& Bpjnnacle
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Welcome to Plonacle Pain Madigine.

Flease fili out the necessary new patien! paperwork in its
Entirety and bring with you to your appointment. Fallure to
Complete the paperwork will result in not secing the doctor
fnd vour nppointment will be rescheduled.

__Pobed Plack

____ Seett i Berlin, A0, DAKFM

American Board ef Anesibuosislogy upd Pain Modivine
___ Andrew ). Cettingham, MB, DABPA

Foard Contified :

Amiciea Board of Anexthesivlogy and Pain Medicing
___Aaren T, Lioyd, MD, DARPM

Amerizan Boand of Amerrhesiolapy dolf Pain Modicie
kﬂRm Ail, FIPP
Certificed )
American Boond of Ascstivesiviogy and lnsoreentional
Paln Medicins
__ Jeifrey L. Wnszermaa, 3D, BABTIM
Tiowrd Ceniflod
American Board of Ancsifisstolopy’ and Pain Medicine
___ Michael Phillips, M. DABPA
Board Centified
Amcrizen Beard of Arcsthesinlogy asd Pain Maodivine

has an appsintrment on

W’l@tﬁf‘ﬂ_ B-ad-13

T

Day of 1ha Weake LJ Date
Witk Sroit A. Berlin, MD, DABPM
Andrew L Cottingham, MD, DABPM

Jeffrey L. Wasstrman, MD, DABPM

Atthe following lcestion:

Agfington South Camvel Cliniz

B00 Wast Arbrock 9301 N Central Expressway
Sulte 120 Tower One Suite 200
Arington, Te 76015 Dallas, Tx 75231
2474684343 ST2-5726104
Aclington North Waxahachie

1001 Waldrep Br 507 Narth Hey 77
Vandergriif Bldg fiorthgate Plam

Buite 403 Seite 502

Aslington, Tx 76012 Waxahachle, Tx 76015
8174884342 725726101

Azron T. Lipyd, MD, DABPM

Michae! Phillips, MD, DARPM

17110 Dailas Parkway
Splte 120

Dallas, Tx 75248
9725726101

Piaase afrive at [east 30 minutes prior to your scheduted eppointment time. Pleaze remamber lo Complate ang
Bring ali the paperwork that you hove recaived from our office. You will aiso need to bring vour Insurance card and

Identification and Copay.

w&&® Plazge nole: If you atrive 15 minwtes late or you do not have the paperwork that we have sent you fill oot completely,
your appeintment maoy have to be reschedaled. ¥ you are unable to keep your appointment , please cancel within 24
haurs of your scheduled appolntmeant tfime, You will be charged & $25 cancellation fee if you do not cance! 24 hoves in

advance.

Clekuree

Do prrgerty Dealfars

-

Arfingam

= Phoae: 972-572-1740 » Fax: 072-283-4603
S leron .

sl Rt frash

.
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Dear New Patient:

We are giad that you have thosen Finnacle Pain Medicine for your pain
management healthcare needs. We appreciate the opporiunily fo freat vou and
want {0 make the pre-visit process as simple and convenlent as possible.

Therefore, we have provided the necassary forms online that the office and your
physician will uee during the course of your care, These forms need to be filled
out in their entirety and given to the receptionist when you sign in for your
first visit.

it is our goat lo see pafients as close as possible to thelr scheduled ime, so
please plan to amive in the offica 30 minutes prior fo your appoiniment. There
will be a few remalning in-office preparations to be completed prior fo your being

seen and they need to be finalized by your scheduled appointment time,
We appreciate your understanding and look forward to the opportunity of having

you as our patient. If you have any questions, please fee! free to call the office of
your scheduled appointment.

Thank yuu for your cooperation,

The Physiclans and Staff of Pinnacie Pain Medicine
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NOTICE OF PRIVACY PRACTICES
TH!S NOTICE DESCRIBES HOW HEALTH INFORMATION ABOUT YOU MAY BE USED AND
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION
PLEASE REVIEW IT CAREFULLY

Finnacle Anesthesia Consultants, P.A., Pinnacle Consulftants, L.P. ("Pinnacle™) and Pinnacle Pain
Medicine are affiiated entities that have entered info an Crgenized Health Care Arrangement and are
jointly issuing this Notice of Privacy Practices about the information we share in common and your
legal rights and our common duties with respect to your health information.

DUR YO

We understand that health informnation about you and your health care is personal. We are
committed to protecting health information about you, We create a record of the care and services
you recelve frem us. We need this record to provide you with quality care, bili for your care, and
comply with legal requirements. This notice applies to all of the records of your care that we
maintain, whether made by our staff and authorized frainees, or by your personal doctor. This notice
tells you about the ways in which Pinnacle may use and disclose health Information about vou. We
also describe your rights to the health information we keep about you, and desaribe our obigafions
regarding the use and disclosure of your haalth information,

Pinnacle doolors, nurses, pharmacists, laboratory technicians, and other health care professionais
may use health information about vou 1o provide vou with health cars reatment or services. We may
also disclose health information about vou to olhers who are involved in teking care of you, For
example, we may send health information about you to a speciaiist as part of a refarral.

Pinnacle may use and disclose health information about you fo obtain payment for the treatment and
services you receive from us. For example, we may send billing information to your insurance
company or Medicare, Wa may aise tefl your Insurance company about a treatment you are going to
recejve to oblain prior approval or fo determine whather vour plan will cover the trealment. Pinnacle
may send you a stalement of your account if payment is due from you. We may send the guarantor
{responsible party for payment) monthiy statements for charges for all patient's under that guarantor.

Pinnacle may use and disclose health information about you to support our health care operations.
For example, we may use health information to review the freatment and sarvices and to evaluate the
performance of our staff in caring for you. We may combine heaith information 2boul many patients
{o decide what additional services we should offer. We may remove information that identifies you
from this set of health Information so others may use it to siudy health care deiivery without leaming
who our specific patients are,

Wa may disclese information to notify a family member or ather person responsibie for your care
about your condftion, status, and locaticn,
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Pinnacle Anesthesia Consultants, P.A.
Pinnacle Consuitants, L.P.

if you are admitted and unless you tell us otherwise, we may provide your name, b?a!inn in the
hospital, and your general condifion {guud. fair, ete.) for information to be included in 2 patient
directory and make this Information available 1o anyone who asks for you by name.

We may use and disciose health information o contact you for an appoiniment reminder, 1o tell you
about health-related services or recommend possible treatment options or alternatives that may
be of interest fo you, or to contact you about supporting our fundralsing efforts,

Subject to certain requirements, we may use or disclose health information about you without your
prior authorization for other reasans:

We may give out health information about you for public health purpeses; fo report abuse or
neglect; for health oversight reviews; in research sfudles; for funeral arrangements and organ
donztion; in response to special law enforcement requests, valid judicial or administrative orders, or
for authorized national security and intefligence aciivifies; for workers’ compensation purposes; to
avert a sericus thraat io your health or safely or those of the public or another person; and when
required by law. If you are or were a member of the armed forces, we may release information
about you as required by mililary command authoriliss or the Department of Veterans Affalrs. if you
are an inmate of a comrectional institution or under the custody of 2 law enforcement official, we may
release health information about vou to the comeclional institution or law enforcement official.

in any cther situation not covered by this notice, we will ask for your writlen authorization before
using or disciosing your health information. You may revoke fhis authorization for any subsequent
disclosuras by notifiing us in wrifing.

YOUR RIGHTS REGARDING HEALTH INFORMATION ABOUT YOU

‘fou have the right fo request in writing that you inspest and oliain a copy of the hesith information
that we use to make decisions about your care. We may charge a fee for the costs of copying,
mailing or other supplies and services associated with your request  If we deny your recuest to
inspect or oblain & copy in cerlain limited circumstances, vou may request that the denial be
reviewed. Anocther licensed health care professional chosen by Pinnacle will review your request and
the denial and we will comply with the outcome of that review,

If you believe that health information we have about vou Is Incorrect or incomplete, you may make
written request tc ask us to amend information. The request shouid state the reason for the
amendment and speclfic information to be amended. The amendment must be limited to one page.
Any amendment we make to your health information will be disciosed to those with who we disciose
information as previously stated.

We may deny your request for an amendment i the information to be amended was not created by
us, is no longer maintained by us, is not part of the informalion which you would be permitted to
inspect and copy; of is accurate and complete. We will notify you if we deny your request for
amendment and you may appeal, in writing, our decision. Any statements of disagreement or rebuttal
WFH;? !il‘kedﬁgm heaith information and made a part of any subseguent disclosure we make of
suc lEﬂi.'.H!I"IB_ -
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Pinnacle Anesthesia Consuitants, P.A,
Pinnacle Consultants, L.P.

You have the right o make a wiitlen request for a list of disclosures we have made of your health
information, except for uses and disclosures for treatment, payment, and healih care operations, as
praviously described, and those for which you have authorized disclosure. Your request must state a
fime pericd which may not be longer than six years and may not include date April 14, 2003, We will
net charge you for the first list you request within 2 12-month perlod, additional requests will ba
charged according to cur cost for producing the ist. We will notify you of the cost involved and you
may choose to withdraw or modify your request at that time before any costs are incumred.

You have the right to reguest a resfriction on the health informetion we use or disclose about you
for treatment, paymeni, or health care operalions. There may be risks associaled with such
restrictions and we may ask you to acknowledge these risks in writing for centain requests you may
make, We are not required lo agree to your request for restrictions if it is not feasible for us to
ensure our compliance or believe it will negatively impact the care we may provide you. If we do
agree, we will comply with your requast unless the Information is needed o provide you emergency
ireatment.

You have the right to request, In writing without requiring you to slafe a rsaseon, that confidential
communications with you be made In an alternative manner or location. We will accommadate all
reasonable reguesis. Your request must speclfy how or where vou wish to be contacted.

WRITTEN REQUESTS

If you have any quesfions about this nolice, please contact Pinnacle Parnars In Medicine, to the
atiention of the Privacy Officer at 13601 Preston Road, Suite 1000 W, Dallas, Texas, 75240 or call
{872) 715-5000.

COPIES OF NOTICE AND CHANGES
You have the right to obizin a paper copy of this nolice at any time.

We reserve the right to change this notice, and to make the revised or changed nctice effective for
health information we already have about you as well as any information we receive in the future.

COMPLAINTS

if you are concerned that your privacy rights may have been violated or you disagres with a decision
we make about your healti: information, you may contact Pinnacle's Privacy Officer at 13601 Preston
Road, Suite 1000 W, Dallas, Texas, 75240, or call (972) 715-5000. You may also send a wriiten
compiaint to the U.S. Depariment of Heslth and Human Services, We can provide you with the
address.

Under no circumstances will we sver ask you to waive your rights under this nofice or retaliate
against you in any manner for filing a complaint.

Flease sign the attached acknowiedgement that you have recsived our Notice of Privacy Practices,
effective April 14, 2003,
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PINNACLE PAIN MEDICINE PATIENT QUESTIONNAIRE

Patiea: Name: @ls'"‘xi P L“-'K Referring Physician: Aﬂ_igs } 'QJ_ : -
rge B paeorsin D_q_w_ﬂ_gq' Punily Dicr: () .-{LLM_%

wasthisduetoan V(. oo O\ [ 25 /0613
@z’%‘(- Bﬁmﬁﬁbwﬁ injury{ Y8 / No { /
Crendfest Area of I‘nix@ L= E Please ikvis

(Mher Areas of Pain -""I.TJJL & *', / iﬁs {k_J ﬂwt_
When did it start (molyr)? _O.l_ll’w o I i e s b IR
Pleass shade in your areas of pain on the picture below:

feate your pain on & scabe of | (best) 1o 10 {worst) af its most SEVERE:

wet @ 1 2 3 4 EF & 7 @ 9 1§ gt

Rate your pain on a scale of 0 [best) 1o 10 {warst) TODAY:

e O L 2 003 4 5 6 (".I'; B 9 10 waen

{tate your pain on 2 scale of O (hest) te 10 (worsl) at ils BEST:

bemr O T B 9 I ey

12 @ i 5 6
3
Pam js- Coastant LY Intenmnitient

. Wihat makes your What makes your pain
Haow do you deseribe i s ghean ¥ e
o your puin? ! % arching your back L,_. nctivity
i e =
[ jochine | | ending over [ _| sitting
1 i . | bowel movements standing
Y i b1 cocking Iving down i
{3,Z] slecirical i ceuigching * | walking '
iy kmifelike | zefiing cut of a chatr Lt Stratching e
|_ i’ sharp lylng down . L Tiot bath o shower
[l shooting | il sex LA application of heat e
1:__ subhing | _-Si_ﬂ.ﬂﬁ__ I NP '[‘.f"'"lr.r.
| stingipe ) sacezing Lot " relaxation I
| thipabbing . standing P T messape
; =t e =
IV towling | V] wigting i | TENS unit
.:__ twethacke vieunming SEuplncniTg .
i OTTHER; walking chiropraciors i
i elimbing stairs previous njections |
r_ wa_ltilna down a hill "@ medicaticns
[ | graes oo oo LT phwvsical thermpy
' oA lifting it rost .
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Do you have any of
Where? - the foflowing,
Bprams (o s symptoms?
ﬂ__m.i Li:'__ o
ftos el Fer it s
ik ebnermal brufsing |
-] allergic rash
o sf L) anxiety
or bledder change blceding
When is your pain the wors:? chest pain
HmWnin ] Midda Eg'é;nhu IIJ/Night | cold iniolerznce
. R confuzion 2
i 1% ; i i id { o constipation —
l4ave you iried any of the following for your current pain? End it help YES NO ik
Bracing ] % cramps
Chiropractor ] L] i | depression
injections i i diarhes
Medication . i | diptopis - double vision
Oral Steroids { | edema
Physical Therapy ] fatigue
Surgery fever
TENS Unit | headaches
hearing loss
|| _heat intolerance
Do you have or have Have yon had surgery before? incontinence
vou had any of the foHowing? || indigestiondheartbun
v v vear? | 7] Jnsommnia-slecp difficulty
1:“__ Heart attack | Back surgery i fching
Hyperiension neck surgery/fusion joint pain
__ | Chiest pain {angina} ] lumbar spine surgary memory loss
congesiive hear failyre tumbar fuston ) nausea .
|| Awial forillation Cardisc surgery [ pain af night
{__| Asthma bypass v@lﬂiﬂﬁm
{___| COPD (emphysemu) angioplasty rash
| Lung disease pacemaker/AICD | meearrent infections
Kidoey fuilure/disease Hysterectomy 181 gestless |
Cirrhesis appendeciony A sewunl l'.ﬁiilmunn e
Liver disense tonsillectomy shoriness ol breath
! Hepatitis A? BT C? cholecysiectomy =are throm
| Diabetes insulin: Yes/No Camcer SUrgary | swents
Thyroid probiems lung surgery syncope - dixziness
Peptic ulcars brain surpery linnilus - ringing In ears
Siroka or TIA's earpel tunnel release Iremors
{ .| Seizures knee arthroscony | unusial weiglit pain
Multiple sulorosis 1otat krse replacement unusual weight loss
Bleeding disorders cesarean seclion urinary [requency
Sickle coll disense __ | breast hiopsy .| urimary hesitancy
HiV or immune diseases Other: verligo
Aleoholism g vision loss
L { Dreug addiction : weakness
{1 Paychiatric digorders l wheezing ;
Other; :
Mame; ! ; L k_/_zg E_%'_ L L’ tﬂﬁﬂ: of Birth: 0 7 (M I’QG%
L
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List A IL Medications you sie now takiug: Name:ﬂ}?d%{r{_ O L Kf Dute of Eiﬁh:_w

How many per Plensc List any medications which vou hdve tried
o Medication: Dose day which did not belp your pain:
e~ s i; G0 ey <%
8
: L
li"“ph C—-C(@-ﬁ ___‘j_:l—TML}' P
m b\“— Have you had side effects from pain medications?
Medicine Side Effect
ALLERGIESTO [
MEDICATIONS: NO
Fumnily History:
Living Deceased Family Member Please list their major hezlth problems
L] !'_‘3/ Mother Dbt s o
Lf}'ﬂ'f E Father T ryceld )
~Hrethers
2. O Sisters okt j Heer t
v 0 Children o o

Personal History: H './A & .
Oecupation: 5;(\\;'! [ { {,,.Aﬂhif-f-ﬁ.a. Currently Working? Yes B/Nu £l

Are you receiving disabiliy? Yes ] No V Disability diagnosis: _ e
Marital Stzius: TIMarried [} Single [ | Divorcod E/wmmm:d

3o you live [;}‘ﬁrdupmdcm!y ar [} do you require home health assistance or [ in an assisted facility?
Do vou smoke?  Yes[ ] W{f/ Amount: :

Do wou drink alcohol?  Yes Ne [] Amgunt: 9\ Lt LQ"'J"-S‘

Do you use illegal drups? Yes[ ] No EE'/ Describe:

Did yoa, within the past year, want or need to cuf down on controlled substance use? Yes[ ] No EE’/

Have you been annoyed or angered by someone else complaining of your drug or alechol use? Yes Mo B/

Have you felt guslry about the consequences of prescription drug or alcohol use?  Yes{ ] No

Jr B

Do vou use a drug or aicohot in the morning a8 an “Eyve apenes™ for “withdrawal™ or a hangover? Yes ] e

— %C,. A LEE 9 e
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WARNING REGARDING PHYSICAL DEPENDENCE
OF CONTROLLED SUBSTANCES

Physical dependence andfor tolerance can occur with the use of controlled substances.

Physical dependence means thal if the controlled substance Is abruptly stopped or not
taken as directed, a withdrawal symptom can cceur. This is a normal physiological
response. The withdrawal syndrome could include, but not exclusively, sweating,
nervousness, abdominal cramps, diarrhea, goose bumps, and alterations in one's
mood.

it should be noted that physical dependence does not equal addiction. One can be
dependent on insufin to treat diabetes or dependent on prednisona (steroids) to treat
asthma, buteone is not addicled fo the insulin or prednisone.

Addiction is a primary, chronlc neurobiolegic disease with genetic, psychosocial and
snviranmental factors influencing its development and manifestafion. It is characlerized
by behavior that includes one or more of the following: impaired control over drug use,
compulsive use, conlinued use despite harm, and cravings. This means the drug
deereases ona's quality of iife.

Tolerance maans a sitate of adaplation in which exposure to the drug induces changes
that result in diminution of one or more of the drug's effects over time. The dose of the
controlled  substance may have to be titrated up or down to a dosa that produces
maximum funclion and a realistic decrease of the patient's pain.

it may be deemed necessary by your docfor that you see an addiction madicine

specialist at any time while receiving controlled substance medications. Understand that |
if you do not attend such an appointmant, your medleaticn may be discontinued or may
not be refifled beyend a tapering dose to completion. if the specialist feels that you are

at risk for addiotion or psychological dependence, medications will ne longer be refilled.

P p53[3213
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GUIDELINES FOR OPIATE THERAPY

Side affects for Oplate/Narcotic Medications may l_nclul:le.., ) :
» Drowsiness, sedation, disorientation, resufling in falls and resultant significant injury

Constipation and bowel obstruction, possibly requiring surgical intervention and potentially
resuiling in ischemic (dead) bowel, sepsis and death

Allergic andfor anaphylactic reactions to the medicaticns maulting in hypotension {low blood
pressure), tachycardia (fast heart rate), arthythmia (imegular heart rhythm), respiratory or
cardiac amest and death

Respiratory depression resulting in respiratory arrest and/or death, as well as resultant cardiac
arrest andfor death

Tolerance to the medication may develop afier long-term use, which means that vitimately this
medication may become less effeclive

Physical dependency, psychological dependency and addictlon are possible with all narcotic
medications. These situations may resuit in discontinuation of the pain medication by vour
doctor.

Withdrawal phencmenon may occur with abrupt disconlinuation of the pain medication. This
may cause significant side effects such as heart paipitations, diaphoresis (sweating), anxiety,
nausea, vomniting, elevated pulse and biood pressure. Do not abruptly discontinue this
medication, Your health care provider will guide you on how to stop narcotice using a slow
weaning pracess.

Precautions while taking Opiate Medications:

Patiants taking anticoagulants {blood thinners) are at particularly high risk of any kind of
treuma (falls, etc.) as a resultant fife-threatening hemorrhage, intracranial bleeding, or death
may accur.

The aldery may exhibit marketed or dramatic side effects from narcotic medications, even in
low doses,

Patients with other significant medicai problems (Including heart or lung diseass) ars at high
risk for complications related to the use of narcotic medications.

Pafients taking sedative madications or central narvous sysiem depressants should use
narcotics sparingly and in reduced doses due {o additive and/or synergistic interactions and
greater than expected or enhanced side effects.

Marcolic analgesics should not be used during pregnancy.

Ta[-ae precautions with the following activities while taking Opiate Medications:

Any kind of activity where judgment is required (i.e. driving, signing important decuments,
caring for the sick, the elderly, or the very young).

Narcotic medications may affect the abifity to drive or operate machinery. d

Avoid working on high-risk area (Le, construction sites, elevaled work sites, working with
power tools, efc.).

Drinking alsehol is prohibited while an narcotics due to potent and unpredictable enhancement
of central nervous system depression if these two substances wers taken

If r;,mu Eﬂﬁrﬁancﬂ the side effects such 2s sedation with opiats use, do not pammpafe in the
apove aglivities

:fnyuh:’f r:;ue questons regarding these items, piease ask your physician or nurse practifioner during
ul‘

LS
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-7 SOAPP® Version 1.0

The following ave sowe guestions given fo all patfents ar the Pain Management Center vha
are ou or being considerad for opivids for their pain. Flease answer each gquestion as ronastly
as passible. Tiis informetion i for our records ad will remain confidential. Your answers
alone will not deteriine pour treatment, Thawk pan,

Please answer the questions below using the following scale:
0= Never, 1= Seldom, 2= Sometimes, 3 = Oftan, 4 = Very Often

I. How aften do you have mood swings? @2 34
1. How often do you smole a cigarette within an howr afler
you woke up? @l 234

3. How often have any of your family members, including parants

and grandparents, had a problem with aleohel or drugs? {!(DZ 34
4. How often have any of your close friends bad a problem with

alenhol or drops? 0)1 23 4
5. How often have others suggested that you have a drug or

slcohol problem? /12 3 4
€. How ofien have you attended an A4 or NA meeting? 1234
7. How ofien have you taken medication other than the way that it

wus prescribed? b/1 2 3 4
8. How often have you been traated for an aleohol or drug problem? @z T
8. How often have your medications hees lost or stolen? @ 123 4
10. How aften have others expressed concem over your use

of medication? @ 1234

Anflexxion® amwos meedon, ine. Al fights msarved. 320 Nendham Streal Suils 100, Nawton, MA 02454 e
st + Phone [697) 3326028 « Fax (517) 3329620 « wwalnfsxodon.com ®
e The Scraener and Opiold Assassmaat for Paients with Paln was deveinped with

&N unresiriched grant from Endo Pharmacotificads Inc.
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0 = Never, 1 = Seldong, 2 = Sometinies, 3 = Often, 4 = Very Often

Li. How often have you felt a craving for medication? @ 234
i2. How often have you been asked 1o give a urine sereen

for substanee nbuse? 1234
13. How ofien have you used illegal drugs (for axampls,

mmrijuena, cocaine, ete) In the past five years? 1] 234
i4. How often, in your lifetizne, have you had legal problems or

been arrested? 0)1 2 3 4

Flease include any additional infermation you wish abaut the cbave answers. Thank you,

"~ Phong (617) 332-5008 » Fax (§17) ST2-1830 + weneinfaioton s
L The Screener and Gploid Assessment fior Patients with Pain was daveloped with
&n unaresidcied orant from Ends Pharmeceuicals inc.
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PM'IENTWMITY& EERIENT FOR CONTROLLED SUBSTANCE PRESCRIPTIONS

NAME OF PATIENT: L - DATE: 0‘?{ >3 [ 33

T0O THE PATIENT: As @ petlent, you have the rght to be informed ahout your cosdition and the recommended
medical or dizgnostic procedure or drug therapy to be used, so that you may make the informed decision whether or
nat to take the drug after knowing the risks and hazards invelved. This discinsure s not meant to scare o alarm you,
but rather it is an effort to make yau better informed so that you may ghe or withheld your consent/permmission o
use the drug(s) recommended o vou by me, as your physician, For the purpose of this sgreement the use of the
word "physician® is dafined to ndude not anly my physidan bt also my physician’s suthorized assaciates, technicai
assistants, nurees, staff, and sthar hezlth care providers as might be necessary or advisable to treat my condition,

CONSENT TO TREATMENT AND/OR DRUG THERAPY: | voluntarly request my physician [name ot bottom of
apreement) te trest my conditlon which has been explained to me as chranic pain. | hereby acthorize and give my
voluntary consent for my physidian to administer or write prescriptlon(s) fer dangerous andfor controlled drups
{medications) a5 an alement in the treatment of my ctironlc pein,

it has been explained to me that these medication{s) include apiold drugis), which can be harmful if taken without
medical supervision, | further understand that these medication{s} may lead to physical dependence snd/or addiction
and may, Uke other drugs used In the practice of medicine, produce adverse side effects or results. The alternative
methods of tregtment, the possible risks involved, and the possibilltles of complications have been explained to me
as listad below. | understand that this listing is not complete, and that it only describes the most cammon side effects
or reactions, and that death Is also 3 possibility 25 2 result from taking these medication(s).

The specific medicotion(s} thot my physician plons to prascribe wifl be describied seporate from this agreement. This
Includes the use of medicotions for purposes different thon what hove bees approved by the drig compony and the
goverament [this is semetimes referred to o5 "Off-label” proseribing], My physicien will exploin bis treotment plan{s)
for me.

REGARDING SIDE-EFFECTS: ! understand that the most common side-gffects that could eccur in the use of contralled
substances used in my treatment Include but are not limited to the foliowling: constipation, nausea, vomiting,
excessive drowsiness, itching, urinary retention {inabliity to urinate), orthostatic hypatension{iow blood pressure),
arrhythmiastirregular heartbeat], insomnla, depression, impairment of reasoning and judpment, respiratory
depression {siow or no breathing], Impatence, tolerance to medication|s), physical and emational dependence or
even sddiction, and death. | understend that it mey be dangerous for me o operate an automobilz or other
machinery while using these medications and | may be impaired during ail activities, Including work. | also
understand that cperating @ motorized vehicle while t2king thess medicaticns may lood to a3 comvictlon of driving
while under the influence if it Is determined that | am Impafred,

The aiternative methods of treatment, the possible risks involved, and the passibiiities of complications have bhaen
explained 3o me, and | 5t dosire to recelve medication(s} for the treatment of my chronic patn.

The goal of this treatment is to help me gain control of my chronic pain in ordar to live a more praductive and active
tife. 1 realize that | may have a chronic Hiness and there is a imited chance for complate cure, but the goal of aking
medication(s] on a reguiar basis is to reduce {but probably not eliminate} my pain so that | can enjay an improved
guality of ife. | realize that the treatment for some will require prolonged or continuous use of medicatian{s), but an
mppropriate freatment goal may also mean the eventual withdrawal from the vse of ol medication[sh. My treatment
plan will be taflored specificalty for me. | understand that | may withdraw from this treatment plan and discontinue
the use of the medication(s) at any time ard that | will notify my physiclan of any discontinued use. | further
understand that | will be provided medical supervision if neaded when discontinuing medication use,



| understand that no warranty or guarantee has been made to me 25 to the results of any drug therapy or cure of any
condition. The long-term use of medications to trest chronic pain is contreverslal because of the uncertainty
regarding the extent to which they provide fang-term beneflt. | have been given the opportunity to ask questlans
ahout my conditlon and trestment, risks of non-treatment and the drug therapy, medical treatment or dlagnastic
procedusels) to be used 1o treat my condltion, and the risks and hazards of such drug therapy, treziment and
procedura(s), and | believe that | have sufficient information to give this informed consent.

For fermale patients only: Ta the best of my knowledge | am NOT pregnant. | accept that it Is MY responsibility 1o
Infarm my physician immediztely If | become pregnant. If | am pregeant or am uncertain, § WILL NOTIFY pay

PHYSICIAN IMMEDHIATELY.

Al of the abeve possible effects of medication{s] hava been fully explained to me and | understand that, 2t present,
there have not been enough studies conducted on the long-term use of many medication{s) i.¢. opiolds to assure
complete safety to my unborn child{ren). With full knowledge of this, | consent ta its use and hold my physiefan
harmiless far injurles to the embrye/ fetus [ baby.

That this pain management agreement relates to my vse of any and all medication{s) (L., oplolds, also called
‘narcotics, painkillers’, and other prescripticn medications, etc.) for chronic pain prescribed by my physician. i
understand that there are fedarsl and state laws, repulations and policies regarding the use and prescribing of
controlied substance(s). Therefore, medication{s) will anly be provided so long as | follow the rules specified in this

Agreement.

My physlclan may at any time choose to discontinue the medication{s). Failure to comply with any of the following
guidelines and/er conditfons may cause discontinustion af medization{s) andfor my discharpe from care and
treatment. Discharge may be immediate for any criminal behaviar:

1. My progress will be perodically reviawed and, if the medication{s) are not improving my quality of life, the
medications{s} may be discontinuzd,

2. | wili disclose to my physician off medicationfs} that i take st any time, prescribed by any physician. This
disclosure will Include any herbal remedies, since controlled substances can intaract with over-the-counter
medications and other prescribed medications, especially cough syrup that contains alcohol, codelne or
hydracodane,

3. 1 will receive cantrolled substance pain medication(s) only from ONE physician unless It is for an emargency or
the medication(s] that is baing prescribed by another physician Is approved by my physician. Information that |
have heen receiving medication{s) prescribed by other doctors that has ot been approved by my physician
may lead to a discontinuation of medication(s) and treatment.

4. | will use ONE pharmacy, where possible, to obizin ail controfled substanres preserbed by my physician,
Should the need arise to change pharmacles; Pinnacle Pain Medicine will be notified. in addition, | will provide
my pharmacist a2 copy of this agreement, | authorize my physician to release my medical records to my

e Wl 1S o214 39F A5 |
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5. Vwill use the a5 directed by my physiclan.

6 | will pot use MARLUANA for medicnal or recreational purpoces while recelving controlled substance
prescriptions, unless there Is a change In Texas leglsiation to legalize it for medicinal use.

7. 1agree not to share, sefl or otherwise permit others, including my famlly and friends, to have access o these
madications. ! will not allow or assist In the misusefdiversion of my medication; nor will | give or sell them to

anyone else,

20 DS{%(@@I"J



8. iunderstand that my medicztion{s) will be refilled on 2 regular basls. | understand that my prescription(s) and
my medication{s) are exactly like money. | 2m responsibie for keeping my pain medigation in a safe and secure
place, such as a locked cabinet or safe. Stolen medications should be reposted to the police and to my
physician immediately. if either are fost o stalen, they WILL NOT ba replacad,

g, Refilijs) whil not be ardered before the scheduled refill date. However, sary refillls) are allowed when | am
traveling and | make arrangements in advance of the planned departure date. Otherwice, I will not expect ta
receive additional medicationds) prior to the time of my next scheduied reflil, even if my prascriptionis) run cut.
Only my prescribing physician or his/her surrogete can datide to Increase my medicatien{s) dosage. |
understand that saif-medicating will result in running out of my medication{s) eacly and that | will not be
granted an early refill.

10, | understand that | am responsible for providing 42 to 72 hours notice on any refilifs). | understand that if |
make a refill request after 12-00 pm it wifl not be processed untll the following day, and that refill request(s]
will nat he taken on Fridays, weekends, ar holidays since the on-call physician cannot prescribe these safely for
me.

11. | snderstand that there are side effects with controlied substances which may inchude, but not exclusively, skin
rash, constipation, sexual dysfunction, sleeping abnormalities, sweating, edema, sedation, or the possibility of
Impaired cognitive end/or motar ehility, Overuse of cantrolied substances can cause decreased respiration.

12, if | have a history of alcohol or drug misuse/addiction, | will notify the physician of such history since the
treatment with controlled substances for pain may increase the possibliity of relapse. A history of addiction
does not, in most Instances, disqualify one for trzatrment of paln with controfled substances but starting or
continuing a program for recovery is a must.

13, if the responsible legal authorities heve questions concernling my trestment, 55 might accur, for example if |
obtzined medications at sevaral pharmacies, all confidentiality Is walvad and these authorities may be given
full access to Pinnacie Pain Madicine records of controlied substances administration. In the event that | am
arrested or incarcerated related to legal or ilegal drugs, refills on controfled scbhstances will not be given to
o,

14, | hereby give my physician permission to discuss ali diagnostic and treatment details with my other physicianis)
and pharmacists] regarding my use of medications prescribed by my other physician(s) 2nd agree to allow my
physician to contact any healthcare professionsl, family member, pharmacy, legal authority, or regulatory
2gency to obtaln or provide information about my care or sctions, if the physician feels it is necessary.

15. 1 sgree to submit to urine sndfor bleod screens to detect the use of non-proscibed and prescribed
medication{s) at any time and without prior warning. if | test positive for Hiegal substancefs), such as marijuana,
amphetamines, cocine, eic., this may be grounds for termination of the doctar/patient relatonship at the sole
discretion of my physiclan. If | decide not to provide 2 urine sample, | understand that my physician may
change my treatment plan, including safe discominuation of any conrolled substances when applicabie or
complete termination of the doctor/patient relaticaship. Urine drug testing is not forensic testing, but is done
for my benefit as a diagnostic taal and In accordance with certaln legal snd regulatory materfals on the use of
contralled substances to treat pain. | ascapt responsibility for the cost of the urine drug test in the avent that
my healthcare coverage will not cover the cost of this test,
| am also aware that my physician may refer me to the on-staff professional counselor, or that 2 consult with,
or referral to 2 quelified professional, such 25 an addictionaloglst, or a professionsl who specializes in
detorfication and rehablfitation and/or cognitive behavioral therapy/psychotherapy may also be pravided if
my physician feels it 's necessary.

16. | understand that sny evidence of drug hoarding. scquisition of any controlled substances from other
physicians {which Includes emergency rooms), uncontrolied dose escalation or reduction, loss of prescriptions,
or fallure to follow the agresment may result in termination of the doctorfpatient relationship,



LCERTIFY AND AGREE TO THE FOLLOWING:

i

| am not corrently using Hllegal drugs or sbusing prescription madication{s) and 1 am oot undergoing
treatment for substance dependence {addiction) or abuse. | am reading and making this agreement while In full
possession of my faculties and nat under the influznce of any substance that might impair my judgment.

i have never been Inwolved in the sale, Miegal possession, misuse/diversion or transport of contrafled
suhstanze(s) {narcatics, sleaping pills, nerve pills, or painkillers] or illegal substances {marijuana, cocaine,
heraln, etc.)

Mo gusrantee or nssirance has bean made a5 to the reswits that may be obtained from chronic pain
treatment. With full knowdedge of the potential benefits and possibla risks involved, | consent to chronic pain
treatment, since | realize that it provides me an apportunity to lead & more productive and active [ife.

| have reviswed the side effects of the medication(s) that may be used in the treatment of my chronic pain. |
fully understand the explanations regarding the benefits and the risks of these medication{s) and I agree to
the use of these madication(s) in the treatment of my chronic pain,

| understand that if | viclate any of the above conditions, my prescription for controfled substances may be
terminated immediately, If the violation involves obtaining controMed substance medications from another
individual, or the use of nan-prescribed Mhicit drugs, | may also be reported to all my physiclans, medical faciiities and
appropriate authoritles, .

t have read this agreement and the same has been expialned to me by Pinnacle Pain Medicine staff, in addition, | fully
understand the consequences of violating this agreement may Include cessation of therapy with controfled
substances and/for discharge from Pinnacle Paln Medicine,

(Qobet Ol 55 >3] 533

Patient Signature

Physlclan Signature (or Appropriately Authorized Assistant) Date

[Axlgceens

Mamne and contact for the Pharmacy



& Bpinnacle
g ®Pain Medicine

REGISTRATION FORM
[Preass Print)
Teday's Dale ¢ M 5 Primym i
IPATIENT INFORLIATION : } ' : e
Patianls Last Name Flrst Mid:Be ¢ Mariis! Stetus (Clrcle Do)

Clocll Dbt A |l B g

15 (lpfour mgal neme? | M nat, wht bs pour legal neme? | (Fermar Name) Race | Se

for OGN | Iﬂ?rﬂé:ﬁgﬁ' 4q| W & ar

Slwel Address : Z1P Code | Social Sacurity CelthoneNz:{ ) A4 FA47T7S

g -P | g 2522 HYSLS 3,Qﬂllmmrmmm¢ UY LT P26

P.O. Bex City Siam ZIP Coda

E-Mat

Pallen) Qeouparion Patlent Smployer Employer Phone Mo,
Hrufra_swm '~ ()

300 L S E\;uri Cx 5. %:“’N‘E-

! mnm
-A adce ?I&T‘ :
INSURANCE INFORM ﬂ.TIDT"

Imuﬂmnmlﬂmnp

Is this pafient covareg h’@

by insunancs’ O Ne
Sﬁsump er's Name: Gubscrihers S.5. 8 Birth Date Policy it Group ¥ Co-Payment

M & ! ! 5

Patiants Reiotienship to Subseriber &y OSpouss O Chid Q Other

Heme of Secondary Insumne Subseibers Nemse 'E Group ® Folicy #

PaSenls Relalionship o Subs=riber O Seff O Spouze 2 Child 0 Other

i lnks @ werkers' compensation Adjuster Name: Adwusloer Phone:

Infury? O Yes El‘ﬁ f - ]

1D, elaim Dale of infury:

rjﬁnm:mm for B8 b‘? Addiss (i dferent) : Home Phans No.

5 e AL

i s peysen 8 petisnl hers?  OYes | [

Ecwamrm

Hame of Local Friend or Refafve | Relationship Io Pationt
{rot living al oddress) if ¥
C la\fr_r\ LAY

e g
(O mloet M%Mﬁﬁ;mmﬁi&amm uﬁ o he pyeican, | urdersand hat | Bm

Enanzaly msponsbils o sny balance. | 2lsoauhorio Pintads Faln Medsing or nstante compary 1o release ey rionmaion mquised bo process

oy cladires,
mmwmmnmﬁmﬁrmnmmm By pamiding e sieciranks ma acddness to Pinnacie, the patient
atknowiadges e madey) informalion may b contained 5 TEse comim: Ermel shouid never be Lsed for emamency problems. Pirmde
eannol guamnies the secyclty and confidentiafty of e-mall.commuri=sion, and Wil nal ba Eable for Improper disclostra of confidental

el o psa3ba 13

PATIENTIGUARDIAN SIGRATURE




@ Rpinnacle
@ B Pain Medicine

PATIENT RESPONSIBILITIES

To better serve you and maintain a profassional environment, Pinnacle Pain Medicine
has astablished guidelines to outiine patient responsibliities, The guidelines have been
eslablished so that our patients can fully henefit from treatment received in our clinic.
Your responsibifiies as a patient of our clinic

are as follows;

1. Please arrive at least 15 minutes (30 minutes on your first visit) prior to your
appeintment time for clinic appointments in order to take care of any insurance
issues or required paperwork. If you are 15 minutes or more late for your
appointment time andfor your initlal paperwork is not comglete by your
appointment time, your appointment will be rescheduled.

We require at least 24 hours notice for cancellationsirescheduling of

appointments. A missed dlinic appointment or appointment for a scheduled

pracedure without calling to reschedule will be considered a "no show” for the
appointment. "No shows" will be charged $26.00 for missed clinic appaintments
or $100 for a missed scheduied procedure, Patients who consistently fail to
show up for their scheduled appointments without providing 24 hour advanced
rotice can be terminated from the program.

3. Prescriptions will only be filled during office hours by appointment anly. No
prescriptions will be filled after hours, on weekends, or holidays,

4, State law requires compliance and close monitoring for narcotic medications. if
these are prescribed for you, you will be askad to sign a Palient Responsibility
Agreement for Confrolied Substance Preseriptions.

5. Payment is due at the time services are rendered to the patient. Failure to seitle
past due balances, pay at the time of service, etc., can result in the patient's
termination from the treatment program,

Nencompliance with these guidelines will result in discharge from treatment at Pinnacle

Pain Medicine. Your signature below consfitutes acknowledgement and accepiance of
the terms of these guidelines,

;%Lﬁ P W scfas]oar

Dats |

[ %]

Signalure of Paten PLegaly ABsponsnis Farsan Signature of Wimess
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Advanced Practice Nurse/Nurse Practifioner and
Physiclan Assistant Consent

Pinnacle Pain Medicine would ke you to know that we employ Advanced Practice
Murses, also known as Nurse Practilioners, and Physician Assistents fo assist us In a2
team approach to deliver our high quality of medical care.

An Advanced Practice Nurse (APN)/Nurse Practitioner (NP) and Physician Assistants
(PA) are midlevel practifoners who have received advanced education and training in
the provision of health csre. Advanced Practice Murses/Nurse Praclitioners or
Physiclan Assistants are not doctors. They can however, diagnose, treal, and monitor
routine and complex pain disorders, If you are seen by an APN/NP or PA, your doctor
will review your care with the APN/NP or PA as part of the care plan.

| have read the above and understand that in this practice a team approach is used,
with my unique needs presented and discussed with one or more physicians in the
development of my care plan. | also understand that typically one physician will direct
my overali care, but that from time to fime | may be seen by any or all the praciitioners
in this practice, including 3 APNINP or FA.

! hereby consent {o the s=rvices of an Advanced Practice Nurse/Murse Practitioner or
Physician Assistant for my healtheare needs.

| understand that | can refuse to see the APN/NP or PA and request to see a Physician.
i understand that this may require my appointment to be rescheduled.

L_Aﬁeamnbmkﬂ:& box te acknowledge that you have read and
accept the above,

[).Cftr Qaé; !93 pﬂlb

Pinnacle Pain Medicine
13601 Preston Read, Suite 1000W
Dallas, TX 75240

Signature
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Financial Policy

Thank you for choosing Pinnacle Pain Medicine, Our goal is to provide you with the highest
quaiity care possible. We find that communication with our patients regarding our finansial
policy assists us In providing the best service to you. Therefore, we take this oppaortunity 1o
answer some of the most commonly askad guestions. Please read I, ask us any questions
vou may have, and sign in the space provided. A copy will be provided fo you upen reqguest.

Payment Methods

Payment is expectad af the ime services are rendered, We accept a variety of payment
methods, including cash, check, money order, or credit card Visa, Mastercard, Discover and
AMEX. Credit card payments are also accepted via telephone.

Insurance Information

We must emphasize that your heaith Is our primary concem, regardless of your insurance.

Because vour Insurance policy is & contract between you and your insurance company,
pleaze check with your insurance carrer to delermine any pre-existing limitation or other
benefit restrictions that you may have, prior to your appointment.

We will file your msurance as a courlesy and assist you in any way we reasonsbly can to heip
get your claims paid. Your insurance company may need you fo supply certain information
directly. It is vour responsibility to comply with thelr request. Please be aware that the balance
of your claim Is your responsibility whether or not your Insurance comgany pays your claim.

Most insurance campanies do not cover 100% of the cost of services, and there is a portion
that the patient is responsible for. There are several patient responsibility components that
may 2pply 1o an insurance payment.

Co-pay ~ A set dollar amount per office visi that is the patient’s responsibility.
Ca-insurance — A percentage of the chaige that is the patient's responsibility.
Deductible - A set annual amount that the paiient is respansible for paying prior
to his or her insurance making a payment.

Because of the contract you have with your insurance company, we are obfigated to coliect
payment from you for your portion of the balance. Al co-payments, co-insurance and
deductibles must be paid at the time of service, Thie arrangement is part of your contract with
your insurance company.

To bill your insursnce accurately and in a timely manner, we will need assistance from you.
We ask that you provide our office with accurate demagraphic information (address, phone
number, ete.) and proof of insurance. All pafients wiil be required to show proof of insurance
and a Government issued Photo [D.

Insurance Changss
if there are any changes in your insurancs, you are required to call our office and give the
detailed changes of your insurance at least twenty-four (24) hours prior te your appointment.



If you fait to provide us with the comect insurance information in 2 imely manner, you may be
responsible for the balance.

fianaged Care: All managed care (i.e, HMO, PPO, POS)

Gnﬁmﬂt,cm&mdmmri:mdwaﬂhsﬁmddmmm Iif your
insurance plan requires a referral authorization from a primary care physician you are
mmﬂﬁefmabﬂinﬁmwﬁmﬂdhnm?ﬁm_mm&wﬂinaﬂdm
present this at your visit. If you reguest an office visit or procedure without a referral
authorization, vour Insurance plan may deem this as non-covered treatment and you will be

responsiole for the charges.,

Medicare

We sccept assignment with Medicare. Medicare pays 80% of their allowed amount afier
satisfaction of the yesrly deductible. You are respansible for 20% of Medicare's allowed
amourt. All co-payments or deduclibles are due end payable at the tme of senvice.

Secondary & Tertlary Plans

We will bill your secondary insurance as a courtesy. We do not bil] ierfiary insurance. If you
have supplemental insurance fo cover the portion of the charges that Medicare or your
primary Insurance carrier does nol pay, please provide us with a copy of this insurance card.
Medicare and secondary camiers do not cover some procedures and supplies. Please make
certain you understand which aspects of your traatment are covered before proceeding.

Preauthorizafion

Piease remember that it is up ‘o you to understand the requirements of your individual
insurance plan and know whether prior suthorization frem your insurance company is
required

Non-covered Services
Any cara not paid for by your exisling insurance coverage will raquire payment in full at the
fime servicas ara provided or upon notice of insurance claim denial,

Auto Injury Cases
This office does NOT bill auto insurance for auto accident cases. We do NOT accept liens or
letters of pratection (LOP's).

Worker's Compensation :
If your injury ls work-related, we will need the claim number, date of injury, employer, and
worker's compensalion camier prior to your visit In order to bill the worker's compensation
insurance company.

Cash Patients

Cash patients are accepted on a case by case basis. All uninsured patients will be required
io pay In fuli at ime of treatment.

Surgery & Injecfion Fees

All co-pays, co-insurance, deductibles, and payments for non-covered surgical procedurss
are due pricr o surgery. We will make every attempt! to determine your coinsurance amount
prior to your surgery. This will be based on your Insurance benefits and an estimate of the
services fo be provided. We will provide you with that esfimate & we will expect to collect that
ameount prior to the time of surgery. If any changes are made to the scope of services



ravidad and the coinsurance amount has changed, we will either refund ar_bil you upon final
Easniuti:sn of your account. Fees are ulfimately the responsibility of the patient, whather your
insurance cormpany pays or not, and are due within thirty days of your receipt of Pinnacle
Pain Madicine statement.

Nonpayment
Please be aware that patient accounts over 180 days without satisfactory payment will be
turmed over to a collection agency and patients will face possible termination from the

program.

Returned checks
A $25.00 fee will be charged for any returned checks and we will report bad checks to the
District Attomey's Office. We will be unable o accept your check for any services theraafter.

Missed appointments _
A scheduled appointment is 2 commitment of fime bebwesn you and our praclice, a time we
have reserved just for you. if you are unable fo keep a scheduled appointment, please cancel
or reschedule your appointment at least 24 hours in advance to avoid 2 service charge and
help us meet the needs of olher patients. Patienis who habitually fail 1o keep scheduled
appointments and do not give a 24 hour canceliation notice will face treaiment termination.

LChildren of Diverced Parents
Respansibilifies for payment of palients, who are minor chiidren, whosa parents are divorced,
rest with the parent who seeks the freatment.

Medical Records
Flease direct ali madical record requests or questions to your physiclans' business office.

Charges for Forms
& 530,00 fee will be charged isabifity, life insurance, and other forms requested by a third
party or patiant,

Special Clrcumstances

We are aware that circum In our dally ives may vary. If you nesd to esiablish a
payment plan or require assistante, plesse contact our Business Office prior to
vour scheduled appointment. Urjless you have made prior amangements for payment of your
baiance, aur financial policy will d. :

Account Billing Questions &
Cuestions or concems regarding vour account or insurance clafm shouid be directed o our
i has e credit balance, we will prompily releasa a refund
ce camier has processed all pending Insurance clalms

remaining on your account. if you feel an error appears on the statement or if you have any

questions pIease-:n] uurbir?jﬂe immediately at (972) 715-5000.
: Z&ocx‘t e
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Acknowledgement of Receipt of Notice of Privacy Practices
Pinnacle Anesthesia Consuliants, P.A.
Finnacle Consultants, L.P.
Pinnacle Pain Medicine

I_re::ehredaa%fmemﬂmanmanyPrﬂ:Hmmwnbmmhdm
Print Name: /a;}pﬁ-"t_ Q‘-—“K”

Perscnzl Representative;
If personal representative, please note relationship to patient

ek

If you would like fo give consent for another individual to pick up your preseriptions or documendations, please
provide that name below:

C;l_ﬁf en = )q bh{..—(

| give sansent for my provider lo discuss my madical caro with the persens listed below, t}d
Name: Refationship: C/'Lgidr ‘Pflg,n
Signature:, : . OEPLQ} }O;.l;)

{Authorized Reprasentalive must present valid pholo 1D upon up)
Name: Relationship:
Signature;

{Authorized Representalive must presant valid pholo 1D upsa plok up)
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 BY: Date:
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