
​TRISTATE PAIN INSTITUTE​
​1510 E WAGON WHEEL LANE FORT MOHAVE, AZ 86426​

​Phone: (928)788-3333 | Fax: (928)788-3555 | Email: INFO@TSPAIN.COM​

​HIPAA COMPLIANT AUTHORIZATION FOR DISCLOSURE OF HEALTH INFORMATION​
​**Entire form must be completed to be considered valid**​

​PATIENT INFORMATION:​

​______________________________________________                                  _____________________        ____________________​
​Name of Patient / Previous Names​ ​Birth Date                                    Phone Number​

​_____________________________________________________                   _________________________________________​ ​_​
​Street Address​ ​City, State, Zip Code​

​AUTHORIZES:​ ​RELEASE TO:​

​________________________________________________________​ ​____________________________________​

​Name of Health Care Provider / Plan / Other​

​________________________________________________________​ ​_______________________________​​______​
​Street Address, City, State, Zip Code​

​___________________________         _______________________                    ________________________​ ​______​

​Phone                                                         Fax                                                                  Phone                                                           Fax​

​INFORMATION TO BE RELEASED:   ___________________________________________________________________________​​_​

​____________________________________________________________________________________________________________​​n​
​n​

​Purpose of disclosure:​​I understand that if the person(s)​​and/or organization(s) listed above are not health care providers, health plans, or health​
​care clearinghouses, which must follow the federal  privacy standards, the health information disclosed as a result of this authorization may no longer​
​be protected by the federal privacy standards and my health information may be re0-disclosed without obtaining my authorization.​

​E​
​YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION:​
​1) I understand this consent may be revoked at any time, with the exception and to the extent that disclosure of this information has already occurred prior to the​
​receipt of  revocation by the above named provider. 2) I understand if written revocation is not received, this authorization will be considered valid for a period of time​
​not to exceed 12  months from the date signed. To initiate revocation of this authorization, I must submit my request in writing to the “authorizes” entity above. 3) I​
​understand a photocopy  of this authorization is to be considered as valid as the original. 4) I understand the information used or disclosed pursuant to this authorization​
​may be transmitted  electronically and may be subject to re-disclosure by the recipient and may no longer be protected by Federal Law. 5) I understand that I have the​
​right to refuse to sign this  authorization, am signing this authorization voluntarily, and that treatment, payment, enrollment, or eligibility for benefits may not be​
​conditioned on obtaining the  authorization. 6) I have the right to receive a copy of this authorization and any records obtained with its use. 7) I understand this consent​
​includes disclosure of: Alcohol,  Drug Abuse, and/or Psychiatric records, Sexually Transmitted Disease, and HIV/AIDS information. 8) I have the right to inspect or copy the​
​health information I have  authorized to be used or disclosed by this authorization form. I may arrange to inspect my health information, or obtain copies of my health​
​information, by contacting the  Privacy Officer.​

​Expiration Date: This authorization is good until the following date(s) __________________or for one year from the date signed.​

​I have had an opportunity to review and understand the content of this authorization form. By signing this authorization, I am​
​confirming  that it accurately meets my wishes.​

​Signature of Patient or Legal Representative​​: ____________________________________________________​​Date​​:​

​___________________        If signed by other than the patient,​ ​provide documentation.​

TRISTATE PAIN INSTITUTE

1510 E WAGON WHEEL LANE STE 110
FORT MOHAVE, AZ 86426 

(928)788-3333 (928)788-3555
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​TRI STATE PAIN INSTITUTE​
​Benefits Assignment and Financial Responsibility​

​First Name _______________________________       Last Name ______________________________​

​DOB:___________________________              SSN: _______________________________​

​Address:_____________________________________________________________​

​City, State, Zip: _______________________________________________________________​

​Release of Information​​:​​I authorize TriStat Pain Institute to disclose and release information to my​
​insurance carrier(s), including Medicare, VA ,TriCare, Medicaid, Medigap ,Supplemental benefit​
​providers, and private insurers,as applicable, any medical and treatment information needed for​
​payment purposes for services rendered.. I authorize use of this form for the release of information​
​needed to process claims to all my insurance carrier(s) and its authorized agents. I authorized my​
​provider/practice to act as my agent in helping obtain payment from my insurance companies.​

​Assignment of Benefits:​​I assign all payments, rights​​and claims for reimbursement of claims, costs​
​and expenses allowable under my insurance plan(s) directly to my provider or practice for services​
​rendered. I understand I will receive a statement for any balance due by my and I agree to make full​
​payment upon receipt of the statement after insurance has met its obligation.​

​Agreement of Responsibility:​​I understand that copayment​​is due at the time of service (​
​coinsurance and deductibles may also be collected at the time of service). I understand I am financially​
​responsible for charges not covered by my insurance company. I also agree to pay any outstanding​
​balance as well as attorney fees and costs to TriState Pain Institute if this matter is referred to​
​collection.​

​Medicare Authorization:​​If a Medicare beneficiary,​​I understand my signature requests payment to​
​be made and authorize the release of medical information necessary to pay claims. If “ other health​
​insurance” is indicated in item 0 of HCFA-1500 Form, or elsewhere on approved claim forms, or​
​electronically submitted claims, my signature authorizes the release of information to insurance​
​companies or its authorized agents. In Medicare- assigned cases, the physician or supplier agrees ot​
​accept the charge of determination of the Medicare carrier as the full charge, and I agree I am​
​responsible for deductible ,coinsurance and non-covered services. Coinsurance and deductibles are​
​based upon the charge determination of the Medicare carrier.​

​Patient Signature:_____________________________________________     Date:___________________________​

​Printed Name:_________________________________________________​
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​Tri-State Pain Institute​

​INJECTION CANCELLATION POLICY​

​At Tri-State Pain we are aware of the pain our patients are in and want to get you the relief you​
​need . We understand the large demand for injections and due to several cancellations and no​
​show appointments taking up valuable space on the schedule, we have had to implement a​
​Cancellation Policy for injections.​

​We are requiring notice of the canceling or rescheduling of an appointment 24 hours in advance. If​
​a call is made on a Saturday or Sunday, this will not be considered a cancellation as our office is​
​not open during that period of time.  We understand that there are times when you must miss an​
​appointment due to emergencies or obligations for work or family. However, when you do not call​
​to cancel an appointment, you have prevented another patient from getting much needed​
​treatment.​

​If you miss an appointment and do not cancel in​
​advance , there will be a $50.00​

​no show fee assessed to you.​

​The charge is not billable to your insurance and we will not reschedule the injection until the​
​payment has been paid.​

​I have read the cancellation policy for TriState Pain and understand by signing and date below, I​
​acknowledge my understanding and acceptance of this policy.​

​_​​________________________________________________________​ ​______________________________​

​Name​ ​Date​

​___________________________________________________________​

​Signature​
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​TRISTATE PAIN INSTITUTE​
​P​​A​​TIENT AGREEMENTS​

​I​​ag​​r​​ee​​to​​take​​th​​e​​m​​e​​di​​c​​ation onl​​y​​as​​pr​​es​​crib​​e​​d​​.​​I​​und​​e​​r​​s​​t​​a​​nd​​that​​the​​se​​dru​​gs c​​an​​be​​v​​er​​y​​u​​se​​ful​​,​​but​​h​​ave a​
​hi​​g​​h​​pot​​e​​ntial for mi​​s​​u​​se a​​nd​​ar​​e​​th​​e​​r​​e​​for​​e​​cl​​ose​​l​​y​​contr​​o​​lled b​​y​​th​​e​​local​​,​​stat​​e,​​and​​fed​​e​​ral​​go​​ve​​rnm​​e​​nt.​
​B​​e​​c​​a​​u​​s​​e  m​​y​​ph​​ys​​ician​​/​​he​​a​​lth c​​a​​re pro​​v​​id​​e​​r i​​s​​pr​​es​​cribin​​g​​s​​uch medic​​a​​tion to help​​manage​​m​​y​​pain​​,​​I​
​und​​e​​r​​s​​tand​​the ri​​s​​ks​ ​as​​sociated with them​​.​

​Ph​​ys​​i​​c​​al depend​​e​​n​​ce​​is​​co​​mmon to​​many drugs​​such​​as​​blood pre​​ss​​u​​re​​medications​​,​​anti-seizure​​m​​edications,​​and​
​opio​​id​​s.​​It​​results in​​bioc​​h​​em​​i​​cal changes such​​that​​abruptly stopping​​these drugs will​​cause​​a withdrawal​
​r​​es​​ponse​​.​​It​ ​should​​be noted​​that​​physical dependence​​doe​​s​​not​​equal​​addiction​​.​​One​​can​​be depend​​e​​nt​​on​​insulin​
​to treat diab​​e​​tes​​or​ ​dependent on​​pr​​ed​​ni​​sone (steroi​​d​​s)​​to treat asthma, but one is not addicted to​​th​​e​​insulin​​or​
​prednisone​​.​

​A​​dd​​ic​​tion​​is​​a primary,​​chronic​​n​​e​​ur​​obiological​​disease​​with geneti​​c,​​psychosocial and​​environmental factors​
​influencing  its development​​and manif​​es​​tation​​.​​I​​t​​is​​c​​hara​​c​​t​​e​​rized​​by behavior​​that​​includes​​one​​or​​mor​​e​​of​​the​
​following​​:​​impaired​ ​co​​ntrol​​over​​drug u​​se, co​​mpul​​s​​ive​​u​​se, con​​tinu​​ed​​use despite harm​​,​​and​​cr​​aving​​s.​​This​​means​
​th​​e​​drug decr​​e​​ases​​o​​n​​e​​'​​s​ ​quality​​of​​life. If​​th​​e​​patient​​ex​​hibits​​such behavior,​​the​​drug​​will​​be​​tap​​ered​​and​​such​​a​
​patient is not a​​candida​​t​​e for​​an  opioid​​trial​​.​​You​​will be referred to an addi​​c​​tion​​medicine​​specialis​​t​​.​

​Tol​​e​​ran​​c​​e​​m​​e​​ans​​a​​s​​tat​​e​​of​​adaptation​​in which​​exposure​​to the drug induces​​changes​​that​​result in​​a lessening​​of​
​one or  more​​of​​the drug'​​s effec​​ts​​over​​tim​​e.​​The​​dose​​of​​the opioid may​​hav​​e​​to​​be​​titrated up​​or​​down​​to​​a dose​
​that produ​​ces​ ​maximum​​fu​​n​​c​​tion and a​​realistic​​d​​ec​​r​​ease​​of​​th​​e​​patient's​​pain.​

​I​​w​​ill​​not​​reque​​s​​t​​or​​accept​​controll​​e​​d​​s​​ub​​s​​tance​​medic​​a​​tion​​from​​a​​ny​​oth​​e​​r​​ph​​ys​​ician​​or​​individu​​a​​l​​whil​​e​​I​​am​
​r​​e​​c​​e​​ivin​​g​​such​​m​​e​​dication​​from​​m​​y​​ph​​ys​​ici​​a​​n​​/​​h​​e​​alth​​c​​a​​r​​e​​pro​​v​​ider​​at​​Tri​​S​​t​​a​​t​​e​​P​​a​​in​​Institut​​e;​​unle​​s​​s​​e​​m​​e​​r​​ge​​nc​​y​
​car​​e​​ba​​s​​b​​e​​en provid​​e​​d​​,​​if​​s​​o​​pl​​ease​​cont​​ac​​t​​our​​offic​​e​​.​

​There​ ​are​​side​​effects​​w​​i​​th​​o​​p​​io​​i​​d​​t​​h​​erapy​​,​​which​​may​​include​​,​​but​​n​​ot​​exc​​lu​​s​​ivel​​y;​​s​​kin​​rash​​,​​constipation,​
​s​​e​​x​​u​​al​ ​d​​ys​​fu​​n​​ct​​i​​o​​n​​,​ ​s​​l​​eepi​​n​​g​ ​ab​​n​​orma​​liti​​es​​,​ ​swea​​t​​in​​g,​ ​edema​​,​ ​sedat​​i​​on​​,​ ​or​ ​t​​h​​e​ ​possibility​ ​of​ ​impa​​i​​red​
​cognit​​i​​v​​e​​(menta​​l​​health​​}​ ​and/o​​r​​m​​oto​​r​​abi​​lit​​y.​​Ove​​ru​​se​​of​​op​​i​​o​​i​​d​​s​​ca​​n​​c​​ause​​decreased​​re​​s​​p​​i​​ra​​ti​​o​​n​​.​​It​​i​​s​​m​​y​
​respons​​i​​bi​​l​​ity​ ​t​​o​ ​not​​i​​fy​ ​m​​y​ ​phy​​s​​i​​cian/hea​​l​​t​​h​ ​care​​provi​​d​​er​​of​​any​​side​​effects​​that​​cont​​i​​nue​​or​​are​​severe​
​(i.e​​.​​,​​se​​dation​​,​​confusion}.​​I​​am​​a​​l​​so​ ​responsib​​l​​e​​for​​no​​t​​ify​​i​​ng​​my​​pa​​i​​n​​physician​​immed​​i​​ate​​l​​y​​if​​I​​need​​to​​visit​
​another​​physicia​​n​​or​​need​​t​​o​​v​​i​​s​​it​​a​​n​​emergency​ ​room due​​to​​pain, or​​i​​f​​I​​beco​​m​​e pregnant.​

​V​​alidation​ ​of​ ​C​​orr​​e​​ct​ ​Me​​dication​ ​Ma​​n​​a​​g​​e​​m​​e​​nt​ ​i​​s​ ​r​​e​​quir​​e​​d​ ​r​​eg​​ularl​​y​ ​and​ ​r​​a​​ndoml​​y​ ​a​​s​ ​n​​ee​​d​​e​​d​​,​ ​including​ ​dru​​g​
​t​​es​​ting​​p​​a​​tients​​and​​random​​pill​​counts​​.​​There​​ar​​e​​no​​exception​​s.​​U​​rin​​e​​s​​cr​​een​​in​​g​​i​​s​​th​​e​​mo​​s​​t​​common​​s​​ourc​​e​
​of​ ​specimens,​ ​but​ ​blood​ ​c​​a​​n​ ​also​ ​b​​e​ ​u​​s​​ed​​.​ ​TriState​​Pain​​In​​s​​titute​​res​​e​​r​​ves​​th​​e​​ri​​g​​ht​​to​​ob​​s​​er​​ve​​y​​ou​​while​​th​​e​
​s​​p​​e​​cim​​e​​n​​i​​s​​obtain​​e​​d.​​Substituting​​or​ ​tamp​​e​​ring​​with​​th​​e​​sp​​e​​cimen​​in​​a​​d​​e​​c​​e​​ptiv​​e​​mann​​e​​r​​con​​s​​titut​​e​​s​​g​​rounds​
​for​​t​​e​​rmination.​​Should​​y​​ou​​b​​e​​unabl​​e​​t​​o​ ​pro​​v​​ide​​a​​specimen​​when​​request​​e​​d​​,​​y​​ou​​ar​​e​​r​​es​​pon​​s​​ibl​​e​​to​​return​​no​
​later than​​24​​hour​​s​​to do​​s​​o​​.​

​I​​h​​av​​e​​been​​inform​​e​​d​​and​​understand​​th​​e​​policie​​s​​r​​ega​​rdin​​g​​th​​e​​u​​s​​e​​of​​controll​​e​​d​​s​​ub​​s​​tanc​​es​​b​​y​​Tri​​S​​t​​a​​t​​e​​Pain​
​In​​s​​titute​​,​​its​​provider​​s,​​and​​s​​taff​​.​​I​​ackno​​w​​l​​e​​d​​ge​​that​​I​​will​​onl​​y​​be​​pre​​s​​crib​​e​​d​​controlled​​s​​ub​​s​​tan​​ces​​if​​th​​ey​​a​​r​​e​
​d​​ee​​m​​e​​d medicall​​y​​nece​​ss​​ar​​y​​b​​ase​​d upon​​a v​​alid diagn​​os​​i​​s.​

​R​​ece​​ive​​d​​a​​n​​d​​R​​ead:​​______________________________________________​ ​Da​​t​​e:​​___________________​

​Printed​​Name:​​_________________________________________________________________________​
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​TRISTATE PAIN INST​​I​​TUTE​

​P​​AIN MANAGEMENT P​​HI​​LOSO​​PH​​Y AN​​D PRA​​CT​​I​​CE​

​As a patient​​of TriState​​Pain​​,​​yo​​u​​can​​ex​​p​​ec​​t th​​e​​f​​o​​llowing​​:​ ​Eva​​lu​​atio​​n​​of​​yo​​u​​as a C​​hr​​on​​i​​c Pain Patient​​-​​Evaluation​
​o​​f​​yo​​ur​​pain​​w​​ill initially​​include​​a​​pain​​hi​​story​​and  assessment of the impact​​of​​pain​​on yo​​u​​,​​a directed physical​
​examination, a review​​of​​previous diagnostic​​stu​​die​​s,​ ​a​​review​​of​​previou​​s​​interventi​​ons,​​a​​drug hi​​story, and​​an​
​assess​​m​​en​​t​​of coexisting​​di​​seases​​or conditions.​

​Treatment P​​l​​a​​n​​-​​Treatm​​e​​nt plannin​​g​​will be​​tailored​​to​​both​​you as an​​individu​​a​​l​​and​​the pr​​ese​​nting problem.​
​Consideration will​​be​​given​​to different treatment modaliti​​es,​​such as forma​​l​​pain rehabilitation program, the​
​u​​se​ ​of​​behavioral​​stra​​tegie​​s,​​the u​​se​​of​​n​​on-​​in​​vasive​​techniqu​​es,​​or​​the use​​of​​medi​​ca​​tion​​s,​​dependin​​g​​upon​​th​​e​
​physical and psychosocial​​imp​​a​​irment r​​e​​lat​​e​​d​​to the​​p​​ain.​​An opioid​​trial​​w​​ill n​​o​​t b​​e​​initiat​​ed​​in​​the​​abse​​n​​ce of​​a​
​co​​mplete​​assessment​​of​​the​​chron​​ic​​pain complaint. Opioids​​wi​​ll n​​ot​​be​​pr​​escr​​ib​​ed​​on the​​fir​​st​​patient​​v​​i​​s​​it​
​unless​ ​there are extreme​​ex​​t​​e​​nuating​​or acute​​ca​​re​​reasons​​.​

​Inf​​o​​rm​​e​​d​​Co​​n​​se​​n​​t​​-​​Your ph​​ys​​ician​​must​​di​​sc​​u​​ss​​th​​e​​risks and​​benefit​​s​​of​​the u​​se​​of​​controlled substances​​w​​ith​
​you,​​persons​​you​​designate​​or with​​yo​​ur​​s​​urrogate​​or guardian​​if​​as​​a​​patient​​yo​​u​​are without​​medic​​a​​l decision​
​making​​capacity.​​Thi​​s​​di​​scussio​​n​​will include​​the​​risks of addiction/abuse,​​not​​a​​ll​​ev​​iating​​all or your pain,​​a​​nd​
​treatment alternatives including the effects of​​no​​treatment.​

​Agree​​m​​e​​n​​t​​f​​o​​r​​Treat​​m​​e​​nt​​-​​There​​are circumstances​​in which the​​u​​se​​of​​a​​documented​​ve​​rb​​a​​l​​or​​wr​​itt​​e​​n​
​agreement between​​ph​​ys​​ician​​and​​patient outlining​​you​​r​​responsibilities as a​​patient may be​​necessary for​​safe​
​and​​re​​s​​ponsible​​opioid​​pre​​sc​​ribing​​.​​Such an agreement will​​include urine​​/​​se​​rum​​medication​​le​​ve​​l​​s​​and​
​ba​​se​​line​ ​screening when​​reque​​s​​ted​​;​​number​​and frequency​​of​​a​​ll​​prescription​​refill​​s;​​reasons​​for which drug​
​therap​​y​​m​​ay​ ​be​​di​​sco​​ntinu​​e​​d​​(e.g.,​​v​​iolation​​of agreement) requirement​​that th​​e​​patient​​receive​​all controlled​
​s​​ub​​sta​​nce  prescriptions from one​​ph​​ys​​ici​​a​​n​​a​​nd​​one​​pharmacy​​w​​h​​eneve​​r possib​​l​​e​​.​​You​​h​​ave​​received several​
​documents  with​​inform​​a​​tion​​regarding opioid​​I​​controlled​​s​​ubst​​a​​n​​ce​​treatments​​a​​nd​​the risks​​assoc​​iated​​.​
​These documents  include​​th​​e​​ru​​l​​es and terms​​of​​s​​u​​c​​h​​treatment​​w​​hil​​e yo​​u​​are​​a​​patient​​of​​TriState​​Pain​​.​

​Co​​n​​s​​ult​​a​​ti​​o​​n​​- C​​onsultation with​​spec​​i​​a​​li​​s​​t in​​addiction​​,​​psychiatry or​​w​​ith​​a​​p​​syc​​holo​​g​​i​​s​​t m​​ay​​be​​wa​​rrant​​ed,​
​depending​​o​​n th​​e co​​mplexity​​of​​the​​pre​​sen​​ting probl​​e​​m​​.​​The​​m​​a​​nagement​​of​​chronic pain​​in​​patients​​w​​ith​​a​
​hi​​s​​tory​​of​​addiction or a​​comorbid​​psychiatric​​disord​​er​​requires special consideration​​,​​but doe​​s​​not​
​n​​ecessar​​il​​y​ ​contraindicate the​​u​​se​​of​​opioids​​.​

​Co​​ntr​​o​​ll​​e​​d​​S​​u​​bs​​t​​ance P​​r​​escript​​i​​o​​n​​Drug Mo​​ni​​tori​​n​​g (PMP)​​-Th​​e​​Arizona​​Con​​tr​​o​​lled​​Substance Prescription​
​Drug​​Monitoring​​Program​​'s​​(P​​MP)​​mission is​​to​​reduce​​pharmaceutical drug diversion​​w​​hile​​promoting​
​legitimate medic​​a​​l practice​​and patient care​​.​​PMP​​data​​acc​​umulate​​s​​Schedule​​II​​thr​​o​​u​​g​​h IV​​co​​ntrolled​
​s​​ub​​sta​​n​​ce​ ​pr​​esc​​ription​​and​​dispen​​sa​​tion​​information for facilitating diversion awareness and​​inter​​ve​​ntion​​.​​It​​is​
​assumed​ ​prescriber​​s​​and​​pharmacists dedicate their profes​​s​​ional​​sk​​ill​​s​​to​​identify​​and assist controlled​
​s​​ubst​​a​​nc​​e​​abusers.​ ​Prescribing practitioners​​and​​di​​s​​pen​​se​​r​​s​​must​​treat​​this​​information in​​accordance with​
​the pro​​vis​​ion​​s​​of the​ ​Health In​​s​​urance Portability​​and Accountability Act​​(HIPAA)​​and applicable​​s​​tat​​e​​l​​aw.​​Thi​​s​
​includes​​accessi​​ng​ ​and​​checking the PMP​​on each patient for multiple​​pr​​ov​​ider​​s​​prescribing to​​the patient​​,​​or​
​multiple​​pharmacies​ ​being​​used to​​fill pre​​sc​​riptions​​.​​The​​s​​e​​can​​be​​s​​ign​​s​​of​​co-pre​​sc​​ribin​​g,​​diversion or abuse​​.​
​Law​​enforcement user​​s​ ​must obtain​​,​​u​​se​​and share this information with criminal justice​​partn​​ers​​only in​
​co​​njunction​​wit​​h​​cr​​iminal  investi​​gative​​matters.​​This data​​s​​hall not​​be disclosed,​​so​​ld​​,​​or transferred. All​​of​​our​
​patients will be​​m​​o​​nit​​ored​ ​through thi​​s​​program​​on a​​monthly ba​​sis.​​We also​​utili​​ze​​the Nevada​​PMP​​Aware​
​and California​​CU​​RES  prescription drug monitoring​​databases and will​​be​​able​​to​​see your activity at​​different​
​pharmacies​​,​​as well as​ ​prescription​​s​​given​​by​​other​​d​​octo​​r​​s​​We​​ma​​y​​access​​th​​e​​PMP​​of​​a​​n​​y s​​tate​​.​​A copy​​of​
​your​​PMP​​will be​​print​​e​​d​ ​and scanned​​into​​yo​​ur medic​​al​​r​​ec​​ord​​s​​at​​eac​​h​​visit.​​If​​yo​​u​​are​​in​​violation​​of​​yo​​ur​
​contract, you may be  discharged​​fr​​o​​m​​our clinic​​.​

​I​​N​​I​​T​​I​​A​​L​​S:​​___________________​
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​TRISTATE​​PAIN INSTITUTE​

​Pain Treatment​​with​​Opioid Medications​​:​​Patient Agreement​

​Please rev​​ie​​w the​​info​​r​​mation​​li​​s​​t​​e​​d he​​r​​e​​.​​Do​​not​​s​​ign​​i​​f you have any que​​s​​tions or​​concerns rega​​r​​d​​i​​ng  any​
​of thi​​s,​​and a​​s​​k a provid​​e​​r​​or​​m​​e​​mb​​e​​r​​of th​​e​​Tri​​S​​tate​​Pain​​Institute for clarif​​i​​cation​​.​

​I understand and voluntarily agree that:​

​I will​​keep​​the medicine​​safe​​,​​secure and​​out of​​the​​reach​​of​​children​​.​​If​​the medicine​​is​​l​​ost​​or​​stolen,​​I​
​u​​nderstand​​it​​will​​not​​be​​replaced​​until​​my​​next​​appointment,​​and​​may​​not​​be replaced​​at​​all​​.​

​I will take​​my​​medication as instructed and​​not​​change​​the way​​I​​take​​it​​without​​first talking​​to​​the  doc​​t​​or​
​or other​​membe​​r​​of​​t​​he​​treatment​​team.​

​I​​un​​d​​erstand​​t​​hat prescriptions may be filled only​​during​​sc​​h​​eduled​​office visits​​with​​the t​​r​​eatment​ ​team​​.​

​I​​will make​​sure​​I have an appointment​​for​​refills.​​If​​I​​am​​having trouble making​​an appointment​​,​​I​​will​ ​tell a​
​member​​of​​the​​treatment​​team​​immediately​​.​

​I​​wi​​ll​​not​​sell​​this​​m​​edic​​i​​ne​​or​​share​​it​​with​​others​​.​​I​​understand​​t​​h​​at​​if​​I​​do​​,​​my t​​r​​eatment​​will be​ ​stopped​​.​

​I​​understand,​​currently​​prescriptions​​are​​prescribed​​electronically​​to​​the​​pharmacy​​.​​There are no​​written​
​prescriptions​​.​

​I​ ​agree​​tha​​t​ ​if​ ​I​ ​am​​under​​t​​h​​e​​care​ ​of​​another​​provider,​​and​​that​​provider​​p​​r​​escribes​​me​​a​ ​benzo​​di​​azepine,​​I​
​cou​​l​​d​ ​s​​u​​ffer​ ​from​ ​significant​ ​side​ ​effects​ ​o​​r​ ​d​​eat​​h​ ​as​ ​a​ ​resu​​l​​t​ ​of​ ​the​ ​combination​ ​of​ ​opioid​ ​and​
​benzodiazepines.​ ​I​ ​under​​s​​tand​ ​that​ ​TriState​ ​Pain​ ​may​ ​not​ ​agree​ ​to​ ​treat​ ​me​ ​with​ ​opioids​​if​ ​I​ ​am​ ​taking​
​benzodiazepines​ ​without​ ​the​ ​co-management​ ​and​ ​cooperation​ ​of​ ​my​ ​care​ ​team,​ ​especially​ ​other​
​prescribing physicians​​.​

​Notification​​of​​Office Remind​​e​​r​​s​​and R​​e​​lated​​Informat​​i​​on​​:​
​Phone Message/Ca​​ll​​Aut​​h​​o​​r​​ization​​(means​​of​​communication​​via phone, fax, or​​email)  "​​I​​,​​the​
​undersigned​​,​​hereby​​authori​​ze​​the staff of​​Tri​​-​​St​​a​​t​​e​​P​​a​​in to​​leave m​​e​​ssages on​​my​​answering  mach​​i​​ne​
​or cell phone regardin​​g​​my​​c​​ar​​e​​or for appointment​​remind​​e​​r​​s​​or tran​​s​​mission​​of other  informat​​i​​on​
​via fax​​,​​te​​x​​t​​or​​email.​​"​

​IF I HAVE ANY QUESTIONS, I WILL ASK STAFF​

​Received and read:​​________________________________________​ ​Date:​​___________________​

​Printed name:​​__________________________________________________________________​
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​TRI-STATE MEDICAL SPECIALIST​​S LLC D/B/A TRISTATE PAIN INSTITUTE​
​AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION TO FAMILY MEMBER​

​OR FRIEND​

​I authorize the use and/or disclosure of my health information as described below. I understand that this authorization is​
​voluntary. I also understand that the person authorized to receive the information is not a health plan or healthcare provider,​
​the released information may be re-disclosed and may no longer be protected by the federal privacy regulations.​

​Patient providing Authorization (PLEASE COMPLETE IN FULL​​)​

​Patient Name: _____________________________   Date: ______________​

​Date of Birth ____________________​

​The person listed below is authorized to access my medical information:​

​Name:__________________________________________   Relationship:_______________________________________​

​Additional Person(s):​

​Name:__________________________________________   Relationship:_______________________________________​

​Name:__________________________________________   Relationship:_______________________________________​

​I authorize Tri-State Medical Specialists LLC d/b/a TriState Pain Institute to disclose/release the following information:​

​All medical records including UDS and mental health , All billing records related to (specify condition, treatment, etc.):​

​YOUR RIGHTS WITH RESPECT TO THIS AUTHORIZATION: I am aware that I have the right to inspect and receive a copy of the​
​health information I have authorized to be used and/or disclosed by this Authorization. I understand that I may be charged a fee​
​for record copies. Also, I understand that I do not need to sign this Authorization to receive treatment. I also am aware that I​
​may revoke this Authorization by notifying the TriState Pain Institute in writing. However, I understand that my revocation will​
​not be effective as to uses and/or disclosures: (1) already made in reliance upon this Authorization; or (2)   needed for an insurer​
​to contest a claim/policy as authorized by law if signing the Authorization was a condition to obtaining insurance coverage. I​
​realize that the information used and/or disclosed under this Authorization may be subject to re-disclosure and no longer​
​protected by federal privacy law.​

​Signature of Patient or Personal Representative​ ​Date​
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​PATIENT INTAKE WORKSHEET​

​Patient Name​​:​​___________________________________________________​​DOB​​:​​__________________________​

​Current Address​​:​​_____________________________________________________________​

​C​​it​​y​​:​​____________________________________​ ​State:​​___________________​ ​Zip​​:​​___________________​

​Phone Number​​:​​_____________________________​ ​OR​​:​​________________________________________​

​E-Mai​​l​​Address​​:​​_________________________________________​ ​Social Security​​:​​___________________​

​EMERGENCY CONTACT :​​__________________________________________​ ​PHONE:​​___________________​

​DO YOU HAVE AN ADVANCE DIRECTIVE/POWER OF ATTORNEY/LIVING WILL IN PLACE?​ ​◻️ YES    ◻️ NO​

​IF YOU WOULD LIKE TO ADD A COPY TO YOUR CHART, PLEASE GIVE TO FRONT DESK.​

​INSURANCE INFORMATION:​

​NAME :​​__________________________________________________​ ​ID#:​​_______________________________​

​SUBSCRIBER NAME:​​________________________________________​​RELATIONSHIP:​​___________________​

​SUBSCRIBER DOB:​​______________________________​​SUBSCRIBER SSN:​​___________________​

​DO YOU HAVE WORKMAN'S COMPENSATION ? ◻️   RECENT MVA THAT YOU ARE TREATED UNDER ?​ ​◻️​

​Pharma​​cy :​​____________________________________________________________________​

​PBM​​CONSENT​​-​​provide​​s​​the phy​​s​​ician with information​​about​​m​​e​​di​​ca​​ti​​o​​n​​that you are a​​lr​​eady​

​pr​​escri​​b​​ed​​by​​any​ ​pr​​ovi​​d​​e​​r​​,​​to​​minimi​​ze​​the​​number​​of adverse​​drug​​events.​

​Print​​e​​d​​Name​​:​​_____________________________________________________________​

​Sign​​a​​ture​​:​​_____________________________________________________________​
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​THE TRI STATE PAIN​​INSTITUTE​

​CONSENT​​TO TREAT AND AUTHORIZATION TO​​RELEASE INFORMATION​

​I​ ​co​​nsent​ ​to​ ​and​ ​authorize​ ​the​ ​administration​ ​of​ ​all​ ​diagnostic​ ​and​ ​therapeutic​ ​treatment​​s​ ​that​ ​may​ ​be​ ​co​​n​​sidered​
​advisab​​le​​or​ ​necessary​​in​​the​​judgment​​of​​the​​attending​​physic​​ian​​.​​I​​authorize​​TriState​​Medical​​Specialists​​,​​LLC​​to​​furnish​
​my​ ​In​​s​​urance​ ​carrie​​r​​s​ ​information​​regardin​​g​​hi​​s​​tory,​​phy​​s​​ical​​findings​​and​​treatment​​rendered​​as​​allowed​​b​​y​​HIP​​AA.​​I​
​further​​authorize​​any​ ​holder​​of​​medical​​or​​other​​Inf​​orma​​ti​​o​​n​​about​​me​​t​​o​​release​​s​​u​​ch​​information​​t​​o​​the​​Socia​​l​​Security​
​Administration​​and​​Health​​Care​ ​Financing​​Administration​​o​​r​​its​​intermediaries​​or​​ca​​rrier​​s​​any​​information​​needed​​for​​thi​​s​
​or​​a​​related​​Medi​​care​​I​​ot​​her​​insurance​ ​com​​pany​​claim.​​I​ ​p​​e​​rmit​​a​​copy​​of​​thi​​s​​authorization​​to​​b​​e​​used​​in​​place​​of​​the​
​orig​​inal​​,​​a​​nd requ​​es​​t pa​​y​​ment​​o​​r​​medical insurance  benefits​​to the party​​w​​ho​​accepts the assignment.​

​AUTHORIZATION TO​​PAY BENEFIT​​S​​TO​​PROVIDER​
​I​​r​​eq​​ue​​s​​t​​and​​authorize​​that​​payments​​for​​authorized​​Medicare​​I​​other​​insurance​​company​​benefits​​be​​made​​directly​​to​
​TriState​ ​Medical​​in​​s​​titute​​,​ ​LL​​C​​on​​m​​y​​behalf.​​This​​includes​​all​​services​​furni​​s​​hed​​to​​me​​b​​y​​TriState​​Medical​​Specialists​​,​
​LL​​C,​ ​by​ ​w​​h​​omeve​​r​ ​accepts​ ​assignment.​ ​Regulati​​ons​ ​pertaining​ ​to​ ​Medicare​ ​ass​​ignm​​e​​nt​ ​of​ ​benefits​ ​apply​​.​ ​I​ ​also​
​understand​ ​that​ ​it​ ​is​ ​m​​a​​ndat​​ory​ ​to​ ​notify​ ​th​​e​ ​h​​ea​​lth​ ​care​ ​provider​ ​of​ ​a​​n​​y​ ​other​ ​party​ ​who​ ​may​​b​​e​​re​​s​​pon​​s​​ibl​​e​​for​
​paying​ ​for​ ​m​​y​ ​tre​​a​​tm​​e​​nt​ ​(Section​ ​11288​ ​of​ ​the​ ​Social​ ​Security​ ​Act​ ​and​ ​3​​1​ ​USC​​.​ ​380​ ​1-3​ ​8​​12​ ​pro​​v​​id​​es​ ​pen​​al​​tie​​s​ ​for​
​wit​​hh​​olding t​​hi​​s​​Information)​​.​

​PATIENT​​RESPONSIBILITY​
​I​ ​ag​​ree​ ​that​ ​I​ ​am​ ​re​​spo​​n​​s​​ible​ ​f​​o​​r​ ​all​ ​charges​ ​incurred​ ​in​ ​this​ ​office,​ ​if​ ​my​ ​insurance​ ​coverage​ ​does​ ​not​ ​provide​ ​full​
​benefits.​​I​ ​will​ ​pay​​any​​pat​​ien​​t​​r​​es​​pon​​si​​bility​​balance​​du​​e​​w​​ithin​​30​​days​​unless​​I​​ha​​ve​​made​​other​​arrangements​​with​
​T​​riSta​​te​​Medical​ ​Specialists​​,​​LLC​​.​​If​​cancellation​​of​​my​​appo​​intm​​ent​​becomes​​n​​ecessary,​​I​​will​​contac​​t​​Tri-Sta​​t​​e​​Medical​
​In​​stitute,​​LLC​​no​​l​​ater​ ​than​​twenty-​​four​​(24)​​hour​​s​​prior​​to​​m​​y​​sche​​dul​​ed​​appoi​​ntm​​e​​nt​​time​​.​​I​​und​​e​​r​​s​​tand​​th​​at​​failure​
​to​​follow​​the​​ca​​n​​ce​​ll​​ation​​of​ ​a​​pp​​o​​intment​​policy​​,​​I​​ma​​y​​be​​s​​ubject​​t​​o​​a​​c​​har​​ge​​of​​fifty​​dollar​​s​​($5​​0​​.​​00)​​and​​s​​uch​​charge​​i​​s​
​n​​o​​t​​pay​​a​​ble​​through​​m​​y​​insurance.​ ​I​ ​have​​read​​the​​TriState​​Medica​​l​​Speciali​​s​​t​​s,​​LL​​C​​Office​​Policy​​S​​tat​​e​​m​​e​​nt​​and​​a​​ll​​my​
​fin​​a​​n​​c​​ial​​q​​ue​​s​​ti​​o​​ns​​were​​a​​n​​sw​​ered.​

​ANCILLARY SERVICES​
​As​ ​a​ ​conve​​nien​​ce​ ​to​ ​our​ ​patients,​ ​TriState​ ​Medical​ ​Specia​​li​​s​​t​​s,​ ​LLC​ ​offe​​r​​s​ ​direct​ ​di​​s​​p​​e​​n​​sing​ ​of​ ​medications,​ ​topica​​l​
​c​​r​​eams,​ ​durable​​medical​​equ​​ipment​​,​​as​​we​​ll​​as​​on​​s​​it​​e​​diagnostic​​testing​​as​​recommended​​.​​I​​understand​​I​​am​​under​​n​​o​
​ob​​li​​ga​​ti​​on​​to​ ​ob​​t​​ain​​the​​se​​pharma​​ce​​uti​​ca​​l​​s,​​o​​rth​​o​​tic​​s,​​or​​services​​through​​TriState​​Medical​​Specialists,​​LL​​C,​​and​​at​​any​
​tim​​e​ ​ca​​n​ ​reque​​s​​t​ ​a​ ​r​​efe​​rral​​t​​o​​an​​ind​​e​​pend​​e​​nt​​pharmacy,​​m​​e​​di​​cal​​su​​ppl​​y​​o​​utlet​​,​ ​imaging​​cen​​t​​er,​​h​​os​​pital​​or​​anot​​her​
​provider.​

​ASSIGNMENT OF​​INSURANCE​​BENEFITS​
​I​ ​hereby​ ​authorize​ ​dire​​c​​t​ ​pay​​m​​e​​nt​ ​of​ ​a​​ll​ ​medical​​I​ ​s​​ur​​g​​i​​ca​​l​ ​benefits​​to​​TriStat​​e​​Medical​​Specia​​li​​sts,​​LLC​​(dba​​TriState​
​Medical​ ​In​​st​​itute​​),​​for​​serv​​i​​ces​​rendered​​to​​th​​em​​in​​person​​or​​und​​e​​r​​th​​ei​​r​​supervision.​​I​​understand​​that​​I​​am​​financially​
​responsible​ ​for​ ​any​ ​balance​ ​not​ ​cove​​red​ ​b​​y​ ​m​​y​ ​in​​s​​ur​​ance.​ ​I​ ​a​​l​​so​ ​au​​th​​orize​ ​m​​y​ ​doctor​ ​to​​initiate​​a​​compla​​int​​to​​the​
​In​​s​​uran​​ce Co​​mmi​​ssio​​n​​e​​r​​for​ ​any reason o​​n​​my behalf.​

​ACKNOWLEDGMENT OF RECEIPT OF PRIVACY NOTICE​
​I​​acknowledge​​that​​I​​have​​been​​provided​​the​​Tri-State​​Medical​​Specialists​​LLC​​d/b/a​​TriState​​Pain​​Institute’s​​Notice​​of​

​Privacy Practices (“Notice”):​
​It tells me how Tri-State Medical Specialists LLC d/b/a TriState Pain Institute will use my health information for my​
​treatment, payment for my treatment, and its health care operations.​
​The Notice explains how TriState Pain Institute may use and share my health information other than treatment,​
​payment, and health care operations.​
​The organization will also use and share my health information as required/permitted by law.​

​AUTHORIZATION TO​​RELEASE INFORMATIO​​N​
​I hereby​​authorize TriState Medical Specialists​​,​​LLC​​(dba TriState Pain​​Institute)​​to​​release​​any medical​​or incidental​
​information​​that​​ma​​y​​be​​n​​ecessary​​for either:​​(1)​​m​​edical​​care, or​​(2)​​processing applications​​for financial​​benefit​​s.​

​Patient​​Name:​​_____________________________________________________________​

​Patient Signature:​​______________________________________________________________​​Date:​​___________________​
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​MY MEDICATIONS​​,​​ALLERGIES​​AND FAMILY​​HISTORY​

​I currently take the following medications for PAIN and related complaints :​

​◻️​​Tylenol​​/Codeine​ ​◻️​​MS Contin​ ​◻️​​Suboxone​ ​◻️​​Naprosyn​ ​◻️​​Flexeril​​◻️​​Gabapentin​ ​◻️​​Hydrocodone​​◻️​

​Dilaudid​​◻️​​Subutex​ ​◻️​​Mobic​​◻️​​Cymbalta​ ​◻️​​Zohydro​ ​◻️​​Methadone​​◻️​​Fentanyl Patch​​◻️​​Celebrex​​◻️​​Valium​​◻️​

​Lyrica​ ​◻️​​Oxycodone​ ​◻️​​Opana​ ​◻️​​Butrans Patch​ ​◻️​​Diclofenac​ ​◻️​​Zanaf​​l​​ex​ ​◻️​​Te​​gretol​ ​◻️​​O​​xyContin​ ​◻️​​Opana ER​

​◻️​​Tramadol​ ​◻️​​Indomethacin​​◻️​​Xanax​ ​◻️​​Dilantin​ ​◻️​​Morphine​ ​◻️​​Kadian​​◻️​​Motrin/Ibuprofen​​◻️​​Advil​​/​

​Aleve​​◻️​​Ativan​ ​◻️​​Topical​​Cream​ ​◻️​​Other​​:​

​LIST ALL​​NON​​-​​PAIN​​RELATED​​DAILY​ ​MEDICATIONS​ ​{Name​​,​​Dose​​,​​and​​how often​​you​​take​​the​

​medication)​​:​

​BLOO​​D THINNER​​S (ci​​r​​cle): Aspirin ( 81 mg​​325mg)​ ​Pl​​avix Coumadin​ ​Xarelto​​O​​ther​​:​

​MEDICATION/ FOOD A​​LL​​ERGIES {List​​Med​​i​​cation​​and Reaction}​​:​

​PLEASE LIST ALL DISEASES THAT RUN​​IN​​YOUR FAMILY​​:​ ​◻️​​I​​AM​​ADOPTED​



​MY​​MEDICAL​​HISTORY​

​P​​LEASE CIRCLE ALL​​THAT APPLY:​

​CARDIOVASCULAR:​​◻️​​Hypertension​​◻️​​Cholesterol​​◻️​​Ml Aneurysm​​◻️​​Heart Failure​​◻️​​PAD​

​◻️​​Carotid​​Disease​ ​◻️​​LE Edema​​◻️​​Pacemaker​ ​◻️​​On​​Blood​​Thinners​ ​◻️​​Chest​​Pain Palpitation​​s​

​LUNGS:​​◻️​​COPD​​◻️​​Asthma​​◻️​​Pn​​eumonia​​◻️​​Valley​​Fever​​◻️​​Asbestos​​◻️​​Br​​onchitis​​◻️​​Shortness of​​Breath​

​GASTROENTEROLOGY:​ ​◻️​​GERD/PUD​​◻️​​I​​rritable​​◻️​​Crohn​​'s​​Disease​​◻️​​Gallbladder​​◻️Diverticulitis​

​◻️​​Constipation​ ​◻️​​Hemorrhoids​​◻️​​Pan​​creatitis​​◻️​​Bowel​​Ob​​struction​​◻️​​Liver​​Disease​

​GU/RENAL:​ ​◻️​​UTI​ ​◻️​​Kidney​​Stone​​s​​◻️​​Renal  Failure /Dialy​​sis?​​◻️Y ◻️ N ◻️​​Bladder Di​​sease​

​MALES​​:​​◻️​​Prostate Hypertrophy​​◻️​​Erectile​​Dysfunction​ ​FEMALES​​:​​◻️​​Stress​​Incontinence​

​ENDOCRINE:​ ​◻️​​D​​iabe​​tes​​:​ ​◻️​​Insulin​​◻️​​Meds​​◻️​​Osteoporosis​​◻️​​Thyroid​​◻️​​Hypo​​◻️​​Hyper​​◻️​​Low​​T​

​NEURO:​​◻️​​Stroke​​◻️​​Seizures​ ​◻️​​Tremor​​◻️​​Essential​​◻️​​Parkinson's​​◻️​​HA/Migraine​​◻️​​MS​​◻️​​Dementia​

​◻️​​H​​ydrocephalus​ ​◻️​​Neuropathy​​◻️​​ALS​​◻️​​RSD​​◻️​​CRPS​​◻️​​Restles​​s​​Leg​​Syndrome​

​GYN:​​◻️​​P​​eriods​​◻️​​Reg​​◻️​​lr​​reg​​.​​◻️​​P​​ost-Menopause​​◻️​​Menopause​​◻️​​Perimenopause​ ​◻️​​Hysterectomy​

​CANCER​ ​:​​______________________________​​◻️​​In​​Treatment​​◻️​​In​​Remiss​​i​​on​ ​◻️​​Metastatic D​​isease​

​RHEUM;​​◻️​ ​Rheumatoid Arthritis​ ​◻️​​Osteoarthritis​​◻️​ ​Lupus​ ​◻️​​Fibromyalgia​ ​◻️​​Raynauds​

​PSYCH:​​◻️​ ​Depression​ ​◻️​​Anxiety​​◻️​​Bipolar​​◻️​​Schizophrenia​ ​◻️​​PTSD​ ​◻️​​Decreased Libi​

​INFECTION:​ ​◻️​​HIV​ ​◻️​​MRSA​​◻️​​Chronic Infection​​◻️ Hepatitis ◻️ AIDS​

​SENSORY :​​◻️​​Glasses {Reading Only)​ ​◻️​​Cataracts​ ​◻️​​Glaucoma​ ​◻️​​H​​ea​​rin​​g​​Lo​​ss​ ​◻️​​Ringing in Ears​ ​◻️​​Legally Blind​

​◻️​​Double Vision​​◻️​​Loss​​of​​Smell​

​OTHER:​



​Pain Diagram​

​Please mark the area of injury or discomfort on the body below:​

​What are you seeing the Doctor for today?​

​PAIN HISTORY​
​PAIN​​RELATED​​INTERVENTIONS/ OPERATIONS​​(CIRCLE PLEASE)​​:​

​HEAD:​ ​◻️Trigeminal injection ◻️​​Occipita​​l​​Nerve Block​​◻️​​TMJ Injection​​◻️​​Suboccipital​​S​​timu​​lator​

​NECK​​:​ ​◻️​​Epidura​​l​​Facet​​Injection​​s​ ​◻️​​Trigger Point​​Injections​​◻️​​R​​adiofre​​quen​​cy​​(​​"​​N​​erve​​Burn​​"​​)​

​◻️​​Stimu​​lat​​o​​r​​Surgery​

​THORACIC:​ ​◻️​​Epidural Facet injection​​s​ ​◻️​​Trigger​​Point Injection​​s​​◻️​​Radiofrequency ("Nerve​

​Burn")​ ​◻️​​Stimulator Su​​r​​gery​

​BACK​​:​ ​◻️​​Epidural​​F​​acet injec​​t​​ions​ ​◻️​​Trigger Point Inje​​c​​tions​ ​◻️​​Radiofrequency​​{​​"​​Nerve​​Bu​​rn")​

​◻️​​Stimulator Surgery​​◻️​​Drug​​Pump​

​JOINT:​ ​◻️​ ​Shou​​ld​​e​​r​​◻️​​Elbow​​◻️​​Wri​​s​​t/Hand​​◻️​​Hip​ ​◻️​​Knee​ ​◻️​​Ank​​l​​e​

​OTHER​​:​



​SOCIAL HISTORY​

​Marital Status:​​____________________________________________________________​

​Vocational:​ ​◻️​​Work​ ​◻️​​Unemployed​​◻️​​Retired​​◻️​​Disabled​

​Abuse:​ ​◻️​​Spousal​ ​◻️​​Physical​ ​◻️​​Verbal​ ​◻️​​Emotional​ ​◻️​​PTS Syndrome​

​Smoking Tobacco:​ ​◻️​ ​Age Started​​?​​______________​ ​Year Quit​​?​​_______________​ ​PPD:​​______________​

​◻️​​Vape:​​Age Started?​​______________​ ​Year​​Quit​​?​​______________​

​◻️​​Chew​ ​Age Started​​?​​______________​ ​Y​​e​​ar Quit​​?​​______________​

​Alcohol​​:​ ​◻️ Yes ◻️ No​ ​How​​often?​​______________​ ​Are you an alcoholic​​?​​◻️​​Yes​​◻️​​No​

​Drugs:​ ​◻️​​Meth​ ​◻️​​Cocaine​​◻️​​Heroin​ ​◻️​​Oth​​e​​r​​______________​

​MY​​SURGICAL HISTORY​
​PL​​E​​A​​SE C​​HECK​​ALL THAT APPL​​Y​

​SPINE​​:​​◻️​​Ce​​r​​v​​i​​ca​​l​ ​◻️​​Lumbar​​◻️​​Fu​​s​​i​​o​​n​​◻️​​Th​​o​​racic​​◻️​​S​​co​​lio​​s​​i​​s​​◻️​​V​​ert​​e​​bropl​​asty​

​◻️​​Stimulat​​o​​r​ ​◻️​​Dru​​g​​Pump​​◻️​​S​​I​​F​​u​​s​​i​​o​​n​

​ORTHO​​:​ ​◻️​​Sh​​o​​uld​​e​​r​ ​◻️​​Elb​​ow​ ​◻️​​Wri​​st/Ha​​nd​​◻️​ ​Hip​ ​◻️​​Kn​​ee​ ​◻️​​Ankl​​e​​/​​Fo​​o​​t​ ​◻️​​Ca​​rp​​a​​l​​Tunn​​e​​l​

​◻️​​U​​lnar​​Ne​​r​​ve​​R​​e​​l​​eas​​e​​◻️​​Fr​​ac​​tur​​e​​Sur​​ge​​r​​y​

​HEAD:​ ​◻️​​C​​r​​a​​ni​​o​​t​​o​​m​​y​ ​◻️​​An​​e​​u​​rys​​m​​Co​​ilin​​g S​​hunt​ ​◻️​​DB​​S​ ​◻️​​P​​itui​​t​​ary​

​EYES:​ ​◻️​​Ca​​t​​a​​r​​ac​​t​​s​ ​◻️​​Gl​​a​​u​​co​​m​​a​​Sur​​gery​ ​◻️​​D​​e​​t​​ac​​h​​e​​d R​​e​​tin​​a​ ​◻️​​L​​as​​ik​ ​◻️​​V​​i​​s​​i​​o​​n​​S​​ur​​ge​​ry​

​ENT:​ ​◻️​​Th​​yro​​id​ ​◻️​​Sinu​​s​​Sur​​g​​e​​ry​ ​◻️​​H​​ea​​d​​/​​Nec​​k Tum​​or​ ​◻️​​Ea​​r​​S​​ur​​gery​ ​◻️​​V​​oca​​l​​C​​ord Sur​​gery​

​LUNG​​:​​◻️​​Br​​o​​n​​c​​h​​oscopy​ ​◻️​​Lun​​g​​Bi​​o​​p​​sy​ ​◻️​​Lun​​g​​R​​esec​​t​​io​​n​ ​◻️​​Dr​​a​​ina​​g​​e​​of​​Lun​​g F​​lu​​i​​d​

​CARDIOVASCULAR :​ ​◻️​​H​​ear​​t​​S​​tent​ ​◻️​​Co​​r​​o​​n​​ary​​B​​ypass​​S​​ur​​gery​ ​◻️​​C​​ardi​​a​​c​​A​​bl​​a​​ti​​o​​n​

​◻️​​P​​ace​​m​​a​​k​​e​​r​​C​​arotid​​◻️​​L​​E S​​t​​e​​nt​​◻️​​A​​or​​t​​i​​c S​​t​​e​​nt​ ​◻️​​R​​e​​n​​a​​l​​S​​t​​e​​nt​​◻️​​F​​e​​m​​o​​r​​a​​l​​S​​t​​e​​nt​

​ABDOMEN:​​◻️​​A​​ppend​​ec​​t​​o​​m​​y​​◻️​​Gall Bl​​a​​dd​​e​​r​​◻️​​Co​​l​​o​​n R​​esec​​ti​​o​​n​​◻️​​Eso​​ph​​agus S​​t​​o​​m​​ac​​h​ ​◻️​​Traum​​a​

​◻️​​Abdomin​​a​​l​​S​​ur​​g​​e​​ry​ ​◻️​​H​​e​​m​​o​​rrh​​o​​id​ ​◻️​​Pan​​c​​r​​eas​​Sur​​gery​ ​◻️​​E​​ndo​​s​​c​​o​​p​​y​

​GYN:​​◻️​​Hyste​​r​​ec​​t​​o​​m​​y​ ​◻️​​Tub​​a​​l Li​​ga​​ti​​o​​n​



 
​​  

TRISTATE PAIN INSTITUTE 
1510 E WAGON WHEEL LANE FORT MOHAVE, AZ 86426 

Phone: (928)788-3333 | Fax: (928)788-3555 | Email: INFO@TSPAIN.COM 
  

  

 PATIENT NAME: ________________________________________________DOB________________  

  

Please answer the following questions to the best of your knowledge.  

________Yes, I do have an open Workman’s Comp Case.  

________ NO, I do not have an open Workman’s Comp Case.  

  

If you answered Yes,  

Date of injury and or loss___________________________  

Name of Workman’s Comp Company: ________________________________________________  

Name of Adjuster: __________________________________________________________________  

Adjusters Contact Information: ______________________________________________________  

  

Patient Signature: ______________________________________________ Date_______________  

  

** If your Medicare Insurance is showing an Open Workman’s Comp Case and you have any questions, 

please call Medicare 1-800-633-4227 to update your Coordination of Benefits (COB).   

** Commercial Insurance uses the phone number on the back of your insurance card for any information 

update.  

**Tristate is here to help you with any questions that you may have.  

 

agermain
Highlight

agermain
Highlight

agermain
Highlight

agermain
Highlight


	2025 Updated Complete New Patient Packet .docx - Google Docs
	2025 Updated Complete New Patient Packet .docx - Google Docs
	2025 Updated Complete New Patient Packet .docx - Google Docs
	2025 Updated Complete New Patient Packet .docx - Google Docs
	2025 Updated Complete New Patient Packet .docx - Google Docs

