
Legal Middle Name: _ Legal Last Name

(lnitials: _ DOB: _/_/_)

DOB: I I

Legal First Name

Former legal last name (if applicable)

Gender: o Male r Female SSN#

2F-r New Patient Packet

Dat6: I I

Ago: _
Email:

Driver's License #:

City: State: _ Zip:

Preferred Pharmacy (name and address)
INSURANCE INFORMATION

Please provide your insurance card(s) to the receptionist

Primary lnsurance: _ Patient's Relationship to Subscriber: c Self r-- Spouse a Child aOther:

Policy # Group #

DOB: I I

Secondary lnsurance Patieni's Relationship to Subscriber: : Self o Spouse r: Child u Other: _
Group #:Policy #

Subscriber's Name

DOB: _/_/_

ls this a Worker's Comp€nsatio. lnjury? o NO o YES Phoae # of your WC adiuster: (_)_

IN CASE OF EMERGEi{CY
Name of Emergency Contact;

Relationship to patient
PATIENT PRIVACY

Please lisl anyone that we may info:m of your medical condition and diagnosis (including: treatments, payments,
appointments and health concerns). lf name is not aisted on this {orm we are legally unable to release any information
regardless of relationship to the palient.

Contact Phone #: L)_

Name
Name
Name

Relationship
Relationship
Relationslrip

Phone #: ( )

Phone #: (_)
Ph.ne #: (_)

By signing below, you confirm that the information you have provided above is correct and true to the best of your
knowledge. lt is your resporsibility to inform Pain Treatment Centers of Georgia of any changes to any of the informalion
above.

Patient's or Authorized Representative's Name and Signature Date

Phone Number:_

Street address:

Referring Physician:

Primary Care Physician: _

Subscribor's Name:

Subscriber's SSN#:

Subscriber's SSN#:

1



.Qf4'-'l New Patient Packet (lnitials: _ DOB: 

-i-l-)

Since your pain bsgan it has: u lncreased ;: Decreased I: Remained lhe same I Olher:

Under what circumstances did your pain start?

o Home Accidenl s Work Accident - Auto Accident a Sports o Fall r Surgery o Other:

ls there currently an ongoing litigation (lawsuit) related to your pain? : NO tr YES Which areas of your body are

Where is your pain located? (please mark the diag.am below)

R ) L RL

I

il
\

tL]
lndacate your pain levsl (please circle one number on each line)

Current pain level: (NO PA|N) 1 2 3 4 5 6 7 8 9 10 (WORST PA|N)

Least pain level lastweek: (NO PAIN) 1 2 3 4 5 6 7 I 9 10 (woRST PA|N)

10 (woRST PA|N)

10 (woRST PA|N)

Hiqhest pain level last week: (NOPATN) 1 2 3 4 5 6 7 8 9

Averaqe pain level last week: (NO PAIN) 1 2 3 4 5 6 7 8 I

Your pain is mostly: tr Constant c Off and On r Other:

Describe your pain briefly in your own words (please anclude location and quali of the.pain)

Ooss your pain feel like any of the following?

o Aching u Burning ! Throbbing o Stabbing o Sha:p n Dull Lr Shooting a Other

Do you sxpoience any of ths following?

o Numbness D Tingling o Weakness D Coldness c Spasms ri Other

Does your pain intetfers with slesp? u Occ€sionally o Frequently c Doesn't interfere

2

Where2

Whon did the pain start? (please provide date):

included in the lawsuit:

c {}

4
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rcT New Patient Packet (l.ritials: _ DOB: _/_/_)

What makes your pain WORSE? (please list)

What makes your pain BETTER? (please list)

PREVIOUS IMAGING/OIAGNOSTIC TESTS (reIaled to DainI
Please circle all that apply

X-ray
(when/where? )

CT Scan
(whenl,'/here? )

MRI
(when/where? )

Myelogram
(when/where? ) (when^ here? )

PREVIOUS TREATMENTS (related to Dain}
Please circle all that apply

PREVIOUS MEDICATIONS TRIED atanv Do int in the Das t
Please circle all that apply

Cymbalta/duloxetine

3

Bedrest TENS uniubraces Home exercises Acupuncture

Chiropractor Muscle relaxants NSAIDS Opioid medications

Epidural steroid injections Joint injections Nerve blocks

Facet joint injections Radiof requeney ablatiois
(i.e. 'Nerve Burning")

Spinal cord stimulator Pain pump

Physical Therapy: Whal body area(s) Where done . Dates done

Tyienol lbuprofen Advil/Aleve Meloxicam Celebrex

Naproxen Diclofenac BC Powder Tramadol Tytenol #3/4

Hydrocodone Hysingla Roxicodone Morphine Hydromorphone

Nucynta Methadane Buprenorphine Butrans Fentanyl patch

Belbuca Oxymdone Percocet Fioricet Celexa/citalopram

ZyWexalolanza?be Paxil/paroxetine Effexor/venlafaxine Lexapro/escitalopram Prozac/fluoxetine

ZolofuSenraline Trintellix/vortioxetine Wellbulrin/bupropion Remeron/mirtazapine

Other: OtherViibryd/vilazodone

ALLERGIES AND MEDICATIONS

EMG/NCS
Other;

Trigger point injections

I

I

I

Luvox/fluvoxamine

Other:



2<PT New Patient Packet

Medication you
are allergic to?

Type of reaction

(lnitials: _ DOB: 

-/-/-)

Allergies: List ALL medications (o. other drugs) to which you are allergic: o I am NOT allergic 10 anything

Medication you
are allergic to?

Type of reactaon

Please attach additional sheet of papet if needed

Do you havo an allorgy to Latex? o NO tr YES Reaclion

r Plavix : Coumadin o Eliquis tr Xarelto ! Pradaxa o Aspirin r Other:

Who is prescribang you the blood thinner? Physician's name and phone #

lf you do take antiroagulants or "blood thinners," will the prescribing physician allow you lo discontinue this
modication for any length of time? o NO o YES Please note that you must have permission from your prescribing
physician to discontinue )our anli-coagulants or'blood thinners'for any length of time.

Medications: List ALL your medications (including over-the-counter and herbal medications):

Medication name Medication dose Frequency

Example: Lisinopril 20mg One time daily

Please aftached additional sheet of papet if needed
PAST MEOICAL & SURGICAL HISTORY

4

Do you have an allergy to contrast Dye o. lodine? rNO r YES Reaction: _
Are you taking anti-coagulants or "blood thinners"? o NO r: YES (please check below)

I

I



Have you ever been diagnosed wi:h or treated lor any of the following health problems?

Cardiac
o Aorlic regurgitalion/stenosis
o Coronary artery disease (CAD)
n Heart attack (Ml)
a Heart stent (angioplasty)
n Congestive heart failure (CHF)
o lnegular pulse (arrhythmia)
o Pacemaker/defi brillator (AICD)
rr High blood pressure
! Deep vein thrombosis (DVT)
o Other:

Rospiratory
o COPD
o Asthma
o Sarcoidosis
D Pneumonia
o Pulmonary embolism (PE)
D Sleep apnea
n Other:

New Patient Packet

c Constipatlon
tr Peptic ulcer disease
o lnflammatory bowel disease
D Crohn's disease
c Bulimia/anorexia
o Olher:

Musculoskeletal
! Osteoporosis
! Arthritis (type:
l Joint degene.ation (DJD)
tr Gout
r Fibromyalgia
o Scoliosis
o Psoriasis or lupus
tr Spinal Stenosis
tr Connective tissue disease
tr Carpal tunnel syndrome
r Other;

(lnitials: _ DOB: _/_/_)

a Myasthenia gravis
r Seizures or epilepsy
tr Mu,tiple sclerosis
r Alzheimer's/Parkinson's disease
D Stroke or TIA ("mini stroke")
o Other:

Psychiatric
! Anxiety or panic attacks
o Depression
o Bipolar disorder
u Schizophrenia
- lnsomnia
o PTSD
r ADHD/ADD
D Other:

Other
D Diabetes (type
tr Easy bleeding
o HIV/AIDS
a Hepalitis (t!pe

Gastrointostinal
o Heartburn {GERD)

Neurologic
tr Headaches or migraines
o Diabetic neuropathy

0 Cancer (typ€
D Kidney or liver disease
o Other:

Surgery type Date (month and yea0 Location (which hospital)

Please attached additional sheet of paper if needed

FAMILY & SOCIAL HISTORY

Please list all medical conditions that your immediats family memberc have:

f,,:T

Please list all surgeries that you have had:



*T

ls your mothsr still living? D YES o NO Cause of death

ls your father still living? tr YES n NO Cause of death:

Family member Conditions

New Patient Packet (lnilials: _ DOB: _/-/-)

Family member Conditions

Work slatus: r Employed full time x Employed part time a Unemployed r Studenl o Disabled o Retired

Do you use street (recrsational) drugs? o NO o YES Please lell us all street drugs thal you have ever used and the
last date of use:

Have you ever been treated for alcohol/drug dependence or addiction? tr NO .l YES Year?

Have you ever abused or taken "not as prescribed" any prescription drugs? ! NO I YES Commell: _

Do you have a pending lawsuit relat€d to your pain? I NO I YES Which areas of your body are included in the
lawsuit?: Contact information of your attorne),

I certify that I have answered all of the above questions truthfully and to the best of my ability:

Patient's or Authorized Representative's Name and Signature Date

6

Occupation and employer: _

Doyou have history ot physical orssxual abus6? oNO aYES Comment:

Do you havc any thoughts of hurting yourself or someone else? I NO ! YES Comment:



*T. New Patient Packet (lnilials: _ DOB: _/_/_)

OPIOID RISK TOOL (ORT)
Please mark each question as eilher'Yes- or'No" depending on if the question applies to you. Use V"to indicate your
answer.

PATIENT HEALTH QUESTIONAIRE - 9 (PHQ.g)

Over the laSLZlIgg[S, how often have you b€en bothered by any of the following problems? Please use "J"to indicate
your answer

Alcohol (Audit-C)
How often did ).ou have a drink conaaining alcohol in the past year?

7

Yes No
Has there been family hislory of
alcohol abuse?

Has there been family history of
il:egal drug use?

Has there been family history of
prescription drug use?

Has there been personal history of
alcohol abuse?

Has there been personal history o{
illegal drug abuse?
Has there been personal history of
prescription drug abuse?

Aged between 16 - 45 years?

Has there been a history of
preadolescent sexual abuse?
Has there been a personal history of
Atlention Deficit Disorder (ADD or
ADHD), bipolar or schizophrenia?

Has there been a personal history of
depression?

Not at all Several
days

More than
half the days

Nearly every
day

Liltle interest or pleasure in doing things

Feeling down, depressed, or hopeless

Trouble falling or staying asleep, or sleeping loo much

Feeling lired or having little energy

Poor appetite or overeating

Feeling bad about yourself - or lhat you are a failure or
have let yourself or your family down

Trouble mncenlrating on things, such as reading lle
newspaper or watching TV
Moving or speaking so slowly that olher people could have

notice? Or the opposite - being so fidgety or restless that
you have been moving around a lot more than usual

ahoughts thal you would be better off dead or of hurting
yourself in some way

I

I

I
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F req uency Response (use 'V"to indicate your answer)
Never
Monthly or less
2 to 4 times a monlh
2 lo 3 limes a week
4 or more times a week

Alcohol": How ma drinks did u have on a ical d when were drinkin in the sl r?lf "Consumin

lf "Consumin Alcohol' : How often did have 6 or more drinks on one occasion in the st

Tobacco use includin e-ci arettes and

"cunent smoker": When did you slart smoking?
"current smokea': How often do u smoke?

lf "current smoker": How ma aretles a da do smoke?

tf
tf

c

lf "current smoker': How soon afte. u wake u do smoke ur first arette?

lf "cutrent smoker': Are u interested in uitti ?

Frequency Response (use 'V"to indicate your answer)
I to 2 drinks
3 to 4 drinks
5 to 6 drinks
7lo I drinks
10 or more drinks

Frequency Response (use 'V"to indicate your answer)
Never
Less than a month
Monthly
Weekly
Daily or almost daily

lndicate current status Response (use "/" to indicate your answer)
Currently smoke
Used to smoke
Never smoked
2 to 3 times a week
4 or more times a week

lndicate current status Response (use 'V" to indicate your answer)
Every day
Some days, but not every day

lndicate current status Response (use 'V " to indicate your answer)
5 or less
6-10
11-20
21-30
31 or more

lndicate current status Response (use "/ " to indicate your answer)
Within 5 minutes
6-30 minutes
31-60 minutes
After 60 minutes

lndicate current status Response (use 'V"to indicate your answer)
Ready to quit
Thinking about quitting
Not ready to quit

Patient Financial Responsibilitv Form
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Thank you for choosing Arkansas Pain Therapy for your medi[al needs. We are committed to providing you with the highest quality
healthcare. we ask that you read and sign this totm to acknowledge your understanding of our patient financial policies.

Patient's individual Financial Responsibilities

I understand that I am responsible for my health insurance's copayment, deductible, coinsurance, or non{overed services

lf my plan requires a referral, I must obtain it prior to my visit. Failure to provide a reterral will result in my appointment
being rescheduled.

ln the event that my health plan de:ermines a service to be "not payable", I \,t ill be responsible for the charges and agree

to pay the cost of all services provided.

lnsuraoce Authoriration for assignment ot benefits
I hereby authorize and direct payment of my medical benefits to Arkansas Pain Therapy on my behalf for any services furnished to
me by the providers.

Authorization to release r€cords
I hereby authorize Arkansas Pain Therapy to release to my insurer, governmental agencies, or any other entity .esponsible for my
medical care, all information, including diagnosis and the records of any treatment or examination rendered to me needed to
substantiate payment for such medical services as well as information required for pre-certification, authorization or referral to
other medical provider.

Medicare Request tor Payment
I request payment of authorized Medicare benetits to me or on my behalf for any services furnished to me by Arkansas Pain Therapy
I authorize any holder of medical or otae. irformation about me to release to Medicare and its agents any iniormation needed to
determine thes€ benefits or benefits fo. .elated services.

5ignature of Patient, Authorized Representative or Responsible Party Da te

Print Name of Patient, Authorized Represertative or Responsible Party Date

Notice of Privacv Practice (HIPAA)
Notice of Privacy Practices Acknowledgment I understand that under the Health lnsurance Portability and Accountability Act

{HIPAA), I have certain rights to privacy regarding my protected health information. I acknowledge that I have received or have been
given the opportunity to receive a copy of your Notice of Privacy Practices- I also understand that this practice has the right to
change its Notice of Privacy Practices and that I may contact the practice at any time to obtain a cutrent copy of the Notice of Privacy

Practices.

Date

Signature

9

Pain Aqreement

Co-payments are due at the time of servlce.

Patient Name or Legal Guardian (print)
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At Arkansas Pain Therapy, we are committed to doing all that we can to treat your chronic pain. This agreement serves to prevent

any masunderstanding about certain medications that you will be taking for your pain management. This agreemert also serv€s as a

tool to protect both you and your provider by establishing guidelines that comply with the law regarding controlled pharmaceuticals

'Please initial next to all of the followinB saatements once you have read and fulty understand them. *

_ 1. I understand that if there i5 any b€lligerent behavior towards any of Arkansas Pain Taetapy staff that it will be grounds for

immediate dismissalas a patient.

2. I understand that there is a risk of psychological and/ or physical dependence and addiclion associated with the long-term

use of controlled substances.

3. I understand that this agreement ls essential to the trust and confidence of a provider/patient relationship and lhat my
provider embarks to treat me based on this agreement.

_ 4. I understand that if I violate this agreement in any way, my provider will stop p.escribing my controlled medications

_ 5. lf my provider discontinues my cortrolled medications due to a contract violation, I understand I will be tapered off the
medications over a small period of time to avo:d any withdrawal symptoms. And, that a drug-dependence treatment program may

be recommended.

_ 6. I will be submissive to psychiatric treatment, psychotherapy, and/or psychological treatment if my provider deems it
nece55ary.

_ 7. I will fully communicate the degree and intensity of my pain with my provider, along with the effects of pain on my daily

lite and how well my controlled medications are helping to relieve said pain.

_ 8. I will not use any illicit subsaances, incbding marijuana, cocaine, methamphetamlne, eta-, nor will I misuse or

self-prescribe/medicate with any legal controlled substances.

_ 9. I will not consume excessive amounts of alcohol in tandem with my narcotic medi€ations. Also, any use of alcohol will be

restricted to times when I am not driving or operating any machinery and will not be consumed frequently.

10. I will NOT share, sell or permit anyone other than myself to have access to my controlled medicationi/s

_ 11. I will not attempt to secure any controlled substances, including opioid medicatisns, €ontrolled stimulants or anti-anxiety
medications from any other provider other than the one I am in agreement with.

_72.1 will do my best to safe8uard all my pain medications from being lost, stolen or used by others. I understand that if my
meds are lost, destroyed, get wet, are left somewhere or are stolen, they will NOT be replaced ,nder any circumstances.

_ 13. I understand that .efills o{ my pall tredications will be made ONLY when I am at my office visit or during regular office
hours. I understand that NO REFILLS wi:l be made available to me during hours when the clinic is closed or on weekends and
holidays.

_74.1 agree that all the cortrolled medications that I am prescribed will be obtained from the SAME pharmacy, when possible
Should I need to change my pharmacy, I understand that 48-hour notice must be given.

10



New Patient Packet (lnitials: _ DOB: _/_/_)

_ 15. I authorize my provider and pharmacy to cooperate fully with any city, state or federal law enforcement agency,
including but not limited to the state of Aakansas' Board of Pharmacy, in th€ event of any possible misuse, sale or other diversion of
my pair
medications.

_ 16. I understand and authorize that a copy of my pain agreement will be sent to my primary care physician (and referring
physician, if not PCP), pharmacy and local emergercy department. I agree that I waive any applicable privilege or right to privacy or
confidentiality with resped to these authorizatiors.

_77.1 understand that I may be called to the clinic for a urine or serum toxicology screenlng and/or pill count at any random
time my provider requests lt, and that I am required to comply with sald requirements by the ?nd of the same business day. I

understand that tailure to comply with said request might result in cessation of my cont.olled medication therapy by this provider.

_ 18. I understand that my provader will verify that I am receiving controlled substances from only ONE provider/prescriber and
only one pharmacy by checking the Prescription Monitoring Program website periodically throughout my period of treatment.

_ 19. lagree that I will use my controlled medication at a rat€ NO HIGHER than what is prescribed to me. lalso agree that
taking my medication at a higher rate than what is prescribed to me will result in being without my medications for a period of time

_2O.1 und€rstand that I am to bring my medicataon in the bottle with me to EVERY office visit and/or procedure. I am aware

that failure to do so will result in a delay in my medication refills.

_21.1 agree to follow these guidelines and that they have been fully explained to me. I also a8ree that failure to comply with
any of the listed policies might result in my termination of receiving controlled medications or termlnation of care altogether.
This agreement has been entered into on this _ day of
202

Patient Signature: Patient Name (Printed):

Provider Signature: Provider Name (Printed)

Witness Signature:

I give my consent to receive scheduled medication/s, which can potentially lead to addiction ot habii forming. I have been explained

the risk of each of these by my doctor or nurse. By Signing, I assume all responsibility of taking these pain- relieving medications. I

acknowledge the _ day of 

- 

20- that Dr. Michael 5. Adams, MD has explained to me

the risks and benefits of the following medications.

1

2

3

4

5

mg/mcg

mg/mcg

mg/mcg

mg/mcg

-mglmc8

Date:

5rG

5rG

stG

slG

srG

Patient Signature

witness Signature:

11

Date:

47.-tt'.-T

t{ame (Pilnted): _
lnformed Consent Form
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ONAUTHORIZATION F USE/DISCLOSURE OF PRO:ECTED HEALTH INFORMATI

Name DOB: I I SSN#

Street address:

Phone #: (

City

Alternate Phone #: (_)

I (lhe patient) authoaze Arkansas Pain Thearpy to:
o Obtain t ed,cal records from anolher doctor or medical facilily: 

- 

{please initial)
o Release medical records to another doctor o. mental facility: 

- 

{please initial)
o Share medical information/reccrds wial the persons(s) indicated below: _ (please initial)

Doctor/facilily:

Streat address

Plone #: ( ) Fax

City: State

RELEASE:HESE RECORDS (check one): D Al, Medical Records r Specific Records:

I authorize the roleaso of the above information lyith tht gr(ggpllen oI (check all that apply)
o Subslance abuse {if any)
a AIDS/HlV (if any)
a Psychologicallpsychiatric records (if any)

This auahorizati.n will remain in effect indefinately or unail .ovol6d il writ:ng.

?hoaoropy: :{uriher authorize that a photocopy of this autho,ization t rm wial be iully acceptable as an original and that
l.e heal:lcare organization may deny the release of prolecled heafh antor.alion, if i1 has reason to believe (1) the
au:horizalior has been altered or (2) is nol a true a.rd accurala authorizataor anataat3d by the pataent or (3) is dated prlor to
alre treaament dalas for which the records are being requested.

, u.darstard that I have the right to:
c Revoke tlis autlo.ization al any time. I understand that in order lo revoke this authorization, I musl do so in writing and

se.rd my waa3r revocal,on :o Arkansas Pain Therapy. I understand thal lae revocatio.r will not apply to the informalion
tha: las already been re,eased in response to this authodzation. , understa.:d a! doss not apply to Arkansas Pain
Tierapy when lhe:aw p,ovides it the,agl1 lo contest a claim under my policy.

o I understand thai I do not havs to sign this aulhorizatioa and thal Arkansas Pain Therapy may not condition treatmenl,
payment, enrollment in health plan, or eligibility for benefits on whether I sign this authorization.

c a unde,stand that once the information is disclosed pursuant to this autho.ization, it may be redisclosed by the recipient
ard the informalion may not be prolected by Federal Policy Regulations.

c Righl to Copy^./oluntary Dasclosure: I know I have the right to receive a copy ol this a.:horization after I sign it and that
arthorizing the disclcsure o{ my heal:h inlormalion is voluntary.

State zip. 

-

z,?: 

-

?ati6.t's o. Authodzod Reprosontative's Name and Signature Date

lf signed by a legal representative, please provide represenlative's documenlation as required by state law (i.e. Power ol
Attorney, Health Care Surrogate, Living Will or Guardianship papers)

Arkansas Pain Therapy
1 102 Crestwood Circle
Me.a, Arkansas 7l953

Office: (479) 234-4433 F ax: 479-2344445

12
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