
 

 

 

 

 

Welcome 

We are pleased that we have the opportunity to meet with you and become a part of your 

health care treatment team. Our goal is to provide you with exceptional care and service to improve your 

daily quality of life. 

 

Enclosed is a packet of information for you to complete in its entirety so we can expedite your first 

appointment and make your experience with us as exceptional as possible. Please bring the packet, 

completely filled out along with a state ID, insurance card and any medical records you have about your 

pain. If you should have any questions when filling out the forms or before your visit, please call  

337-988-5646. 

 

 

 

 

 

 

 

 

 

 



 

 

                       1103 Kaliste Saloom Road Ste 304 
                          Lafayette, Louisiana  70508 
 

PATIENT NAME: SOCIAL SECURITY NUMBER: DATE OF BIRTH: 

 
I authorize the use or disclosure of my protected health information as described below. 
 
   My spouse:  ________________________________________________________________________________ 
   Any entity involved in my treatment care  ___________________________________________________ 
   My school/employer:  __________________________________________________________________ _____ 
   Other:   _____________________________________________________________________________ 
 
Date of Service(s) ___________________________________ to ____________________________________   
 

 

 

 

         Other: If “Other”, please specify: _______________________________________________________________ 

   I acknowledge, and hereby consent to the release of protected health information that may contain alcohol, 
(Initials) drug abuse, psychiatric, HIV testing, HIV results or AIDS information. 
 
   I acknowledge, and hereby consent to receiving appointment reminder calls via auto-communication. I agree 
(Initials) that this communication can be left on my voice-mail if needed. 
I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I 
must do so in writing and present my written revocation to the Privacy Officer. I understand that the revocation will not 
apply to information that has already been released in response to this authorization. I understand that the revocation 
will not apply to my insurance company when the law provides my insurer with the right to contest a claim under my 
policy. Unless otherwise revoked, this authorization will expire on the following date, event, or condition: 
  . If I fail to specify an expiration date, event or condition, this authorization will expire one year from the date of 
signing below. 
I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this 
authorization. I need not sign this form in order to assure treatment. I understand that I may inspect or copy the 
information to be used or disclosed, as provided in section CFR 164.524 of the Health Insurance Portability and 
Accountability Act. I understand that if the person or entity authorized to receive the information is not a healthcare 
provider or health plan the released information may no longer be protected by federal privacy regulations. I 
understand that Louisiana Law allows for fees/charges to be applied to this release of information. If I have questions 
about disclosure of my health information, I can contact the Privacy Officer. 

I understand/agree with all of the information above. 

 

 _________________________________________________________________________________________                   ___________________ 
  Signature of Patient or Patient Representative                                                                                           Date 
 _____________________________________________________________             _____________ 
  If signed by Patient representative, Relationship to Patient                                                                       Date 

 

 

The extent or nature of information to be released: 
Face Sheet 
Emergency Room Record 

Discharge Summary 
History and Physical 

Consultations 
Progress Notes 
Lab Work 
EKG 

X-Ray Reports 
Procedure Report 
Pathology Report 
Physician Orders 

Nurses Notes 
Entire Chart 
Outpatient Record

AUTHORIZATION FOR DISCLOSURE OF PROTECTED 
HEALTH INFORMATION 



 

 

 

 

 

 
 

Please fill out the following information for our records: 

 
 

Name:  

Address:    

 
Date of Birth:  Social Security No.:   

Home Phone Number:     

Alternate Phone Number:     

Alternate Phone Number:     

Emergency Contact Name:     

Emergency Contact Number:     

Email Address:     

Insurance:     

 

 

 

 



 

 

 

 

I have received, read and understand the following documents. I have been given the opportunity 
to ask any questions about these documents. Please sign by each document below. 

 
 

1. Payment Policy Procedures: 
 
 
 

Signature Date 
 
 
 

2. Assignment of Benefits & Right Statement: 
 
 
 

Signature Date 
 
 
 

3. Notice of Privacy Policies: 
 
 
 

Signature Date 
 
 
 

4. Financial Disclosure Statement: 
 
 
 

Signature Date 
 
 
 

5. No-Show and Late Cancellation Policy: 
 
 
 

Signature Date 
 



 

 

 

 

 

Wheelchair and Sedation Policy 
 

I acknowledge that at some point in my treatment that I may be required to undergo sedation or to 
otherwise undergo treatment or procedures that would inpair my mental status and might affect my 
coordination. 
 
I acknowledge the advisability of submitting to transport from the clinical facility to my vehicle by 
wheelchair. 
 
I understand the risk of noncompliance and agree as part of my pain contract to comply with any 
request by the clinic for me to be transported by wheelchair. 
 
I also agree to make arrangements to have a driver at such times so that I will not operate my vehicle in 
these instances.  I understand the risk of noncompliance and agree as part of my pain contract to 
comply with any request by the clinic for me to make arrangements for a driver. 
 
I agree to assume all risk of damage in the event of noncompliance, I acknowledge that at no time this 
clinic will waive these policies or agree to such noncompliance, and that any noncompliance is against 
medical advice. 
 
 
 
 
_______________________________________ ______________________________________ 
Witness                                         Patient 
        ______________________________________ 
        Date 

 
 
 
 

1103 Kaliste Saloom Road, Ste 304 
Lafayette, Louisiana 70508 

Phone: 337-988-5646 Fax: 337-769-9994 
 

 



 

 

Please answer all question COMPLETELY, if the question does not relate to you then please write NA by the question. 
(NA= Not Applicable) 

 
What is the PRIMARY pain reason for your referral here? (ONLY 1 PAIN AREA)      

Who referred you to our office? ______________________________________________________________ 

CAUSE OF PAIN: 

*Is your pain related to any of the following: 

Medical Illness (if so, what illness)              
Surgery (what surgery)               
Accident (not work or motor vehicle related)             
Work/Industrial Accident (explain)             
Motor Vehicle Accident (explain)              
Cause of your pain if not listed above?            
*How long have you experienced this pain? (Start date of pain)         

*If related to an accident, please list the: 

NA Date of injury:              

NA Place of Injury:             

NA Are you currently involved in litigation (is a lawyer involved)?        

*Are you currently receiving any of the following: 
NA       Workers Compensation: (explain)      

NA       Social Security Disability: (explain)      

Other:        

 *Using this pain scale, please answer the following:  

  Rate your pain at present:                                                                                                                                                                         

  Rate pain at its worst: ___________________________ 

  Rate pain at its best:  ____________________________ 

*Is your pain constant (all the time) or intermittent (sometimes)?        
*If your pain is not constant, what percentage of the time do you have pain (from 0-100)          % 
*Does your pain travel to other areas? (explain)        

*Circle all that describes your pain: 

Burning     Shooting     Stabbing      Sharp     Throbbing      Dull     Aching         Squeezing          Shocking   
Stiff  Pins/Needles      Pressure     Pulling Other:           

*Do you also have any due to your pain:      

Numbness (where): ___________________________                Tingling (where): _______________________________ 

Muscle Weakness (where): _____________________                Muscle spasms (where): __________________________          

Tightness     Swelling       Sweating              Increased temperature     Decreased temperature      Change in sweat pattern     
Color changes                         Other:     



Activity 

*What increase/cause the pain:        

*What decrease the pain:        

*Does your pain prevent you from working?   Yes    No (explain)         

NA            *How long have you out of work due to pain?                                        

*Does your pain affect any of the following:      Concentration     Sleep     Appetite     Emotions     Relationships 

Other:        

*Have you had any of the follow test done to evaluate your pain: (please list the facility where it was taken and the 
approximate date) 

Xray: __________________________________             EMG:        
CT Scan:              MRI:        
Myelogram:       Bone Scan:       
Thermography:       Other:           

 
NA  *Have you had any blood test done? (If so, where)         
 
NA *Have you tried any of the following to help treat your pain: (please circle all that apply) 
 
Physical Therapy Tens Units Psychological Evaluation Biofeedback Relaxation Training 
 
Acupuncture/Acupressure Chiropractic Therapy Injections/Trigger Points Spinal Cord Stimulator 
 
Surgery  Other:       
 
*Have you seen any other Physician for your pain? (if so who)         

 
*Do you have any of the follow disorders: (circle all that apply) 

High Blood Pressure Chest Pain  Heart Attack  Heart Failure  Irregular Heart Beat  

Valve Disease  Peripheral Vascular Disease   Pacemaker  Blood Clots      

Heart Defect at birth Pneumonia  Asthma   Bronchitis  Emphysema     

Blood clots in lungs Fluid retention  Kidney Stones  Kidney Failure  Diabetes       

Low Blood Sugar Overweight  Thyroid Disorders Hearing Loss  Vision Changes   

Neuropathy  Stroke/TIA  Paralysis  Seizures  Substance Abuse    

Drug Use  Alcohol   Osteoporosis  Arthritis  Muscle Disease 

Abnormal Spinal Curvature   Ulcers   Heartburn        

Inflammatory Bowel Disease   Pancreatitis  Hepatitis  Hiatal Hernia   

Intestinal Obstruction Anemia   Clotting Abnormality Blood Transfusions Tuberculosis   

Chlamydia  Gonorrhea     Syphilis   HIV/Aids Other:     

*List all Surgeries that you have had and the doctor that did it: (put NA if none) 
               
               
               
               
               
                



Allergies:  

(Please list allergy and HOW it affects you)      
      
       

Social History 

*Do you use Tobacco?  NO YES (if so how much per day)        
*Do you drink Alcohol? NO YES (if so how much)         
*Any current or past history of any other use of substances? NO YES (if so which ones)    
                
 
Highest level of education:      How many children do you have?     
Occupation:        City of residence:       
*Are you: (circle one)  Married  Single  Divorced Widowed 
 

Family History 
(Please list your family’s medical history and if alive or deceased) 

Mother:                                                                                  Father:        

Brother:                                                                                  Sister:        

Paternal Grandmother:                                                           Paternal Grandfather:        

Maternal Grandmother:                                                          Maternal Grandfather:       

Review of Systems 

Are you currently having any of the following symptoms? 

 YES NO  YES NO  YES NO 
Tiredness   Nausea/Vomiting   Blood in Urine   

Fever   Wheezing   Memory Loss   
Weight Loss   Swelling to Ankle/Leg   Anxiety   
Weight Gain   Heartburn   Depression   
Night Sweats   Diarrhea   Thoughts of Suicide   

Vision Trouble   Constipation   Seizures   
Hearing Trouble   Black/Bloody Stools   Nose/Gums Bleeding   

Chest Pain   Bowel Leakage   Unexplained Bruising   
Cold or Cough   Urinary Pain   Skin Rashes/Sores   

Shortness of Breath   Urinary Frequency      
 

OTHER PAIN AREA:       
      
      
       

 

 

 

 

 



 

 

On the diagram, mark the exact location of your PAIN with an “X”; mark areas of NUMBNESS/TINGLING with 
“O”; mark areas of WEAKNESS with “W”; mark areas of MUSCLE with “M”; mark areas of SPASMS with “S” 

 

 

 

           

 

                

                

                

                

 

 

 

 

 

 

 

  

 

 

       

       

       

       

       

       

       

       

       



  

 

All Medications Currently Taking 
(List and bring medications that you are currently taking) 

Medication Name Dose of medication How it is prescribed Doctor prescribing 
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    
    

 

*PHARMACY YOU FILL WITH:           
(name and number) 

 
MEDICATIONS MUST BE IN THEIR ORGINAL PRESCRITION BOTTLE WHEN YOU 

COME FOR YOUR APPOINTMENT. 

Circle all medications that you have tried in the past for your pain: 
 Tylenol (Acetaminophen) 
 Aspirin, Ibuprofen (Advil, Motrin) Naprosyn, Aleve, Feldene, Lodine, Torodol, Voltaren(diclofenac),Voltaren gel 

Cataflam, Ansaid, Clinoril, Relafen, Indocin, Zipsor, Mobic, Arthrotec, Celebrex, Voltaren Patch, Lidoderm Patch 
 Medrol Dose Pack, Prednisone 
 Elavil(amitriptyline), Celexa, Cymbalta, Savella, Effexor, Neurontin, Lyrica, Gralise, Dilantin, Topamax  
 Valium(diazepam), Xanax(alprazolam), Ativan(lorazepam). 
 Baclofen, Flexeril, Robaxin, Zanaflex, Skelaxin, Amrix, Soma 
 Norco, Percocet, Oxycodone, Oxycontin, Methadone, Duragesic (fentanyl) patch, Butrans patch, Belbuca, 

Morphine, MS Contin, Demerol, Dilaudid, Codeine, Tylenol #3, Vicodin, Nucynta, Vicoprofen 
 Other:               

 


