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PRIVACY PRACTICES ACKNOWLEDGEMENT

I have received the Notice of Privacy Practices and | have been provided an opportunity to review it

Name

Birthdate

Signature Date

THIS FORM WILL BE PLACED IN PATIENT’S CHART AND MAINTAINED FOR 6 YEARS.

List Below names and relationship of people to whom you authorize the Practice to
release Personal Health Information.




- :f_'by cther heaith professnona!s SUCh as psychologlsts before treatment w:!l 2

.'._-";rou wul not be seen on -yaur _first visit w:thout medlcat records bemg

released tn our off‘ ce by vour refernng physu;;an : ..

: ._j"our ofF ce w:ll not prescnbe pam medzcanons to you on your f‘ rst Visit.
__ J‘ﬂ.vaur mitsa! evaiuataon % _

_‘_',"I'_-;-p‘ you are under the care qf a psvchaatnst' or psycholog:st you must give -
Berrmssmﬂ cf release cf thcse records to the psycho!og;sts of our Oﬁ,ce-" s

:::-ﬁfflce is nct warranted ln thts euentuahty, yu i mli be referred back to




the off:ce to- you and Your'" respenssbdztles 1o the cff:ce regardmg the
_pfescnptuonof pammedlcattons ok s
‘10, Our offnce beheves that chru mc pam is neuer an e_.fge;i_&y herefore the
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; _Dmce wm nm: apprmm Dl 1{our \rlsiung"'emergencv Tooms Ic i" reatment ur
'-j-"-your chmmc pain.” You are encouraged to do'so in case of 3 new emergent
’ pam s:de effects uf presr:nbed pam medicatmr-s or treatment of a medlcal

; 11 Teiephane 'cai_ for chrumc pam complalnts durmg the evenmgs mght
: ,_»weekends and hohdays wﬂl not be tolerated Patients tcmpiammg of new

‘_'_IZYau must’ agree to recewe your pafn medzca 1on from tme phannacy
. ""registered wath car afﬁce Our offrce_must_be nﬁt:ﬁed ln advance of.anv

s hosplta! stay ur forautpat:em or mpatlentsurgery
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18 Yaur questuons w;tl be answered bv one of our pmfessmnal staff member
,',-at your scheduled appmntments Unless there is an emergency piease do"
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-Z'-'your doctor to t:omply wsth the iaw regardmg cuntmiied pharmaceutscals S
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Iun erstand that 1f l hreak th;s agreement my do::tor wali stop prescnbi'ng these
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1 agree that refi Ils of my prescnptsons for pam mediunes wdi be made only at the
fiime of an ofﬁce wsnt or. dunng regular oﬁice hours No ref‘ Hs wdi be avanlabie
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‘3 nd that the use of mv med‘ cme at a greater rate un!l resutt m my being \mthout.
meducatlon for a penod of time e

wnl! brmg aH unused pam medicme to every ofﬂce wszt

.,'_'-'AGREE TO FOLLOW THESE GUIDEUNES THAT HAVE BEEN FULL? EXPLAINED TO L
','-'_ME “Alf of mv questions and conce rns regardmg treatme nt have been'adequateiy:
nswered : A copv of thls documentvhas been gwen to me '
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-_-'Pam D:sabs!&ty lndex

_.Pam mamm inde:r The rattag sca[es below are des:gned m measwe’iha degree ta whu;h aspects of
'.'your irfe are disrupted by chramc pam “in’ other words we would I:ke to knuw hcw much pam is
.'p“reventing you from dumg what you wouid m;rmaliy &c or from domg it as we!i as you mrmaliy wuuid
--_-_Respond to each caregury mdscatmg the werail impaa o’r pam in vnur life not iust whm pam is at 1ts

‘_'For' each uf the 7 categnnes nf hfe actmw l:sted 'please cm".le the umher on the scale that descnbes_‘__
: the level 'af alsabduy yuu uﬁ?tﬁil‘f er\aeﬂencé A s:efe ‘of 0 meansne é;sa‘.:;ht‘; at all, and 2 sc.nm nf 10 -
::s:gmfies mat all nf thn ai:twtes in whtch vou wouid normaﬁv be invofved have been talaily disfupted

; ur preruented bv vuur pam. T

Pﬂm“\ﬁmﬂmﬁ Reimﬂﬂmiltiﬂ' Ihls i:ategorv refers 10 actmt:es t:f the- home o family.” it includes
chores or dutsas pedon-ned amund ‘the house {e g. yar:t wofk} and errands nr favnrs for other famﬂv ”







;cmsm‘errd for opioids for their pain. . Please onswer each questmn o ho;mﬂy as passible. . This mfwmarm Es -
; ,‘ur nur rz-c:mds ond will rémain :unﬂdmtfaf. rour unswm nfone wiﬂ nor detr.mi‘ne your trecﬁnent, Thank

;'Prease 2 wer the questzons he1ow usmg thefoi‘owmg sr.:aie

_o = Nwer, 1 Saldem. 2 Sc:metimas, 3 = Often, 4 = Vew Often

Hw often do ycu feel that w:ur pain is- 'uut of crmtrnl"?

How often has your family been supporfive and encouraging .

_.Hr.rw often have others totd-you ;hat ynu have a hal:l temper"
' f'l'Cnmpated wlth other peapie, hcrw Of‘tn have v{iu heen m a car acudent?

How often aa"_g«'au"s'mo e alci.géi‘étté__wrtﬁi_i'i an hour af(er "\Hm w’a_!ce up?.




12, Haw often havey ‘been treatea for an alcuhui or dma St b!em?
18, 'r_tb‘lé often have your medications been fost ur__st'c!é_ﬁ?

19.-How often have others expressed concern over your ise of medication?

Please include any additionalinformation you wish about the Gbave answers. Thank you.
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Date

Name

My Email Address is and | would like to
access the Patient Portal.

| do not have Email and therefore cannot access the Patient Portal

| do not wish to access the Patient Portal but understand if | choose to in the future | will need to
notify the office with my email address.

Signature

Witness



CREDIT CARD PAYMENTS

Please be advised that in order to process your credit card payment we must have your
permission to release your medical records to your credit card supplier to validate our claim,
should a payment dispute arise.

Signature _ Date

Print Name

Witness



REQUEST FOR SPECIAL CONFIDENTIALCOMMUNICATIONS PROCEDURES

| hereby request that (name of practice)

request that all written communications to be mailed only to the
foliowing address:

| hereby request that (name of practice)
request that all telephone calls placed to me only be placed
to:

| hereby request that (name of practice)

request that no voice mail messages be left on the above listed or any
other telephone listings relating to me.

Patient’s Signature Patient’s Date of Birth

For Use by Privacy Officer Only
Practice Accepts Denies

Signature of Privacy Officer

Date




