 
WAKE SPINE & PAIN SPECIALISTS 
 
WAKE SPINE & PAIN SPECIALISTS 
_________________________________________________________________________________________________________________________________ 
 
First Name: _______________________ MI:       Last Name:  	 	 	 	 Date:  	 	  
 
Street Address: ___________________________________ City: __________________ State: ______ Zip: ________ 
 
Email:   	 	 	  	Primary Language: 	 	 	    [   ] Male 	 [   ] Female  
 
Home Phone: __________________      Cell: _________________       Work Phone: ________________ 
 
DOB: ____/____/______      Social Security #: _____-____-______       
 
* Health Care Reform laws request information on race and ethnicity, if you prefer not to answer please check the option “Decline” 
Race:   [  ] White    [  ] Hispanic    [  ] African American    [  ] Asian    [  ] American Indian    [  ] Other    [  ] Decline 
                         
Ethnicity: [   ] Hispanic  	[   ] Non-Hispanic 	 	[   ] Decline  
 
Emergency Contact: ____________________________ Relationship: ____________________ 
 
Home Phone:  ___________________        Cell Phone:   ____________________ 
 
Who referred you to us? ________________________________________ Phone Number: ________________ 
 
Who is your Primary Care Physician (PCP)? ________________________ Phone Number: ________________ 
 
Which pharmacy would you like us to keep on your record? 
 
Name and address_____________________________________________ Phone Number: ________________ 
 

 
PAYMENT:      [   ] Insurance          [   ] Self Pay                 [   ] Workers Compensation         [   ] Auto Insurance       
 
Commercial Insurance: 
Primary insurance name:   ___________________    Secondary insurance name: ___________________   
 
Workers Compensation: 
Date of injury: _______________Claim number: _____________________ Workers Comp.__________________ Claim Manager: _____________________________________Phone Number:____________________________ 
Employer Name: ____________________________________Employer phone: ___________________________ Address:________________________________________________ 
 
Auto Accident: 
Date of accident: 	 	 Claim number:  	 	 	 Auto Insurance: 	 	 	
Claim Representative:   Phone Number: 	 	 	 	  
 
EDUCATION:   Your highest education level achieved: 
[    ] Post Graduate    [    ] College graduate    [    ] High school graduate/GED         Other______________ 
 
EMPLOYMENT:    
[    ] Full-time    [    ] Part-time     [    ] Retired     [    ] Student    [    ] Homemaker   [    ] Disabled    [    ] Unemployed 
 
Occupation: _________________________________         Employer: ________________________________ 
 
If you are unemployed or employed part-time, is this due to your present pain condition? ___ No ___ Yes 
If you are currently unemployed, indicate how long you have been off work: _______________






Patient Name  	 	 	 	 	 	 	 	Date 	 	 	 	 
Where is the area of your worst pain located? _______________________________________________       
Please list any additional areas of pain:         _________________________________________________ 
 Does the pain radiate, if so where?     _____________________________________________________ 
[  ] Numbness/tingling:   where ___________________            [   ] Weakness:  where _________________   
	Numbness

 NNNN 
	Weakness 

WWWW 
	Ache 

AAAA 
	Pins & Needles 

PPPP 
	Burning

 BBBB 
	Radiating pain 

///////////// 


 Neck Pain % ________
 
Arm Pain   % ________
 
Back Pain % ________
 
Leg Pain   % ________
 
Total:               100%
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Pain score today: ________    (on a scale of 0-10) 
 How and when did the pain start?  
Month/year __________________________            
[  ] No obvious cause 
[  ] Auto accident     Date:  _____________ 
[  ] Work accident     Date:  _____________ 
[  ] Other injury                    __________________
 [  ] Following surgery            __________________ 
[  ] Cancer                            __________________ 
[  ] Other                              __________________   

Duration of pain:  
_______years _____ months   
 ______ Weeks ______ days   
  Since the pain started, is the pain: 
[  ] getting better?   [   ] getting worse?  [   ] same?
    
How often does the pain occur?
[   ] Constant             [     ] Several times a day
[   ] Less than daily    [     ] Occasionally          
 
Is the pain worse at :  
[     ] day time   or     [    ] night time 
 
Does the pain interfere with your sleep?    
[    ] Yes     [    ] No 

Height: ___________ Weight: __________ 


Mark the activities that are affected by your pain:  
[   ] Enjoyment of life 
[   ] Relationships with people 
[   ] Household chore
[   ] Social interaction 
[   ] Normal work 
[   ] Walking 
[   ] Sleep              
[   ] Mood   
Is the pain worse at?  
 [     ] day time   or     [    ] night time 
Does the pain interfere with your sleep?
 [    ] Yes     [    ] No
Current Medications: 

Are you currently taking any blood‐thinners or anticoagulants? 
 [   ] Yes   [  ] No  
 If Yes, which ones?  [   ] Plavix [   ] Coumadin [   ] Lovenox  
[   ] Aggrenox   [    ] Other ______________________ 


 Please list all other medications you are currently taking:
  Or copy of medications provided [    ] 
	Medicine 
	Dose 
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[  ] Constant [     ] Several times a day 
[   ] Less than daily [     ] occasionally     


     

Diagnostic tests and imaging:  Mark all the tests you have had to diagnose your pain:   [   ]   I have not had any diagnostic tests performed for my current pain complaints. 
	Diagnostic Test 
	Body location 
	Date 
	Facility 

	MRI 
	 
	 
	 

	CT  Scan 
	 
	 
	 

	X‐Ray 
	 
	 
	 

	EMG/ NCV 
	 
	 
	 

	Other diagnostic test 
	 
	 
	 





Pain Medication:
Please list any medications you have tried for this pain:

	Medication
	Helped  (Y/N)
	Side effects

	
	

	

	
	
	

	
	
	

	
	

	

	
	

	

	
	
	



Interventional pain treatments
Please mark if you tried any of the following for your pain:

	Treatment
	Year
	Level/ Nerve/ Region
	Helped
(Y/N)


	Epidural steroid injections
	

	
	

	Facet injections
	
	
	

	Radio frequency ablations
	

	
	

	Sacroiliac joint injections
	

	
	

	Sympathetic blocks
	

	
	

	Trigger point injections
	

	
	

	Spinal cord stimulator
	
	
	



Other treatments used for this pain: 
Please mark if you tried any of the following for your pain:
	
Treatment
	Year
	How long?
	Helped (Y/N)
	Worsened
pain

	Physical therapy
	
	
	
	

	TENS unit
	
	
	
	

	Massage
	

	
	
	

	Chiropractor
	

	
	
	

	Biofeedback
	

	
	
	

	Brace
	
	
	
	



Other Specialists seen for this pain:
List other specialists including pain management that you have consulted with for this pain:

	Name
	Date

	
	

	
	

	
	



Have you been discharged from a pain clinic?
[   ] No   [  ] Yes
If yes, which clinic were you discharged from and when?
____________________________________________
Reason for discharge:
_____________________________________________

Do you have any drug allergies?
[  ] No known drug allergies

	ALLERGY
	REACTION

	
	

	
	

	
	

	
	



	MEDICAL HISTORY
	DATE  (M0/yr)

	
	

	
	

	
	

	
	




	PREVIOUS SURGERIES
	DATE  (Month/year)

	
	

	
	

	
	

	
	

	
	

	
	

	
	











Patient’s Name:  _____________________________________________________ Date of Birth:  ___________ 


Financial Responsibility
 
I fully understand that: 
· Insurance billing is a service provided as a courtesy and that I am at all times financially responsible to APS and/or its affiliated entities for any charges not covered by health care benefits. 
· Payment is due in full at time of service. If I have insurance that APS is contracted with, I will be responsible for any amounts that are not paid by my insurance including co-pays, deductibles, coinsurances and non-covered services. You will be charged a $35.00 fee for any bounced checks. 
· Some insurance companies and health plans may determine that a procedure is not “medically necessary” and may not pay for the service. In this case, I will be responsible for the payment. 
· If my insurance company requires pre-certification or a referral in-order to pay for services provided, it is my responsibility to bring such pre-certification or referral before or at the time of service. If I do not, I understand that I will be financially responsible for the total payment related to such services. 
· If I should default on payment for services, my account may be transferred to an independent collection agency, I may be designated as a credit risk, and for all subsequent visits I will be required to pay for services at the time of registration. 
· It is my responsibility to notify APS of any changes in my health care coverage. 
 
I understand that by signing this form that I am accepting financial responsibility as explained above for all payment for medical services. If I am in doubt about my coverage it is my responsibility to contact my insurance provider to ascertain benefit levels. 
 
 
Assignment of Benefits
I authorize direct remittance of payment of all insurance benefits, including Medicare, if I am a Medicare beneficiary, to APS and/or its affiliated entities or otherwise at its direction. I understand and agree this Assignment of Benefits will have continuing effect for so long as I am being treated or cared for by APS, and will constitute a continuing authorization, maintained on file with the APS authorize and allow for direct payment to APS of all applicable and eligible insurance benefits for all subsequent and continuing treatment, services, supplies and/or care provided to me by APS. 
 
 
Authorization to Release Information
I authorize the release of any medical or any other information to my insurance carrier(s), or other entity necessary to determine insurance benefits or the benefits payable for related medical services and/or supplies provided to me by APS. A copy of this authorization will be sent to my insurance carrier(s), or other medical entity, if requested. The original authorization will be kept on file by APS. 
 
 
 
       ____________________________________________________     _____________________ 
                                           Patient Signature                                                        Date 
 	
 
 
 
 
      



   




Patient’s Name:  ____________________________________________________   Date of Birth:  ___________ 
 
 
 
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES (HIPAA) 

I understand that APS Specialists may use and disclose the patient’s personal health information for coordinating the patient’s medical care, to handle billing and payment, and to take care of other related health operations.  Unless I permit it, in general there will be no other uses and disclosures of my medical information. APS Specialists has provided me a detailed document called the “HIPAA Notice of Privacy Practices.”  It contains information about how we may use and/or disclose your health information.  I understand that I have the right to read the “Notice” before signing this acknowledgement. 
 
I acknowledge that I have been offered a copy of this office’s notice of privacy practices. 
 
 
      ____________________________________________________     _____________________ 
                                       Patient Signature                                                           Date 
 
 
 
OTHER POLICIES 
 
CONSENT FOR CARE: By signing below, I voluntarily consent to receive medical and health care services provided by APS Specialist physicians, employees and such associates, assistants, and other health care providers, as my physicians deem necessary. I understand that such service may include diagnostic procedures, examinations, and treatment. I acknowledge that no warranty or guarantee has been made to me as to result or cure. I understand that this consent to treatment will be valid and remain in effect as long as I attend APS unless revoked by me in writing such written notice provided to this clinic. 
 
CONSENT FOR REVIEW OF PRESCRIPTION HISTORY: By signing below, I also grant permission to APS Specialists to obtain my prescription history from external sources for better coordination of my health care. 
 
CANCELLATION POLICY:  Consults and follow up visits - We have a 24 hour policy to cancel or reschedule your appointment for consults and follow up visits at APS Specialists. You will be charged a $25.00 fee payable at your next appointment if you fail to do so. Procedures - We have a 48 hour policy to cancel or reschedule your appointment for procedures at APS Specialists. You will be charged a $50.00 fee payable at your next appointment if you fail to do so.  Two no-shows and/or cancellations without required notice may result in your discharge from the clinic. By signing below, I acknowledge I have read and understand the cancellation policy. 
 
 
       ____________________________________________________     _____________________ 
                                           Patient Signature                                                        Date 
 
 
 






AUTHORIZATION TO RELEASE MEDICAL INFORMATION

 
 Patient Name (please print) ____________________________________________ Date of Birth______/______/______ 
 
 
 Persons/Organizations Providing the Information:                       Persons/Organizations Receiving the Information: 
 
	Name______________________________________ 	            Name________________________________________ 
 
	Address____________________________________ 	            Address______________________________________ 
 
___________________________________________                       ____________________________________________ 
 
	Telephone #_________________________________ 	            Telephone #___________________________________ 
 
	Fax #_______________________________________ 	            Fax #_________________________________________ 
 
Authorization covering the period of   _____/_____/_____ to _____/_____/_____ 
 
 
 
[     ] I hereby authorize the release of my complete medical record (including records relating to mental health care, communicable diseases, HIV or AIDS, and treatment of alcohol/drug abuse)  
OR  
[     ] I hereby authorize the release of my complete medical record with the exception of the following information:
 
[     ] Mental health records 
[     ] Communicable diseases (including HIV and AIDS) 
[     ] Alcohol/drug abuse treatment 
[     ] Other (please specify):  	 	 	 	 
 
I hereby authorize disclosure of the health information for the above named patient.  This authorization is valid for 12 months or longer from the date of signature.  I understand that I may cancel this request with written notification but that it will not affect any information released prior to notification of cancellation.  I understand that the information used or disclosed may be subject to re-disclosure by the person or class of persons or facility receiving it, and would then no longer be protected by federal regulations.   I understand that the medical provider to whom this is authorized and furnished may not condition its treatment of me on whether or not I sign the authorization. 
 
____________________________________________                              ____________________________________ 
Signature of Patient or Guardian                                                                 Date 
 
 
 Please Note:  There will be a charge when you request for medical records for personal reasons or permanent transfer. 

  


HIPAA RELEASE OF MEDICAL INFORMATION
 
 
 
Patient’s Name:  Date of Birth:  	 	 	 
 
 
 
I HEREBY AUTHORIZE MEDICAL PROVIDERS & PERSONNEL OF APS SPECIALISTS TO LEAVE VOICE MESSAGES REGARDING THE FOLLOWING PROTECTED HEALTH INFORMATION: 
[    ] Appointment Reminders 
[    ] Lab / Diagnostic Imaging Results 
[    ] Treatment and plan of care 
[    ] Billing  
 
 
I HEREBY AUTHORIZE MEDICAL PROVIDERS & PERSONNEL OF APS SPECIALISTS TO DISCUSS MY PROTECTED HEALTH INFORMATION WITH: 
(Name) 	 	 	 	    	 	(Relationship) 	 	 	 	 
(Name) 	 	 	 	    	 	(Relationship) 	 	 	 	 
 
 
 
WAKE SPINE & PAIN SPECIALISTS 
 
WAKE SPINE & PAIN SPECIALISTS 
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THE FOLLOWING PROTECTED HEALTH TO THE INDIVIDUAL(S) LISTED ABOVE:  

[    ] Information regarding the patient’s diagnosis and 
       Treatment of HIV/AIDS 

[    ] Psychotherapy notes from a Psychiatrist and/or     Psychotherapist

 [    ] Treatment for alcohol and/or drug abuse reports 
  
   
  







Patient Signature:   	 	 	 

 
 Date:  	 	 	
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