
Dear New Patient, 

Please find enclosed or attached the following forms, which constitute a New Patient Registration 
Packet: 

1) Physician’s Lien
2) Patient Registration Form
3) New Patient Pain Questionnaire and Medical History Form
4) Financial Responsibility and Assignment of Benefits Form
5) Patient Consent for Release of Medical Information Form
6) Controlled Substances Agreement
7) Physician Lien (Only for Patients with a Personal Injury claim)
8) Opioid Agreement
9) Pharmacy Policy Acknowledgement
10) Acknowledgment of Receipt of Privacy Practices
11) Disability and Other Form Completion Policy Acknowledgment
12) Late and “No Show” Policy Acknowledgment
13) Patient Rights and Responsibilities & Acknowledgement

While all these forms are important to read and sign, the first five (Forms # 1 - 5) must be completed 
prior to meeting with a provider on your first visit.   

Of these, the New Patient Pain Questionnaire and Medical History Form is the most critical to 
complete thoroughly and accurately, since it establishes the foundation for your medical care.  Please 
spend the time to carefully read and gather the vital information needed to complete it. 

Please plan to arrive 30-minutes early for your first appointment.  This will allow you complete any 
remaining information and allow our staff to review these documents. 

Should you have any questions, please contact the New Patient Coordinator: 

By phone: 

By email: 

(916) 953-7571 ext. 107 

luda@apdss.com

By Dept Fax: (916) 860-7283

Sincerely, 

Luda Sukhina 
New Workers’ Compensation & Personal Injury Patient Coordinator 

1921 Sycamore Lane 
Davis 

CA 95616 

480 Del Norte Avenue
Yuba City
CA 95991 

729 Sunrise Avenue 
Suite 602 Roseville

CA 95661 

2160 Sunset Boulevard 
Suite 502, Rocklin

CA 95765 

650 Howe Avenue 
Suite 600 Sacramento

CA 95825 

400 Plaza Drive
Suite 160, Folsom

CA 95630

Phone: (916) 953-7571  Fax: (916) 860-7584

mailto:luda@apdss.com


729 Sunrise Ave, Ste 602, Roseville CA 95662 
Phone: 916-953-7571 ⬧  Fax: 916-771-8515 

Notice of Physician’s Lien 

Today’s Date Printed Patient Name Date of Birth 

Date of Accident Attorney Name 

I do hereby authorize Advanced Pain Diagnostic & Solutions Inc. (hereafter referred to as 
“Provider”) to furnish my attorney with a full copy my medical chart relating to the above-
mentioned accident (hereafter referred to as “Accident”), including, but not limited to, my 
examinations, diagnostic studies, treatments, and prognosis.  

I hereby authorize and direct my attorney to pay directly to Provider such sums as may be due 
and owing Provider for the medical service rendered on my behalf by the Provider and related to 
the Accident and by reason of any other bills that are due Provider and to withhold such sums 
from any settlement, judgment or verdict as may be necessary to adequately protect and fully 
compensate the Provider. 

And I hereby further give a Lien on my Accident case to Provider against all proceeds of my 
settlement, judgment, or verdict which may be recovered or paid as the result of the Accident 
injuries for which I have been treated. 

I fully understand that I am directly and fully financially responsible to Provider for all medical 
bills generated by the Provider for medical services rendered on my behalf and that this 
agreement is made solely for Provider's additional protection and in consideration of the 
Provider awaiting payment. I further understand that such payment is not contingent  on any 
settlement, judgment, or verdict by which I may eventually recover these expenses. 

I hereby agree to waive the defense of Statute of Limitations as it pertains to any claim filed 
against me beyond three years (or any statutory limits) after services were rendered. 

I agree to promptly notify Provider of any change or addition of attorney(s) used by me in connection 
with this Accident case, and I instruct my attorney to do the same and to promptly deliver a copy of this 
lien to any such substituted attorney(s). 

Please acknowledge this letter by signing below and returning to the Provider’s office. I have been 
advised that if my attorney does not wish to cooperate in protecting the doctor interest, the doctor will 
not await payment and may declare the entire balance due and payable. 

Patient Signature Date 

I, the undersigned attorney of record, hereby acknowledge the validity of this lien and agree to comply 
with its authority to pay the Provider for medical services rendered on behalf of my client, the 
aforementioned patient, using the proceeds of settlement, collection of judgment, insurance policy 
benefits, or other insurance proceeds associated with the Accident.  

Attorney Signature Date 



 

Patient Registration Form 
Personal Injury  
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Last Name First Name MI 

Street Address City  State  Zip 

Gender (check one) MaleFemale 
Social Security Number Birth Date 

Email address Home Phone # Mobile Phone # 

Name of the medical professional who referred you  

Current Primary Care Provider (PCP) Name PCP Phone # 

Location where accident occurred    Accident Date 

Were you in/on a motor vehicle?  Yes  No If yes, were you   the Driver  a Passenger 

Describe the accident  

Was a Police Report filed? Yes  No 

Are you represented by an attorney?   Yes  No 

If yes, please provide the name & phone number of your attorney  
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Name of the Claims Adjuster for Your Carrier   Claims Adjuster Phone # 

Do you want us to bill your Carrier for Your policy’s Medical Payment provision first?  Yes  No 

Name of Other Party’s Automobile Insurance Carrier Policy # 

Name of Claims Adjuster for Other Party’s Carrier Claims Adjuster Phone Number 



Page 1 of 8 

New Patient Pain Questionnaire and Medical History 

Our ability to accurately diagnose and effectively treat your pain is dependent on how completely and truthfully you 
complete this questionnaire about your pain and medical history. 

Printed Patient Name Date of Birth 

H
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Please describe your pain:  

When did the pain first begin (please provide an approximate date)

Please indicate with a check () how your pain begin (check all that apply): 

 Work related injury/accident  Accident at home  Motor vehicle accident 

 Tripping or falling  Repetitive activities  No reason  

 While lifting   Other (please explain):

Briefly describe the circumstance/s you checked: 

What are your expectations from pain management? 

Are you receiving compensation or disability payments?  Yes  No 

If your pain condition is due to an accident or injury where your employer or another party is liable (i.e. “at 
fault”) and responsible for your treatment, please complete the following:   

Is your claim/case currently open/active?  Yes  No 

If yes, what was the date of injury or the date of the accident? 

 If no and a workers’ compensation claim, were you awarded future medical benefits?   Yes  No 

Are you represented by an attorney for your claim/case?   Yes  No 

If yes, please provide the name of your attorney: 

How were you injured? 
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Which of the following best represents the pattern of your pain? 

 Constant (i.e. always present) 

 Sporadic (i.e. comes and goes without reason)   

 Situational (i.e. occurs in certain situations or circumstances) 

 If checked, what situations or circumstances?  

Is your pain usually WORSE during a certain time of day?  Yes  No 

 If yes, when?  Morning  Midday  Evening  Night 

Is your pain usually BETTER during a certain time of day?  Yes  No 

If yes, when?  Morning  Midday  Evening  Night 
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Please describe the nature of your pain by placing a check () for all those that apply

Yes No Yes No Yes No 

Throbbing Heavy Sharp 

Shooting Tender Dull 

Stabbing Splitting Deep 

Cramping Tiring-Exhausting Numbness 

Gnawing Sickening 

Hot-Burning Fearful 

Aching Punishing-Cruel  
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Please check () the appropriate box and fill in the blank/s as needed 

Have you ever been admitted into the hospital for mental illness?  Yes  No 

 If yes, please explain:  

Do have any history of suicidal thoughts of attempts?  Yes   No 

 If yes, please explain:  

Are you currently experiencing any suicidal thoughts?  Yes  No  

 If yes, please explain:  

Are you seeing a Licensed Marriage & Family Counselor, Psychologist or Psychiatrist?   Yes  No 

 If yes, please provide the name of the therapist:  
(This information is being requested for possible referrals purposes only, such as cognitive behavioral therapy, or collaboration on 
medication therapy involving anti-depressants and/or anti-anxiety medications)
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Please place check () for all that cause an increase or decrease in your pain  

Better Worse No Change

Walking 

Lifting 

Bending 

Lying Supine (on you back) 

Lying Prone (on your stomach)  

Weather / Temperature 

Sitting 

Stress / Anxiety 

Heat 

Ice 

Rest 

Medications 

Light Touch 

Cough 

Sneeze 

Strain 

Other: 
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G Please answer the following questions on your pain level and how it affects your Activities of Daily Living 
(ADLs), using the ADL Pain Chart below.  ADLs include those activities that allow individuals to live 
independently, such as bathing, dressing, grooming, toileting, feeding, walking, and transitioning from 
different positions.    

Does not 
interfere 
with ADLs 

Mildly 
interferes 
with ADLs 

Somewhat 
interferes 
with ADLs 

Partially 
interferes 
with ADLs 

Greatly 
interferes 
with ADLs 

Completely 
interferes 
with ADLs 

0 1 2 3 4 5 6 7 8 9 10 
No Pain Mild Pain Moderate 

Pain 
Severe Pain Very 

Severe Pain
Worst Pain 

Possible 

1) Check the box that indicates your CURRENT pain level and its impact on your ADLs 

           

0 1 2 3 4 5 6 7 8 9 10 

2) Check the box that indicates your WORST pain level and its impact on your ADLs when at this pain level

          

0 1 2 3 4 5 6 7 8 9 10 

3) Check the box that indicates your BEST pain level and its impact on your ADLs when at this pain level

          

0 1 2 3 4 5 6 7 8 9 10 

4) Check the box that indicates your AVERAGE pain level and its impact on your ADLs when at this pain level

          

0 1 2 3 4 5 6 7 8 9 10
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Please check () the appropriate box that indicates how pain interfered with my ability to function socially 
during the past month 

Not at All A Little Bit Moderately Quite a Bit Extremely

Going to work     

Household chores     

Yardwork of shopping     

Socializing with friends     

Recreation and hobbies     

Having sexual relations     

Physical exercise     

Sleeping     

Appetite     
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Please check () all that apply 

Allergy/Immunologic Cardiovascular Constitutional Ears/Nose/Throat/Mouth

 Hay fever  High blood pressure  Fever  Ringing or pain in ears 

 Asthma  Chest pain   Fatigue  Hearing loss / aid 

 Hives  Heart attack  Seizures  Ear discharge 

 AIDS/HIV  Abnormal rhythm   Weight loss/gain  Loss of smell  

 Food:____________  Swelling of ankles  Trouble sleeping  Nose pain 

 Cancer:___________  Mitral valve prolapse  Low energy  Nose drainage 

 Blood clots  Nose congestion 

Endocrine  Use of blood thinners Gastrointestinal  Nose bleeds 

 Sweats  Heart problems   Abdominal pain  Sinus infections 

 Thyroid disease  Heartburn  Sore throat 

 Diabetes Eyes  Hiatal hernia  Hoarseness 

 Sensitive to cold/heat  Eye pain  Nausea or vomiting  Jaw/tooth pain  

 Increased thirst  Blurred vision   Constipation   Mouth sores 

 Decreased sex drive  Glaucoma  Diarrhea  

 Eye discharge  Ulcers Musculoskeletal 

Genitourinary  Glasses or contacts  Liver/gallbladder issues  Arthritis 

 Painful urination  Light sensitivity   Swollen joints 

 Bladder infection Integumentary  Muscle pain  

 Difficult urination Hematologic/Lymphatic  Rash  Muscle cramps 

 Frequent urination   Leukemia  Itching   Muscle weakness 

 Blood in urine  Bruising   Bruise easily  Joint Replacement 

 Sexual trans disease  Bleeding disorder  Shingles  Neck pain  

 Swollen glands  Skin cancer   Back pain   

Neurological  Hepatitis   MRSA  Fibromyalgia 

 Headaches  Fractures 

 Multiple sclerosis Psychological Respiratory

 Seizures  Memory loss  Painful breathing Physician Only 

 Head injury  Depression  Productive cough  “All others negative” 

 Stroke    Alcoholism  Emphysema 

 Tremors  Irritability  Shortness of breath 

 Weakness  Alzheimer’s   Tuberculosis 

 Numbness or tingling  Anxiety/Panic attacks  Asthma 

 Dizziness  Thoughts of suicide  Bronchitis 

 Loss of coordination  Insomnia  Pneumonia 

 Flu 

D
IA

G
N

O
S

T
IC

S

Please check () the diagnostic studies that you have had performed most recently regarding your chronic 
pain condition/s, and then fill-in the approximate date when they were done and where.

Date Facility

 Blood Tests 

 MRI 

 CAT Scan 

 X-Ray 

 EMG 

 Nerve Conduction Study 
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Please check () the prior treatments you have tried related to your chronic pain condition/s, fill-in the 
provider who performed them, and check () the level of relief you experienced.    

Provider Name Excellent Moderate Mild No Relief

 Lumbar/Back Surgery    

 Cervical/Neck Surgery     

 Surgery _____________    

 Cervical Injection    

 Lumbar Injection     

 Radiofrequency Ablation    

 Physical Therapy    

 Chiropractic    

 Acupuncture     

 Cognitive Behavioral Therapy    

 Cold Laser     

 H-Wave or other E-Stim     

 Bracing     
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Please list all medications that you are currently taking or have taken in the past month and check () 
whether you currently taking and whether the medication is effective.    

Currently 
taking? 

Effective?

Medication Dosage Yes No Yes No
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Using the symbols listed below, mark on the drawings the areas where you feel pain.  If you feel more than 
one sensation in the same area, mark over that area with additional symbols that apply.  Show all affected 
areas.  

Symbols

---- Numbness

0000 Pins & Needles

xxxx Burning

//// Stabbing

++++ Aching

E External (on or outside the body)

I Internal (inside the body)

Right Left Left Right
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Are you currently working?  Yes  No Years worked:   

 If no, has pain forced you to stop working?  Yes  No Date last worked:   

Have you been placed on work restrictions?  Yes  No By whom?  

Do you smoke?  Yes  No If No, have you ever smoked?  Yes, but I quit  years ago  No 

 If yes, how many years have you smoked?  How many packs a day do you smoke?

Do you consume alcohol?  Yes  No If No, have you ever?  Yes, but I quit  years ago  No 

 If yes, how many years have you consumed alcohol? How many drinks per week?  

Have you ever used illicit/recreational drugs?   Yes  No  

 If yes, please specify the drug/s and how many years since used: 

Have you ever experienced drug or alcohol abuse or addiction issues?  Yes  No  

 If yes, please explain:   

Please check () of fill in your known allergies or sensitivities, as well as your allergic reactions 

 Contrast dye Reaction:

 Cortisone/Steroids Reaction:

 Anesthesia/Sedation  Reaction:

 Iodine/Betadine  Reaction:

 Latex  Reaction:

 Local anesthetics   Reaction:

 ______________________  Reaction:

 ______________________  Reaction:

 ______________________  Reaction:

Please detail the history of any diagnosed medical conditions marked above or relevant to your chronic pain:   

Does your family have a history of any significant medical problems? Please explain:   

Please detail the history of any surgeries you have undergone, including the year performed:   
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Has anyone assisted you with filling out this form? If so, who? 

Print Name: Relationship: Date: 

I hereby confirm that, to the best of my knowledge, the information I’ve provided in this paperwork is truthful. I give 
consent to have my medical history recorded and undergo a physical examination administered by a provider at 
Advanced Pain Diagnostic & Solutions. 

Print Name: Date: 

Signature of Patient or Legal Representative: 

The information provided here has been reviewed and discussed with me. 

Print Name: Date: 

Signature of Patient or Legal Representative:  

Signature of Physician:  



Financial Responsibility & Assignment of Benefits 

Printed Patient Name Date of Birth 

I consent to be treated by the medical providers at Advanced Pain Diagnostic & Solutions 

(Medical Group).  I understand that I am financially responsible for all medical care provided by 

the Medical Group on my behalf and hereby authorize the Medical Group to bill my medical 

insurance carrier/s or other responsible parties for those medical services.  In return for this 

courtesy, I hereby authorize my insurance carrier/s and/or other responsible parties to pay my 

medical benefits or grants directly to the Medical Group and payable as follows: 

Advanced Pain Diagnostic & Solutions Inc. 

729 Sunrise Ave. Suite 602

Roseville, CA 95661

Therefore, this document is a direct assignment of my rights and benefits under any active 

insurance policies or regulatory programs. 

I agree to pay all Patient Co-Pays, as defined by my medical insurance plan/s, prior to the 

delivery of services, as well as any Co-Insurance, Deductibles, Non-Covered Services, or other 

balances not paid by my medical insurance carrier/s or other responsible parties within 30 days 

of being billed by the Medical Group.  I also agree to pay any fees or legal expenses incurred by 

the Medical Group in the pursuit of collecting these balances. 

I have read, understand, and agree to the terms and assignment of my rights and benefits 

contained herein. 

Patient Signature Date 

Please provide copies of all valid medical insurance cards or policies



PATIENT CONSENT – RELEASE OF PHI FORM l E f f e c t i v e  D a t e  J a n .  0 1 ,  2 0 1 8

Rev. 01/2018 HIPAA Manual Reference #1015 

Advanced Pain Diagnostic & Solutions requests that you, provide
Patient Name 

consent to release confidential healthcare information to those entities responsible for paying for 

your medical care, authorizing treatment, and/or managing the other operational components 

related to delivering your healthcare.

CONDITIONS: 

• The patient understands that his/her healthcare information is to be used for treatment, 
payment or for healthcare operations.  

• The patient understands that his/her healthcare information may be disclosed to other 
healthcare providers for the purposes of treatment, payment or for healthcare operations.  

• The healthcare organization reserves the right to either honor or dismiss the patient’s 
request to limit the use of the patient’s healthcare information. 

• This consent is between: 

Advanced Pain Diagnostic & Solutions and 
Patient Name 

• This consent can be revoked; however, the request must be in writing.  

• Additional information can be obtained by reading the organization’s Privacy Notice.  

• This consent form will be maintained by this organization for a period of six (6) years. 

SIGNATURES: 

Signature of Patient:     Date:  

Signature of Witness:     Date:  

(original to be placed in patient’s medical record) 



Controlled Substances Agreement 

The purpose of this Controlled Substances Agreement (Agreement) is to protect your access to 
controlled substances and to protect our ability to prescribe them to you.  Please initial each numbered 
provision to indicate that you have read and agree to the terms and conditions. 

The long-term use of substances such as opioids (narcotic pain medications), benzodiazepines, 
tranquilizers, and barbiturate sedatives are controversial, because it is not certain whether they help 
chronic pain patients over the long term.  Patients who are prescribed these drugs have a risk of 
developing an addictive disorder or suffering a relapse for a prior addiction.  The extent of this risk is 
not certain.  Because these drugs can be abused by the patients who receive them, or by others, it is 
necessary to observe strict rules when they are prescribed.  For this reason, we require each patient 
receiving treatment with these medications to read and agree to follow the policies.  Failure to comply 
with any part of this Agreement may result in my immediate discharge from the practice. 

I the understand and agreed that: 

________ 1. All controlled substances prescribed on my behalf must be written/ordered by medical 
providers practicing at Advanced Pain Diagnostic and Solutions. 

________ 2. Tampering with a written prescription is a felony, and I will not alter or tamper with any 
written prescriptions.  I will not attempt to acquire or accept a controlled substance 
prescription under false pretenses, including a failure to inform another provider of your 
current prescriptions and agreements with Advanced Pain Diagnostic and Solutions. 

________ 3. Any medical treatment is initially a trial and continued prescription(s) are based on 
whether my provider believes the medication(s) are beneficial to me. 

________ 4. That the cessation or a tapering use of controlled substance should be performed under 
the supervision of a licensed medical provider and may be accompanied by withdrawal 
symptoms.  

________ 5. I will obtain all controlled substances from one pharmacy.  I can change my pharmacy once 
per calendar year, except in the case of a changes agreed upon by Advanced Pain 
Diagnostic & Solutions.  The pharmacy I am selecting is (Name, address, and phone #): 

_______________________________________________ 

_______________________________________________________________________ 

________ 6. All medical confidentiality is waived between pharmacies and Advanced Pain Diagnostic & 
Solutions and that the sharing of some or all your medical records may be necessary to in 
order to fill prescriptions. 

________ 7. I will inform the providers at Advanced Pain Diagnostic & Solutions of any past or present 
substance abuse issues I may have, as well as those of any persons residing in my 
household. 

________ 8. I will inform Advanced Pain Diagnostic & Solutions providers of any new medications or 
medical conditions, as well as any adverse effects that I may have experienced from any of 
the medication that I have been prescribed.   

________ 9. I understand that these drugs may be hazardous or lethal to a person who is not tolerant 
to their effects, especially a child, and that I must secure my medications out of reach and 
the ready access of such people.  



________ 10. I will not use any illegal substances, including but not limited to Cocaine, PCP, and 
Methamphetamines.  Presence of illegal substances in my urine, serum, or saliva 
toxicology screens is a violation of this provision. 

________ 11. I agree to cooperate with unannounced urine, serum, or saliva toxicology screens.  I 
understand that tampering with these tests or any refusal to take these tests is a 
violation of this provision. 

________ 12. I will take my medication/s as prescribed, and I will not exceed the maximum prescribed 
dose.  By increasing or accelerating the dosage of my medication/s, without the 
knowledge and direction of a licensed medical provider, I may be exposing myself unduly 
to the risk of overdose and death.  This will also result in running out of my medication/s 
early, which is a clear violation of this provision.  Afterhours prescription requests will 
not be honored (see Provision # 13 below).

________ 13. I am solely responsible for scheduling and keeping my scheduled appointments with no 
less than 2 days before my current medications are due to run out, as prescribed.  This is 
to ensure adequate time for Advanced Pain Diagnostic & Solutions to process new or 
refill prescriptions, as well as to allow the time necessary for insurance authorizations 
and pharmacy information exchanges to occur.  No appointment, no prescription.   

________ 14. I am solely responsible for safeguarding my medications from loss or theft.  Lost or 
damaged medications will be considered negligent behavior and not be considered for 
replacement.  However, stolen medications may be considered for replacement if a copy 
of a report filed with local law enforcement is provided. 

________ 15. I understand that opioid education and counseling may be required to continue the 
medication therapy being prescribed by the providers at Advanced Pain Diagnostic & 
Solutions.  Refusal or failure to attend these courses is a violation of this provision. 

________ 16. I understand that I may be called to bring all the medications being prescribed by 
Advanced Pain Diagnostic & Solutions into one of their offices for a random pill count.  
Twenty-four-hour notice will be provided by phone and if I am unavailable, I understand 
a voicemail message will be left.  I am solely responsible for actively monitoring my 
phone and voicemail messages, as well as advising Advanced Pain Diagnostic & Solutions 
of any changes with my phone number.  Failure to appear for the pill count within the 
twenty-four-hour window will represent a violation of this provision.

________ 17. I understand that when opioids are combined with anti-anxiety medications 
(benzodiazepines) and some sleep aids, like Soma, the threat of respiratory depression 
and possible death is increased.  This is an unacceptable risk and I will actively cooperate 
with the providers at Advanced Pain Diagnostic & Solutions to change my medications to 
address this risk. 

________ 18. I will treat the staff and providers at Advanced Pain Diagnostic & Solutions with respect 
and courtesy.  The use of profanity, racial slurs, sexual harassment, physical threats, or 
intimidation represent a violation of this provision.   

I have read, understand, and accept all terms and provisions of this Agreement.  I understand that any 
failure to comply with any part of this Agreement may lead to my immediate discharge from the 
practice. 

_________________________________________  ____________________ 
Patient Signature Date 

_________________________________________ 
Printed Patient Name



Opioid Agreement 

The licensed medical providers at Advanced Pain Diagnostic & Solutions prescribe opioid medications to 
treat a number of medical conditions involving chronic pain, with varying degrees of nociceptive 
(damage to body tissues) and neuropathic (damage or disease of the nervous system) sources.  These 
opioid medications, also known as narcotic analgesics, fall into short-acting (quick relief) and long-acting 
(sustaining relief) categories and are often prescribed with other medications intended to compliment 
the overall treatment plan or counteract the side-effects of opioid medications (i.e. constipation).   

Prior to the use of opioids, first-line therapies are typically used to help facilitate healing and control 
pain, which most often involve the use of physical therapy in conjunction with nonsteroidal anti-
inflammatory drugs (NSAIDs), such as ibuprofen.  However, when the pain outlasts the body’s healing 
process and/or pain is uncontrolled with first-line therapies, opioids are slowly introduced until pain is 
controlled to a level where the patient is able to function.  Each patient’s functional requirements and 
expectations is different and highly variable based on a number of factors, including the type of work 
the patient performs, the economic need to work, available support by family and friends, and age, just 
to name a few.   

The fundamental objective for the use of opioids in your individual treatment plan is to reduce pain, 
which is largely judged based on the level of pain you report, with and without these medications.  
However, the ultimate objective is to increase your level of function and enjoyment of life while we 
work together to discover another path to reduce your pain and need for opioids.  In other words, the 
use of opioids is a means to clear the path to pursue other options. 

Therefore, our mission at Advanced Pain Diagnostic & Solutions to help you on an individual journey 
toward independence from opioids, while maximizing your level of function and enjoyment of life.  
While neither of us can control the outcome, each of us can control the level of effort put forth and our 
commitments to the patient-provider relationship.  The following provision of this Opioid Agreement 
sets forth our expectations for your level of effort and the commitment required for our relationship.    

1. I am aware that the use of such medication has certain risks associated with it, including but not
limited to, sleepiness/drowsiness, constipation, nausea, itching, vomiting, dizziness, allergic
reactions, slowing of breathing rate, slowing of reflexes/reaction time, physical dependence,
development of tolerance to analgesia, addiction, and a possibility that the medicine will not
provide complete pain relief.

2. I will accurately and thoroughly inform Advanced Pain Diagnostic & Solutions about all other
medications and treatments that I am currently receiving.  I will not be involved in any activity that
will endanger myself or others, including, but not limited to, driving a motor vehicle or operating
machinery when taking opioids and feeling drowsy, thinking unclearly, or feeling impeded in any
way.  I am aware that even if I do not notice it, my reflexes and reaction time might still be slowed,
so I need to pay close attention and look for any sign of impediment while taking opioid pain
medications.

3. I am aware that certain other medications, such as Nalbuphine (Nubain*), Pentazocine (Talwin*),
Buprenorphine (Buprenex*), and Butorphanol (Stadol*), may reverse the effects of opioids being
used to control my pain.  Taking any of these other medications while I am taking an opioid pain
medication may cause symptoms like a bad flu, called withdrawal syndrome.  I agree that any
discussion of treatment, or actual treatment, using these drugs will be done with the providers of
Advanced Pain Diagnostic & Solutions.



4. I am aware that addiction is defined as a chronic, relapsing brain disease that is characterized by
compulsive drug seeking behavior and use, despite harmful consequences.  Since this contradicts
the mission described earlier in this Opioid Agreement, it is imperative that you report to us any
personal or family history involving addiction.  I understand that I am expected to be completely
honest about my personal history and that of my family.

5. I understand that physical dependence is a normal, expected result of using these medications for
an extended period.  I understand that physical dependence is not the same as addiction.  I am
aware that physical dependence means that if my pain medication is markedly decreased or
stopped, I will experience withdrawal symptoms, including a runny nose, yawning, dilated pupils,
goose bumps, abdominal pain, cramping, diarrhea, irritability, restlessness, a need to constantly
stretch my muscles, aches throughout my body, and flu like feelings.  I am aware that opiate
withdrawal is uncomfortable, but not life threatening.

6. I am aware that tolerance to analgesia means that I may require more medication to get the same
amount of pain relief.  I am aware that tolerance to analgesia is uncommon for most chronic pain
patients.  However, if it occurs, increasing doses may not always help and may cause unacceptable
side effects.  Diminishing pain relief from opioids prescribed may result in the need to try other
medications or forms of treatment.

7. Males only I am aware that chronic opiate use has been associated with low testosterone levels in
males.  This may affect my mood, stamina, sexual desire, and physical/sexual performance.  I
understand my doctor may check my blood to see if my testosterone level is normal.

8. Females only If I plan to become pregnant or believe that I have become pregnant while taking pain
medications, I will immediately consult with an obstetrician and the providers at Advanced Pain
Diagnostic & Solutions.  I am aware that a fetus will develop a physical dependence to opioids if the
mother is taking opioids throughout the pregnancy. I am aware that the use of opiates is not
generally associated with a risk of birth defects, however, birth defects may occur irrespective of
medication use. There is always the possibility that my child will have a birth defect while I am
taking opioid medications.

9. The Center for Disease Control and Prevention (CDC) has issued guidelines for the use of opioids to
treat chronic pain.  These recommendations involve cautioning clinicians to avoid prescribing more
than 90 morphine milligram equivalents (MME) per day, which is the amount of morphine an opioid
dose is equal to when prescribed.  I will actively cooperate with the providers at Advanced Pain
Diagnostic & Solutions Prescribing to maintain or reduce my opioid use within these
recommendations.

10. I have read and understand this Opioid Agreement. I have had a chance to have all my questions
regarding this treatment answered to my satisfaction.  The risks and potential benefits of these
therapies have been explained to me, including but not limited to psychological addiction, physical
dependence, withdrawal, and overdose.  By signing this form voluntarily, I give my consent for
treatment of my pain with opioid pain medication(s).

_________________________________________ ____________________ 
Patient Signature Date 

_________________________________________ 
Patient Name Printed 



Pharmacy Policy 

Advanced Pain Diagnostic & Solutions will send all medication prescriptions electronically to only one 

pharmacy of your choice and within 24 hours of your appointment.   

For this reason, if your pharmacy cannot fill a medication we prescribe, you can either: 

1) Wait until the pharmacy receives their next stock of medication, or

2) Speak with the pharmacy about forwarding your prescription to a different pharmacy.

This is solely based upon the individual pharmacy and their policies.

In either case, our office cannot intervene. Per the “Controlled Substance Agreement”, switching your 

pharmacy can be done once per calendar year, with the exception of your relocation, change of 

insurance, closure of the pharmacy, or other exception agreed upon by Advanced Pain Diagnostic & 

Solutions. 

Please plan for any trips you may be taking and make the proper arrangements with your pharmacy 

before our office sends the electronic prescription.  Once a prescription is sent to a pharmacy, we 

cannot cancel it and you will have to work with the pharmacy to receive your medication. 

Advanced Pain Diagnostic & Solutions will not send prescriptions to multiple pharmacies for any reason. 

By signing below, you indicate that you have read and understand the policy regarding prescriptions 

sent to pharmacies. 

_________________________________________ ____________________ 

Patient Signature Date 

_________________________________________ 

Printed Patient Name  



Acknowledgment of Receipt of Privacy Practices 

I understand that under the Health Insurance Portability and Accountability Act (HIPAA), I have 

certain rights to privacy regarding my protected health information. I acknowledge that I have 

received a copy or have been given the opportunity to receive a copy of Advanced Pain 

Diagnostic & Solutions Notice of Privacy Practices. I also understand that Advanced Pain 

Diagnostic & Solutions has the right to change its Notice of Privacy Practices, and that I may 

contact Advanced Pain Diagnostic & Solutions at any time to request the most current copy of 

their Notice of Privacy Practices. 

_________________________________________ ____________________ 

Patient Signature Date 

_________________________________________ 

Printed Patient Name  



Guidelines for the Completion of Disability & Other Forms 

All forms require the time and expertise of licensed, medical professionals and/or administrative staff, 

which is above and beyond that already committed to the delivery of your medical treatment plan and 

maintenance of your medical records.  While there are some exceptions, such as mandated workers’ 

compensation forms, please understand that the following requirements are necessary to dedicate 

practice resources to the completion of forms, aside from those already provided to deliver and 

support your medical care: 

Review of Forms – Provide us a copy of the form/s that you wish us to complete, which we will review 

for appropriateness and the level of effort required.  Attesting to the medical validity of a permanent 

disability claim, for example, requires extensive medical records, time to review those records, and 

the issuance of a supportable, professional medical opinion to satisfy government and insurance 

disability claim standards.  Therefore, we may not agree to complete forms where we have limited 

medical records and/or we do not have adequate medical findings to render a medical opinion.  In 

these situations, your primary physician would likely be more qualified to complete the forms and 

issue the medical opinion needed.        

Paperwork Only Appointments – If after a review of forms, we believe it is appropriate for us to 

complete the form/s requested, a “paperwork-only” appointment will be necessary to discuss the 

completion of the forms, conduct any examination/s, and/or gather any additional information 

required for the forms.  This “paperwork-only” appointment will not be used to discuss or alter your 

current treatment plan, including medication therapy.   

Timeframe – After the “paperwork-only” appointment, the provider will require a minimum of seven 

(7) calendar days to complete the forms, but may need up to fourteen (14) calendar days.  Therefore, 

please do not request them any sooner than the minimum time described.

Payment – We require a flat fee of $40.00 per form, regardless of the number of pages that the form 

contains.  Insurance does not cover this charge and it is intended to simply offset some of the time 

and expense we incur for providing this courtesy. 

By signing below, I acknowledge that I have read and understand the policies regarding the completion 

of forms. 

_________________________________________ ____________________ 

Patient Signature Date 

_________________________________________ 

Printed Patient Name  



No Show/Cancellation Policy 

We understand that there are times when you cannot make a scheduled appointment, due 

emergencies or other obligations.  However, without adequate notice, a missed appointment prevents 

us from providing medical care to someone that could have otherwise been seen during that time.  

Therefore, Advanced Pain Diagnostic & Solutions requires that patients provide a minimum of 24-

business-hour notice when cancelling or re-scheduling an existing appointment.  This means that your 

delivery of a notice to cancel an appointment set for Monday at 10:00 am, must be delivered before 

the prior business day, Friday, by 10:00 am.  

In the event that you do not provide proper notice, the following fees will be applied to your account: 

Office Visits 

$25 for inadequate or no notice, 1st instance  

$50 for inadequate or no notice, 2nd instance within 6 months 

For any additional instances of inadequate or no notice provided within a period of 6 months, 

you will be subject to discharge from the practice. 

Injection Procedure Appointments 

$100 for inadequate or no notice  

These fees are not covered by your insurance company. 

By signing below, you indicate that you have read and understand the policy regarding missed 

appointments. 

_________________________________________ ____________________ 

Patient Signature Date 

_________________________________________ 

Printed Patient Name 



Revised 07/2018 

PATIENT RIGHTS & RESPONSIBILITIES 

YOU HAVE A RIGHT TO: 

1. Receive access to equal medical treatment and

accommodations regardless of race, creed, sex, national

origin, religion or sources of payment for care.

2. Be fully informed and have complete information, to the

extent known by the medical provider, regarding diagnosis,

treatment, procedure and prognosis, as well as the risks and

side effects associated with treatment and procedure prior to

the procedure.

3. Exercise his or her rights without being subjected to

discrimination or reprisal.

4. Voice grievances regarding treatment or care that is (or fails to

be) furnished.

5. Personal privacy.

6. Receive care in a safe setting, including the presence of same
sex chaperone when requested.

7. Be free from all forms of abuse or harassment.

8. Receive the care necessary to regain or maintain his or her

maximum state of health and if necessary, cope with death.

9. Expect personnel who care for the patient to be friendly,

considerate, respectful and qualified through education and

experience, as well as perform the services for which they are

responsible with the highest quality of services.

10. Be fully informed of the scope of services available at the

facility, provisions for after-hours care and related fees for

services rendered.

11. Be a participant in decisions regarding the intensity and scope

of treatment. If the patient is unable to participate in those

decisions, the patient’s rights shall be exercised by the

patient’s designated representative or other legally designated

person.

12. Make informed decisions regarding his or her care.

13. Refuse treatment to the extent permitted by law and be

informed of the medical consequences of such refusal. The

patient accepts responsibility for his or her actions including

refusal of treatment or not following the instructions of the

physician or facility.

14. Approve or refuse the release of medical records to any

individual outside the facility, or as required by law or third- 

party payment contract.

15. Request copies of his or her medical records.

16. Express those spiritual beliefs and cultural practices that do

not harm or interfere with the planned course of medical

therapy for the patient.

17. Expect the practice to agree to comply with Federal Civil Rights

Laws that assure it will provide interpretation for individuals

who are not proficient in English.

18. Have an initial and regular assessment of pain.

19. The education of patients and families, when appropriate,

regarding their roles in managing pain.

20. Have the rights of the patient exercised by a person appointed

under State law to act on his or her behalf when the patient is

adjudged incompetent under applicable state health and

safety laws by a court of proper jurisdiction.

21. Have any legal representative designated by the patient to act

on his or her behalf under applicable State laws.

YOU HAVE AN OBLIGATION TO: 

1. Provide care givers with the most accurate and complete

information regarding present complaints, past illnesses and

hospitalizations, medications, over-the-counter products and

dietary supplements, allergies, sensitivities, unexpected

changes in the patient’s condition, or any other patient health

matters.

2. Follow and participate in the treatment plan prescribed by the

provider seen.

3. Read, understand, and honor the Opioid Agreement, if opioid

therapy is prescribed.

4. Act and speak respectfully to other patients and practice

personnel.

5. Respect the property and security of others and the facility.

6. Promptly fulfill his or her financial obligations to the facility.

7. Honor the discharge and access to further treatment from

the practice if these obligations are not met.

PATIENT ACKNOWLEDGEMENT 

I, the undersigned, have read and understand the contents 

of this Patient Rights and Responsibilities document: 

Patient or Representative Signature  

Printed Patient or Representative Name 

Date 




