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LAST NAME                                    FIRST NAME                                    M.I_________                                  
D.O.B                                      ________  SSN________________________________                                                                                                          
MAILING ADDRESS____________________________________________________                                                                                                                                                     
CITY                                          STATE                                ZIPCODE________________                                                   
EMAIL_______________________________________________________________                                                                                                                                                         
CELLPHONE                                                    HOME PHONE_______________________                                                                    
PREFERRED METHOD OF CONTACT
TEXT            EMAIL        PHONE CALL       
GENDER   M  F      MARITAL STATUS    S   M   D   W      PCP______________________                                                      
RACE
AFRICAN AMERICAN OR BLACK     HAWIIAN    ASIAN
AMERICAN INDIAN OR ALASKAN NATIVE   HISPANIC     CAUCASIAN
AMERICAN INDIAN OR ALASKAN NATIVE
  
                                                                                                                  
EMERGENCY CONTACT NAME_____________________________________________                                                                                                            
RELATIONSHIP                                      PHONE NUMBER_________________________                                                                     
[image: ]

I authorize the following person(s) full access to my entire medical information at Comprehensive Pain Care, in compliance with HIPAA regulations. I may change this at any time in person at my request. I understand that this will remain in effect for 1 year, at that time I will fill out a new one.

Name________________________ Relationship ________________________
Phone 1_________________________Phone 2__________________________

Name________________________ Relationship ________________________
Phone 1_________________________Phone 2__________________________


Name________________________ Relationship ________________________
Phone 1_________________________Phone 2__________________________


Name________________________ Relationship ________________________
Phone 1_________________________Phone 2__________________________


Patient Name __________________________ DOB_________________

Patient Signature ________________________ Date ___________
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Medical Records Release Form

I hereby authorize COMPREHENSIVE PAIN CARE to obtain the following protected health information on my behalf, for the duration of my care with them. I understand that I have the right to revoke this authorization at any time. I understand that revocation will not apply to information that has already been released in response to this authorization.  
From:
1. Facility’s Name
2. Facility’s Name
I HEREBY AUTHORIZE YOU TO RELEASE THE FOLLOWING MEDICAL RECORDS

· Radiology Reports               		 Laboratory Results
· Office notes                      	        Discharge summary
· Complete Records 	      			 Procedure notes
TO:
Comprehensive Pain Care
201 N. Slemons
Monticello, AR, 71655
870-224-4545 Phone
866-809-4272 Fax

CONSENT TO REMAIN IN EFFECT WHILE UNDER OUR CARE
(todays date) _________________

PATIENTS NAME______________________________DOB_______________
PATIENTS SIGNATURE______________ _____________________________
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AT COMPREHENSIVE
LV PAIN CARE

NEW PATIENT MEDICAL HISTORY PACKET

First Name:,

Last Name:

Birth Date:_

1. Allergies ~ Please list all medication latex, and dye allergies

Reacrion:

Reaction:

Reaction:

Reaction:

Reaction:

Reactios

2. Your Past Medical History - Circle A for Active or R for Resolved for ANY of the problems YOU

have had. Leave blank if you do not or have not had any of these conditions.

Alcoholism AR |Alzheimer/Dementia | A | R Anemia AR
Aneurysm A R [Anxiety A R Asthma AR
|Bleeding Disorder | A | R |Cancer A | R |Cardiac Issues AR
Chronic Pain A R |coPp AR |Crohn's Disease AR
|ooD A | R |Depression A R |Diabetes Ia|R]|
Diverticulitis ['A | R [Emphysema A | R |Fibromyalgia A|R
Gout A | R |Headaches A | R |Hearing Loss AR
Heart Disease A | R Heart Attack A | R |Hypercholesterolemia NE
Hypertension A | R |Hypothyroidism A | R |insomnia AR
[Kidney Disease | A | R |Kidney Stones A | R [Liver Disease AlR
Lupus A | R Macular Degenerative | A | R | Multiple Sclerosis AR
Disease
Neuropathy A R |Obesity AR OsA AR
| Osteoarthritis A R |Osteoporosis A R Polio AR
PVD A R |Rheumatic Fever A R |Rheumatoid Arthritis AR
Seizures A | R |spinal Meningitis A | R [stoke AlR
| Tuberculosis A | R [Hepaits A | R [other [a]r
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3. Past Surgical History - Please list Surgeries, Dates, and Physicians.

Date: Doctor:
Date: Doctor:
777777 Date: Doctor:
|t Doctor:
Date: Doctor: )
- Date: Doctor:

4. Family History - Circle ANY medical history YOUR IMMEDIATE RELATIVES (Father, Mother,
Siblings, Children) have or had. Indicate which relative.

Alcoholism | | Alzheimer/Dementia.

Aneurysm Asthma =
Bleeding Disorder Cancer

Cardiac Isuues copD

Crohn's disease ~ Diabetes )
Diverticulitis N Emphysema -

Gout ) Hearing loss B
|Heart Attack |Heart Disease

hypercholestermia ) Hypertension

Hypothyroidism Neuropathy

Kidney Disease Kidney Stones |
Liver disease Lupus o |
|Macular Degeneraive Multiple Sclerosis

|Disease

Obesity B Osteoarthritis

Osteoporosis | polio ]
PVD ) [ 'Rheumatic Fever ]
Rheumatoid Arthritis Seizures

Spinal Meningitis Stroke

Tuberculosis Hepatitis

Father living? ~ Yes No  Cause of death

Mother living? ~ Yes No  Cause of death -

5. Social History:

Doyoudrinkalcohol? ~ Yes No  Howoften? Daily ~Weekly Occasionally Socially
Do you Smoke? Yes No If yes, packs per day?

Do you Vap/E-Cig? Yes  No
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Do you use Smokeless Tobacco? Yes No
Do you or have you used recreational drugs? Yes  No
If yes, when

Circle any that apply: ~ Marijuana ~ Cocaine
Marital Status?  Single Married  Widowed
Do you exercise?  Often Rarely Never
Do you receive disability? Yes No
Are you working? Yes No  How many hours daily?

Do you plan to return to work soon?

Current Pharmacy:__

Yes

No

Street & City:

Currently ~ Past
Amphetamine  Heroin
Divorced  Separated

6. Current Medication: (use back of page if needed) If you brought your prescription bottles
in, you do not need to fill this section out. The nurse will enter the information while you in

are with the doctor.

Medication:

Dose:

How often a day?
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7. Review of systems. Please circle any that you are currently experiencing.
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8. What is your chief complaint today? What is hurting the most?

9. Onset: When did your pain/problem start? (Time frame/year)

10. Location/Duration: Describe where your pain is located and how long have you had this
pain?

Shade areas of Pain

&

il oY

Right Left Left  Right

11. Initiating Incident:
Is your pain related to an injury, auto accident, surgery, or not associated with an incident?

If yes please describe

12. Frequency of Pain: Circle ANY of the following that describes your pain.

Continuous Brief Sporadic Rare Constant with flares
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‘Throbbing

Stabbing | Numbness

Shooting | Hot-Burning

Sharp

14. Radiating Pain: Circle ANY are that describes where the pain radiates.

Pain does not radiate

Right Upper Extremity

rootng_{ RorBuming
pull

: Circle ANY symptoms that describe your pain.

Tingling Cramping
P - Pins &
Tl Needles

Left Upper Extremity

Back Side of Both Thighs

Both Lower Extremities

Both Upper Extremities

Right Lower |

e |
Extremitios Left Lower Extremities Right Hand | Left Hand
Right Foot | LeftFoot | RightKmee | Leftknee | Right Hip Left Hip
15. Pain Level: (Scale of 0-10, No pain 0 — Worst Pain 10)

‘Worst Pain
Average Pain

16. Worsening Factor:

Least Pain,
Current Pain

Circle ANY factor that worsens your pain.

None Lifting Lying Flat Heat |
Sitting |Coughing [Housework Warm Weather
Standing ‘Bending Increased Activity | Cold/Cold Weather
|Walking [ Twisting Sexual Activity Rainy Weather |
17. Relieving Factors: Circle ALL that make your pain better.

Sitting Exercise Cold Pack

Standing Rest . Heating Pad

Walking |Massage Medications

18. Associated Symptoms: Circle ALL symptoms you have when you are in pain.

\
|Nausea

Numbness Crying Insomnia
|Vomiting Falling Frustration Depression
|Weakness Tingling Hostility
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19. Current medications DO help with the pain? ~ Yes  No
20. Do you have side effects from current medications?  Yes  No
If so, list:
21. Treatment History: Circle ALL caregivers you have visited.
Pain Management S : e
ehysicon Family Physician Spine Surgeon Psychiatrist
Physical Therapist Chiropractor Orthopedist Rheumatologist
General Surgeon Endocrinologist Neurologist
22. Previous Tests Performed: Circle ALL that apply.
No Testing CT SCAN X-RAY Discogram | Ultrasound
MRI EEG EMG TEST Hv/aps | Hepatitis
| Antibody
Bone Scan EKG Thyroid Panel Myelogram |
23. Please circle ANY medications below that you are or have taken in the past regarding your
ain. Circle them even if they did not work for you. We need to know what you have tried.
Advil Depakote |Fentanyl patch  Imitrex Opana Stadol
Dextro- - <
Aleve methrorphan Fioricet Keppra Oxycodone | Sumatripitan
Amitriptyline | Diclofenac | Fiorinal Ketamine | Peroxetine | Tizanadine
Aspirin Dilantin Flexeril Lyrica paxil Topomax
Baclofen Dilaudid | Fluoxetine | Methadone Prozac ‘Tramadol
Carisoprodol | Doxepin | Gabpentin | Morphine Robaxin Tylenol
i
Celebrex Duexis | Guaifenesin | Ms-Contin Relpax Ultram
Celexa Duloxetine | Horizant | Methocarbamol | Savella Voltaren
Gitalopram D‘::ﬁs‘“ Hydrocodone | Mortrin Sertraline | Wellbutrin
Cylobenzaprine|  Effexor Ibuprofen | Naproxen | Skelaxin Zanaflex
Cymbalta Elavil | Indomethacin | Neurontin Soma Zoloft
= | see |
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24, Please Circle ALL treatments you have received.

Acupunture Facet Injection Nerve Block Surgery
Chemical Denervation Heat Occipital Nerve Block TENS Unit
v Radio Frequency .
xercis : er Point
Discography Home Exercise Pt Trigger Poin
) acroli ipidural St
N — e Sacroiliac Joint Epidural Steroid
Injection Injection
. Spinal Cord
Massage Stimulation
25. Miscelaneous History:
Do you currently take medications for mental health reasons? ~ Yes  No
Have you or do you currently see a psychiatrist or counselor? ~ Yes  No
Have you ever been counseled/treated for addiction? Yes  No

Have you ever participated in a rehabilitation program for alcohol or substance abusc?

Yes No If so, for what substance?

Are you involved in a lawsuit related to your pain condition? Yes No

Are your visits WORKMANS COMP claims? Yes No
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26. Please answer the following questions in regards to the last 4 weeks. There are no wrong

answers.
Questions:

Please circle appropriate answer.

How often do you have mood
swings?

How often have yo felt a

need for higher doses of

medications to treat your
pain?

How often have you felt
impatient with your doctors?

Never

Never

Never

Seldom

Sometimes

Often

Very Often

Seldom

Seldom

Sometimes

Sometimes

Often

Often

Very Often

Very Often

How often have you felt that
things are just too
overwhelming that you can’t
handle them?

Never

How often is there tension at
home?

Never

Seldom

Seldom

Sometimes

Sometimes

Often

Often

Very Often |

Very Often

How often have you been
concerned that people will
judge you for taking pain
medications?

Never

How often do you count pain
pills to see how many are
remaining?

Never

Seldom

Seldom

How often do you feel bored?

Never

How often have you taken
more pain medication than
you were supposed to?

How often have you worried
about being left alone?

How often have you felt a

How often have others
expressed concern over your
use of medication?

How often have any of yt;ur
close friends had a problem
with drug/alcohol?

How often have others told
you that you had a bad
temper?

craving for medication?

Never

Never

Never

Never

Never

Never

Seldom
Seldom

Sometimes

Sometimes

Sometimes

Sometimes

Often

Often

Often
Often

Seldom

Seldorr; 7

Seldom

Sometimes

Sometimes

Often

Often

Sometimes

Often

Very Often

Very Often

Very Often

Very Often

Very Often h
Ve:y Often

Very Often

Seldom

Seldom

Sometimes

Often

Very Often

Sometimes

Often

Very Often |
|
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AGR T id CONTRO

CONTROLLED MEDICATION (CIL, CITI, CIV, and CV) possession and use is regulated through strict accountability
and responsibility under the Controlled Substance Act. These drugs have potenticl for addiction, abuse, or diversion.

OPIODS (also called narcotics) are controlled substances used for pain relief. Long-acting (confrolled-release or
extended-release) opioids are given at 8, 12, or 24, 48, 72 hour or 7 day infervals for around-the-clock pain relief.
‘Short-acting (immediate release) opioids are ef fective within 30-60 minutes and last for 4-6 hours, and are used for
breakthrough pain. Rapid Onset Opioids are absorbed in the mouth and are af fective within 5-20 minutes.

Opioids can cause slowed breathing with drowsiness, which is a medical emergency and 911 must be called if it happens
and medications stopped. Opioids should not be faken during pregrancy. Constipation is very common and a high fiber
diet with plenty of fluids is necessary. An over-fhe-counter laxafive or a prescription laxative may be needed. Nausea r
vomiting usually seftles after a few days.

Withdrawal (such as abdominal cramping or sweafing) occurs affer the medicine is suddenly stopped o the dose is
substantially reduced. Alcohol taken with opioids increases drowsiness and slowed breathing and can cause death. The
goal of opioid reatment is to help perform activities of daily living. Tt is recommended to keep a pain activity diary.

~You agree to abain confrolled medications from the doctor(s) from this practice only.

You agree for the doctor fo discuss your prescriptions with pharmacists or other professionals.
You agree to always fill your controlled medication prescription from the one pharmacy you select.

You agree to get approval from our practice when changing pharmacies.

. You agree fo fill all medications prescribed including adjuvant non-controlled substances.

You agree 1o secure your medications in a locked box
You agree not fo share the access key o the locked box with anyone.

You agree fo take your medications at prescribed infervals. If you need fo fake more or less pain medications than
prescribed, you will discuss fhis on your next appointment. If you are unable to wait until your appointment, you will
seek treatment at hospital emergency deparfment or by calling 911 in case of a medical emergency. If you develop a
new pain, you will seek advice from your primary care doctor or nearest hospital

You agree not o share, sell, or otherwise permit others fo have access 1o your medications.

You agree to fake full responsibility of any harm caused by diversion, which may include fines, imprisonment or death
of other individuals, especially a child,

You agree that your medications will not be replaced if they are lost, get wet, destroyed, misplaced, efc. There will be
no exceptions. Police reports will not be accepted.

. You agree for fhis practice fo access your prescription history through the state prescription monitoring program. You

will be offered a chance fo correct any disputes.
You agree not fo alter any prescription in any way.
You agree not fo crush or extract medication by any means

You agree for urine, saliva or blood sampling to monitor compliance with prescribed medications and finding
unauthorized medications or illicit substances.

. You agree not fo take aicohol while faking controlled medications due to risk of overdose and death.
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14.

16

17.

18.

19.
20.

29.

30,

You agree ot fo ask or expect refills over the phone. It s a policy of this practice not fo make medical decisions over
the phone.

You understand that you must bring your prescription battle with any remaining medications inside of if, that are
prescribed by this clinic to EACH VISIT for count and documentation. You will not receive prescriptions unil your
remaining medications are brought fo the clinic.

You agree to make arrangements beforehand for out of town circumstances.

You agree that freatment with controlled medications is o provide “ability” fo be active. The practice nofes do not
encourage applications for "disability".

You agree fo inform the practice about any new medications, medical conditions, and adverse ef fects
You agree fo assume full responsibility of all risks associated with controlled medications.

You agree fhat this practice has no responsibility to treat withdrawal symptoms in violation of this contract. The
practice may of fer freatment with buprenorphine or procedures only.

You agree fhat all your questions have been answered before you sign this confract.

You affirm that you have read, understood, and accepted all the above terms and that you have full right and power o
sign and be bound by this confact. You agree that violation of any terms of this contract may lead to discontinuation
of freatment without controlled substances and automatically waive all confidentially to share the information with any
authority or agency. Your signature below acknowledgement receipt of a copy of this document.

You authorize . wha is related fo you as
o be contacted by phone regarding your freatment at any fime.

You agree o be discharged immediately if any illicit substances are detected

You agree fo fake your medications as prescribed. Tf you take more than prescribed and run out of the medication(s)
befare your next appointment, you agree fo be discharged

You agree to have a secured lock box for your controlled medications. Tf your medications are lost or stolen, you agree
1o be discharged

You agree o be called info the clinic o verify your pill couns at any time. You understand that you must show up by
the close of business the following business day. You agree to be discharged if you fail o comply.

The. Arkansas Prescription Monitoring Program fracks all controlled medications filled in the state. Written proof must
be provided for controlled medications prescribed by another physician, including post-surgery, ER visits, or dentist
visits. You agree to be discharged if you fail fo bring such proof o your appointment.

If you are found discussing your medicafions in the waiting room or parking lot, you will be discharged
A $50.00 administrative fee will be charged for all non-kept appointments. (24 r notice required)

Patient Signature Date
Patient Name (Printed) Witness

Comprehensive Pain CAre.
201 N. Slemons
Monticello, AR 71655
Phane: (870) 224-4545




