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NEW PATIENT FORM

Patient Name : Age :  M         F

Name of Referring Physician : 

Reason for Visit: 

How long have you had this pain?  Average Pain Level (1 (no pain) to 10 (worst) ) :

On the diagram below, mark the area where you have pain.  

Name of PCP : 

Mild

Constant      

Aching            

Burning          

Pins/needles

Numbess

Moderate 

Severe 

Sharp/stabbing

Throbbing

Describe the pain

What makes your pain Worse:

What makes your pain Better:

Do you have WEAKNESS in your : Arms         R          L

Legs          R          L

Do you have NUMBNESS in your : Arms         R          L

Legs          R          L
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TENS unit:                                      Heat / Ice:                                

Chiropractor:                                                      Acupuncture:                                       

Massage:                                    Psychology:                                     

Better        Worse       No Change

Better        Worse       No Change

Better        Worse       No Change

Better        Worse       No Change

Better        Worse       No Change

Better        Worse       No Change

TREATMENT HISTORY

For your current symptoms, please mark the boxes for the following imaging/studies that have been performed

         X-Ray           MRI            CT scan            Discogram            EMG/NCV (nerve test)            CT myelogram

Please mark the type of treatment(s) that you have had in the past and how well they worked, OTHERWISE LEAVE BLANK:

Injections:                                                      Physical Therapy:                                                      

How recently? 

Spine Surgery:                                                      Bracing:                               

Better        Worse       No Change Better        Worse       No Change
Type:

Better        Worse       No Change

Type of surgery and year?

Better        Worse       No Change

Type:

Where was this imaging/study done?

Height:______  Weight:______

Intermittent 

DOB:



ANTI-INFLAMMATORY NARCOTICS / OPIOIDS NERVE MEDICATIONS 

Naproxen (aleve)         Tramadol         Gabapentin (neurontin) 

Ibuprofen (advil, motrin) Tylenol with codeine     Lyrica 

Diclofenac (voltaren)         Hydrocodone (Vicodin)         Amitriptyline (elavil) 

Tylenol (acetaminophen)         Oxycodone (Percocet)         Nortriptyline 

Morphine, MS Contin         Cymbalta Flector patch         

Hydromorphone        Effexor

MUSCLE RELAXANTS 

Nucynta (tapentadol)         Savella 

Carisoprodol (soma)         

Fentanyl patch         Lidoderm patch 

Cyclobenzaprine (flexeril)         

Methadone

Skelaxin (Metaxolone)        

Opana 

Methocarbamol (robaxin)         

Suboxone 

Tizanidine (zanaflex) 

PAST MEDICATIONS

Please indicate which medications you have used in the past for your current pain condition (OTHERWISE DO NOT CHECK):

Helped?
Yes     No 

Helped?
Yes     No 

Helped?
Yes     No 

Helped?
Yes     No 

Other past medical history:
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High Blood Pressure

Kidney/Liver disease 

Anxiety Disorder

Osteoporosis 

Heart attack/disease 

Rheumatoid arthritis 

Bipolar Disorder

Gout

Diabetes

PAST MEDICAL HISTORY

Please document all medical history below , including any of the following medical conditions :

Depression

Cancer

HIV or AIDs

Attention deficit d/o

Attention deficit d/o

Obsessive Compulsive d/o

Abuse during childhood

Stroke Peptic Ulcer Disease Hepatitis (A , B, C)

Schizophrenia

ALLERGIES TO MEDICATIONS

Iodine Allergy

Shellfish Allergy

Yes        No

Yes        No



PAST SURGERIES

Are you currently taking any of the following medications? If so, indicate by marking the check box next to the medication.

PRESENT MEDICATIONS

Coumadin/Warfarin Plavix Xarelto Pradaxa Eliquis Brilinta

NAME OF MEDICATION DOSE and # of pills/day 

SOCIAL HISTORY

Occupation :

Are you currently working? 

Education : 

Marital Status: 

Children : 

Do you have any lawsuits pending? 

Are you on disability? 

Do you use tobacco?

Do you use alcohol? 

Do you use illicit substances? 

Yes        No Part-time          Full-time

Elementary           High School            College            Graduate school

Single           Married            Widowed            Divorced            Significant Other

Yes       No           If Yes, how many? ____________

Yes        No

Yes        No Worker’s Comp?          Yes        No

Yes        No        # of packs / day ________  How many years? ___________

Yes        No        # of drinks / day ________  How many years? ___________

Yes        No        

If Yes, describe ____________________________________________________________________________
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Other Blood Thinners

FAMILY HISTORY 



GENERAL: ENDOCRINE: EARS/NOSE/THROAT: 

GASTROINTEST

Loss of appetite ……                       Thyroid disease………                   Hoarseness………………

Nausea/vomiting                

Recent weight loss                    Heat/Cold intolerance                  Trouble swallowing……

Blood in stool……                  

Fever or chills ……… Hearing loss………………

Heartburn…………

Constipation……

RESPIRATORY:                                               CARDIOVASCULAR:  PSYCHIATRIC:  

HEMATOLOGIC:

Shortness of breath                      Chest pain………………                     Depression………………

Easy bruising……………                      

Chronic cough ………                         Palpitations………………                       Drug/Alcohol addiction

Easy bleeding……………                      

Suicidal Thoughts………

KIDNEY/BLADDER: EYES: NEUROLOGICAL 

SKIN:

Painful urination……                       Blurred vision……………                       Headaches………………

Frequent Rashes

Blood in urine…………                          Double vision……………                      Seizures…………………

Skin ulcers………

Kidney problems ……                         Loss of vision……………                       Dizziness………………..

Lumps……………… 

Yes     No Yes     No Yes     No

Yes     No Yes     No Yes     No

Yes     No Yes     No Yes     No

Yes     No Yes     No Yes     No

Are you CURRENTLY experiencing any of the following symptoms? If so, check mark Yes. Otherwise, check no (blank also implies no)

REVIEW OF SYSTEMS:

Patient/Representative Name (print) _________________________________________________ 

Signature___________________________ 

Date _____________________
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AUTHORIZATION TO USE AND DISCLOSE  
PROTECTED HEALTH INFORMATION 

By signing below, I authorize INTEGRATED PAIN CONSULTANTS, its agents and employees (“Provider”), to use and/or disclose any and all 
of my Protected Health Information (“Records”) on my behalf, of any kind and description, to the following (“Recipient”): 

 

I also allow my provider to release my protected health information to my insurance, primary care provider(s), referring provider(s), 
hospitals, diagnostic centers and/or laboratories that may require this information for continued care and authorize Provider to 
transmit this information through electronic means. 

I understand that Recipient may redisclose the Records and that the Records may no longer be protected by the Federal 
privacy regulation. 

I acknowledge and agree that the protected health information authorized to be disclosed under this Authorization may 
include records for drug or alcohol abuse or psychiatric illness, and records of testing, diagnoses or treatment for HIV, HIV-
related diseases and communicable disease-related information. With respect to any communicable disease-related 
information protected by State confidentiality rules and disclosed under this Authorization, Recipient is prohibited from 
making any further disclosure of this information unless further disclosure is expressly permitted by me, pursuant to a separate 
written authorization, or is otherwise permitted by applicable law. 

Patient Printed Name or Legal Representative: Date of Birth: 

Patient or Legal Representative Signature: Date: 

Recipient Name: Relationship:

Integrated Pain Consultants Last Revised Sept. 2016

Authorization to Disclose PHI including HIV Related information

Organized Health Care Arrangement/Data Exchange:
Integrated Pain Consultants participates in an organized health care arrangement consisting of greater Phoenix metropolitan area 
hospitals, as well as physicians who have medical staff privileges at one or more of these hospitals. Participants in this arrangement 
work together to improve the quality and efficiency of the delivery of healthcare to their patients. As a participant in this arrangement, 
we may share your PHI with other members of this arrangement for purposes of treatment, payment, or the health care operations of 
this organized health care arrangement. 
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HIPPA NOTICE OF PRIVACY PRACTICES 
 
 
 
 
 
 
 

Uses and Disclosures of Your PHI: 
Treatment: Your PHI may be used to provide, coordinate, or manage your health care and any related services. We may also disclose your PHI to other 
health care providers who may be involved in your health care to ensure they have the proper information to diagnose, treat, as well as provide a 
service to you. 
Health Care Options: Integrated Pain Consultants may use and disclose your PHI to support the business activities of this office. Business activities 
include the following: 

 Evaluation of our staff directly or indirectly involved in your care
 Quality Assessment and Quality Improvement
 Information disclosed to physicians, nurse practitioners, physician assistants, nurses, paramedics, medical technicians, medical students, 

and any other authorized personnel for educational purpose.
We may disclose your PHI to a third party service, i.e. billing and transcription services, to perform certain activities. Furthermore, we may disclose a 

limited data set of your PHI to a third party for certain business services. 
Payment: Payments obtained by us for health care services or to determine whether we may obtain payment for services recommended for you may 
require your PHI be used and disclosed. Your PHI may be disclosed to obtain payment or for payment activities from you, a health insurance plan, a 
healthcare clearinghouse, or a third party service.  

 Example: Information may need to be provided that identifies you, your diagnosis, as well as procedures performed, with a bill to your health 
plan to agree to payment for a treatment.

Appointment reminders/Treatment Alternative/Health Related Services:  
Your PHI may be disclosed by us to contact you, either by a staff member or automated system, to remind you of a scheduled medical appointment, 
treatment procedure, or with treatment alternatives, treatment options, or health related benefits and services which may be beneficial or of interest 
to you. 
Facility Directory:  
Unless objected by you, we may use and disclose in our facility directory, your name, location in the facility, general condition, and religious affiliation. 
All of this information, except for your religious denomination or affiliation, will be disclosed to persons who ask for you by name. 
Persons Involved in Your Care:  
Unless you object, we may use and disclose to a family member, relative, close friend, or individual you identify your PHI with, that is directly relevant 
to the person/s involvement in your care or payment related to your care. If you are unable to agree or object to a disclosure, we may disclose the 
information as necessary if we determine that it is in your best interest based on our professional judgment. 
Notificaton:  
Your PHI may be used or disclosed, by us, to notify or assist in notifying a family member, personal representative, or any person deemed responsible 
for your care of your location, your general condition, or death. 
Business Associates: 
Your PHI may be shared with other individuals or companies that perform various activities on behalf of our office. This activities may include, but are 
not limited to, after-hours telephone answering, quality assurance/quality improvement, or clinic research. Our business associates agree to protect 
the privacy of your information. 
As required by law: 

 Your PHI will be disclosed when required to do so by international, federal, state and/or local law. These may include public health activities
which include reporting certain communicable diseases, workers compensation or similar programs required by law, authorities when we 
suspect abuse, neglect, or domestic violence, health oversight agencies, including the Food and Drug Administration and Department of
Health and Human Services, for certain judicial and administrative proceedings pursuant to an administrative officer, law enforcement
purposes and legal proceedings, medical examiner, coroner, or funeral director, the facilitation or organ, eye, or tissue donation if you are a
registered organ donor, to avert a serious threat to your health and safety of that or others, For governmental purposes such as military
service or for national security, in the event of an emergency for disaster relief, and inmates during the course of providing care.

Your PHI may be used for marketing and any purposes which require the sale of your information which require written authorization. 
Any other uses and disclosures not recorded in this notice will be made only with your written authorization which you may revoke at any time by 
submitting a written revocation and we will no longer disclose your PHI, except to the extent that your physician or the physician’s practice has taken 
an action in reliance on the use or disclosure indicated in the authorization. 

IN THIS FORM YOU WILL LEARN HOW WE MAY USE AND DISCLOSE YOUR MEDICAL INFORMATION AND HOW YOU 
MAY OBTAIN ACCESS TO IT. 

Integrated Pain Consultants (IPC) is dedicated to protecting your medical information. We are required by law to 
maintain the privacy of your protected health information (PHI) and to give you notice explaining our legal duties 
and privacy practices with regards to your PHI. We do reserve the right to change the terms of this notice and to 

make the new notice effective for all PHI we maintain. Any revisions will be posted in our office, and upon request, 
a copy will be provided to you for your records. 

 



HIPPA NOTICE OF PRIVACY PRACTICES 
 

 

  

Inspect and Copy: 
You have the right to inspect and copy your PHI that we maintain about you for as long as we maintain that information. You may not inspect or copy 
psychotherapy notes; information compiled in reasonable anticipation of, or use in, civil, criminal, or administrative action or proceedings; or PHI that 
is subject to law that prohibits access to protected health information. In some circumstances, you may have a right to review our denial. If you wish to 
inspect or copy your medical information, you must submit your request in writing to the attention of our Privacy Officer at the address listed below. 
We may charge you a fee for the costs of copying, mailing or other supplies used in fulfilling your request. You may mail your request or bring it to the 
office. Integrated Pain Consultants has up to 30 days to make your PHI available to you, in which a fee may apply, or 60 days if stored offsite.  
Request an Electronic Copy: 
You have the right to request an electronic copy of your PHI be transmitted to you or your designated officer. We will make every effort to provide the 
electronic copy in the format your request, however, if it is not readily producible by us, we will provide it in either our standard format or in hard copy 
form but a fee may apply. 
Right to Receive Notice of a Breech: 
You have the right to be notified upon a breach of any of your unsecured PH and will be contacted in a timely manner. 
Request Restrictions: 
You have the right to request a restriction or limitation on the PHI we use or disclose for treatment, payment, or health care operations. You may ask 
us not to use or disclose any part of your PHI, and by law, we must comply when the PHI pertains solely to healthcare items or services for which the 
health care provider involved has been paid out of pocket in full. Request must be made in writing to our Privacy Officer at the address below. If we 
agree to the restriction, we may be in violation of the restriction for emergency treatment purposes. By law, you may not request we restrict the 
disclosure of your PHI for treatment purposes. 
Request Amendments: 
If you feel the PHI we have is incorrect or incomplete, you may ask us to amend the information. A request and the reason for the requested 
amendment must be in writing to the Privacy Officer at the address below. In certain cases, we may deny your request. If we deny your request, you 
have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of the 
denial. 
Request Accounting of Disclosures: 
You have the right to request a list of our disclosures of you PHI, except for disclosures for treatment, payment, or health care operations; to you; 
incident to a use or disclosure set forth in this notice; to persons involved in your care; for notification purposes; for national security or intelligence 
purposes; to law enforcement officials; as part of a limited data set; that occurred before April 14, 2003, or six years from the date of the request. Your 
request must be in writing and must state the time period for the requested information. Your first request for a list of disclosures within a 12 month 
period will be free. If you request and additional list within 12 months of the first request, we may charge you a fee for the costs of providing the 
subsequent list. We will notify your of such costs and afford you the opportunity to withdraw your request before any costs are incurred. 
Request Restrictions: 
You have the right to request that we communicate with you only in certain ways to preserve your privacy. For example, you may request that we 
contact you by mail at a specific address or call you on a specific telephone number. You request may be made in writing with specific instructions on 
how and where we contact you. We will accommodate all reasonable requests and will not ask the reason or an explanation for your request.  

      If you have any questions about this notice or would like additional information, please contact our office at: 

               9500 E Ironwood Square Dr. Suite 125 Scottsdale, Arizona 85258 

By signing below, I acknowledge that I have reviewed the HIPPA Notice of Privacy Practices of this office, which outlines how patient confidential 
information will be used, disclosed, and protected. I understand that I may refuse to sign this Acknowledgement. 

Patent Printed Name or Legal Representative Date of Birth 

Patient or Legal Representative Signature Date: 

YOUR HEALTH RECORD IS THE PHYSICAL PROPERTY OF INTEGRATED PAIN CONSULTANTS. THE INFORMATION 
CONTAINED IN IT BELONGS TO YOU. 

BELOW IS A LIST OF YOUR RIGHTS REGARDING INDIVIDUAL IDENTIFIABLE HEALTH INFORMATION. ALL REQUESTS 
RELATED TO THESE ITEMS MUST BE MADE IN WRITING TO OUR PROVACY OFFICER AT THE ADDRESS LISTED BELOW. 
WE WILL PROVIDE YOU WITH APPROPRIATE FORMS TOEXERCISE THESE RIGHTS. WE WILL NOTIFY YOU, IN WRITING, 

IF FOR ANY REASON YOUR REQUESTS CANNOT BE GRANTED. 



MEDICAL RECORD RELEASE
Patient: 

(First Name) (Middle Initial) (Last Name) 
Address: 

_______________________________________________________________ 

Date of Birth:   ____ 

Please send the medical records at your earliest convenience.   

Integrated Pain Consultants is authorized to furnish to I receive from: 

I  AUTHORIZE  RELEASE  OF  THE  FOLLOWING   MEDICAL  RECORDS: 

o I GIVE PERMISSION TO RELEASE ALL MY MEDICAL RECORDS including information and records or
copies of records relating to the history, diagnosi s, treatment or services rendered  to me in
connection with any condition or disease. This includes permission to release POTENTIALLY
SENSITIVE INFORMATION which may include information concerning my treatment of mental
illness, Human Immunodeficiency Virus (HIV), alcoholism, drug use/dependency, venereal disease,
sexual assaults, abortion, illegitimacy of birth , communications to social  workers and/or
psychotherapies, psychologists, if any.

o I GIVE PERMISSION TO RELEASE ONLY RECORDS specifically described below:

I release I n t e g r a t e d  P a i n  C o n s u l t a n t s , and the Recipient/Discloser listed above, and any of 
their providers and staff from all responsibility or liability that may arise from this authorization. 1 
may withdraw this authorization at any time by giving written notification to In tegrat ed  Pa in  
Con su l tan t s , provided that I do so in writing and to the extent that you have already disclosed the 
information in reliance on this authorization. 

Release Information to: 
Name -  Integrated Pain Consultants 
Address – 9500 E Ironwood Sq Dr.  Suite 125   Scottsdale,   AZ      85258 
Phone -  480-626-2552         Fax -    480-626-2551 

Patient Signature (Parent's Representative if minor) Date 

I understand that there is a $25 fee for all Personal record requests on paper plus shipping costs.  By default, the 
past one year of records will be sent.  
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