Coashil fnesthesia and Pain Ralisf Spaciélisis.?_,ff. 5

Dr. Amy Pearson, MD
Tommy Hersch, PA-C

2701Highway 17 Suite 1B
Richmond Hill, GA 31324
912-756-3005 phone
912-756-5921 fax

New Patient Paperwork

Dear Patients,

In order for our staff to better serve you we ask that you please fill out our new
patient packet completely. The more information you provide us the better we can assist
you with your pain. Once completed please return this packet to our office with any
paper MRI, CT, X-Ray reports. If you do not have any reports available to you, please
inform our office where you had the test done so that we can request the report and have
it here for your initial visit. Feel free to fax or mail your packet in. We look forward to

meeting you and helping you conquer your pain.

The Staff of Coastal Pain Relief Specialists
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Registration (Plense print clearly)

Date Home phone number.
Patient name
Responsible party (if a minor)
Street address City State Zip
Sex __ _M___F Murital Status; [ single O marded [ separated [ divorced
Age Birth dote
Patient emplayed by Occupation
Spousa (or esponsible party) name Birth date
Spouse’s occupation Business phone
Spouse's business neme and addmess
Who is responsibie for this accoune? Helationship o parian:
Social Security number SpoHse's SSH
Do vou have madieal insummnes? T oves D oo Fuss
Primary insurer name Contract # Group 5 Snbseriber #
Secondary insurer (if any) Contract # Group # Subscriber 4
Do youhave [ Medicare [ Medicaid Ifyes.......... Claim ID#
In case of an emergency, who should be notified? Phone #

Whom may we thank for your referral to our practice?
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Medicare Authorization

Signoturs of Ynsured/Geocdion

T reguest thal puyment of nothorfzed Medicare benzfis he mada cither lo me or on my heholl to Consin] Anesthesin nnd Palp Hellel Spectalists,
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Name Date

Chief Complaints

» Where is the main location of your worst pain?

¢ What date did your pain begin?

» Does your pain fravel to another part of your body? oVes oNo If so, where?

» Please indicate yonr current level of pain {aday, on a 0-10 scale, where 0 is no pain at all,

and 10 is the worst pain you can imagines
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e Please check off each line for a deseription of you chronic pain problem:

Do you have any.. None Mild Moderate Severe

Throbhing

Shooting

Stubbing

Sharp

Cramping

Gnowing

Hot-Burning

Aching

Henvy

Tender
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Splitting

Tiring/Exhansting

Siclkening

Fenriul

Punishing/Cruel

» What other symptoms accompany your pain? None mweakness (where )
onnmbness (whera ) oOweightloss  oproblem with bladder function oproblems with
bowel function o trouble sleeping cother

e If your pain began with an injury, please describe:

e If pain began at werl, please describe:

TR

Flaees of empioyment waen nain bDe

[l@

s What malies your pain beiter? oOMothing 2:ail Cice  oweather oheat opbysical geiivity
ndisiracton  omedications owallting  osifiing U bending farward Obending baciowards

Ooositios (I so. which one’? s Oather

e What malces your pain worse, or what triggers your pain?

ONothingat all oice oweather cheat wphysical activity Ostanding omedications owalldng
obending forward Obending backwards ositting ostress
gposition (if so, which one? ) o other

s Areyou frequently awakened by pain atnight? o¥es oNo

IF s0, how u'ften? 0l-2 fimes 03-4 times 156 times omeore than 6 Himes
» On average, how may hours of sleep do you get at night?

oil-2 o2-4 o4-6 06-8 omore than 8 honrs
s Are you presently involved in a lawsnit becanse of your pain? oYes oNo

If yes, please explain:

o Were you irenied in a Pain Clinic before? nYes niNo

If 50, when and where;
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» Please indicate if yon have had previons treatments for yonr pain:

ophysical therapy (when? ) nTENS unit tsurgical intervention/type
. opsychological Techniques (if so, which ones)  orelaxation training obiofeedback
Dimagery ndistraction therapy '
cinjections(s):  pinto muscles minto a joint oepidural steroid  onerve bloek
nother,

oAlternative Medical Treatments
pchiropractor oacupuncture chomeopathy chyprotism

cherbal remedies(which ones? : )
Dother
Past Medieal History
Neuralogical Cardiac General
oseizure disorder  oheart atiack tidiabeies
Osirolce ohigh blood pressure ohlood disease
OOEEr, ahesrt fnilors Oeasy blesdine
Oparemaier ceizncoms
oOrhewmatic f=ver Osye projiems
Tpbmonary zoiher mbladder infections
nehronic hronehitls Oirigney infacHans
JEgthms Zasiroinissionn: MERYEGIG Gissass
CEMIpHYSEms Osiommach micers Onepariiis
oother____  peoelitis ckidney problems
oirritable bowel LICATICE,
chiatal hernia oarthritis
oother. Oother

oJf you are a female, is there a chance that yon are carrently pregnant? ni¥es nNo
sAre yon currently vsing blood thinner medication? oYes noNo

Fngt Surgicn! Fistory

Type of Surgery Date of Surgery Location of Surgery ‘Who Performed it?

0 Back Surgery

B3 Neck Surpery

i Appende'ctomy

0 Gall Blodder

O Hystereotomy

O Other




Tamily Medical History

o] there a family history of:
uhe'art disease Cihigh blood pressure Deancer Dsirole r::dinbet;s
Allerpies
s Are there any medicines that yon Inow of to which yon are allerpic? oYes oNo

If yes, which one(s)?

Current Medications _ (Please list pain medications first)

Medication Strength How Offen How long kave you been
tnking the medication?

Page 5



Page
Past Socis! Hisfogg

Do you emxrently smolke or have you ever smoked? oi¥es oNo

If so, how many packs a day? For how long?__ When did you quit?

#Do you drink alechol? oYes oNo Ifso, what type and how much?

»Do you er have you ever used recreational drugs? no¥es oNo

If you no longer vse recreational drugs, when did yon quit? days/months/years (circle one)

Marital Statug

omarried Dnever married odivorced/separated owidowed

e What previous tests were dene for your pain problem?

Test When Where Who (rdered Resnlis(if known)

If you have taken pain medications in the past, please indicate:

CRelafen oDaypro  cMotrin/Advil nAleve/Naprosyn oCelebrex/Vioxx cLodine

oflavil coDesyrel oProzac oUltram oPaxil/Zoloft mDarvocet
oLortnb  nVicodin nDemerol oDilandid oMorphine oSoma
oNeurontin oFlexeril oOxyContin = noMethadone nDuragesic oKlonopin

oZanaflex nMs Contin

o Other:



* Plense shade in your aren(s)of pain on the dingrams helow:
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* Which stalement best desexibes you pain?

Oalways present, nlways the same intensity

Onlways present, Intensity vories

DOusunlly present, but have shoxt intervals without pnin
Hlofien present, but have pain free perjods lasting one o severnl hours

DOoften present, but X nm pain free most of the day

Dieccasionnlly present-have bricf poin 1 to several times a dny, Insting 2 few minntes to nn hour
Ooceasionally present for brief periods, n few seconds to a few minufes
Cirarely present, have pain every few dnys of weals

|

Page



Please check any sympioms your are experiencing:

General

O asual weight Ibs
O recent weight change
r generalized weakness
o fatigue

o fever

Skin,

0 rashes 0 lmmps

o itching 0 dryness
o changes in hair

o changes in nailg

Head

0 headaches

o previous head injury
Eves

celaocoma Ceataraets
Oeyepmin O redmess

0 viseal ckanges

0 gigsses/econtacis
O EXcESsive fearing
o donbis vision

= hearing loss

o ringing in ears
dearaches o vertigo

O infections i discharge

Nose/Sinuses

r1 frequent colds

o nasal stuffiness

o sinns problems

O hay fever o nosebleeds

Mouth/Throat

0 hoarseness 0 sore tongne
o bleeding gums

o frequent sore throats

o poor condition of teeth

Neck:
O goifer O Inmps in neck
o swollen glands

Breasts
£ Inmps o pain
O discharge

Respiratory

O tuberculosis o pneumonia
oemphysema o bronchitis
o short of breath 0 asthma

o chronic cough

‘0 blood in sputum

O pain on breathing

Cardiac

o beart murmur o heart tronble
0 rhenmatic fever o angina

o high blood pressure

o irregular heart beats

1 previous heart atiacks
Grosiroiniasingl

0 Hapses 0 vomifing

0 disrrhes O cansHpation

O hepaiiiis
o roupie swaillowing

1 apfeming pain

O heartburn/indisesiion

o vomiiing biood 1 hemorrhoids
0 bleeding from rechim -

o change in bowel habits

1 food intolerance

I excessive belching

O excessive passing of gag

o galibladder trouble

Urinary

0 urgency o hesitaney

O increased frequency

0 burning on wrination

o blood in urine o kidney stones

0 frequent wrinnry tract infections
g trouble “holding your water”

Genito-Reproduciive Male
o hernias
o decreased sex drive

O problems with erection

O fiver problems

D testicnlar pain

Page

Female

o currently pregoant
0 abnormal periods
O-vaginal discharpe
0O vaginal pain

o decreased sex

Musculnskeleial

O joint pains 0 gont
o arthritis :

n joint stiffness

0 muscle aches/pains
o backache

Neurologic
O fainting spells

O seizure diserder
O memory loss
O {remors

Prywehiaric

O BETVOHOSHRESS
O temsion/siress
0O mend 5wings

O depression

Endocrine

0 thyroid irouble

O exeessive sweating
o diabetes

0 excessive thirst

r1 excessive hunger

0 excessive urination

Hematologic
£ Anemia

0 eagy bruising/
bleeding
o bransfusion
o1 reaction
o sickle cell
disease



COASTAL ANESTHESIA AND PAIN RELIEF SPECIALISTS
Amy Pearson, MD
Tommy Hersch, PA-C
2701 Hwy 17 Ste. 1-B
Richmond Hill, GA 31324
(912) 756-3005 phone / (912) 756-5921 fax

PATIENT/DOCTOR TREATMENT & MEDICATION AGREEMENT

The purpose of this agreement is to prevent misunderstandings about certain medicines you might be
prescribed for pain management. This is to help both you and your doctor to comply with the law
reparding controlled pharmaceuticals,

By signing this apreement you have read, understood, and agreed to these rules:

1.

L

10.

1.

12.

If recommended, I will submit to an evaluation by an addictionologist, which may include a
psychiatric evaluation.

If I break this agreement, my doctor may stop prescribing these pain control medicines and I may
be DISCHARGED from the practice.

I will communicate fully with my doctor about the character and intensity of my pain, the effect of
the pain on my daily life, and how well the medicine is helping to relieve the pain.

I will not use alcohel or ANY ILL EGAL controlled substances, including but not limited to:
marijuana, cocaine, methamphetamines, etc.

I will not SHARE, SEILL, or TRADE my medications with anvone.,

1 wiil not attempt to obtain any controlled medications, including opioid pain medicines,
controlled stimulants, or anti-anxiety medicines from any other doctors or practice.

1 will SAFEGUARD my pain medicine from loss or theft. Loss or stolen medicines WiILL NOT
be replaced.

Refills of any prescriptions for pain medicine will be made only during regular office hours.
All refill requests must be made FIVE business days in advance. NO REFILLS WILL BE
AVAILABLE DURING EVENING, WEEKENDS, OR HOLIDAYS. Please initial

I understand that I MUST BE SEEN IN THE OFFICE AT LEAST EVERY NINETY DAYS or
more often if recommended to request a refill or my refill will be denied until I am seen,

1 will submit to random urine testing as requested by my doctor to determine compliance with my
program of pain control medicine.

I will use my medicine at a rate no greater than the prescribed rate use of my medicine at a
preater rate will result in my being without medicine for a period of time.

If at any time I break the law with regards to my pain medicine, I am aware that the appropriate
law enforcement department may be notified and my records could be released to them. It is
illegal to sell, trade, or share prescription medication. It is illegal to obtain controlled substances
from more then one doctor without telling the other doctor. 1t is illegal to alter or fabricate
prescriptions.



13. T understand there is a small risk that opioid addiction could occur. This means I might become
psychelogically dependent on the medication, using it to change my mood or get high, or be
unable to control my use of it. If this occurs, the medication will be discontinuzed and I will be
referred to a drug treatment program for help with this problem.

14. Iunderstand that if T am pregnant or become pregnant while taking opioid medications, my child
could become physically dependant on opioid medications, and withdrawals can be life-
threatening for a baby.

15. While interacting with the staff of Coastal Pain Relief Specialists, my behavior will be
becoming of a rationale, reasonable, and well mannered person. The staff is expected to
respond in an equally courtecus and respectful way. If the interactions between the staff
and myself are deemed to be repeatedly rude or confrontational, Dr. Pearson will request for
me to seek trentment at another facility. Please initial

16. Iagree to follow these guidelines that have been fully explained to me. All of my guestions and
concerns regarding treatment and medications have been adequately answered. A copy of the
Agreement has been given to me.

PATIENT DAYS: MON-THURS 9AM-5PM
NON PATIENT DAY: FRI 9AM-12PM

This Agreement has been reviewed and signed on this day of in the year of

Patient Name: Patient Signature;

Witnessed by: Doctor Signature:




Coastal Anesthesia & Pain Relief Specialist, PC

Privacy Notice

THE FOLLOWING NOTICE DESCRIBES HOW YOUR MEDICAL,
INFORMATION MAY BE USED AND DISCLOSED, AND HOW YOU
CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW THE
INFORMATION CAREFULLY.

Your confidential healthcare information may be released to other healthcare
professionals within Coastal Anesthesia & Pain Relief Specialist, PC (CAPRS)
for the purpose of providing you with quality healthcare.

Your confidential healthcare information may be released to your insurance
provider for the purpose of CAPRS receiving payment for providing you with
needed healthcare services.

Your confidential healthcare information may be released to public or law
enforcement officials in the event of an investigation in which you are a victim of
abuse, a crime or domestic violence.

Your confidential healthcare information may be released to other healthcare
providers in the event you need emergency care.

Your confidential healthcare information may be released to a public health
organization or federal organization in the event of a communicable disease or to
report a defective device or untoward event to a biological product (food or
medication)

Your confidential healthcare information may not be released for any other
purpose than that which is identified in this notice.

Your confidential healthcare information may be released only after receiving
written authorization from you. You may revoke your permission to release
confidential healthcare information at any time,

You may be contacted by CAPRS to remind you of any appointments, healthcare
treatment options or other health services that may be of interest to you,

You may be contacted by CAPRS for the purposes of raising funds to support the
organizations operations,

You have the right to restrict the use of your confidential healthcare information.
However, CAPRS may choose to refuse your restriction if it is in conflict of
providing you with quality healthcare or in the event of an emergency situation.
You have the right to receive confidential communication about your health
status.

You have the right to review and photocopy any/all portions of your heaithcare
information,

You have the right to make changes to your healthcare information.

You have the right to know who has accessed your confidential healthcare
information and for what purpose.



* You have the right to possess a copy of this Privacy Notice upon request. This
copy can be in the form of an electronic transmission or on paper.

» CAPRS is required by law to protect the privacy of it patients. It will keep
confidential any and all patient healthcare information and will provide patients
with a list of duties or practices that protect confidential healthcare information.

o CAPRS will abide by the terms of this notice. The organization reserves the right
to make changes to this notice and continue to maintain the confidentiality of all
healthcare information. Patients will receive a mailed copy of any changes to this
notice within 60 days of making changes.

* You have the right to complain to CAPRS if you believe your rights have been
violated. If you feel your privacy rights have been violated, please mail your
complaint to:

ATTN: Dan Reeves

Coastal Anesthesia & Pain Relief Specialist, PC
2701 Hwy 17 Ste 1-B

Richmond Hill, Ga 31324

e All complaints will be investigated. No personal issue will be raised for
filing a compliant with the organization.

For further information about this privacy Notice, please contact

Dan Reeves

Office Manager
Phone (912} 756-3005
Fax (912) 756-5921

» This notice is effective as of Date of Effectiveness. This date must be earlier than
the date on which the notice is printed or published.



Coastal Anesthesia & Pain Relief Specialists
Receipt of Notice of Privacy Practices
Written Acknowledgerment Form

I have recelved a copy of the Coastal Anesthesia & Paln Relief Specialists Notice of Privacy Practices,”
The notice details how my personal health Information may be used and disclosed as permitted
under federal and state laws. | have read and understand the contents of the notice.

Print Patient’'s Name

Patient's Sighature

Withess

Date

i ot signed by ihe pailent, pleass indicais the ralationship 1o the patient of the person

Relationship Witness

Administratlan & Governance Forms



Cancellation / No Show / Missed Appointment Policy

If you do not give us 24 hours’ notice that you will miss your appointment, a
charge will be added to your account that must be paid before we can
schedule another appointment for yon. Your insurance will not pay for
this charge.

Charges will be as follows:

$35.00 if you do not provide a 24 hour notice for your office visit.
$50.00 if you do not provide a 24 hour notice for any injection /
procedure (including those done in the office)

$25.00 returned check fee.

Reminder calls are a courtesy and cannot always be provided. If is your
responsibility to report for your appointment on the scheduled date and time,

Your signature below conveys that you have read and understand our policy
regarding missed appointments.

Patient Name Printed

Patient Signature or legally authorized individual signature Date



COASTAL ANESTHESIA AND PAIN RELIEF SPECIALISTS
Dr. Amy Pearson

Potient’s name, Date of Birth

S8N: ' Previcus name:

Patient consent for Use/Disclosure of Health Care Information

Tunderstand that the patient’s health information is private and confidential. I understand that Coastal Anesthesia and Pain Relief
Specidlists (further referred in this document as CAPRS) work very hard to protect the patient’s privacy and preserve the confidentiality of
the patient’s personal health information.

T understand that CAPRS may use and disclose the patient’s persanal health information to help provide health care to this patient, to
handle billing and payment, and to take care of other health operations, In general, there will be no other uses nnd disclosures of this
information unless I permit it. T understand that sometimes the law may require the release of this information without my permission.
These situations are very nnusual, One example would be if a patient threatened to hurt someone.

CAFRS may update this “Notice of Privacy Practices™. It contains mare information about the policies and practices protecting the
patient’s privacy. Iunderstand that I have the right to read the “Notice™ before signing this ngreement.

CAPRS may update this “Notice of Privacy Practices™. If I ask, CAPRS will provide me with the most current “Notice™.

Under the terms of this consent, I can ask CAFRS to limit how the patient’s personal health information is used or disclosed to
carTy out ireatment, payment or health care operations; I understand that CAPRS does not have to agree to my request. If CAPRS does mot
agree {0 my request, I understand that CAPRS would follow the agreed limits.

I mey caacel this consent in writing zut any ime by deing the following:

Writing, signing, and dating a letier tn CAPS. I I write a letter, it must say that I want io revoke Iy consent io authorize the use
and disclosure of the patieat’s personal health information for treatment, payment and health care optioms.

If1revoke this consent, CAPRS doas not have to provide any further health care to the patient.

My signature below indicates thai I have bzen given the chance 10 review a current copy of CAPRS™ “Notics of Privacy
Practices™. My signature means that I agree 1o allow CAORS 10 use and disclose the patient’s health informarion o CATTY OUi HEedOnent.
payment, and heelth care optons,

Patient or legally authorized individnal signature Witness
Relationship fo patient if signed by anyone other than the patient(parent, legal guardian, etc.) Dute
Physicinn's Assistant (PA)

Constal Anesthesia and Pain Relief Specialist, PC the office of Dr. Amy Pearson uses a Physician’s Assistant (PA) for those levels of this
practice that have been upproved by the Georgia State Bonrd of Medical Examiners,

Your signature on this approval form conveys that you are in agreement with being treated by my PA, who is acting under my
supervision.

Patient Signature or legally authorized individual signature Date



Step 1—Questionnaire

Patient's Name: Date:

Drug Abuse Screening Test—DAST-10

These Questions Refer to the Past 12 Months

1 | Have you used drugs other than those required for medicél reasons? Yes | No
2 | Do you abuse more than one drug at a time? _ ' Yes | No
'3 | Are you unable to stop using drugs when you want to? | Yes | No
4 | Have you-ever had blackouts or flashbacks as a result of drug use? Yes | No
5 | Do you ever feel bad or guilty about your drug u-se? Yas | No

§ | Does your spouse {or parenis) ever complain about your involvement with drugs?| Yes | No

Have you neglected your family because of your use of drugs? Yas | No

=1

8 | Have you engaged in illegal activities in order to obiain drugs? Yes | No

9 | Have you ever experienced withdrawal symptoms (feit sick) when you stopped Yes | No
taking drugs?

10 | Have you had medical problems as a result of your drug use (eg, memory loss,
hepatitis, convulsions, bleeding)?

Yes | No

lnterbretaﬁon (Each “Yes® response = 1)

Score | Degree of Problems Related Suggested Action
to Drug Abuse
0 No problems raported Encouragement and education
1-2 Low level - Risky behavior — feedback and advice
Harmful behavior — feedback and counseling;
35 Moderate [evel . . posslble referral for specialized assessment
6B Substantial lgvei Intensive assessment and referral

© Capyripht 1882 by Harvey A. Skinner, PhD, Facully of Hoalth, Yark Univarsily, Toronlo, Caneda, Reproduced with panmisslon.
Skinner HA. The drug abuee scrasning lasl. Addict Bekav, 1962;7:363-371.

wooe=a - -

EXTI s - -_



COASTAL ANESTHESIA AND PAIN RELIEF SPECIALISTS
Dr. Amy Pearson
Phone (912) 756-3005 Fax (912) 756-5921

AUTHORIZATION FOR USE/DISCLOSURE OF HEALTH INFORMATION

“Patient Information’

Patient Last Name First Name Ml
Street Address Apt#

City State Zip,

Date of Birth, Telephone Number,

Information Requested (Please check all that apply):

Complete Record Records of care from (dates) to
Other (Specify) Restrictions of Exclusions (please specify):
~Constal‘Anesthésis nad Pain‘Relief Specialisisswill SEND:th¢ information requested above TOE
Facility Name
Attention of Telephone
Street Address Suite/Room,
City State Zip

Facility Name

Attention of, Telephone

Street Address Suite/Room

City State Zip

I voluntarily authorize and direct Dr. Pearsen to use or disclose my health information during the term of this Authorization to the recipient that I
have identified above. Tunderstand that once my health care provider discloses my health information to the recipient identified above, my
health care provider cannot guarantee that the recipient will not redisclose my health information to a third party. The third party may not be
required to abide by this Authorization or applicable federal and state law governing the use and disclosure of my health information,

Signature Date

If Individual is unable to sign this Authorization, please complete the information below:

Name of Guardian/Representative Legal Relationship Date

04.03



