Confidential Patient Database
Name: __________________________________________________________ Home phone #: _____________________
Date of Birth:

Social Security Number:______________ Cell Phone # ________________________

E-Mail: _________________________________________________________ Work Phone # ______________________
Address:# _______________________________________________ City
Employer

Zip _________________

Employer address & phone#______________________________________________

Emergency contact:

Tel: _________________ Relationship: _______________________

Primary Care Physician:

Office Phone #

Gender:

Male

Female

Is your pain the result of an injury?

Y

N

Date?

Work Comp

Auto accident

Other

If worker’s compensation, name of carrier & adjuster

Insurance & Guarantor Information
Insurance company:

Member ID#

Group#

Subscriber’s name:

Date of Birth:

SS#

How did you hear about our practice?
Referred by physician

Name

Referred by patient

Name

Insurance company list of doctors
Website or web-search (Google, etc)

Which one?

Other (please specify)

Paperless Agreement
Please check here if you would like to receive correspondence from our practice by e-mail rather than
traditional mail.

Capitol Pain Institute, PA
Privacy Policy
The following notice is printed as required by Federal Law: “This notice describes how medical information about you may be used and
disclosed and how you can get access to this information. Please review it carefully.” We will NOT provide your medical information
to your family, friends, or others not directly involved in your medical treatment UNLESS specifically authorized by you in writing. We
will NOT provide your name or other information for the purposes of marketing or fund raising. We strive to protect your health
information, but there are situations where your medical information can be disclosed to others as determined by the Federal
Government. Your health information may be provided to others for what the government calls “Treatment, Payment, and Operations.”
This includes sharing information with other physicians, providers, or pharmacists, reporting to your insurance company or worker’s
compensation carrier. Legal services, training programs, quality improvement programs, and the like. Your medical bills are sent by
mail or by computer to the insurance carriers and may be reviewed by a billing company or clearinghouse before being forwarded to the
insurance company. Finally, there are exceptions to the privacy agreement; your medical information may be provided to others without
your consent in the following situations, as provided by law: (1) State of Texas reporting requirements, including, but not limited to,
duty to warn individuals of a threat from a patient, duty to inform the Department of Public Safety after a seizure, or the duty to prevent
a disaster; (2) State of Texas reporting requirements for worker’s compensation claims; (3) State of Texas or local county public health
activities; (4) Health oversight activities; (5) Legal proceedings; (6) Police investigations; (7) Any information needed on a deceased
patient (i.e. by coroners, etc); (8) Any information needed for organ donation; (9) Certain types of research such as quality improvement
initiatives (identity will be protected); (10) Any information needed by the government and not subject to privacy protection under
Federal or State law.
Initials _____

Risks of medication use
All medications have side effects, some of them serious. Almost all medications can be fatal if used inappropriately. Almost every
medication could cause sleepiness or insomnia, dizziness, confusion, hallucinations, anxiety, panic, constipation or diarrhea, headache,
chest pain, and nausea or vomiting. Any of these side effects could predispose the patient to injury (e.g. dizziness could cause the
patient to fall down stairs). Many of the medications can cause a drop in blood pressure, which could cause fainting, dizziness, stroke,
or other problems. Some of the medications can lead to liver damage including the remote possibility of liver failure. Opioid-based pain
medications significantly increase the risk of asthma attacks or other lung problems and can produce respiratory insufficiency or failure,
even at low doses. Medications react differently in different people. Remember that ANY MEDICATION can cause ANY REACTION
in the body, even if it never happened before and even if it is not listed among the drug side effects. Some medications used in this
practice have not been in existence long enough to determine potential short term or long-term side effects. Rarely, a medication can
cause the opposite effect of what was intended. This is called a paradoxical reaction and is not predictable. Medications may also
worsen your condition or cause an entirely new medical condition to arise.
Many of the medications used in this practice are not FDA approved for the treatment of pain or headache. This means that although
there is evidence to support their use in pain management, the medications were invented (and tested for the FDA) for other medical
conditions. Using a medication to treat a non-FDA approved condition is known as off-label use. The use of medication off-label is
legal, ethical, and appropriate based on medical research and is common in all fields of medicine, including pain management. If you
have any questions about off-label use of medications, please ask your doctor.
Alcohol is not considered safe in conjunction with the medications typically prescribed by this practice. Illegal drugs are not considered
safe in conjunction with the medications typically prescribed in this practice. Herbal supplements and Eastern (or non-traditional)
medications may not be safe in conjunction with the medications typically prescribed by this practice. Medications may interfere with
birth control methods. Some medications prescribed by this practice are unsafe during pregnancy and breast-feeding.
Because of potential harmful interactions, you must let each of your healthcare providers know about every medication and supplement
(including over-the-counter products) that you use and every health condition you have been diagnosed with. Failure to do so may result
in serious harm.
Initials______
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Patient:
Date:

Capitol Pain Institute, PA
Opioid-based Medications (Opiates):
If you have a chronic pain condition, you may be prescribed opioid-based pain medications. Opiates are very powerful medications for
the treatment of pain and may have significant side effects even with normal use. Opioid medications are controlled substances, and
possessors of these prescriptions are subject to the provisions set forth by the Texas legislature and the Department of Public Safety.
If you, as our patient, are prescribed opiates, it is up to you to maintain perfect responsibility for the medications. You MUST protect
against loss, theft, or damage; you must keep them away from children, animals, and other persons. In order to justify the use of opiates,
you should be able to report (1) improved pain control, (2) increased functional level, (3) no serious side effects, and (4) no episodes of
running out of medications early, lost or stolen medications, or increasing intake without the approval of your physician. You agree to
drug testing for both prescribed and illicit drugs at any time. The presence of illicit drugs may require the practice to make adjustments
to your pain medication regimen, which may include the cessation of opiate medications. You specifically acknowledge that the use of
illicit drugs could result in death or other severe harm. You agree to use one and only one physician for pain medication prescriptions,
and one and only one pharmacy for pain medication dispensing. Failure to comply with this section of the agreement may require the
practice to make adjustments to your pain medication regimen, which may include the cessation of opiate medications.
There is a risk of addiction with the use of opiate medications. Several risk factors for addiction have been identified and may be used to
determine whether or not you are a candidate for opiate medications. Unfortunately, no screening method is completely effective in
selecting out patients that will misuse (or divert) opioid medications. The treating physician cannot guarantee that you will not become
addicted to your medication. You freely agree to the use of the medication and understand that no guarantees regarding safety or
addiction are stated or implied. Increasing your dose on your own, seeing multiple prescribing physicians, running out of medication
early, or getting extra medication from friends and family are signs of addiction. Remember, it is not legal for the physician to provide
early opioid refills if the patient continues to increase the dose on his or her own. If you are experiencing increased pain or more
frequent pain (breakthrough pain) that is not being controlled by your medication, call your physician for instructions. Do NOT take
extra pain medication beyond what is prescribed or attempt to acquire additional pain medications from other sources.
All patients receiving opiate prescriptions will be closely monitored for signs of abuse, addiction, or diversion. Patients receiving
schedule II opioids (morphine, OxyContin, etc.) will have at least 1 monthly appointment to receive their prescriptions. Patients
receiving schedule III (vicodin, percocet, etc) or IV (darvocet) opioids may have refills authorized for up to 3 months at the discretion of
their treating physician. No refill authorizations or medication changes will be made over the phone, after-hours, or on weekends.

Patient’s Signature__________________
Physician’s Signature________________
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Capitol Pain Institute, PA
Financial agreement, assignment of benefit, consent to treat, and exchange of information
I hereby assign to and authorize payment of all benefits due to me under any insurance policy, worker’s compensation plan, auto insurance policy, Medicare,
Medicaid, or any other 3rd party payor for any and all services provided by Capitol Pain Institute, P.A. (“CPI”) or any of its individual practitioners directly to
CPI or its individual practitioners.
I authorize CPI to disclose to, or obtain from, to the extent allowed by law, my medical and financial record to: (a) any insurance company, attorney, insurance
adjuster, employer, or their representatives, agents, or employees that may be responsible for all or part of the payments due for services rendered to the
patient; (b) any physician, clinic, hospital, or other healthcare provider who has provided services for me in the past or who may be providing future services
(e.g. a consulting physician or a facility at which a procedure is to be performed); (c) the Centers for Medicare and Medicaid Services or any other government
agency as required by local, state, or federal law; (d) any person or entity to provide quality and/or utilization review. This authorization can be revoked by
submitting a request in writing to CPI, 5656 Bee Cave Rd, Ste L317, Austin, TX 78746.
I understand and agree that all payments for services rendered are due at the time they are performed. I further understand and agree that I am financially
responsible for all charges, including all fees assessed under this paragraph, whether or not my insurance provider accepts or denies any claim for payment,
and agree to pay all sums due to CPI and/or its individual practitioners at the usual and customary charge for CPI. I understand and agree that there is a $25
fee for all missed office visits and a $100 fee for all missed surgical procedures that are not cancelled at least 24 hours in advance. I understand and agree that
there is a $25 service fee for any returned checks regardless of reason. I further understand that I must leave a credit card on file with CPI if I wish to pay my
bill by personal check. I authorize CPI to charge my credit card for the full balance owed plus applicable service charges if my check is returned for any reason
whatsoever. I understand and agree that there is a 1.5% monthly finance charge for all past-due balances on my account. I certify that I am the patient and/or
I am financially responsible for the services rendered and do hereby unconditionally guaranty the payment of all amount when and as due.
I consent to all examination procedures and/or treatments prescribed by my physician and his assistants or designees as is necessary by his judgment.
A photocopy or electronic copy (i.e scan) of this agreement shall be considered effective and valid as the original.

Patient or Guarantor

Date

After-hours and emergencies:
If you are experiencing an emergency, you should call 911 and report your emergency immediately. If you have a non-emergent
situation or question call the office directly. After-hours or on weekends, please follow instructions to reach the on-call doctor. The oncall doctor will respond to you as soon as possible. Please note that medication adjustments or refill requests cannot be handled afterhours or on weekends.
Appointment Reminders: we offer a number of methods to remind you of your upcoming appointment. Please
indicate which method you would prefer and the email address or phone number you would prefer to receive these
messages.
Email: ______________________________________
Phone: _____________________________________
Text message: _______________________________
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Capitol Pain Institute, PA

Authorization for use and disclosure of Protected Health Information
Patient Identification
Name: __________________________________________
SS#: ______________
DOB: ______________
Address: _________________________________________________
Telephone: _________________________
Request: Please fax the patient’s pain management records, including radiology.
This information is to be released to:
Capitol Pain Institute
3508 Far West Boulevard, Ste 150
Austin, TX 78731
Tel: 512-467-7246 Fax: 512-467-7247
I authorize CPI to disclose to, or obtain from, to the extent allowed by law, my medical and financial record to: (a) any
insurance company, attorney, insurance adjuster, employer, or their representatives, agents, or employees that may be
responsible for all or part of the payments due for services rendered to the patient; (b) any physician, clinic, hospital, or other
healthcare provider who has provided services for me in the past or who may be providing future services (e.g. a consulting
physician or a facility at which a procedure is to be performed); (c) the Centers for Medicare and Medicaid Services or any
other government agency as required by local, state, or federal law; (d) any person or entity to provide quality and/or
utilization review. At any time I can revoke this authorization by submitting a notice in writing to Capitol Pain Institute 3508
Far West Blvd, Ste 150, Austin, TX 78731.
Signature: _________________________________
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Date: ______________

Patient:
Date:

Capitol Pain Institute, PA
Chief Complaint/Pain Location:
Low Back
Leg
Buttock
Neck
Arm
History of Present Illness:
What is your current pain score (0-10)?
Rate your pain at its worst (0-10)
Rate your pain at its best (0-10)
How long have you had pain?
How did the pain start?
Work injury
Auto accident
Sports
Lifting
Bending
Twisting
Gradual onset
Sudden onset
Fall
Have you had this pain before
Yes
No
What best describes your pain?
Sharp
Dull
Throbbing
Crushing
Stabbing
Aching
Cramping
Sore
Is your pain affected by?
Better
Sitting
Standing
Walking
Bend forwards
Bend backwards
Twisting
Cough or sneeze
Lifting
Morning
Nighttime
After Exercise
Looking up
Looking down
Muscle relaxants
Pain medications

Headache

Other
Please fill out this pain drawing

Burning
Shooting
Tingling
Splitting
Worse

No Change

Provider Notes

Past/current treatments for pain (check all that apply)
NSAIDs/Celebrex/Mobic
Cortisone (oral)
Opioid medications
Muscle relaxants
Antidepressants
Antiepileptics
Epidural injections
Facet injections
Other injections
Physical therapy
Chiropractor
Spine surgery
Is your pain

Better

Does your pain wake you up at night?
Are you taking sleeping medications?
How many hours do you sleep per night?
Do you have trouble controlling
your bowels?
your bladder?

Worse

Same
Yes
Yes

No
No

Yes
Yes

No
No

# of healthcare visits in the past 6 months due to pain?
# of ER visits in the past 6 months due to pain?
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Capitol Pain Institute, PA
Provider Notes

Please list your current medications:

Medication allergies:

None

Yes

Past Medical History:
Heart Attack
Heart failure
Stroke
Reflux/Ulcers
HIV
Glaucoma
MRSA

Hypertension
Pacemaker
Seizures
Thyroid problems
Hepatitis
Depression

Cholesterol
Blood clots
Diabetes
Arthritis
Lung disease
Cancer

Past Surgical History (please list all surgeries)

Social History
What is your current occupation?
Marital Status? Single Married Divorced Other
Do you smoke?
No
Yes How much?
How long?
Do you drink?
No
Yes How much?
How often?
Do you have a history of drug or alcohol abuse? No

Yes

Review of Symptoms (please check all that apply)
Constitutional:
Fever
Weight loss
Chills
Night sweats
Eyes:
Vision loss
ENT:
Hearing loss
Sore throat
Nasal congestion
Difficulty
swallowing
CV:
Chest pain
Palpitations
Respiratory:
Cough
Shortness of breath
GI:
Heartburn
Nausea or vomiting
Constipation
Diarrhea
Neuro:
Muscle weakness
Numbness/tingling
Dizziness/vertigo
Movement disorder
Endocrine:
Heat/cold intolerance
Night-time urination
Heme/Lymph:
Anemia
Easy bleeding
Psychological:
Depression
Anxiety
Insomnia
Mania
GU:
Painful urination
Blood in urine
Loss of bowel or bladder control
Skin:
Rashes
Excema
MS:
Arthritis
Lupus/other
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Capitol Pain Institute, PA
Encounter Form
ICD‐9 Diagnosis Codes:
Disc displacement
DDD
Post Laminectomy
Spondylosis
Radiculopathy
Stenosis
Back Pain

Cervical
722.0
722.4
722.81
721.0
723.4
723.0
723.1

715.9X – Osteoarthritis
715.9X – Pain in Site
719.0X – Swelling in Site
1 – Shoulder
2 – Upper Arm
3 – Forearm
4 – Hand
5 – Pelvic
6 – Lower Leg
7 – Ankle/foot
8 – Other
9 – Multiple

CPT:

Thoracic
722.10
722.52
722.82
721.2
729.2
724.01
724.1

Injection: _______________________________ LT/RT
Diagnosis: ______________________________
Medication: _____________________________

Office Visits
99212 – Level 2 (10 min)
99213 – Level 3 (15 min)
99214 – Level 4 (25 min)
99215 – Level 5 (40 min)
99243 – Consult 3 (40 min)
99244 ‐ Consult 4 (60 min)
99245 – Consult 5 (80 min)
99354/99355 – Extended visit
Other CPT:

Imaging study

Lumbar
722.11
722.52
722.83
721.3
724.4
724.02
724.2

337.21 – CRPS, upper
337.22 – CRPS, lower
338.4 – Chronic Pain Syndrome
346.00 – Classic Migraine
346.10 Common/atypical Migraine
346.90 – Migraine, unspecified
350.1 – Trigeminal neuralgia
350.2 – Atypical Facial Pain
728.85 – Muscle Spasm
729.1 – Fibromyalgia
784.0 – Headache

99408/G0396 – SBI – 15 min or less __________
99409/G0397 – SBI – 30 min or more
80100/80101.QW (Medicare) – Clinic UDS _____
95972/95973 ‐ Reprogramming
99211 – Est. Level 1/Pull Leads
G8443 – All Rx E‐Prescribed
G8445 – No Scripts Written
G8446 – Some Controlled Rx written

Labs

Referral Out To :

Get Medical Records From

Prescriptions:
Refill current meds
Clinic follow‐up
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See progress notes
weeks

Dr. S

JRex

Christine

Patient:
Date:

Jody

Capitol Pain Institute, PA
Procedure Scheduling Form
Next Available

_____weeks

Overbook ASAP

Pre‐authorization
Description:
Side:

Left

Right

Bilateral

Levels:

Choice
Location:
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NWH

IV sedation

MAC (Anesthesia)

Seton NW

Hyde Park

Clinic

Any

NASC (HCA patients)

Patient:
Date:

