
[image: image1.png]Q’INE&PAIN CARE
OF OKLAHOMA




Edward A. Shadid, M.D.



Gentian Meta, M.D.
Interventional Pain Management
                    Interventional Pain Management
Who referred you to our practice? ____________________________________________
Who is your primary care physician? __________________________________________

Patient Name:  __________________________________________________________________ [  ] Male       [  ] Female
Address:_____________________________________________________________________________________________

City:______________________________________________ST:_____________________ZIP: __________
Employer:___________________________________________ Occupation: ____________________________________
Cell:_________________________Home#:__________________________Work:_____________________Ext: ________
Date of Birth:______________ Age:__________ SS#_________- ______-__________ 
Marital Status ______________________Height: ______________ Weight: _________________ 

Emergency Contact Name:________________________________________________Phone # : _____________________
Email Address: ______________________________________ May We Text You? _______________________________
​​​​​
Primary Insurance Company:_________________________ Primary Insurance ID/Policy#:_______________________









    Group#_______________________________________

Secondary Insurance Company:​​​​​​​​​​​​​​​_______________________________ Insurance ID/Policy#:_______________________
​​​​​








    Group#_______________________________________

INSURANCE AUTHORIZATION AND ASSIGNMENT

I hereby authorize the physicians of Spine Care of Oklahoma to furnish information to insurance carriers concerning my illness and treatments and I hereby assign to Spine Care of Oklahoma all payments for medical services rendered to myself or my dependents. I understand that the information authorized for release may include information, which may be considered a communicable, or venereal disease. I further understand that I am responsible for any amount not covered by my insurance. 

Patient Signature: ______________________________________________________ Date: ___________________________________

Parent Signature if Minor: _______________________________________________Date: _________________________________

A photocopy of the authorization and assignment shall be considered as valid as the original. 
NOTICE ON HEALTH INFORMATION PRACTICES

Acknowledgement Form

The Health Insurance Portability Accountability Act of 1996 (HIPAA) requires Providers and Health Plans to educate patients concerning the use, disclosure and access of their health information. Spine Care of Oklahoma has developed a “Notice of Privacy Practices for Protected Health Information” and is presented for your review and education. 

My signature below indicated I have received a copy of Spine Care of Oklahoma’s Notice of Privacy Practices for Protected Health Information. I have had the opportunity to review the notice prior to signing. 

I also acknowledge I have received a copy of the medication/refill policy of Spine Care of Oklahoma. 
____________________________________

__________________________________________

Printed Name






Signature

____________________________________

__________________________________________

Date of Birth and Social Security #



Today’s Date
Summary of the HIPAA Privacy Rule 

This is a summary of key elements of the Privacy Rule including who is covered, what information is protected, and how protected health information can be used and disclosed. Because it is an overview of the Privacy Rule, it does not address every detail of each provision.

Introduction 

The Standards for Privacy of Individually Identifiable Health Information (“Privacy Rule”) establishes, for the first time, a set of national standards for the protection of certain health information. The U.S. Department of Health and Human Services (“HHS”) issued the Privacy Rule to implement the requirement of the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). The Privacy Rule standards address the use and disclosure of individuals’ health information—called “protected health information” by organizations subject to the Privacy Rule — called “covered entities,” as well as standards for individuals' privacy rights to understand and control how their health information is used. Within HHS, the Office for Civil Rights (“OCR”) has responsibility for implementing and enforcing the Privacy Rule with respect to voluntary compliance activities and civil money penalties. A major goal of the Privacy Rule is to assure that individuals’ health information is properly protected while allowing the flow of health information needed to provide and promote high quality health care and to protect the public's health and well being. The Rule strikes a balance that permits important uses of information, while protecting the privacy of people who seek care and healing. Given that the health care marketplace is diverse, the Rule is designed to be flexible and comprehensive to cover the variety of uses and disclosures that need to be addressed. This is a summary of key elements of the Privacy Rule and not a complete or comprehensive guide to compliance. Entities regulated by the Rule are obligated to comply with all of its applicable requirements and should not rely on this summary as a source of legal information or advice. To make it easier for entities to review the complete requirements of the Rule, provisions of the Rule referenced in this summary are cited in the end notes. 

Who is Covered by the Privacy Rule The Privacy Rule, as well as all the Administrative Simplification rules, apply to health plans, health care clearinghouses, and to any health care provider who transmits health information in electronic form in connection with transactions for which the Secretary of HHS has adopted standards under HIPAA (the “covered entities”).

Health Care Providers. Every health care provider, regardless of size, who electronically transmits health information in connection with certain transactions, is a covered entity. These transactions include claims, benefit eligibility inquiries, referral authorization requests, or other transactions for which HHS has established standards under the HIPAA Transactions Rule. Using electronic technology, such as email, does not mean a health care provider is a covered entity; the transmission must be in connection with a standard transaction. The Privacy Rule covers a health care provider whether it electronically transmits these transactions directly or uses a billing service or other third party to do so on its behalf. Health care providers include all “providers of services” (e.g., institutional providers such as hospitals) and “providers of medical or health services” (e.g., non-institutional providers such as physicians, dentists and other practitioners) as defined by Medicare, and any other person or organization that furnishes, bills, or is paid for health care.

What Information is Protected Protected Health Information. The Privacy Rule protects all "individually identifiable health information" held or transmitted by a covered entity or its business associate, in any form or media, whether electronic, paper, or oral. The Privacy Rule calls this information "protected health information (PHI)." “Individually identifiable health information” is information, including demographic data, that relates to: the individual’s past, present or future physical or mental health or condition, the provision of health care to the individual, or the past, present, or future payment for the provision of health care to the individual, and that identifies the individual or for which there is a reasonable basis to believe it can be used to identify the individual. Individually identifiable health information includes many common identifiers (e.g., name, address, birth date, Social Security Number). The Privacy Rule excludes from protected health information employment records that a covered entity maintains in its capacity as an employer and education and certain other records subject to, or defined in, the Family Educational Rights and Privacy Act, 20 U.S.C. §1232g.

NAME: ___________________________________________ DATE: _________________
Location of your pain
_____________________________________________________________________________

When did your pain start and what caused it?

_____________________________________________________________________________

Current symptoms are?

Severity of pain


Duration of pain



O Worsening



O Minimal



O Occasional


O Unchanging



O Slight



O Intermittent

O Getting better


O Moderate



O Frequent






O Severe



O Constant

Please mark any of the following symptoms 
you have experienced recently:

O Leg/arm weakness


O Sleeping difficulties

O Bowel incontinence/retention

O Bladder incontinence/retention 

O Weight loss


O Fever chills or night sweats
What is the nature of the pain?
O Aching


O Numbness

O Pins and Needles

O Burning

O Stabbing

What makes your pain worse?



What makes your pain better?

_______________________________________

________________________________________
Please circle the ONE number which best describes your current pain level. 

0 represents no pain and 10 represents worst possible pain.

0
1
2
3
4
5
6
7
8
9
10

Mark the effect of each of the following on you pain






Increases

Decreases

No change

Sitting




O


O


O
Standing



O


O


O


Rising from sitting


O


O


O
Bending forward


O


O


O
Bending backward


O


O


O
Walking



O


O


O
Lying on your back


O


O


O
Lying on you stomach

O


O


O


Driving



O


O


O
Coughing/Sneezing


O


O


O

NAME: ______________________________________ DATE: _________________
List any allergies to medications.

_____________________________________________________________________________________

Please list all medications and doses that you are CURRENTLY taking:

Medication



Dosage



How many times a day taken

​​​​​​​​____________________

_____________________

_________________________
____________________

_____________________

_________________________
____________________

_____________________

_________________________
____________________

_____________________

_________________________
____________________

_____________________

_________________________

____________________

_____________________

_________________________
Have you have any prior diagnostic tests?

O MRI

Where _________________________
When ________________________

O X-Rays
Where _________________________
When ________________________
O CT Scan
Where _________________________
When ________________________
O Discogram
Where _________________________
When ________________________
Have you had previous neck or back surgery?  O YES/O NO
Date of spine surgery
Type of surgery
% Improvement
How long did improvement last?

________________________________________________________________________________________

________________________________________________________________________________________

​​​​​​​

Have you had previous spinal injections (epidural steroids, facet blocks, neurotomies)? O YES/O NO

Date of injection
Type of injection
% Improvement
How long did improvement last?

________________________________________________________________________________________

________________________________________________________________________________________

Additional prior treatments: 

O Physical therapy 
Year _____ about how many visits? _____ did it help?  Yes/No/Some
O Chiropractor 
Year _____ about how many visits? _____ did it help?  Yes/No/Some
O Acupuncture
O Bracing
O TENS
O Medications

 NAME: ________________________________________ DATE: _________________
Past Medical History

Please mark any of the following medical problems you have had in the past. 

O Arthritis




O Abnormal bleeding tendencies

O Psoriasis




O Kidney/bladder infections

O Arthritis (not spine related)


O Kidney stones

O Tuberculosis



O Prostate problems

O Cancer




O Diabetes

O HIV positive



O Heart disease/Heart attack

O Hepatitis




O Stroke

O Seizure




O Asthma

O Anesthetic difficulties


O Depression





O High blood pressure


O Other _________________________
Past Surgical History: _________________________________________________________________________

____________________________________________________________________________________________
Family History

Please mark conditions in your immediate family

O Arthritis




O Abnormal bleeding tendencies

O Psoriasis




O Kidney/bladder infections

O Arthritis (not spine related)


O Kidney stones

O Tuberculosis



O Prostate problems

O Cancer




O Diabetes

O HIV positive



O Heart disease/Heart attack

O Hepatitis




O Stroke

O Seizure




O Asthma

O Anesthetic difficulties


O Depression






O High blood pressure


O Other _________________________
Social History:
Do you currently smoke cigarettes?



Do you use alcoholic beverages?

O Yes








O No

O No, I have never smoked





O Yes, once in awhile

O No, I quit in the last 6 months




O Yes, often; how often _________

O No, I quit more than 6 months ago

Work status







Marriage status

O Currently working






O Married

O On paid leave






O Divorced
O Unemployed






O Widowed

O Homemaker







O Single

O Student

O Retired (not due to health)

O Disabled and/or retired because of health problems

O Other ____________________________________

NAME: _______________________________________ DATE: _________________
Review of systems

Please check next to all your current symptoms.

Constitutional Symptoms:


O Good general health lately




O Recent weight change





O Fever







O Fatigue





Cardiovascular:

O Heart trouble





O Chest pain/angina pectoris
O Palpitations

O Swelling of feet, ankles, hands

Ear/Nose/Mouth/Throat: 

O Hearing loss or ringing



O Earaches or drainage



O Chronic sinus/rhinitis



Respiratory:

O Chronic or frequent coughs



O Shortness of breath




O Asthma or wheezing




Gastrointestinal: 
O Loss of appetite





O Nausea or vomiting




O Abdominal pain





Genitourinary:
O Frequent urination




O Frequent diarrhea




O Bowel or bladder incontinence


O Kidney stones




Musculoskeletal:






O Joint pain







O Joint stiffness/swelling





O Weakness of muscles/joints


O Difficulty in walking













Neurological:

O Headaches

O Seizures

O Paralysis

O Stroke

Psychiatric:







O Memory loss or confusion


O Anxiety






O Depression






O Insomnia






Hematologic/Lymphatic:




O Slow to heal after cuts




O Easy bleeding or bruising 





O Anemia






_______________________________________________


________________________________

Patient Signature







Date
PAIN ASSESSMENT
Patient Name:____________________________________DOB:______________

Email address for access of medical records:___________________________
​​​​​​​​​​​​​​​​

1. Throughout our lives, most of us have had pain from time to time (such as minor

headaches, sprains, and toothaches). Have you had pain other than these everyday kinds of pain?



Yes

No

2. 
Please rate your pain by choosing the one number that best describes your pain at     its *worst* in the last 24 hours.





 (0 = No pain to 10 = Pain as bad as you can imagine) __________
 3. 
Please rate your pain by choosing the one number that best describes your pain at its *least* in the last 24 hours.

 (0 = No pain to 10 = Pain as bad as you can imagine) _________
4. 
Please rate your pain by choosing the one number that best describes your pain on the *average*.

 (0 = No pain to 10 = Pain as bad as you can imagine) ________
 5. 
Please rate your pain by choosing the one number that tells how much pain you have *right now*.

 (0 = No pain to 10 = Pain as bad as you can imagine) ________
6.
 In the last 24 hours, how much relief have pain treatments or medications provided? Please choose the one percentage that most shows how much *relief* you have received.
(0% = No relief to 100% = Complete relief) _________
7. 
Choose the one number that describes how, during the past 24 hours, pain has interfered with your 

General activity:
(0= Does not interfere to 10= completely interferes) _______
   Mood:

(0= Does not interfere to 10= completely interferes) _______
   Walking ability: 
(0= Does not interfere to 10= completely interferes) _______
      Normal Work (includes both work outside the home and housework):




(0= Does not interfere to 10= completely interferes) _______

  Relations with other people: 



(0= Does not interfere to 10= completely interferes) _______

  Sleep:

(0= Does not interfere to 10= completely interferes) _______


     Enjoyment of life:
(0= Does not interfere to 10= completely interferes) _______



AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION

Patient Name: ____________________________________________________ Date of Birth: __________________

I hereby authorize Spine & Pain Care of Oklahoma to:

release photocopies of my medical records and/or health information to the following named individual(s) or organization(S): _________________________________________________________

_________________________________________________________________ or _____to myself.
I agree to pay $1.00 for the first page and $0.50 per page for each copy or copies before such are released and will also pay the actual cost of postage if the record is to be mailed.

I further release Spine& Pain Care of Oklahoma from the responsibility for any deleterious effect of my clinical medical records may have upon myself or others both now and in the future.  I personally accept all responsibilities for my own distribution and interpretation of medical information contained therein and holds blameless Spine & Pain Care of Oklahoma 
or conclusions or opinions draw from said records without professional knowledge, assistance or review.
	State law ,you must be advised that: The information authorized for release may include records which may indicate the presence of a communicable or venereal diseases which may include, but are not limited to, diseases such as hepatitis, syphilis, gonorrhea and the human immunodeficiency virus also known as Acquired Immune Deficiency syndrome (AIDS).


I realize by the release and/or receipt of these records that I am accepting responsibility for the protection of my own right of medical record confidentiality.

________________________________________


________________________________________

Signature of patient 




Date

_________________________________________

_________________________________________

Signature of person authorized to 


Relationship to patient

sign If other than patient 
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