9920 West Cheyenne Ave,, Ste, 110
Las Vegas, NV 89129

9065 S. Pecos Rd., Ste. 230
Henderson, NV 89074

501 S. Rancho Dr., Ste. G-44

Las Vegas, NV 89106

(702) 316-2281 - Fax: (702) 316-2272

Hours: Monday thru Friday 8:00am to 5:00pm
Closed: For Lunch from noon until 1:00pm

Dear Patient,

It is important that you arrive on time to your appointment to meet with the physician.
You will be rescheduled if you do not arrive on time.

Please print out and complete all of this paperwork prier to your appeintment and
bring it with you. Also bring the following;

o All of your pertinent medical records (unless the referring doctor has already
faxed them to our office
MRI, X-Ray or CT-scans films
Picture Identification
Health insurance card
Al medication preseription bottles you are currently taking
Come prepared to pay your co-pay or deductible when you check in to our
office. Our office does not bill for copays. Copays are collected at check-in,
before yon are seen.

C O 00 C0

Please understand that if your paperwork is not complete or if you are not on time for
your appointment, you may be rescheduled. For directions to our office, feel free to view
our website at www.painfreenevada.com.

If you have any questions, feel free to contact our office at (702) 316-2281

Sincerely,

Innovative Pain Care Center




INNOVATIVE PAIN CARE CENTER

9920 W. Cheyenne Ave. Suite 110 Las Vegas, NV 89129/
9065 S, Pecos Rd. Suite 230 Henderson, NV 89074/
501 S, Rancho Dr., Suite G-44 Las Vegas, NV 89106

Phone: (702) 316-2281 Fax: (702) 316-2272

Date
REGISTRATION FORM REFERRING PHYSICIAN:
Last Name First Name ML
Street Address City ST Zip
Birth Date Age SS# Phone# Cell#
Male Female Marital Status: Single Married Separated _ Divorced _ Widowed
E-Mail: Primary Physician:
Employment Information
Employer Address
City State Zip Code Phone #:
Qccupation Other; Not Employed Retired Disabled Student
Ingsurance Information
Primary Insurance Policy Start Date
Member/Policy# Group Name/Number
Policyholder’s Name 354 DOB:
Policyholder’s Employer. Relation to Patient: Self Spouse Child Other
Secondary Insurance Policy Start Date
Member/Policy# Group Name/Number
Policyholder's Name SS# DOB:
Policyholder’s Employer Relation to Patient: Self Spouse Child Other

Are you currently on WORKER’S COMPENSATION? Yes No
fs your condition related to a MOTOR VEHICLE ACCIDENT (MVA)? Yes No
Is your condition related to any OTHER ACCIDENTANJURY? Yes No

Do you have an attomey for any outstanding case regarding your condition? Yes___ MNo___ Atty name / phone #;

DATE OF INFURY OR ILLNESS (DOI):

Accident/Injury Information
W/C Manager Name / Phone #;

attorney in the Primary Insurance section above,

Emergency Contact:

Emergency Contact Information

Phone

Auto Insurance ?:

*H you have an attorney for LIEN, please provide name, address and phone number for your

Relation to you




INNOVATIVE PAIN CARE CENTER
9920 W, Cheyenne Ave, Suite 110 Las Vegas, NV 89129/
9065 8, Pecos Rd. Suite 230 Henderson, NV 89074
501 S. Ranchoe Dr, Suite G-44 Las Vegas, NV 89106
Phene: (702) 316-2281 Fax: (702) 316-2272

Assignment and Release

1 understand that any and ail fees incurred for medical treatment are my total and ultimate responsibility,
regardless of any insurance I may have. It is ultimately my responsibility to know the guidelines of my
insurance coverage. In the event that my insurance does not provide benefits or provides reduced benefits
and / or I do not provide my insurance company needed information in a timely manner, I will be financially
responsible to pay up to the agreed upon fee schedule.

I agree to pay for all services rendered. If a collection agency’s services are required, 1 further agree to pay
collection agency fees (35%) and interest at the rate of 1.5% monthly or 18% annuaily until the debt is paid.

I further agree to pay for all legal fees, court costs and reasonable attorney fees associated with collecting any
outstanding debt. There will be a $75.00 fee (per incident) added to my bill for redeposit or returned checks.

1, the undersigned, assign directly to Innovative Pain Care Center, medical benefits, if any, from my insurance
carrier that would otherwise be payable to me for services rendered. I understand that I am financially
responsible for all charges whether or not paid by my insurance. I hereby authorize the doctor to release all
information necessary to secure the payment of benefits and/or further medical treatments. 1 authorize the use
of this signature on all my insurance submissions whether manual or electronic.

Patient or Responsible
PartySignature Date




Innovative Pain Care Center
9920 West Cheyenne Ave,, Stel10, Las Vegas, NV 89129
9065 South Pecos Rd., Ste 230, Henderson, NV 89074
501 8. Rancho Dr., Ste. G-44 Las Vegas, NV §9106
(702) 316-2281 - Fax: (702) 316-2272

NOTE: ALL SECTIONS MUST BE COMPLETED PRIOR TO SEEING THE PHYSICIAN.
PLEASE WRITE YOUR NAME ON EACH PAGE IN THE SPACLE PROVIDED.

Patient Name: Date:

DOB: Age: Occupation:

INITIAL PAIN ASSESSMENT
Answering the following questions will help your physician better understand and treat your pain,
Are you currently on WORKER’S COMPENSATION?  Yes No

1s your condition related to a MOTOR VEHICLE ACCIDENT (MVA)? Yes No

Is your condition related to any OTHER ACCIDENT/INJURY? Yes No

Do you have an attorney for any legal issues regarding your condition? Yes No
Are your medical expenses currently on an attorney lien? Yes No

Are you currently pregnant? Yes No N/A

Are you currently employed? Yes No

If yes, what is your cutrent job and is this a physically demanding job or sedentary?

If not employed, then what is your work status? ~ Unemployed ~ Retired  Disabled ~Homemaker

Since what date:

Chief Complaint (Explain the condition(s) requiring treatment):

Please check one: Right Handed Left Handed

When (Date) Pain Started: (If work related this will be your date of injury or accident.)

What do you think caused your pain? How did your pain start?

Has your pain increased, decreased, or stayed the same in severity since it started?




Circle all the words that describe your pain.

Aching Burning Sharp Pins/Needles Stabbing Penetrating Throbbing
Numbness Pressure Burning Sheoting Gnawing Tiring Tender
Nagging Intermittent Continuous  Other:

CERVICAL (neck, shoulder or arm pain)

Do you have pain in your neck, shoulder(s) orarms? Y N
If so, how does the pain in your arms compare to the pain in your neck? Circle the phrase that applies.

The pain in my arm(s) is worse than __the same as less than the pain in my neck.
(Circle one)

Please divide your cervical pain for a total of 100%: Neck Pain %
Arm Pain %
LUMBAR (back, kip or leg pain}
Do you have pain in your back, hip(s) or leg(s)? Y N
If so, how does the pain in your legs compare to the pain in your back? Circle the phrase that applies.

The pain in my leg(s) is _worse than _the same as less than the pain in my back.
(Circle one)

Please divide your lumbar pain for a total of 100%: Back Pain Y
Leg Pain %

Circle the number that best describes your pain ON AVERAGE:
+#++Pleage clarify your pain level, whether it is for the neck or back****

0 1 2 3 4 5 6 7 8 9 10
No Worst Pain
Pain Imaginable

Circle the number that best describes your pain AT ITS WORST;

o 1 2 3 4 5 6 7 8 9 10
No Worst Pain
Pain Imaginable

Circle the number that best describes your pain AT ITS BEST:

0 1 2 3 4 5 6 7 8 9 10
No Worst Pain
Pain ' Imaginable
PATIENT NAME: DATE:




Circle the most appropriate answer for cach daily function, Only circle one answer for each question.
How long can you SIT? <15min 1530 min 30-45min I-2hrs 2-4hrs >4 hours
How long can you STAND? < 15min  15-30 min  30-45min  1-2 hrs 2-4 hrs >4 hours

How long can you RIDE
IN A CAR? <15min 1530 min  30-45min 1-2hrs 2-4d hrs >4 hours

How far can you WALK? <1block 1 block 1-2blocks 2-3 blocks 3-4 blocks > 4 blocks

How much WEIGHT CAN
YOU LIFF WITHOUT PAIN? <5Ibs 5-101bs 10-201bs  20-40ibs  40-601bs  >60 lbs

Circle the things that make your pain feel worse. Circle all that apply.
Walking Standing Sitting Lying Down Lifting
Other:

What sorts of things make your pain feel better? Circle all that apply.
Heat Cold Sitting Lying down Medicine
Other:

Circle the numbers below that best describe how pain has interfered with your daily functioning.

Mildly Moderately Severely
General Activity

0 1 2 3 4 5 6 7 8 9 16
Does not interfere Completely interferes
Normal Work Routine

0 1 2 3 4 5 6 7 § 9 10
Does not interfere Completely interferes
Sleep

0 1 2 3 4 5 6 7 8 9 10
Does not interfere Completely interferes

GOAL: What activities would you like to retutn to that are currently limited by pain?

LOCATION OF PAIN
In the diagram below, shade in the area(s) where you feel pain, “X” the areas that hurt the most.

RT T RIGHT 1T RT LEFT

PATIENT NAME: DATE:




PATIENT HISTORY

Have you tried Physical, Chiropractic, Massage, or Acupuncture therapy? Yes No
If yes, Please list dates and results:

PREVIOUS PAIN RELATED SURGERY/TREATMENTS

What pain treatments have you received in the past? (For example, pain medications, back surgery, epidural steroid
injections, etc). If the exact date is not known, list the approximate month/year. DO NOX include current
medications here. Circle the number next to the treatment to signify the amount of pain relief provided.

Previous Pain Treatment or Date(s) of No Complete
Pain Medication Treatment Relief Relief

01 2 3 45 6 7289 10

0t 23 45 6 7 89 10

01 23 45678910
CURRENT MEDICATIONS

Pharmacy:
Name: Location: Phone:

1. List all current PAIN MEDICATIONS (opioids, narcotics, muscle relaxants, anti-depressants, anti-
convulsants, anti-inflammatories and sleeping aids.) Include dosage in mg and # of times taken per day &
the doctor who is prescribing the medication.
AMOUNT  WHO
MEDICATION DOSAGE (mg) PERDAY PRESCRIBED

2. List all other current medications including dosage in mg and # of times taken per day & the doctor
who is prescribing the medication. Use a separate sheet of paper if necessary.
AMOUNT  WHO
MEDICATION DOSAGE (mpg) PERDAY PRESCRIBED

PATIENT NAME: DATE:




ARE YOU CURRENTLY TAKING ANY BLOOD THINNING MEDICATIONS? Y N

If Yes, name of blood thinning medication:

(Warfarin, Aspirin, Xarelto, Coumadin, eic.)

Have you had X-Rays, CT Scans, MRT’s, or Nerve Testing? If so, please list the test, the date it
was performed along with the location, if known:

ALLERGIES TO MEDICATIONS

Do you have any allergies to medications? Yes No
If “yes”, list any allergies to medications and what reaction happens:

MEDICATION REACTION

SURGICAL HISTORY (UNRELATED TO PAIN)

List all prior surgeries unrelated to your pain. If the exact date is not known, list the approximate
month/year,

SURGERY DATE

PATIENT NAME: DATE:




DOMESTIC HISTORY/INFO

Marital Status:  Married Single Divorced

Sepatated ~ Widowed

Parents: Is your Father still living? Y N Is your Mother still living? Y

Doyousmoke? Y N  Ifso, how much per day?

Do you drink alecohol? 'Y N If so, how much per week?

Have your ever had a substances abuse or addiction problem?

Did you injure yourself? Y N Ifso, how?

Y N

Do you have any legal action pending regarding your pain problem? Y N

Do you have any disability claim regarding your pain problem? Y N

MEDICAL HISTORY

Please place an “X” if you or a family member currently have or have a history of the following conditions:
Please list other family members as appropriate in the space provided (e.g. "brother", "uncle™).

OTHER List OTHER
CONDITION SELF | FATHER | MOTHER FAMILY

FAMILY

: Member
Diabetes
High Blood Pressure

Heart - Mitral Valve Prolapse

Palpitations, Irregular or Fast Heart Beat

Other Heart Disease:

Chest Pain

Stroke

Asthma

Tuberculosis

Emphysema

Anemia

Sickle Celt Tllness

Other Blood Disease/Problem

Kidney Disease or Trouble

Jaundice or Hepatitis (A B or C) (Specify)

Other Liver Disease

Gallbladder Trouble

Meningitis

Thyroid Trouble

Cancer - of

Other Serious Illness not mentioned (Shingles, MS,
ect,)

Explain:

PATIENT NAME:

DATE:




Name: Date of Bivth:  / _/

Pain Management Questionnaires

The following arc some guestions given to all patients at Innovative Pain Care Center who are on or being considered
for opioids for their pain. There ate 3 sections to complete, Please answet each guestion as honestly as possible. This
information is for our records and will remain confidential. Your answers alone will not determine your treatment.

Thank you.

Section 1 of 3; OPIOID RISK TOOL

Please complete one column according to your gender and circle the number in the coluran if your answer is “yes.”
p g g ) y ¥

Today's Date:__/ _/

Female

Male

[ TP T

who abuse the

3 E

Alcohol? 1

Did you experience sexual abuse in your pre-ado- 3
lescent yeats?

ave.the following psychological ilinésses

Webster LR, Webster R. Pain Med. 2005; 6 (6): 432

ORT Score:




Name: Date of Bisth: __ / / Today’s Date:__ { {

Section 2 of 3: PATTENT HEALTH QUESTIONNAIRE-S
Please circle a number between 0 and 3 for each question

Over the last 2 weeks, how often have you been bothered by any of the following problems?

Not | Several | Mote than | Nearly
atall | days | halfthe | every
days day

e

i3 T AR

Feeling tired or having little energy

Feeling bad about yourself or that 0 1 2 3
you ate a failure or have let yourself
ot your family down

IR,

acenirating on things such

Moving or speaking so slowly that 0 1 2 3
other people could have noticed? Or
the opposite: being so fidgety or rest-
less that you have heen moving
around a lot mote than usnal

Robert I Spitzer, Janet BW Williams, Kuri Kroenke and colleages

PHQ?S Score:



Name; Date of Birth: __//

Today’s Date:__ [/

Section 3 of 3: SOAPP-R

Never | Seldom | Sometimes | Often

Very

Often

How often have you felt that things are just too overwhelming that you can’t han-
dle them?

Sy TIER

I—Iow ften have you been

How often have you been in an argument that was so out of control that someone
got hurt?

How often have you been freated for an alcohol or drug problem?

Inflexxion, Inc. 2015

SOAPP Scaore:




Conirolled Substanca Quastionhalte YES MO NA

Have you aver used a conkroljed substence In a way ather than prescribed? — — ——,

Hava you evey diverted n controlled substance to anether person? .
Have yau aver taken a controlled sithstoriea that did not have the dasired effect? e oy e

Ara you currently using any drigs, facluding alcohol of arluana? PV

Are you using any drugs that may negatively nterask with 2 cohtrollad substanca?

Ave yols Hslng any drugs that wersa not preseribed hy a practiifoner that is treating youl?

Hava you ever attempted to obtaln ah eatly refll of a controlled substance? et e e
Have yout ever made i clalm thata sontrolled substanca was lost of stolen? S
Have yau aver heen fuestioned about your pharmacy peport of FMP repori? T —

Hava you aver had blood or Urlhe tests that Indloata Ihapproptlate usaga of meds? - .

Hava you evar baen aceused of Inappropriata hahavior or [ntoxlcatlon? D
Have you ever Incre.a'sed the dose of freguenay of eds without talling yout provider? . s
Have you ever had difftculty with stoppiog the ugs of a controlled substance? et et
Have you sver demanded ta he preseribad a paptralled substanes? et s ———
Have ypu ever rafiised ta coopatate \With any medleal testing or examinatiohs? S |

Hava yolt ever had a history bf substanca ehisa of any klnd?

Has thera be et ahy change ln your hepith that might affect your madicatiuns?

Have yats misuset of batoie kddlctad to a drug, ot fafled to conply with Instructlons?

Ara theys any othar factors that yeur praciitienes should conttder before preser(bing?

Patlent's Stanatura Patlant's Printad Natme Pata




NECK Pain and Disability Questionnaire

Rats the Séverity of your paiti

circling one numbér: (No Pain) 0.0, 1.532.5:37 4..5..16...7.:.8...9..10 (Excruciating Pain)

This guestionmaire has been designed to give the doctor information 2 to how your neck pain has affected your ability to
manage everyday life. Read through each section and check only ONE line that applies to you. You may find that two of the
statements in a section relate to you, but please just.cheok ONE line that best describes your current predicament.

Section 1 Pain Intensity

__Thave no pain at the moment.

... The pain is very mild nt the moment.

. The pain is moderate at the moment,

____The paiu is fairly severe at the moment.

___ The pain is very severe at the moment,

_ The pain is the worst imaginable at the moment.

Section 2— Personal Care (washing, dressing,; etc.)

____Tcanlook after myself normally without causing extra pain.

___ Ecan look after myself normatly but it causes extra pain,

__Yamslow and carefil because it i$ painful for me to fook
after myself.

... I need some help but manage most of my personal care.

__Iiced help évery day in most aspects of care.

____1do not get dressed, ! wash with difficulty and stay in bed,

Section 3- Lifting

_Lean lift heavy weight without extra pain.

____Tcan Yift heavy weight but it causes extra pain.

_ Tconnot 1it heavy weight off the floor, but I can manage if
they are convéniently positioned like on a table,

T cannot 1ift heavy weight, but I pan manage light to medium
weights if they are conveniently positioned.

___ Ecannot Hft any weight due to neck pain,

Section 4- Reading

_ T canread as much as { want to with no pain in iy neck.

.1 can read as much as 1 want to with slight neck pain,

o, 1 €87 read as much as 1 want to with moderate neck pain.

. Teannot read as much as I want to due to moderate neck
paln.

_ Ican harcly read at all because of severe neck pain,

Section 5- Headaches

___1bave no headaches at afl.

__ Ihave slight headaclies that occur infrequently,
.. 1 have moderate headaches that occur infrequently,
1 have frequent moderate headaches,

1 have frequent severe headaches.

I have gevere headaches aH the time,

—_—

Section 6- Concentration

1 can concentrate fully when [ want to with no difficuley.

__Tcan concentrate fully when T want to with slight difficulty,

_ T have a fair degree of difficulty in concentrating when [
want to.

L have a great deal of difficuity in concentrating when I want
fo.

___Feannot concentrate at all.

Section 7- Work

_Fean do as much woerk as [ want to,
___Tean only do my usual work, but no more.
1 can do most of my usual work, but no more,
_Teannot do my usual work.

_ 1 can barely do any work at all,

_ I cannot do sty work atall.

Section 8- Driving

I can drive my car without any heck pain.

____Lean drive my car as long ss [ want with slight neck pain.
. Tcandrive my car as long as [ want with mederate neck pain,
___ Tcanhof drive nyy car as Tong as | want.

_Tcan hardly drive at all because 6f severe neck pain,
___Leanaot drive my car at all.

Section 9- Sleeping )

___.I'have no trouble sleeping.

. My sleep is slightly disturbed (Jess than 1 hour sleepless)
My sleep is mildly disturbed (1 hour sleepless)

__ My steep is moderately disturbed (2 to 3 hours sleepless)
___ My sleep is greatly disturbed {4 to § hours sleepless)
My sleep is completely disturbed (6 to 7 hours sleepless)

Section 10~ Recreation

___Tamable io engage in all my recreation activitics with no
neck pain,

_ Tamable to engage in all my recreation activitics with some
neck pain.

____1amable to engage in most, but not all of my vsual
recreation activities:

__1awmable fo engage in a few of my usual recreation activities.

. Tcan hardly do any recreation activities.

1 cannot do any récreation activitics due to neck pain,

Patient Name (Print)

Patient Signature




Oswaestry Low Back Disabliity Questionnalre

Oswestry Low Back Pain Disability Questionnaire

Instructions

This questionnaire has been designed to give us information as to how your back or leg pam is affecting
your ability to manage In everyday life. Please answer by checking ONE box in each section for the
statement which best applies to you. We realise you may consider that two or more staiements irt any one
section apply but please just shade out the spot that indicates the statement which most cleady describes
your problein,

Section 1 - Pain intensity

Ooo0oonoo

{ have ho pain at the moment

The pain Is very mild at the moment
The pain is moderate at the moment
The pain is fairly severe at the moment
The pain is very severe at the moment

The pain is the worst imaginable at the
moment '

Section 2 - Personal care {washing, dressing etc)

EIC!EE]E}E]

! can look after myself normally without
causing extra pain

1 can look after myself normally but it
causes exira pain

It is painful to look after myself and t am
slow and careful

I need some help but manage most of my
personal care

I need help every day In most aspects of
self-care

I do not get dressed, | wash with difficulty
and stay in bed

Section 3 - Lifling
{3 | can lift heavy weights without extra painy
(1 I canlift heavy weights but it glves extra pain

[0 Pain prevents me from iifﬁng heavy weights off
the floor, but | can manage if they are
cohveniently placed eg. ona table

(O Pain prevents me from iiﬁang heavy weights,
but [ can manage light to medium weights if
they are conveniently positioned

[ 1can lift very light welghts_
[ tcannot lift or carry anything st all

Section 4 -~ Walking*
[[] Pain does riot prevent me Waiking any distance

[ Pain prevents me from walkmg more than
1 mile :

] Pain prevents me from walkmg more than
112 mite

] Pain prevents me from walkmg maore than
100 yards .

[ 1 can only walk using a sii:f:k or crutches

[ 1am in bed most of the time

Puge 2




Oswestry Low Back Digabllity Questionnaire

Section 5 - Sitting
[ Vean sitinany chair as fong as | like

[ Icanonlysitin my favourile chair as long as
! like

[1 Pain prevents me sitting more than one hour

[3  Pain prevents me from sitting more ihan
30 minutes

[ ] Pain prevents me from sitting more than
10 minutes

[] Pain prevents me from sitting at al

Section 6 — Standing

1 can stand as long as | want but it gives me
extra pain

Pain prevents me from standing for more than
1 hour

Pain pravents ma from standing for more than
30 minutes

Pain prevents me from standing for more than
10 minutes

O o o o o-d

Pain prevents me from standing at all

Section 7 — Sleeping

My sleep is never disturbed by pain

My sleep is occaslonally disturbed by pain
Because of pain | have less than 6 hours sleep
Berause of pain | have less than 4 hours sleep

Because of pain | have less than 2 hours sleep

DOO000Oim.

Pain prevents me from sleeping at all

References

! can stand as long as | want without extra pain

Section 8 — Sex life (if applicable)

ODoono oo

My sex Iife is normal and causes no extra pain

My sex life is normal but causes some extra
pain

My sex life is nearly normat but is very painful
My sex iife is severely resiricted by pain
My sex iife is nearly absent because of pain

Paln prevents any sex life at all

Section 9 ~ Social life

O
O

My social life is normal and gives me no exira
pain

My social life is normal but increases the
degres of pain

Pain has no significant effect on my social life
apart from lmiting my more energehc interests
&g, sport

Pain has restricted my social life and | do not go
out as often

Pain has restricted my so¢fal life to my home

{ have no soclal life because of pain

Section 10 ~ Travelling

O 0O 0 ooao

| can travel anywhere without pain
{ can fravel anywhere but ?t gives me extra pain

Paln is bad buf | manage- joumeys over two
hours

Pain restricts me to j ;owneys of fess than one
hour

Pain restricts me to short' necessary Journays
under 30 minuwtes :

Pain prevents me from travelimg except to
receive freatment

1. Fairbank JC, Pynsent PB, The Oswestry Disability Index. Spine 2000 Nov 15; 25(22} 2940-52;

digoussion 52.
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PRESCRIPTION MEDICATION AGREEMENT FOR
CONTROLLED SUBSTANCE THERAPY FOR PAIN

Nevada law requires a patient to enter into a “Prescription Medication Agreement” if a controlled substance is to be
continued for more than 30 days for reatment of pain. I understand that this agreement will be updated every 365 days,
or if there is a change to my treatment plan. 1understand that attempting to reduce my pain is my responsibility, and that
the treatment of pain with controlled substances carries with it some additional responsibilities that my practitioner has
made me aware of, The purpose of this agreement is {o help both me and my practitioner comply with the law.

(Please sign below to indicate your understanding of all paris of this document.)

1.

2.

I understand my overall treatment plan and I understand the goals of the treatment of my pain,
including the appropriate use of a controlled substance.

----- I have discussed my treatment plan with my practitioner, Innovative Pain Care Center:

Dr. Daniel Burkhead, Dr. Ho Dzung, Dr, Willis Wu, Dr. Eric Brimhall, Dr. Ryan West,

Michael Eastman, PA-C, Kelsee McInturf, APRN-CNP, Michael Scott, PA-C ,and I have a
good understanding of the overall treatment plan and goals of treatment. My practitioner has discussed
possible alternative treatments for my pain that do not include controlled substances and it is our mutual
decision that continuation of a controlled substance for more than 30 days may provide some benefit for
the treatment of my pain. 1 may be continued on controlled substance(s); including opioids.

----- [ understand that part of the goals of my pain management therapy may likely include attempts to
minimize or discontinue the use of controlled substances. There may be various reasons that my
practitioner will recommend tapering or discontinuation of a controlled substance. Some of these
reasons may include, but are not limited to: a reduction of pain symptoms by other means, the presence
or development of side effects, any signs of misuse, abuse, diversion, or addiction, refusal to comply
with diagnostic studies or other aspects of the treatment plan, attempts to obtain medication from
another provider, use of illicit drugs or other medications that may interact with the controlled
substance, or any other reason that my practitioner may deem it in my best interest to reduce or
discontinue the controlled substance.

----- I understand how to properly use the controlled substance that is being prescribed, and I agree to
take the medication as directed and to not deviate from the parameters of the prescription as written by
my practitioner. I will keep the medication safe, secure, and out of the reach of children and I will
dispose of unused medication appropriately.

----- T understand that controlled substances can cause certain reactions or side effects that could be
dangerous, including drowsiness or sedation, constipation, nausea, itching, allergic reactions, problems
with thinking clearly, slowing of my reactions, or slowing or cessation of my breathing, and possibly
fatal overdose. Due to this risk of fatal overdose, the antidote naloxone (Narcan®) is available, without
a prescription, at pharmacies.

----- I undetstand that while taking these medications, it may not be safe for me to drive a car, operate
machinery, or take care of other people. If I feel sedated, confused or otherwise impaired by these
medications, I should not do things that would put other people at risk for being injured.

----- I understand the risks and benefits associated with the use of controlled substances for the treatment
of pain for greater than 30 days, including the risk of abuse, misuse, tolerance, dependence, and
addiction.

It is my responsibility to maintain compliance with my treatment plan.

————— I will keep, and be on time for, all scheduled appointments with my practitioner.




----- 1 understand that prescriptions will only be provided during scheduled office visits, and it is my
tesponsibility to make sure that I have scheduled an appointment for refills (typically 30 days in
advance), Tunderstand that a minimum of a 5-7day notice may be necessary to get in for an
appointment for medication refills. I will not call between appointments, at night, or on weekends to
attempt to obtain refills,

----- I understand that my medication is my responsibility and if it is lost or stolen, the medication will
not be replaced until my next appointment and may not be replaced at all.

----- T will treat the office staff respectfully at all times and I may be subject to discharge from the clinic
if T am disrespectful to staff or disruptive to the care of others.

----- If my treatment for pain goes beyond ninety (90) days, I realize that I will be required by Nevada
law to complete an assessment regarding my risk of abuse, misuse, or diversion of the controlled
substance.

It is my responsibility to communicate important information to my practitioner.

————— 1 agree to inform my practitioner if I have ever taken a controlled substance in the past, and if it
provided the intended effect. I will also inform my practitioner if I am ever given a prescription for a
controlled substance by another provider, prior to filling or taking that medication.

----- I will inform my practitioner if I use alcohol, marijuana, or any other illicit drugs.

----- I will inform my practitioner if I have ever been treated for side effects or corplications telating to
the use of controlled substances.

----- If I or anyone in my family has had problems with mental iliness or with abuse or misuse of alcohol
ot other drugs, 1 will inform my practitioner, as this may put me at greater risk of developing an
addiction. Iwill also inform my practitioner of any change in my health status, any new medications
that have been prescribed, or any other circumstances which may impact my usage of a controlled
substance.

I understand that I am strictly prohibited from sharing the controlled substance with anyone or
giving or selling the medication to any other person.

I understand that, as part of my treatment monitoring, periodic body fluid testing (urine, blood,
saliva, etc.) may be required at the diseretion of my practitioner. I will consent to such monitoring
when deemed necessary by my praetitioner.

----- I agree to come in to the clinic for such monitoring and testing within 24 hours of being contacted
by the office, and if I refuse, or am unable to do so, then my treatment with controlled substances may-
be discontinued, at the discretion of the practitioner.

----- I agree to bring any and all vials of my current medications to the office within 24 hours of being
contacted, in order to have my practitioner perform a pill count.

I agree to sign a release form to let my practitioner obtain records from other clinics and speak to
other practitioners about my current or prior medical care.

----- It is my responsibility to provide the office or clinic with my current and updated contact
information in order to facilitate communication.

----- I will keep up to date with any bills from the office, and I will inform the office of any change in
my health insurance or payment method. I agree to pay the copayment ot coinsurance fees required by
my insurer at the time of service.

————— 1 authorize my practitioner and my pharmacy to cooperate fully with any city, state, or federal law
enforcement agencies, including, but not limited to Drug Enforcement Administration, State Board of
Pharmacy, or State Medical, Dental, or Nursing Boards.




7. 1agree to fill all of my preseriptions from only one pharmacy. My pharmacy is:

Pharmacy Name Pharmacy Phone Number

Pharmacy Address

8. I understand that Nevada state law requires me to provide a listing of every state in which 1 have
previously resided, or had a prescription for a controlled substance filled. Below is a listing of
such states:

9. T understand that if I violate any part of this agreement, then 1 may be denied prescriptions for
controlled substances and I may be discharged from the clinic.

I have read and understand each of the statements written above and have had an opportunity to have all niy questions
answered. By signing, I agree to abide by the rules of this Prescription Medication Agreement while continuing to
receive prescriptions of controlled substances for treatment of ny pain condition.

Patient Signature Patient name printed ‘ Date

Parent/Guardian Parent/Guardian name printed Date




WRITTEN INFORMED CONSENT FOR
CONTROLLED SUBSTANCE THERAPY FOR PAIN

Nevada law requires a patient’s informed consent before a controlled substance can be initially preseribed to treat the
patient’s pain. I understand that attempting to reduce my pain is my responsibility, and that the treatment of pain with
controlled substances carries with it some additional vesponsibilities that my practitioner has made me aware of. The
purpose of this agreement is fo help both me and my practitioner comply with the law.

(Please sign below to indicate your understanding of all parts of this document.,)

1. It is my responsibility to maintain compliance with my practitioner’s treatment plan, This includes
the responsibility of using the controlled substance properly, as prescribed, and taking the
medication as directed.

----- T have discussed my treatment plan with my practitioner, Innovative Pain Care Center:

Dr. Daniel Burkhead, Dr. Ho Dzung, Dr. Willis_Wu, Dr, Eric Brimhail, Dr. Ryan West,
Michael Eastman, PA-C, Xelsee McIntarf, APRN-CNP, Michael Scoft, PA-C _ , and I have a good
understanding of the overall treatment plan and goals of treatment. I may be given prescriptions for
controlled substances; including opioids. My practitioner has discussed specific risks and benefits of these
drugs as well as possible alternative treatments for my pain that do not include controlled substances and
it is our mutual decision that a controlled substance may provide some benefit for the treatment of my
pain.

----- I understand how to properly use the controlled substance that is being prescribed, and I agree to take
the medication as directed and to not deviate from the parameters of the prescription as written by my
practitioner.

----- When I take these medications, it may not be safe for me to drive a car, operate machinery, or take
care of other people. IfI feel sedated, confused or otherwise impaired by these medications, I should not
do things that would put other people at risk for being injured.

~~~~~ I understand my practitioner’s protocol for addressing any requests for refills.

----- If my treatment for pain goes beyond ninety (90) days, I realize that I will be required by Nevada law
to complete an assessment regarding my risk of abuse, misuse, or diversion of the controlled substance,

2, It is my responsibility to understand the risks and benefits of using a controlled substance,
including the possibility of addiction.

----- There are potential risks and benefits associated with the use of controlled substances for the
treatment of pain and [ understand these risks and benefits regarding the medication that I've been
prescribed.

----- I may experience certain reactions or side effects that could be dangerous, including drowsiness or
sedation, constipation, nausea, itching, allergic reactions, problems with thinking clearly, slowing of my
reactions, or slowing or cessation of my breathing.

----- Controlled substances also include a risk of tolerance, where my body may become accustomed to
the original dosage of medication and this may require increased dosages to obtain the same effect. This
is a situation that must be discussed with my practitioner, if it arises.

-~ T understand that I may become physically dependent these controlled substances, creating a
situation where 1 may experience withdrawal symptoms if I abruptly stop the medication. Withdrawal
symptoms present as flu-like symptoms, nausea, vomiting, diarrhea, sweating, body aches, muscle
cramps, runny nose, anxiety, and sleep disruption.




----- I understand that there is a risk of addiction to controlled substances. If I cannot control my usage
of the medication then I may be referred for addiction treaiment.

----- I understand controlled substances carry a risk of fatal overdose. If too much of the medication is
taken, ot if the medication is combined with other medications that may alter my level of consciousness
(including alcohol and marijuana) this risk is increased.

----- Due to the risk of possible fatal overdose resulting from the use of controlled substances, the opioid
overdose antidote naloxone (Marcan®) is available, without a prescription, and I can obtain this
medication from a pharmacist at any time.

----- I have been made aware that there are controlled substances designed to deter abuse available to me
and there are risks and benefits associated with those drugs.

3. It is my responsibility to communicate important information to my practitioner.

If I or anyone in my family has had problems with mental illness or with abuse or misuse of alcohol or
other drugs, I will inform my practitioner, as this may put me at greater risk of developing an addiction.
I will also inform my practitioner of any change in my health status or any other circumstance which
may impact my usage of medication.

4, It is my responsibility to store and dispose of controlled substances in the appropriate manner,
Prescriptions for controlied substances should always be stored in a secure place and out of the reach of
children and other family members. To safely dispose of unused medications, [ may return the
medications to a local pharmacy, a local police station, a “drug-take back day” station, or I may safely
dispose of them by dissolving them in a “Dettera” bag, which may be available for purchase at a
pharmacy.

5. For Women (ages 15-45): It is my responsibility to tell my practitioner if I am or have reason to
believe that I am pregnant or if I am thinking about getting pregnant during the coutse of my treatment
with controlled substances, as there is risk to a fetus of exposure to controlled substances during
pregnancy, including the risks of fetal dependency on the controlled substance and neonatal abstinence
syndrome (withdrawal).

6. For the Parent or Guardian of un-emancipated minor: In addition to the above, there are risks that
the minor may abuse or misuse the controlled substance or divert the controlled substance for use by
another person and I have an understanding about ways to detect such abuse, misuse or diversion,

I have read and understand each of the statements written above and have had an opportunity to have all my questions
answered. By signing, I give my consent for the prescription of controlled substances to treat my pain condition.

Patient Signature Patient name printed Date

Parent/Guardian Parent/Guardian name printed Date




Board Certified in Pain Management &
Anesthesiology
Fellowship Trained in Pain Medicine
9920 W, Cheyenne Ave Ste 110
Las Vegas, NV 89129
9065 S. Pecos Rd.,, Ste 230
Henderson, NV 89074
501 S. Rancho Dr. Ste G-44 ;
Las Vegas, NV 89106 !

(702) 316-2281 - Fax: (702) 316-2272

Patient Care Aoreement & Acknowledgement of Receipt of Innovative Pain Care Center’s
Notice of Privacy Practices

“Pursuant to Title V1 of the Civil Rights Act of 1964, Section 504 of the Rehabilitation Act of 1973, the Age
Discrimination Act of 1975, and the Americans with Disability Act (ADA) of 1990 Innovative Pain Cate Center does
not discriminate in admissions, provisions of services, hiring and employment on the basis of race, color, national
origin, sex, sexual orientation, gender identify, gender expression, religion, age or disability (including AIDS and
related conditions).”

I look forward to working with you and hope that my staff and I can be successful in meeting your
goals for your pain control. In striving to meet these goals, we all must adhere to certain standards. Please

initlal ihe statements below fo acknowledge your understanding,

__The Pain Center staff will treat you with respect and compassion, and we recognize that your time is |
important. In return, we ask that you respect our time by giving us at least 24 hours notice of
cancellation of appointments. Failure to do so will incur a $75 fee for missed office visits and a $150
fee for missed procedures.

Please note, patient co-pay, deductibles and co-insurance amounts are due af the time of service,
Checks are not accepted at time of service,

It is our policy that a $75 fee is assessed for any returned checks.

In order to avoid any unnecessary charges billed to the patient, we ask that you update us immediately
with any information on changes of insurance, address, name or phone number.

1 appreciate the fact that you've entrusted us with your care and hope that you have a pleasant and
productive visit.

Sincerely,
Daniel L. Burkhead, M.D.

And the Staff at Innovative Pain Care Center

My signature indicates that I acknowledge and accept the terms and conditions presented in this agreement
and that I have received Innovative Pain Care Centet’s Notice of Privacy Practices.

Patient Name:

PLEASE PRINT

Date! X
Patient Signature
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Fellowship Trained in Pain Medicine
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NOTICE OF PRIVACY PRACTICES

As required by the Privacy Regulations created as & Result of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

We must provide you with the following important information:

e How we may use and disclose your protected health information (PHI)
¢ Your privacy rights in your PHI
¢ Our obligations concerning the use and disclosure of your PHI

The terms of this notice apply to all records containing your personal information that are created
or retained by our practice. We reserve the right to revise or amend this Notice of Privacy
Practices as permitted by law. Any revision or amendment to this notice will be effective for all
of your records that our practice has created or maintained in the past or that we may create or
maintain in the future, Our practice will post a copy of our current Notice in a visible location at
all times, and you may request a copy of our most current Notice at any time.

The following section describes different ways that we use and disclose your health information.
For each kind of use or disclosure, we will explain the meaning and give an example. Not every
use or disclosure will be listed; however, we have listed all of the different ways we are permitted
to use and disclose medical information, We will not use or disclose your medical information
for any purpose not listed below without your specific written authorization. Any specific written

authorization you provide may be revoked at any time by submitting the revocation to us in
writing.

1. Treatment: We may use and disclose medical information in the course of your treatment in
order to provide, coordinate, or manage your healthcare and any related services. This may
include other providers, pharmacies or others who assist in your care, such as your spouse,
children, parents or carctaker,

Example: Medical information may be sent to another provider of medical care that you
have been referred to by our office for further treatment or testing. You will be




informed by your provider or other office personnel of such a referral prior to any
disclosure of information, Only the minimum necessary information will be provided.

2. Payment: We may use and disclose your PHJ, including records, to obfain payment for
services and products you may receive from us. This may include activities associated with
authorization of services, eligibility and coverage or obtain payment by your health insurance
plan or other third parties which are responsible for such payment or information.

Example: Treatment details or medical records may be provided to your health insuret to
determine if your insurer will cover your treatment or to obtain payment for services previously
rendered.

3. Health Care Qperations: We may use and disclose your PHI to ensure accurate and
appropriate business opetations, These activities include, but ate not limited to, quality
assessment activities, employee review activities, or licensing.

Example: A sign-in sheet may be used at the registration desk where you will be asked to sign
your name. Your name may be called in the waiting room when it is time for the provider to see
you, We may also use and disclose your PHI to contact you to remind you of your appointment,

“Business associates” perform various activities (¢.g. transcription or answering services) for us.
We will share your PHI with business associates whenever appropriate. A written contract with
the business associate will outline the terms that will protect the privacy of your PHIL

4. Disclosures Required by Law: Our practice will use and disclose your PHI when we are
required to do so by federal, state or local law.

5. Release of Information to Family/Friends: Our practice may release your PHI to a friend or
family member that is involved in your care or who assists in taking care of you.

Example: A patient, including a parent or guardian of a minor, may ask that a family member go
to the pharmacy and pick up a prescription. In this example, that family member may have
access to the patient’s medical information.

We may use and disclose your PHI in the following instances. You have the opportunity to agree
or object to all or part of your PHI being used or disclosed for these purposes. If you are not able
to agree or object, the provider will, using professional judgment, determine whether the use is in
your best interest. Tn any event, only the PHI that is relevant to your health care will be disclosed.

1. Emergencies: We may use or disclose your PHI in an emergency treatment situation. I this
happens, your provider will try to obtain your consent as soon as reasonably practicable aftet the
delivery of treatment. If your provider is required by law to treat you and the provider has
attempted to obtain your consent but is unable, he or she may still use your PHI to treat you.

2. Others Involved in Your Healthcare: Unless you object, we may disclose to a member of
your family, a relative, a close friend or any other person you identify or that may be responsible
for your care, your PHI that directly relates to that person’s involvement in your health care. If
you ate unable to object to such a disclosure, we may disclose such information if we determine
that it is in your best interest. We may use or disclose your PHI to an authorized public of private




entity to assist and coordinate uses and disclosures to family or other individuals involved in yout
health care.

3. Communication Barriers: We may use and disclose your PHI if your provider attempts fo
obtain your consent but is unable to do so due to substantial communication bartiers and the
provider determines, using professional judgment, that you intend to under the circumstances.

1. Public Health: Our practice may disclose your PHI to public health authorities that are
authorized by law to collect information for the purpose of:

maintaining vital records, such as births and deaths

reporting child abuse or neglect

preventing or controlling disease, injury or disability

notifying a person regarding potential exposure to a communicable disease

notifying a person regarding a potential risk for spreading or contracting a discase or

condition

reporting reactions to drugs or problems with products or devices

e notifying individuals if a product or device they may be using has been recalled
notifying appropriate government agency(ies) and authority (ies) regarding the potential
abuse or neglect of an adult patient, including domestic violence. However, we will only
disclose this information if the patient agrees ot we are required or authorized by law to
disclose this information

« notifying your employet under limited circumstances related primatily to workplace

injury or illness or medical surveillance

2. Health Oversight: We may use or disclose PHI to a health oversight agency for activities
authorized by law, Oversight activities can include investigations, inspections, audits, surveys,
licensure and disciplinary actions; civil, administrative, and criminal procedures or actions; or
other activities necessary for the government to monitor government programs, compliance with
civil rights laws and the health care system in general,

3. Reqguired by Law: We may use or disclose PHI to the extent required by law, The use or
disclosure will be limited to the relevant requirements of the law. You will be notified, as
required by law, of any such uses or disclosures.

4, Lepal Proceedings: We may disclose PIH in the course of any judicial or administrative
proceeding, in response to a court or administrative order, discovery request, subpoena, or other
lawful process by another third party involved in the dispute.

5. Law Enforcement: We may disclose PHI, so long as applicable legal requirements are met,
for law enforcement purposes including:

legal processes and otherwise required by law

limited information requests for identification and location purposes

pertaining to victims of crime

suspicion that death has occurred as a result of criminal conduct

in the event that a crime occurs on the premises of the practice, and

medical emergency (not on the practice’s premises) and it is likely that a crime has
occurred.




6. Abuse or Neglect: We may disclose your PHI to a public health authority, government entity
or agency authorized to receive such information if we believe that you have been a victim of
abuse, neglect or domestic violence. In this case, the disclosure will be made consistent with the
requirements of applicable federal and state laws.

7. Coroners, Funeral Directors, and Organ Donation: We may disclose PHI to a coroner or
medical examiner for identification purposes, determining cause of death or for other duties
authorized by law. We may also disclose information to 2 funeral director, as authorized by law,
in order to permit the director to carry out their duties. We may disclose such information in
reasonable anticipation of death, PHI may be used and disclosed for cadaveric otgan, eye or
tissue donation purposes,

8. Food and Drug Adminigtration: We may disclose your PHI to a Food and Drug
Administration authorized person or company to report adverse events, product defects or
Problems; biologic product deviations; track products; to enable product recalls; to make repait's
or replacements; or, to conduct post marketing surveillance, as required.

9. Military Activity and National Security: When appropriate conditions apply, we may use or
disclose PHI of individuals who are Armed Forces personnel (1) for activities deemed necessary

by appropriate command authorities; (2) for purpose of determination by the Department of
Veteran Affairs of your eligibility for benefits, or (3) to foreign military authority if you arc a
member of that foreign military service. We may also disclose your PHI to authorized federal
officials for conducting national security and intelligence activities, including for the provision of
protective services to the Present or others legally authorized.

10. Required Uses and Disclosures: Under the law, we must make disclosures to you and when
required by the Secretary of the Department of Health and Human Services to investigate or
determine our compliance with requirements of this notice.

You have the following rights regarding the PHI that we maintain about you:

1. Confidential Communications; You have the right to request that our practice communicate
with you about your health related issues in particular manner or at a certain location, For
example, you may ask that we contact you at home, but nof leave a message on the answering
machine. We will accommodate reasonable requests. We will not request an explanation from
you as to the basis for the request. Please make this request in writing to our Privacy Contact
whose name is listed elsewhere in this Notice.

2. Request Restrictions of your PHI; This means you may ask us not to use or disclose any
part of your PHI for the purposes of treatment, payment or healthcare operations (TPO}). You
may also request that any part of your PHI not be disclosed to family memmbers or friends who
may be involved in your care or for notification purposes as described in this Notice. You must
make your request in writing to the Privacy Contact listed elsewhere in this notice. You must
include (a) the information you wish restricted; (b) whether you are requesting to limit our

use, disclosure or both; and, (c) to whom you want the limits to apply.

Your provider is not required to agree to a restriction. If your provider believes it is in your
best intetest to permit use and disclosure of your PHI, your PHI will not be resiricted. If you
provider does agree to the requested restriction, we may not use or disclose your PHI in violation
of that restriction unless it is needed to provide emetgency treatment.




3, Imspect and Obtain Copy your PHI; This means you may inspect and obtain a copy of PHI
about you that is contained in your medical record. A medical record includes medical, billing
and any other records used for making decisions about you.

Under federal law, however, you may not inspect or receive copy the following records:

psychotherapy notes; information compiled in a reasonable anticipation of, or use in, a civil,
criminal, or administrative action or proceeding, and PHI that is subject to law that prohibits
access to PHL In some circumstances, you may have a right to have this decision reviewed.

You may be required to submit your request in writing and a fee may be charged by the practice
for the costs of copying, mailing, labor and supplies associated with your request.

4, Request Amendments to your PHE: This means you may request an amendment of PHI
about you in your medical record for as long as we maintain it. The request must be in writing
and submitted to the Privacy Contact listed elsewhere in this Notice. You must provide us with a
reason that supports your request for an amendment. In certain cases, we may deny your request
for an amendment. Including requests that are in our opinion are:

(a) accurate and complete;

{(b) not part of the PHI kept by the practice;

(c) not part of the PHI which you would be permitted to inspect and copy; or are

(d) not created by our practice, unless the individual or entity who created the information is
not available to amend the information.

If your request is denied, 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 any such rebuttal.

5. Request Accounting of Certain Disclosures of your PHI: This right applies to disclosures
for purposes other than treatment, payment or healthcare operations (TPO) as described in this
Notice. You have the right to specific information regarding these disclosures that occurred after
April 14,2003, This accounting is a list of certain non-routine disclosures our practice has made,
if any, of your PHI for non-TPO purposes. Use of your PHI as a part of the routine patient care in
our practice is not required to be documented. In order to obtain an accounting of disclosures,
you must submit your request in writing to the Privacy Contact listed elsewhere in this Notice and
must state a time period, which may not be longer than six (6) years from the date of disclosure,
and may not include dates prior to April 14, 2003.

The first list you request within a 12-month period is free of charge, but our practice may charge
you for additional lists within the same 12-month period.

6. To Obtain a Paper Copy of this Notice: Upon tequest, even if you have agreed to accept
this notice electronically, you have the right to obtain a paper copy.

7. Complaints/Questions: You may complain to us or to the Secretary of Health and Human
Services if you believe your privacy rights have been violated. We will not retaliate against you
for filing a complaint. For information about the complaint process, please contact the Privacy
Contact listed elsewhere in this Notice.

For questions regarding this notice and further information 1'egardingmany of its contents, you may
contact: Lisa Burkhead, Privacy Officer, 3110 S. Rainbow Blvd, Ste 101, Las Vegas, NV 89146,
(702) 316-2281 or by fax (702) 316-2272,
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ACKNOWLEDGEMENT OF RECEIPT -

OF INNOVATIVE PAIN CARE CENTER’S NOTICE OF PRIVACY PRACTICES

I hereby acknowledge I have received a 5 page packet of Innovative Pain Care Center’s Notice of
Privacy Practices.

Patient Name:

PLEASE PRINT

Signature:

Date:




%, Pain
Care

Board Certified in Pain Management & Anesthesiology
Fellowship Trained in Pain Medicine

9920 W, Cheyenne Ave Ste 110
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9065 S. Pecos Rd., Ste 230

C enter Henderson, NV 89074
501 8. Rancho Dr. Ste G-44
Las Vegas, NV 89106
(702) 316-2281 - Fax: (702) 316-2272
Patient Name:

What is the best way to contact you regarding your medical information?

Phone number:

Please check all that applies.

O May we leave a voice mail?

O Can we leave a message with family member/ someone else?

Signature:
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Notice to All Patients Regarding Urine Testing

This office tests all patients randomly up to 12 times a year as part of our prescription
monitoring program. As part of your narcotics agreement you have agreed to these tests.
You should be prepared at every visit to provide a urine sample. If you are due fora
urine screening, you will be asked prior to seeing your provider for the sample. If you
are unable to provide a sample, you will be asked to wait in the waiting room until you
are able to. If your test is inconsistent with your treatment plan, you may be required to
provide a sample at every visit until you are in compliance. This is an additional charge
to your office visit.

Urine tests for prescription monitoring are performed in two parts:
Part one is an in office urine test. This test is billed by our office. If you have any
questions about your out-of-pocket responsibility for the test, please contact our
billing office.

Part two are specific studies performed by a contracted out-sourced laboratory,
test are performed based on medications that are taken, as well as dosages, height
and weight of the patient and the results of the in-office testing. These are billed
by a laboratory within the contracted net-work of your insurance plan. If you have
any questions about the laboratory portion of these tests, please contact your
contracted laboratory facility.

These tests:
Prevent dangerous drug to drug interactions.
Monitor compliance with your treatment plan.

I, , understand the above and agree to
abide by the policies outlined in this agreement.

Patient Signature Date
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HIPAA PRIVACY AUTHORIZATION FORM
Authorization for use or disclosure of protected health information

Innovative Pain Care Center is committed to HIPAA regulations. Therefore each patient
is required to sign a release, Patients may include companion(s) (family members,
friends, etc.) accompanying them to their appointment, schedule or reschedule
appointments. Listed individuals are approved to hear discussion regarding the patient’s
health information.

I authorize the following individuals to be involved in the discussion of my medical

health information. T understand I am responsible for the release of information provided
by Innovative Pain Care Center to the following:

Name Relationship

X
Patient Name Date
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COVID-19 Pandemic Treatment Consent Form

Name: Date:

As with the transmisslon of any communicable disease like a cold or the flu, you may be exposed to COVID-19, known as
“Coronavirus,” at any time or place. Be assured that we, at Innovative Pain Care Center, have always followed state and
federal regulations and recommended universal personal protection and disinfection protocols to fimit transmission of
all disease in our offices and we continue to do so.

Despite our careful attention to sterilization, disinfection, and use of personal barriers, there is still a chance that you
could be exposed to an illness in our office just as you might be at your gym, grocery store, or favotite restaurant.
“Social distancing” nationwide has reduced the transmission of the Coronavirus. Although we have taken measures to
provide social distancing in our practice, due to the nature of the medical evaluations and/or procedures that we
provide, it may not be possible to maintain social distancing between the patients, medical providers, staff, and
sometimes other patients, at all times,

COVID-19 virus has a long incubation period during which carriers of the virus may not show symptoms and might still
be highly contagious. It is impossible to determine wha has the virus and who doesn’t, given the current limitations in
virus testing,

If you have been exposed to a communicable disease, you may spread the disease to the healthcare provider, staff, or
other patients in the practice,

Although exposure to'a communicable disease within our office is unlikely, by signing below, you accept the risk of
possible exposure to disease within our office, and you consent to treatment here at our facility despite this possible
risk.

You agree that if you begin to exhibit any symptoms of COVID-19, or if you are diagnosed with COVID-19 within a 30 day
period either befare or after your visit, you will contact our office immediately to report your iliness or exposure so that
we can take steps to limit the spread of this disease.

Your signature below provides attestation that the following statements are true:
-l have not felt hot or feverish in the past 14-21 days.
-l have not felt short of breath or had any difficulties breathing in the past 14-21 days.
- have not developed a cough, sore throat, or runny nose within the past 14-21 days.
- have not had any flu-like symptoms {gastrointestinal upset, headache, or fatigue) in the
past 14-21 days.
- have not experienced a loss of taste or smell In the past 14-21 days.
- have not been in contact with any confirmed COVID-19 positive patient in the past 14-21 days.
-l have not traveled outside of the state of Nevada in the past 14 days.

| have read this form and | comprehend the information it contains. | agree with all of the above statements, and |
understand the risks invoived in being seen for a medical visit.

Signature: Date




