Interventional Pain Management Services LLC                            Dr. Mahendra P Gunapooti

Patient Registration Form (Initial) – All information must be obtained

	Patient’s Name:

	Address

	City                                                                  State                                     ZIP

	SSN:                                                                DOB:                               Sex:     FORMCHECKBOX 
M            FORMCHECKBOX 
F

	Home Phone:                                                  Work Phone                                        

	Employer:                                                        Occupation:

	Spouse:                                                           Work Phone:                          Home: 

	

	Primary Insurance

	Policy holder:                                                    SSN:                                   DOB:

	INS. I.D. #:                                                       Group #:

	Address:                                                           Phone #:

	

	Secondary Insurance

	Policy holder                                                    SSN:                                   DOB:

	Ins. I.D. #:                                                        Group #:

	Address:                                                           Phone:

	

	Workers Comp:                  FORMCHECKBOX 
Y              FORMCHECKBOX 
N          Auto Accident/ Injury:    FORMCHECKBOX 
Y              FORMCHECKBOX 
N                  

	Date of Injury:                                                                    Claim #:

	Claims adjuster name                                                        Phone: 

	Workers Comp or/ Auto  Carrier:                                                       

	Claim address:

	PIP                                       FORMCHECKBOX 
Y              FORMCHECKBOX 
N

	Date of Injury:                                                                    Claim #:

	Insurance address:                                                            Ins. Phone:

	

	Referring Physician:

	Primary Physician:

	Referral Needed:           FORMCHECKBOX 
Y              FORMCHECKBOX 
N                  


Consent and Insurance Authorization:

I hereby authorize the Physicians of Interventional Pain Management Service to provide medical treatment, release information pertaining to treatment deemed necessary by insurance company (s) attorney, or referring physician, and to receive direct payments for professional treatment otherwise payable to me for services rendered.

I hereby authorize direct payment of medical benefits provided by my insurance policy (s) to the above named physicians. I understand and agree to be responsible for any portion of this claim that for any reason is not covered by my insurance, otherwise provide by law. I further understand that any legal fees incurred to collect this claim are my responsibility.

Waiver: If I am a member of a HMO and the above physician’s are not a member, or I choose to be treated without a referral or authorization, I acknowledge that I am fully responsible for any and all charges incurred as a result of my decision to be treated by Interventional Pain Management Services, LLC.

I understand and agree that I am financially responsible to the above named physicians for co-pays, deductibles, and non-covered items as outlined in my insurance policy contract.

I understand that all co-pays and deductibles are due at time of service unless prior financial arrangements have been made with Pain Management Associates.

I understand that failure to cancel an appointment without at least 24 hours notice will result in a fee of $25.00 for which Pain Management Service will bill me.

I hereby certify that I have read the above the information and agree to the terms:

Signature:__________________________________________________Date:______

ACKNOWLEDGEMENT
I,___________________________________________, indicate by my signature below that should I require a pain management procedure, I agree that I may be referred to Interventional Pain Management Services LLC to have said procedure performed. I acknowledge also that I am aware of the financial interest held by the physician in the facility. I am further aware that I may request that my surgical procedure be performed elsewhere.

Signature:_____________________________________________Date:___________
	· CHIEF COMPLAINT:



	· Site of the Pain; check the areas, which all that applies to you ---

· Low back

· Mid back

· Neck

· Back of head

· Elbow & forearm 

· Arm

· Hands

· Leg, ankle & foot

· Chest wall

· Upper abdomen

· Lower abdomen

· Other_________



	· Intensity of Pain: in the scale of zero to ten (0 to 10)



	· Describe the nature of Pain: check all that applies ---

· Stabbing

· Sharp

· Burning

· Throbbing

· Shooting

· Dull

· Tingling

· Numbness

· Other___



	· For how long do you have pain and when did the pain started and the course of pain over the period:



	· Current problem is the result of -- check all that applies–

· Illness

· Injury

· Car accident

· Work related

· Accident

· Others

· N/A



	· Current problem occurred during -- check all that applies—
· Lifting

· Pulling

· Pushing

· Twisting

· Squatting

· Bending

· Reaching

· Falling

· Hit by a object

· Not known

· N/A



	· What aggravates pain; check all that applies–

· Sitting

· Standing

· Leaning forward

· Leaning backwards

· Twisting

· Looking up

· Looking down

· Walking

· Lying down

· Going to work

· Driving

· Gardening

· Working

· Other ________



	· What relives pain; check all that applies –

· Lying down 

· Sitting

· Standing

·  Medications

· Physical therapy

· Hot pack

· Cold pack

· Chiropractic treatment

· Bracing

· Other ________

           

	· Associated symptoms: check all that applies –

· Tingling

· Numbness

· Muscle spasms 

· Weakness

· Nausea

· Vomiting 

· Bowel habits

Headaches

· Problems with urination 

· Abdominal                pain

· Light headedness

· Others__

· Depressive mood

· Anxiety

· Sleep disturbance

· Irritability



	· What treatments have you tried – check all that applies---
· Physical therapy

· Chiropractic treatment

· Massage

· Hot packs

· Cold pack

· Injections

· Acupuncture

· Yoga

· Bracing

· Other-__________________________

· Medications

 

	· If medications are used in the past—List all medications for control of pain.
                                                                                                                                            Yes           No

1. NSAIDS like Motrin, Ibuprofen, Aleeve and others ___________________        ____         ____

2. Neurontin, Gabitril, Topamax and others___________________________        ____         ____

                      Meds used in the past to control pain                                                Yes            No

3. Tricyclics like elavil, pamelor and others ___________________________        ____        ____

4. Opioids like morphine, duragesic patch, percocet and others ___________

___________________________________________________________        ____        ____

      5.  Tylenol or non aspirin products like ________________________________        ____        ____

      6.  Other over the counter pain medications like ________________________         ____        ____

      7.  Alternative therapy medications like herbal or Chinese meds____________        ____        ____



	· List all current medications including dosages ----



	· Have you got treatments /or consultation from any specialist physician for the condition- Name all physicians involved in your care.

Neurologist--
Rheumatologist--
Orthopedic surgeon--
Neurosurgeon--
Physiatrist--
Chiropractor--
Other physician--


	· Do you have case pending or any other lawsuit related to this incident or injury?   ____ Yes,     ____ No



	· PAST MEDICAL HISTORY                                   Yes                  No
1. History of Diabetes mellitus                                  ____               ____

2. History of Hypertension                                        ____               ____  

3. History of Hypercholesternemia                           ____               ____                  

4. History of Heart disease like ______                   ____               ____

5. History of myocardial infarction or CAD               ____               ____   

6. History of heart failure                                          ____               ____

7. History of hypo or hyper thyroidism                     ____               ____

8. History of depression                                           ____               ____

9. History of rhematological conditions like ____

____________________________________     ____               ____

10. Other medical history __________________

____________________________________     ____               ____ 



	· PAST SURGICAL HISTORY                                 Yes                   No
1.  History of gall bladder removal                               ____               ____

2. History of appendix surgery                                     ____               ____

3. History of breast biopsy or surgery                          ____               ____

4. History of heart surgery                                           ____                ____

5. List any other surgeries ____________________

   _________________________________________



	DRUG ALLERGIES OR ANY OTHER ALLERGIES including shell fish or iodine or IVP dye –_____________________________________________________________________________



	· PERSONAL AND SOCIAL HISTORY –

1.  Working           ____ Yes        ___ No           ____ Disabled           ____Student                    ___ N/A

2. Marital Status   ____Married   ___ Widowed  ____ Single              ____ Divorced                

3.  Have children?   ____Yes    ___ No,        If yes,  how many children --  _________

4.  Do you live alone ___ Yes   ___ No

5.  History of substance abuse  ___Yes       ____No, If yes, substance name-- _____________________

6.  Currently smoking                ___Yes       ____No, If yes, packs per day _________ for  _______ years  

7.  Quit smoking   ___ this year, ___ 1 year,  ____ 5 years,     ____ 10 years or more

8.  Drink Alcohol Beverages      ____Yes,     ____No; 

 If yes,  ___ daily,     ____1-2 drinks/wk,  ____1-2 drinks/ month,   ____ 1-2 drinks/ year

9.  Last menstrual cycle  ___________________ (females only)



	· FAMILY HISTORY
Member                                       Alive       Deceased                  Health status / or cause of death

Father                                          A             D                               ___________________________________

Mother                                         A             D                               ___________________________________

Sister (s)                                      A             D                               ___________________________________

Brother (s)                                   A             D                               ___________________________________   

Grandmother (mom’s)                 A             D                               ___________________________________

Grandfather (mom’s)                   A             D                               ___________________________________

Grandmother (dad’s)                   A             D                               ___________________________________

Grandfather (dad’s)                     A             D                               ___________________________________  



	· REVIEW OF SYSTEMS

Are you currently or have had problems with the following—

                                             Yes            No                            Describe the problem

Headaches                           ___           ___                            ___________________________________      

Eyes, Have you seen eye doctor__      ___                            ___________________________________

Ears, Nose & throat              ___          ___                            ___________________________________

Lungs, breathing                  ___           ___                            ___________________________________

Heart problems                    ___           ___                            ___________________________________

Digestion                             ___           ___                            ___________________________________

Bowel problems                  ___            ___                            ___________________________________

Bladder problems                ___           ___                            ___________________________________

Diabetes                              ___           ___                            ___________________________________

Hypertension                       ___           ___                            ___________________________________

Balance problems (dizzness)__           ___                            ___________________________________

Numbness/ Tingling            ___           ___                             ___________________________________

Fainting                               ___           ___                             ___________________________________

Bleeding problems              ___           ___                             ___________________________________

Arthritis                               ___            ___                             ___________________________________

Cancer                                ___            ___                             ___________________________________

Psychological problems      ___           ___                              ___________________________________

AIDS                                   ___            ___                             ___________________________________

Epilepsy (seizures)             ___            ___                             ___________________________________

Other symptom (s)              ___            ___                             ___________________________________    




	Pain Description:

	Pain Level 0   1    2   3    4    5    6      7    8   9     10
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 None       mild         moderate       severe    excruciating
 (Mark Location of your pain on model above)

	

	

	

	

	

	

	

	

	

	

	

	

	

	

	 FORMCHECKBOX 
Working
	 FORMCHECKBOX 
y
	 FORMCHECKBOX 
n              FORMCHECKBOX 
n/a    

	 FORMCHECKBOX 
Disability
	 FORMCHECKBOX 
y
	 FORMCHECKBOX 
n              FORMCHECKBOX 
n/a

	 FORMCHECKBOX 
Physical Therapy
	 FORMCHECKBOX 
y
	 FORMCHECKBOX 
n              FORMCHECKBOX 
n/a

	 FORMCHECKBOX 
Aquatic Therapy
	 FORMCHECKBOX 
y
	 FORMCHECKBOX 
n              FORMCHECKBOX 
n/a

	 FORMCHECKBOX 
Psychotherapy
	 FORMCHECKBOX 
y
	 FORMCHECKBOX 
n              FORMCHECKBOX 
n/a                  

	 FORMCHECKBOX 
Any new stresses?   FORMCHECKBOX 
y             FORMCHECKBOX 
n                                           

	 FORMCHECKBOX 
 Depressed?             FORMCHECKBOX 
y             FORMCHECKBOX 
n

	


PSYCHIATRIC HISTORY- If applicable

	       Symptoms
	Yes
	No

	· Are you depressed
	____
	____

	· IF so, have you got treatment
	____
	____

	· Have you seen psychologist
	____
	____

	· Are taking antidepressants
	____
	____

	· Do you feel anxious
	____
	____

	· Do you have sleep disturbance
	____
	____

	· Do have appetite changes
	____
	____

	· Do you feel like hurting self or others
	____
	____

	· If so, do you have plans and how
	____
	____

	· Do you feel decreased energy
	____
	____

	· Do you hear voices
	____
	____

	· Are you losing / or gaining weight
	____
	____

	· Other symptoms, if any
	
	


Patient’s Name: ____________________________DOB: _____________Date: __________

2

