New Patient Paperwork

Dear Patients,

In order for our staff to better serve you. We ask that you please
fill out our new patient paperwork packet completely. The more
information you provide us the better we can assist your needs.
Once completed please return this packet to one of our offices with
any paper MRI, CT, X-Ray reports. Do not bring any CDs
because we can’t read them. If you do not have any reports
available to you, please inform our office where you had the test
done so we can request them and have them here for you first
initial visit. Once packet is turned into our office then we can
provide you with appointment. Feel free to fax or mail your packet
in. We look forward in taking care of your healthcare needs.

-The Staff of Dr. Amy Pearson

2701 Highway 17 South, Suite 1B
Richmond Hill, Ga 31324

Phone 912.756.3004

Fax 912.756.5921



Coastal Anesthesia and Pain Relief Specialists, PC
Registration (Please print clearly)

Date Home phone number

Patient name

Responsible party (if a minor)

Street address City State Zip
Sex M F Marital Status: O single 0O married 0O separated O divorced
Age Birth date
Patient employed by QOccupation
Spouse (or responsible party) name Birth date

Spouse’s occupation Business phone

Spouse’s business name and address

Who is responsible for this account? Relationship to patient
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Social Security number Spouse’s SSN

Do you have medical insurance? T yes O no Ifyes........

Primary insurer name Contract # Group # Subscriber #

Secondary insurer (if any) Contract # Group # Subscriber #

Do youhave O Medicare 0 Medicaid Ifyes.......... Claim ID#

In case of an emergency, who should be notified? Phone #

Whom may we thank for your referral to our practice?

1, the undersigned, bave insurance coverage with (insuronce company name) and assign
directly to Censtal Anesthesia & Pain Relief Specinlists, PC all medical bencfits, If any, otherwise payable to me for services rendered. 1
understund that I am financinlly responsible for all charges whether or not pald by insurance, I herby authorize the doctor to release all

information necessary to secure pnyment of benefits, T authorize the usce of this signature on all my insurance submissions,

Signoture of Insured/Guardian Date

Medicare Authorization

I request thot payment of autherized Medicare benefits be made either to me or on my behnlf to Coastal Anesthesin and Pain Relief Speciatists,
PC for any services furnished me by that physician. I nuthorize any hoider of medical information nbeat me to relesse to the Health Care
Finoncing Administration and its agents any information needed to defermine these benefits or the benefits payable for relnted services. I
understand my signsture requests that payment be made and authorized release of medical information necessary to poy the claim. I “other
henlth insurance” is indicated in item 9 of the HDFA-1500 form, or elsewhere on other approved claim forms or electronically submitted claims,
my signatuere authorizes releasing of the information to the insurer or agency shown. In Medicare nssigned coses, the physicinn ngrees to necept
the charge determination of the Medicare earrier as the full charge and the patient is responsible only for the deductible, coinsurance, and
noncovered services. Coinsurance and the deductible are based upon the charge determinstion of the Medicare carrier.

Beneficinry Sipnature Date
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Name Date

Chief Complaints

o Where is the main location of your worst pain?

¢ What date did your pain begin?

e Does your pain #ravel to another part of your body? oYes oNo If so, where?

s Please indicate your current level of pain foday, on a 0-10 scale, where 0 is no pain at all,

and 10 is the worst pain vou can imagine;

a, B-10 Numetiz Pain Intensily Scale’

I R

i 1 1 I I | I 1 |

0 1 2 3 4 5 g 7 8 8 10

No pain Moderate Waors!
pain - possible

. pain

o Please check off each line for a description of you chronic pain problem:

Dao you have any.. None Mild Moderate Severe

Throbbing

Shooting

Stabbing

Sharp

Cramping

Gnawing

Hot-Burning

Aching

Heavy

Tender
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Splitting

Tiring/Exhausting

Sickening

Fearful

Punishing/Cruel

o What other symptoms accompany your pain? CNonme oweakness (where )
onumbness (where ) oOweight loss oproblem with bladder function oproblems with
bowel function o trouble sleeping tiother

o If your pain began with an injury, please describe:

e If pain began at work, please describe:

Place of employment when pain began

¢ What makes your pain better? oNothing at all oDice oweather cheat ophysical activity

odistraction Omedications owaliing ositting 0O bending forward oObending backwards
oposition (if so, which one? Y gother

* What makes your pain worse, or what triggers your pain?

ONothing at all nice oOweather oheat oOphysical activity oOstanding 0Omedications owalking
obending forward cibending backwards ositting ostress
oposition (if so, which one? ) O other

¢ Are you frequently awakened by pain at night? oYes oONo
If so, how often? 01-2 times 03-4 times O5-6 times omore than 6 times
¢ On average, how may hours of sleep do you get at night?
ol-2 o2-4 04-6 06-8 omore than 8 hours
¢ Are you presently involved in a lawsuit because of your pain? o0Yes oNo

If yes, please explain:

O Were you treated in a Pain Clinic before? oYes oNo

If so, when and where:
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¢ Please indicate if you have had previous treatments for your pain:

ophysical therapy (when? ) oTENS unit osurgical intervention/type
apsychological Techniques (if so, which enes)  orelaxation training obiofeedback
Cimagery odistraction therapy

cinjections(s):  cinto muscles minto a joint oepidural steroid  oOmerve block
rother

oAlternative Medical Treatments
ochiropractor nacupuncture chomeopathy chypnotism

cherbal remedies(which ones? )
dother
Past Medical History
Neurological Cardiac General
oseizure disorder  Oheart atiack odiabetes
ostroke ohigh blood pressure cblood disease
oDother oheart failure ceasy bleeding
opacemaker ciglancoma
Orheumatic fever ceye problems
Pulmonary Dother ribladder infections
Ochronic bronchitis okidney infections
oasthma Gastrointestinai nithyroid disease
oemphysema tistomach ulcers ohepatitis
oother ocolitis nkidney problems
nirritable bowel Ocancer
Ohiatal hernia carthritis
nother Oother

oIf you are a female, is there a chance that you are currently pregnant? cYes oNo
s Are you currently using blood thinner medication? nYes oNe

Past Surgical History

Type of Surgery Date of Surgery Location of Surgery Who Performed it?

Back Surgery

Neck Surgery

Appendectomy

Gall Bladder

Hysterectomy

O o qojo| o

Other




Family Medical History

o]s there a family history of:
oheart disease ohigh blooed pressure ocancer ostroke Ddiabetes
Allergies
e Are there any medicines that you know of to which you are allergic? oYes oNo

If yes, which one(s)?

Current Medications  (Please list pain medications first)

Medication Strength How Often How long have you been
taking the medication?
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Past Social History

Do you currently smoke of have you ever smoked? o0Yes ©No
If so, how many packs a day? For how long? When did you quit?

eDo you drink alcohol? oYes o©No Ifso, what type and how much?

sDo you or have you ever used recreational drugs? oOVYes oNo

If you no longer use recreational drugs, when did you quit? days/months/years (circle one)

Marital Status

amarried onever married odivorced/separated Owidowed

e What previous tests were done for your pain problem?

Test When Where Who Ordered Results(if known)
It

X-ray

Cat Sean

Bone Scan

MRI

EMG

Other

If you have taken pain medications in the past, please indicate:

ORelafen oDaypro oMotrin/Advil oAleve/Naprosyn oCelebrex/Vioxx sLodine

oElavil oDesyrel oProzac oUltram oPaxil/Zoloft oDarvocet
oLortab nVicodin oDemerol oDilaudid cMorphine KSoma
oNeurontin OFlexeril oOxyContin oMethadone oDuragesic oKlonopin

oZanaflex oMs Contin

o Other:
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# Please shade in your area(s)of pain on the diagrams below:

¢ Which statement best describes you pain?
Oalways present, always the same intensity
Oalways present, intensity varies
Ousually present, but have short intervals without pain
Ooften present, but have pain free periods lasting one to several hours
Ooften present, but I am pain free most of the day
Doccasionally present-have brief pain 1 to several times a day, lasting a few minutes to an hour
Doccasionally present for brief periods, a few seconds to a few minutes
Orarely present, have pain every few days of weeks



Please check any symptoms your are experiencing:

General

O usual weight Ibs
O recent weight change

0 generalized weakness

O fatigue

O fever

Skin

o rashes 0 lumps
o itching O dryness

o changes in hair
O changes in nails

Head
0 headaches
0O previous head injury

Eyes
aoglaucoma nDeataracts
Oeyepain 0 redmess

O visual changes

O glasses/contacts
O excessive tearing
o double vision

Ears

O hearing loss

O ringing in ears

O earaches 0 vertigo

o infections O discharge

Nose/Sinuses

o frequent colds

O nasal stuffiness

O sinus problems

O hay fever 0O nosebleeds

Mouth/Throat

o hoarseness O sore tengue
o bleeding gums

0 frequent sore throats

0 poor condition of teeth

Neck
o, goiter O lumps in neck
o swollen glands

Breasts
O lumps 0 pain
O discharge

Respiratory
O tuberculosis o pneumeonia

o emphysema o bronchitis
o short of breath o asthma

o chronic cough

0 blood in sputum

0 pain on breathing

Cardiac

O heart murmur o heart trouble
O rheumatic fever 0 angina

O high blood pressure

O irregular heart beats

O previous heart attacks

Gastrointestinal

O nausea O vomiting

o diarrhea O constipation

O hepatitis o liver problems

o trouble swallowing

0 abdominal pair

O heartburn/indigestion

o vomiting blood O hemorrhoids
O bleeding from rectum

o change in bowel habits

O food intolerance

O excessive belching

O excessive passing of gas

o gallbladder trouble
Urinary
O urgency o hesitancy

0 increased frequency

0 burning on urination

o blood in urine o kidney stones
O frequent urinary tract infections
0 trouble “holding your water”

Genito-Reproductive Male
o hernias
o decreased sex drive

1 problems with erection

O testicular pain
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Female

O currently pregnant
0 abnormal periods
0 vaginal discharge
0 vaginal pain

O decreased sex

Musculoskeletal

O joint pains 0 gout
O arthritis

O joint stiffness

0 muscle aches/pains
O backache

Neurologic

o fainting spells

0 seizure disorder
O memory loss

0 tremors

Psychiarric

O nervousness
O tension/stress
0 mood swings
o depression

Endocrine
o thyroid trouble

O excessive sweating
O diabetes

O excessive thirst

O excessive hunger

O excessive urination

Hematologic
O anemia

O easy bruising/
bleeding
o transfusion
O reaction
o sickle cell
disease



Cancellation / No Show / Missed
Appointment Policy

All patients are required to give Coastal Anesthesia & Pain Relief
Specialists, PC a 24 hour notice for a cancellation of your scheduled
appointment. Failure to do so will result in a charge added to your account
that must be paid before we can schedule another appointment. Your
insurance will not pay for this charge.

Charges will be as follows:

$35.00 if you do not provide a 24 hour notice for your office visit.

$50.00 if you do not provide a 24 hour notice for any injection / procedure
(including those done in the office)

$25 returned check

Reminder calls are a courtesy and can not always be provided. It is your
responsibility to report for your appointment on the scheduled date and time.
Your signature below conveys that you have read and understand our policy
regarding missed appointments.

Patient Name Printed

Patient Signature or legally authorized individual signature

Date



COASTAL ANESTHESIA AND PAIN RELIEF SPECIALISTS
Amy Pearson, MD Tommy Hersch, PA-C
2701 Highway 17 Suite 1B
Richmond Hill, Ga 31324
(912) 756-3004

PATIENT/DOCTOR TREATMENT & MEDRICATION AGREEMENT

The purpose of this agreement is to prevent misunderstandings about certain medicines you might be prescribed for
pain management. This is to help both you and your doctor to comply with the law regarding controlled
pharmaceuticals.

By signing this agreement you have read, understood, and agreed to these rules:

1.

N

h

10.

il.

I recommended, 1 will submit to an evaluation by an addictionologist, which may include & psychiatric
evaluation.

If I break this agreement, my doctor may stop prescribing these pain contral medicines and I may be
DISCHARGED from the practice.

I will communicate fully with my doctor about the character and intensity of my pain, the effect of the pain on
my daily life, and how well the medicine is helping to relieve the pain.

t will not use alcohol or ANY ILLEGAL controlled substances, including but not limited to: marijuana,
cocaine, methamphetamines, etc.

I will not SHARE, SELL, or TRADE my medications with anyone.

[ will not attempt to obtain any controlled medications, including opioid pain medicines, controlled stimulants,
or anti-anxiety medicines from any other doctors or practice.

[ will SAFEGUARD my pain medicine from loss or thefi. Loss or stolen medicines WILL NOT be replaced.

Refills of any prescriptions for pain medicine will be made only during regular office hours. All refill requests
must be made FIVE business days in advance. NO REFILLS WILL BE AVAILABLE DURING EVENING,
WEEKENDS, OR HOLIDAYS.

1 understand that 1 MUST BE SEEN IN THE OFFICE AT LEAST EVERY NINETY DAYS or more often if
recommended to request a refill or my refill will be denied untit I am seen,

I will submit to random urine testing as requested by my doctor to determine compliance with my program of
pain control medicine.

I will use my medicine at a rate no greater than the prescribed rate use of my medicine at a greater rate will
result in my being without medicine for a period of time.

if at any time I break the law with regards to my pain medicine, { am aware that the appropriate law
enforcement department may be notified and my records could be released to them. It is illegal to sell, trade, or
share prescription medication. It is {llegal to obtain controlled substances from more then one doctor without
telling the other doctor. It is illegal to alter or fabricate prescriptions.



13. Tunderstand there is a small risk that opioid addiction could occur., This means I might become
psychologically dependent on the medication, using it to change my mood or get high, or be
unable to control my use of it. If this oceurs, the medication will be discontinued and 1 will be
referred to a drug treatment program for help with this problem.

14. I'understand that if I am prepnant or become pregnant while taking opioid medications, my child
could become physically dependant on opioid medications, and withdrawals can be life-
threatening for a baby.

15. While interacting with the staff of Coastal Pain Relief Specialists, my behavior will be
becoming of a rationale, reasonable, and well mannered person. The staff is expected to
respend in an equally courteous and respectful way. If the interactions between the staff
and myself are deemed to be repeatedly rude or confrontational, Dr. Pearson will request for
me to seek treatment at another facility. Please initial

16. 1 agree to follow these guidelines that have been fully explained to me. All of my questions and

concerns regarding treatment and medicationg have been adequately answered. A copy of the
Agreement has been given to me.

This Agreement has been reviewed and signed on this day of in the year of

Patient Name: Patient Signature:

Witnessed by: Doctor Signature;




Patient Consent for Use/Disclosure of Health Care Information

Patient’s name: Date of Birth:

SSN: Previous name;

I understand that the patient’s health information is private and confidential. I understand
that Coastal Anesthesia and Pain Relief Specialists (further referred in this document
as CAPRS) work very hard to protect the patient’s privacy and preserve the
confidentiality of the patient’s personal health information.

I understand that CAPRS may use and disclose the patient’s personal health information
to help provide health care to the patient, to handle billing and payment, and to take care
of other health care operations. In general, there will be no other uses and disclosures of
this information unless I permit it. I understand that sometimes the law may require the
release of this information without my permission. These situations are very unusual. One
example would be if a patient threatened to hurt someone.

CAPRS has a detailed document called “Notice of Privacy Practices”. It contains more
information about the policies and practices protecting the patient’s privacy. I understand
that I have the right to read the “Notice” before signing this agreement.

CAPRS may update this “Notice of Privacy Practices”. If I ask, CAPRS will provide me
with the most current “Notice”.

Under the terms of this consent, I can ask CAPRS to limit how the patient’s personal
health information is used or disclosed to camry out treatment, payment or health care
operations, I understand that CAPRS does not have to agree to my request. If CAPRS
does agree to my request, | understand that CAPRS would follow the agreed limits.

I'may cancel this consent in writing at any time by doing the following:
Writing, signing, and, dating a letter to CAPRS. If I write a letter, it must say that
I want to revoke my consent to authorize the use and disclosure of the patient’s
personal health information for treatment, payment, and health care options.

If T revoke this consent, CAPRS does not have to provide any further health care to the
patient.

My signature below indicates that I have been given the chance to review a current copy
of CAPRS’s “Notice of Privacy Practices”. My signature means that I agree to allow
CAPRS to use and disclose the patient’s health information to carry out treatment,
payment, and health care options.

Patient or legally authorized individual signature Date

Relationship to patient if signed by anyone other then the patient (parent, legal guardian, etc)

Witness



