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PATIENT INFORMATION



[bookmark: _GoBack]Date: ____/____/_____								CO-PAY: $______
Name: ______________________________________	SEX:  Female   Male
ADDRESS: ___________________________________ APT: ______ CITY: _______ ST: ______ ZIP: _______
E-MAIL ADDRESS: ________________________________________________ @ __________________.COM
HOME TEL: (____)-_____-______    CELL PHONE: (____)-____-______
EMPLOYEED BY: _____________________________________________ BUS TEL: (____)-_____-_______
DATE OF BIRTH: ____/_____/_____ SOCIAL SECURITY#: _____-_______-________
MARITIAL STATUS: MARRIED SINGLE   WIDOWED    DIVORCED
RACE: ______________________ ETHNICITY: ______________________________

EMERGENCY CONTACT
NAME: ________________________________  			TEL:___________________________
RELATIONSHIP: ___________________________    
NON-SURROGATE DECISION MAKER                        SURROGATE DECISION MAKER				
 INSURANCE INFORMATION
PRIMARY INS: ____________________________________________________________________________
POLICY#: _________________________________________________________________________________   
POL. HOLDER NAME: ______________________________________________________________________      
POL. HOLDER’S DOB_______________________________________________________________________
POL. HOLDER SS#: _________________________________________________________________________
				
SECONDARY INS: __________________________________________________________________________
POLICY#: _________________________________________________________________________________   
POL. HOLDER NAME: ______________________________________________________________________      
POL. HOLDER’S DOB_______________________________________________________________________
POL. HOLDER SS#: _________________________________________________________________________


THIRDPARTY INS: _________________________________________________________________________
POLICY#: _________________________________________________________________________________   
POL. HOLDER NAME: ______________________________________________________________________      
POL. HOLDER’S DOB_______________________________________________________________________
POL. HOLDER SS#: _________________________________________________________________________
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Authorization to Leave Message with Household Members or Answering Machine
From time to time, it is necessary for staff to leave messages for patients. The purpose of this message is to remind patients that they have an appointment or to notify the patient to call Pain Physicians NY, PLLC regarding an issue or concerns. At no time will Pain Physicians NY, PLLC discuss your medical condition without your consent. The purpose of this consent is to allow us to leave messages with members of your household or on your answering machine/voicemail. By signing this consent, you agree to allow Pin Physicians NY, PLLC and staff to leave messages on answering machine/voicemail for the purpose described above.
You have the right to revoke this consent, in writing, except where we have already made disclosures in reliance on your prior consent.

Patient Name: _________________________________________________________________
Patient Signature:
X_________________________________________________________________
Date: _________/___________/___________
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 Office Policy Regarding Reimbursement For Provided Services

In order to make our payment policies clear and to avoid any misunderstanding, please read and sign this notice.

1. It is your responsibility to provide our office with:
A. A valid copy of your insurance card (s)
B. A valid referral (if required)
C. All other information necessary for us to secure payment from your insurance company.
If you do not have a valid insurance card or the required information regarding the subscriber, payment in full is expected at the time of service.
2. After a claim is processed by your insurance company, our office will bill you for the remaining balance due to any deductibles, co-insurance and procedures not covered by your insurance. Balance must be paid within 30 days of receiving a statement.	
A. When paying with card, credit/ debit please be advised that there is a 2.75% Fee on top of your existing co-payment or balance.
3. If   we do not get a response from you after 60 days, your balance will be sent to collection agency. You might also be charged applicable attorney fees and any other expenses acquired in order to collect outstanding balances.
4. Please note in the event that you fail to keep an appointment or fail to notify us 24 hours prior of cancellation, you will be charged a $50.00 non- refundable fee.

Your signature below indicates:
A. You understand and accept this policy.
B. You authorize any third-party payment of medical benefits to this office on your behalf.




________________________________________
Print Patient’s Name



X_________________________________________				___________________________
 Signature of Patient 								Date




								





PATIENT HISTORY QUESTIONAIRE:

NAME: ________________________ AGE: _____ OCCUPATION: _______________ DATE: _______

							6. How long have you had this pain?	
1. When (roughly what date) did your 	
Present pain start?					Years       Months       Weeks	
______________________________ 		

2. Are you still working? Yes, No			7. How long have you had similar 
If no when was your last day on the 			 pain?
Job?							 Years       Months       Weeks
__________________________ 				
8. Have you had any of these diagnostic 
							  Studies?
3. How did the pain start? (Check the appropriate 			Yes     No           Date
box)							 X-Rays		 ___________
Suddenly     Pulling				CT		 ___________
Gradually Injury at work				Myelogram  	 ___________
 Lifting         Twisting				Electromyogram ___________
 Injured during sports				Discogram ___________
Falling          Hit from behind			MRI		 ___________
Bending       No apparent cause     			Sonogram	 ___________
Injured in an auto accident				Injections	 ___________


4. What activities make the pain			9. Have been hospitalized for your pain problem?
worse?							Yes 		No 
 Sitting		Coughing			 If yes # if times and dates
Standing    	Sneezing			_______________________________________					_______________________________________
Bending forward	Walking
 Exercise (after)					10. Have you had surgery for this problem?   
Bending backwards						 Yes	No
Exercise						If yes, how name times and dates?
						               ________________________________									________________________________
5. What reduces the pain?
Lying down 	Pain pills			11. Have you been hospitalized for other medical 
Sitting	Injection for the pain		problems?
Standing 	Muscle relaxant pills		If yes, Number of times and dates	
Walking	Nothing			      ___________________________________________							___________________________________________
Aspirin or anti- inflammatory pills
Manipulation	Other				12. What medication are you currently taking?
Exercises in physical therapy			________________________________________________
						________________________________________________
13. Do you take antacids? Yes  No
						18. What other types of health care providers have you 
						     Seen for this condition?_________________________
						 ______________________________________________

14. Do you have any of the following		 19. Do you want a report sent to your attorney?
Conditions?					
Stomach problems	Cancer			 Yes	No 	I have no attorney
Diabetes		Heart			   	 If yes, Please Provide their information	
Arthritis		Epilepsy		       ____________________________________________
Sexual difficulties	Gout			       ____________________________________________
Bowel or bladder	Weight loss
Other (Please explain)			20. Do you have any additional information that
______________________________________ 	       would be helpful us understanding your 
______________________________________              problem? ___________________________________	
______________________________________  	         ___________________________________________
						         ___________________________________________
15. Do you have any allergies? 
Yes	 No
If yes please list:
_______________________________________
_______________________________________
_______________________________________

16. Do you smoke?
 Yes	 No
If yes how many? How offend?
_______________________________________
_______________________________________

17.Do you drink alcoholic beverages?
Yes	No
If yes how offend?
______________________________________
______________________________________
______________________________________
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Patient Name: _____________________________________________ Date: ________________________

Review of System:
	Constitutional:
 Fever/ Chills
 Night sweats
 Sudden weight gain
 Sudden weight loss
 Unusual fatigue
 Loss of Appetite

HEENT:
 Headaches
 Dizziness
 Dry eyes
 Decrease vision
 Hearing loss
 Ringing in the ears
 Problem with smell & taste
 Source in mouth
Trouble swallowing

Cardiac:
 Chest pain
 Palpitations

Respiratory:
 Difficulty
 Persistent cough
 Wheezing

	Gastrointestinal:
 Heartburn or stomach gas
 Nausea & vomiting
 Constipation
 Diarrhea
 Dark of bloody stools

Genito- urinary:
 Problems with urination
Gynecological( female problems)

Endocrin:
Heat and cold intolerance
 Excessive sweating
 Excessive hunger

Hem/ Lymp:
 Unusual bleeding

Allergic/ Immunological
 Allergy

Musculoskeletal:
Swelling in other joints
 Joints pain
 Back pain
Neck pain
Muscle pain, aches or cramps
	Neurological:
 Losing your balance
Muscle weakness
 Paralysis of arms or legs
 Numbness or tingling of arms or legs
 Difficulty controlling urines
 Difficulty controlling bowels
 Problems with thinking
 Problems with memory

Psychiatric:
 Depression
 Anxiety
 Suicidal ideations

Skin:
 Skin rash or hives
 Recurrent infections

Other:
 Problems with social activities
 Smoking cigarettes
 More than 2 alcoholic drink per day
 Use of drugs not sold in stores





Additional Information:
_____________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________


Dr. Elbaz, Tamer



				PATIENT PAIN DRAWING

Name: _____________________________________________________________ Date: ________________________________

Where is your pain now?
Mark the areas on your body where you feel the sensations described below. Using the appropriate symbol mark the areas of radiation and include all affected areas.

	Aching 	Numbness	Pins & Needles	Burning	Stabbing
	 ^^^		    ===		ooo		   xxx		   ///
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How bad is your pain now?
Please mark with an X on the body form where the pain is Worst now.

Please describe how bad is your pain now:
No pain ______________________________________________________________________________
Worst possible pain ____________________________________________________________________
_____________________________________________________________________________________

PAIN PHYSICIANS NY
CONSENT FOR MEDICATION THERAPY

The purpose of this agreement is to give you information about the medications you will be taking for pain management and to assure that you and your physician/health care provider complies with all state and federal regulations concerning the prescribing of controlled substances. A trail of opioid therapy can be consideration for moderate to severe pain with intent of reducing pain and increasing function. The physician’s goal is for you to have the best quality of life possible given the reality of your clinical condition. The success of treatment depends on mutual trust and honesty in the physician/patient relationship and full agreement and understanding of the risk and benefits of using opioids to treat pain.

I have agreed to use opioids as part of my treatment for chronic pain. I understand that these drugs can be very useful, but have a high potential for misuse and are therefore closely controlled by the local, state, and federal government. Because my physician/health care provider is prescribing such medication to help manage my pain, I agree to the following conditions:
1. I am responsible for my pain medications:   I agree to take the medication only as prescribed. 
a. I understand that increasing my does without the close supervision of my physician could lead to drug overdose causing severe sedation and respiratory depression and death.
b. I understand that decreasing or stopping my medication without the close supervision of my physician can lead to withdrawal. Withdrawal symptoms can include yawning, sweating, watery eyes, runny nose, anxiety, tremors, aching muscles, hot and cold flashes, “goose fesh” abdominal cramps, and diarrhea. These symptoms can occur 24-48 hours after the last dose and can last up to 3 weeks.
0. I will not request or accept controlled substance medication from any other physician, health care provider, dentist or individual while I am receiving such medication from my physician/health care provide at the pain center.  
1. There are side effects with opioid therapy, which may include, but not exclusively, skin rash, constipation, sexual dysfunction, sleeping abnormalities, sweating edema, sedation, or the possibility of impairing cognitive (mental status) and/or motor ability. Overuse of opioids can cause decreased respiration (breathing). It is my responsibility to notify my physician/health care provider for any side effects that continue or are severe (i.e., sedation, confusion). I am also responsible for notifying my pain physician immediately if I need to visit another physician or need to visit an emergency room due to pain.
2. I understand that the opioid medication is strictly for my own use. The opioid should never be given or sold to other because it may endanger that person’s health and is against the law.
3. I should inform my physician of all medication I am taking, including herbal remedies. Medications liked Valium or Ativan; sedatives such as Soma, Xanax, Fiorinal; antihistamines like Benadryl; herbal remedies, alcohol, and cough syrup containing alcohol, codeine, or hydrocodone can interact with opioids and produce serious side effects.
4. During the time that my dose is being adjusted, I will be accepted to return to the clinics as instructed y my clinic physician.
5. I understand that opioid prescriptions will not be mailed. If I am unable to obtain my prescriptions monthly, I will be responsible for finding a local physician who can take over the writing of the prescriptions with consultations from my pain physician.
6. Any evidence of drug hoarding, acquisition of any opioid medication or adjunctive analgesia from other physicians (which includes emergency rooms). Uncontrolled dose escalation or reduction, loss of prescription, or failure to follow the agreement may result in termination of the doctor/patient relationship.
7. I will communicate fully with my physician to the best of my ability at the initial and all follow-up visits my pain level and functional activity along with any side effects of the medications. This information allows my physician to adjust your treatment plan accordingly.
8. I will not use any illicit substances, such as cocaine, heroin, etc while taking their medications. This may result in a change to your treatment plan, including safe discontinuation of your opioid medications when applicable or complete termination of the doctor/patient relationship. I will avoid use of alcohol.
9. For female patients:  If I plan to become pregnant or believe that I have become pregnant while taking this medication, I am aware that, should I carry the baby to delivery while taking these medications; the baby will be physically dependent upon opioids. I will immediately call my obstetricians and this office to inform them of my pregnancy. I am aware that opioids may cause birth defect, even though it is extremely rare.
10. I am responsible for my opioid prescriptions. I understand that: 
a. Prescriptions can be for a maximum of one month supply and will be filled at the same pharmacy.
Pharmacy Name:__________________________address:____________________________ City:__________ ST:____ Zip code:__________ Phone number:_______________________
b. It is my responsibility to schedule appointments for the next opioid refill before I leave the clinic or within 3 days of the last clinic visit.
c. I am responsible for keeping my pain medications in a safe and secure place, such as a locked cabinet or safe. I am expected to protect my medication from loss or theft. I am responsible for taking the medication in the dose prescribed and for keeping track of the amount remaining. If my medication is stolen, I will report this to my local police department and obtain a stolen item report. I will then report the stolen medication to my physician. If my medication is lost, misplaced, or stolen my physician may choose not to replace the medication or taper and discontinue the medications. If my pain medications are stolen, I will immediately contact the police and file a police report.  
d. Refills will not be made as an “emergency”, such as on Friday afternoon because I suddenly realize I will “run out tomorrow”.
e. Prescriptions can only be filled by a pharmacy in the State of New York.
f. Prescriptions for pain medicine or any other prescriptions will be done only during an office visit or during regular office hours. 
g. You must bring back all opioid medications and adjunctive medications prescribed by your physician in the original containers/bottles at every visit.
h. I agree to present myself, for a pill count within 24-hour notice upon the request of the doctor, with all remaining medications which have been prescribed by this practice. Failure to appear will be grounds for termination of the doctor/patient relationship.
i. Prescriptions will not be written in advance due to vacations, meetings, or other commitments.
j. If an appointment for a prescription refill is missed, another appointment will be mad as soon as possible. Immediate or emergency appointment will not be granted.
k. I authorize the doctor and my pharmacy to cooperate fully with any city, state, or federal law enforcement agency, including New York’s Board of Pharmacy, in the investigation of any possible misuse, prescription forgery, sale, or any other diversion of my pain medication; I understand that illegal substance use may be reported to the proper authorities. I agree to waive any applicable privilege or right of privacy or confidentiality with respect to these authorizations.

0. While physical dependence is to be accepted after long-term use of opioids, signs of addiction, abuse, or misuse shall prompt the needs for substance dependence treatment as well as weaning and detoxification from the opioids.
1. I will be seen on a regular basis and given prescriptions for enough medication to last from appointment to appointment, and sometimes two to three days extra if the prescription ends on a weekend of holiday. This extra medication is not to be used without the explicit permission of the prescribing physician unless an emergency requires your appointment to be deferred one or two days.
2. I agree and understand that my physician reserves the right to perform random or unannounced urine drug testing. If requesting to provide a urine sample, I agree to cooperate. If I decide not to provide a urine sample, I understand that my doctor many change my treatment plan, including safe discontinuation of my opioid medication when applicable or complete termination of doctor/patient relationship. The presence of a non-prescribed drug (s) or illicit drug (s) in the urine can be grounds for termination of the doctor/patient relationship. Urine drug testing is not forensic testing, but is done for my benefit as a diagnostic tool and in accordance with certain legal and regulatory materials on the use of controlled substance to treat pain.
3. I agree to allow my physician/health care provider to contact any health care professional, family member, pharmacy, legal authority, or regulatory agency to obtain or provide information about your care or actions if the physician feels it in necessary.
4. If I tired or mentally foggy, I will not drive, operate heavy equipment, or serve in any capacity related to public safety. I understand that this is likely to occur during dosage adjustments.
5. I agree to a family conference or a close friend or significant other if the physician feels it is necessary.
6. If I feel tired or mentally foggy, I will not drive, operate heavy equipment, or serve in any capacity related to public safety. I understand that this is likely to occur during dosage adjustment. 
7. I agree to a family conference or a conference with a close friend or significant other if the physician feels it is necessary.
8. If I have a history of alcohol or drug misuse/addiction, I must notify the physician of such history since the treatment with opioids for pain may increase the possibility of relapse. A history of addition does not disqualify one for opioids treatment of pain, but starting or continue a program for recovery is a necessary. I agree to participate in a detoxification program in prescribed by my physician.
9. I understand that non-compliance with the above conditions may result in a re-evaluation of my treatment plan and discontinuation of opioid therapy. I may be gradually taken off these medications or even discharge from the clinic.
I have read the above information or it has been read to me and all my questions regarding the treatment of pain with opioids have been answered to my scarification, I hereby give my consent to participate in the opioid medication therapy & acknowledge receipt of this document.

Patient’s Name    X_____________________________________        Date: ______/________/_________

Physician Signature X[image: https://lh6.googleusercontent.com/zm_MhEIrxVFgMYLPAxZXvllQSK3rHtyl35hufUJrNtDmP6BMLlP7vQLgBa0me7ep3RR425-t5aGnUryDet8SM99KP_1pfC4wWGNMKNcnWWnNq6x5azkRBbzpUqq8VO-tOg8lk_d2RuurCmpLew]        Date: ______/________/________






















Notice of Privacy Practices

This notice describes how medical information about you may be used and disclosed and how you can get access to this information so please make sure to review it carefully.

This federal Health Insurance Portability and Accountability act of 1996 (“HIPAA”) is to provide you with a description of the types of information that we gather about you, with whom that information may be shared, the safeguard that we have in place to protect it, and your rights to access and armed your health information. Because this notice only describes your privacy protections and other rights related to your medical information under HIPAA, you may be afforded additional protections and rights under other federal laws and /or State law that are not described in this notice. If the practices described in this notice meet your expectations, there is nothing further you need to do. If you prefer that we not share certain information, you may make a written request, as described below.

Our Pledge Regarding Your Medical Information:  We understand that information about you and your health is personal.  We are thus committed to protecting the confidentiality of your medical information. As part of our routine operations, we create records of the medical care and service you receive. We need this record to provide you with quality care and to comply with certain legal requirements. This notice applies to all of the records of your care, weather made by your personal doctor or other personnel. Whenever we use the term “medical information” in this notice, we mean information created or received about you that concern’s your health care and payment for that health care. This notice tells you about the ways we may use and disclose medical information about you. We also describe your rights and certain obligations we have regarding the used and disclosure of medical information.
Federal law requires is to:
· Maintain the privacy of your medical information.
· Provide you with notice of our duties and privacy practices related to your medical information.
· Notify you when there is a breach, or unlawful access, use, or disclosure of your information.
· Follow the terms of this privacy notice.
How We May Use and Disclose Your Medical Information: The following describes different ways that we may use and disclose your medical information. For each category of uses or disclosures we will explain what the category means and gives examples.
For Treatment:  We may use medical information about you to provide you with medical treatment or services. We may disclose medical information about you to doctors, nurses, technicians, medical student, or other facility personnel who are involved in taking care of you. For example: A doctor treating you for a broken leg may need to know if you have diabetes because diabetes may slow the healing process. In addition, the doctor may need to speak to the dietician in regards to your diabetes to determine an appropriate meal. Different departments of the facility also may share medical information about you to coordinate the different things you need, such as prescriptions, lab works, and x-rays. When necessary, we may also disclose medical information about you to people outside the facility who may be involved in your medical care. As Required By Law:  We will disclose medical information about you when required to do so by federal, state or local law. Worker’s Compensation:  We may release medical information about you to your employer’s insurance carrier, to the Worker’s Compensation Board or to similar programs.
Special Protection for HIV, Alcohol and Substance Abuse, Mental Health and Genetic Information: Special privacy protections apply to HIV- related information, alcohol and substance abuse treatment information, mental health information, psychotherapy notes (under federal law) and genetic information. If your care involves there special areas, please contact your health care providers or counselor for more information about these additional protections.
Legal Proceedings:  If you are involved in a lawsuit or a dispute, we may disclose medical information about you in response to court or administrative order. We may also disclose medical information about you in response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the request or to obtain an order protecting the information requested.
You’re Rights Regarding Your Medical Information
Right to Access and Copy: You have the right to request access to, and obtain a copy of information that may be used to make decision about you. This information includes medical and billing records, but does not include psychotherapy notes or information pertaining to an ongoing clinical trial. You have the right to request that copies of electron records be provided in electron form. To access and copy information that may be used to make decisions about you, please submit your request in writing to the facility’s Health Information Management Department.
If you request that a copy of the information be provided to you, we may charge a fee to cover the costs of copying, preparing and mailing the request. If you are denied access to information, we will provide you with a written explanation.
Right to a Paper Copy of this Notice: You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if you have obtained your notice electronically, you are still entitled to a paper copy of this Notice. You may also obtain a copy of this notice at our, www.nyc-gov/hhc. To obtain a paper copy of this notice, please request one from the front desk.
Complaints: 
If you believe you privacy rights have been violated, or have concerns about our privacy practice, you may file a complaint with the secretary of the department of Health and Human Services. To file please call the toll- free Complaint Hotline at 1-866-HELP- HHC. You will not be penalized for filling a complaint.
Other uses and Disclosures of Medical Information:
Other uses and disclosures of medical information that are not covered by this notice, or by applicable federal, state, and local laws, will only be made with your written permission. If you provide us with permission to use or disclose your medical information, you may revoke that permission, in writing at any time. If you revoke your permission, we no longer use or disclose medical information about you for the reasons covered by your written authorization. We are unable to take back any disclosure that we have already made with your permission and that we are required to retain in our records of the care that we provide to you.
Acknowledgement:
By signing and dating the form below, I acknowledge that I have received a copy of the New York City Health and Hospital Corporation’s Privacy Notice.

Print Patient Name: __________________________________________________
Patient Signature: ____________________________________________________
Date: ________/___________/_____________

If executed by a patient’s personal representative, please print your name in the space below:

Personal Representative’s Name: _____________________________________________

Personal Representative Signature: X __________________________________________










			




 (
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i ) OCA Official Form No.: 960
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA
[This form has been approved by the New York State Department of Health|

Patient Name Date of Birth Social Security Number

Patient Address

1, or my authorized representarive, request that health information regarding my care and treatment be released as set forth on this form:

Tn accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996
(IPAA), | understand that:

1. This autharization may include disclosure of information relating o ALCONIOL and DRUG ABUSE, MENTAL IIEALTII
TREATMENT, except psychothcrapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if ] place my initials on
the appropriate linc in Item 9(a). In the event the health information described below includes any of thiesc types of information, and I
initial the line on the box in Item 9(a), | specifically authorize release of such information to the person(s) indicated in Item 8.

2. 171 am authorizing the release of HIV-related, alcohol or drug treatment, ar mental health treatment information, the recipient is
prohibited from redisclosing such information without my authorization unless permitted to do sa under federal or state law. 1
understand that | have the right to request a list of people who may receive or use my HIV-related information without authorization. If
I experience discrimination because of the release or disclosure of HIV-related information, | may contact the New York State Division
of Human Rights ai (212) 480-2493 or the New York City Commission of Human Rights a1 (212) 306-7450. These agencies are
responsible for protecting my rights

3.1 have the right to revoke this authorization at any time by writing to the health carc provider listed below. | understand that | may
revoke this authorization except to the extent that action has already been taken based on this authorization.

4. 1 understand that signing this autharization is voluntary. My treatment, payment, enrollment in a health plan, or cligibility for
benefits will not be conditioned upon my authorization of this disclosure.

5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in ltem 2), and this
redisclosure may no longer be protected by federal ar state law.

6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b).

7. Namc and address of health provider or entity to release this information:

8. Name and address of persan(s) or calegory of person (o whom this information will be sent:
PAIN PHYSICIANS NY,PLLC 780 8TH AVENUE SUITE 201 NEW YORK, NY 10036

9a). Specific information to b released:
2 Medical Record from (insert date) o (insert date)
@ Entire Medical Record, including patient historics, office notes (except psychotherapy notes), test results, radiology studics, films,
referrals, consults, billing records, insurance records, and records sent to you by other health care providers.

@ Other: MRI, CT, EMG, X-RAY AND Include: (Jndicate by Initialing)
LABS AleoholDrug Treatment
Mental Health Information
Authorization to Discuss Health Information HIV-Related Information
() Q By initieling here 1 authorize

Initials ‘Name of individual health care provider
1o discuss my health information with my attorney, or a govermental agency, lsted here:

{Attomey Firm Name or Govemmental Agency Name)

10. Reason for release of information: 11 Date or event on which this authorization will expire:
Q At request of individual
Q Other.

12. 17 not the patient, name of person signing form: 13. Authority to sign on behalf of patient:

‘Al items on this form have been completed and my questions about this form fiave been answered. In addition, | have boen provided a
copy of the form.

Dater

Signature of patient or representative authorized by law.

* Human Immunodeficiency Virus that causes AIDS, The New York State Public Health Law protects information which reasonably could
identify someone #s having HIV sympoms or infoetion and information regarding » persan's contacts.
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INNOVATIVE PAIN MANAGEMENT SOLUTIONS




