatic B B inie mosecnimosrcs # e n M oad &
LIgyL lELEIVEY d LULY U1 LHE INEW JEISEY AUVALLEU P4l vIALUGDEIMSHL Leneer NELCe oL
Privacy Practices.

Dafiomic Wz Thrmén nd T3 inebbus I i

raucing tvaiae ai€ 01 oIl 7 J

Signatwre of Patient, Parent/Guardian Date

1. Designation of certain relatives, clase friend, and other caregivers

I agree that New Jersey Advanced Pain management Center may disclose certain health
information to the family member, close friend, attorney, or other caregivers because
such persen is invalved in my health care, In that case, New Jersey Advanced Pain
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person's involvement with mv health care or pavment relating 1o mv health care. [
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also
undersiand that my insurance carriers are entltled to my medxcal record for health care
operations or for payment of any/all claims.

1 designate the following persons listed below as persons involved with my health care
or payment relating to my health care for the purpose of New Jersey Advanced Pain
Management Center. | understand that I am not required to list anyone. I also understand
that I may change this list at any time in writing.

Print Name: Relationship:

Print Name: Relationship:
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service

Accordingly, take notice that practitioners in this office do have a financial interest
in the foilowing heaith care service(s) to which patients are referred:

Spine and Welness Center of New Jersey
Suite 203

7 Ridgedale Avenue

Cedar Knolls, New Jersey 07927

Morris County Surgical Center

3695 Hill Road

Parsippany, New Jersey 07054

You may of course, seek treatment at a healthcare service provider of your own
choice. A listing of alternate health care service providers can be found i'{: the
classified section of your telephone directory under the appropriate heading,

Additionally, please take note that the services may be considered to be, and
reimbursed at, and “out-of-network” level by your insurance company. Please
speak with the office administrator for more information.

Please sign below to acknowledge that [ have informed you of the ownership
interest in the above entities prior to or at the time { referred you to the above
entity.

Patients Name: Date:
Patients Signature: Date:
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RELEVANT OFFICE POLICY AND AGREEMENT

Dear valued patient,
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Welcome to New Jersey Advanced Pain management Center for your health care. In oxder 10 provide the best
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mfommnon necessaty to complete and process my insurance claims. ! understand that 1 must present my
insurance ID, which can be scanned as part of the claim processing information.

T understand that | am ﬁp_g“ncl_aliv ggg‘gr_lg:sﬂﬂg for any seevices not covered hv my insurance carmier. 1 agree to pay

all collections costs, attomey fees, and other collections costs that may be incwred to enforce the collection of
any amount outstanding,

1L FINANCIAL POLICY

New Jersey Advanced Pain Management Center believes that part of good healthcare practice is 10 establish and
communicate 3 financial policy to our patient. We are dedicated to providing the best possible care for you, and
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PAYMENT is expected at the time of your visit. We will accept cash, chieck of credit card. Paymeii will
include any unmet deductible, co-insurance, co-pay amount or nou-covered charges from your insurance
company. {f you do not carry insucance, or if your coverage is currenily under a pre-existing condition clause,
payment in fuil is expected at the time of your visit.

2. INSURANCE: We are participating providers with several insurance plans. We will file all of twse

[T Rt S N e B b o e e DAY mne o e el B s

insurance claims. A list of these insurince plans is available upon request, Please remember thal insurants & a

contract between the patient and the insurance compaity. Ultimately, the patient is responsible for the
payment in full.

I your insurance information is found ta be incorrect or invalid, the balance will be transferred to self pay. If you
forward the correct insurance informstion, and your claims are rejectad for time Filing limits, you acknowledge
that the balance will remain seff pay. Also, if your insurance requires a referral and you do not have one, you
may be asked 1o reschecule, If you choose to be seen, you agree that the fee for that visit will become self pay as
yors do not have a referral as required by your contract with your insurance company.

Not al! insurance plans cover all services. In the event your insurance plan determines a service to be “not

covered”, you will be respansible for the complete charge. Faymen: is due upon receipt of a statement from our
office.
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We keep a record of the health care services we provide to you. You may ask (o see and copy that record. There

is 3 service charge for medical revord conv. We will not diselome v rerard 10 nidwes {owront wvnur treatine or
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referral physician) unless you direct us to do 50, or unless the law authorizes or compels us to do so. By the
signature below, you acknowiedge receipt of the Notice of Privacy Practices,

IV. CANCELLATION POLICY AND PATIENT NO SHOW OR LATE SHOW AGREEMENT

1, patiesnt, understand that it 15 very important that ] attend the scheduled appointment for my health reason and
scheduling for New Jersey Advanced Paln Management Center as well, Any necessary cancellation should be
made in advance at ieast Z4 hours prior to thar appointment.

Ty R ~a L

Shouid any canceilation with less than 24 hours® notice or no show for my appointment, I agree that New Jersey
Advanced Pain Mapagement Center will bill me persanally {nst an incurance company) $30.80 for the missed

chil afl el LAl s R R N A oo X o SPLLE

or canceled appointment,
[ understand that I may be asked to rescheduie my appointment if ¥ am late 15 minutes for my appointment.
1 have read and understand alt above completely, and | agree ta be bound by the terms.

Signature of patient or authorized representative:

Date;




The following are some questions given to patients who are on or being considered for
medication for their pain. Please answer each question as honestly as possible. There
are no right or wrong answers

How often do you have mood swings?
=] el 9] Cr ]
2. How often have you felt a need for higher doses
of medication to treat your pain? c o o o
3. How often have you feit impatient with your
° Q &) = o}
doctors? o
4. How cften have you felt that things are just too
overwhelming that you can't handie them? o o o c )
5. How often is there {ension in the home? o o o o o
6. How often have you counted Eain pills to see |
how many are remaining? o a o 0 0
7. How often have you been concerned that people
will judge you for taking pain medication? O © 3 © o
8. How often do you feel bored?
[} oy 0 o] o}
9. How often have you taken more pain medication
than you were supposed to? o c 0 3 )
~ 10. How often have you worried about being left ‘
along? ) ) o o z
11. How often have you felt a craving for T
medication? o o o o ¢
12. How often have others expressed concern over . 5 j .
your use of medication? - )

£2015 Inflexxion, Inc. Permission granted solely for use in published format by individuat practitionars in clinical practice.
No other uses or alterations are avthorized or permitted by copyright holder. Permissions guastions:
PainEDU@inflexxion.com. An online version of this toal is included in_PainCAS. The SCAPPE-R was daveloped with a
grant from the Natiohal Institutes of Heaith and an educational grant from Ende Phammaceuticals,

Te2atimert Through Educstion



14. How often have gthers told you that you had a N

1 T o~ - = Q [&] O -‘:]

bad temper? -
15. How often have you felt consumed by the need

o get pain medication? o o o 2

| 16. How often have you run out of pain medication

early? o o & s )
17. How often have others kept you from getting

what you deserve? I o a o Q o

. 18. How often, in your lifetime, have you had legal o

probiems or been arrested? o ) o o a
19. How often have you attended an AA or NA

PR & ", 1

MGeLlin] & o o 3] [# o]
20. How often have you bean in an argument that

was s¢ cut of control that someaone got hurt? = ¢ o o o
21. How often have you been sexually abused? - . _q:,,* .

~ 22. How often have others suggested that you have o

a drug or alcohol problem? @ o o o C
23. How often have you had ta borrow pain

medications from your family or friands? o 0 0 o o
24. How often have you been treated for an alcohol

or drug problem? G o a 2 o

Please include any additional information you wish ahout the above answers.
Thank your.

©2015 Inflexxion, Inc. Pennission granted sciely for use in published format by Individual practitioners in clinical practice.
Mo other uses or alterations are authorized or parinstted by copynght hoider, Penmissions questiona:
MainEDH@infiexxien. com, An onling version of this toal is included in PainCAS The SOARP™R was developed with a
grant from the National Institutes of Heag and an educational grant from Ends Pharmaceuticals.
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