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First Name:  ___________________   MI: _____ Last Name:  ___________________________

Mailing Address: ________________________________
DOB:  ________________________

City, State, Zip    ________________________________
Soc Sec # _____________________

[image: image5.png]CHAMPLAIN
SPINE #ARESEvent



Gender: 
Male
   Female
        Ethnicity:         African American
Asian








           
        Caucasian

Latino/Hispanic
Height:  _______ Weight: ________


         Native American
Other
  
Home Phone:  _____________________________
Cell Phone: ____________________________
Email: _______________________________________________ (used for patient portal)

Primary Care Doctor:  _______________________
Referring Doctor:  ___________________​​​​​​​​​___
Emergency Contact:  _________________ Phone:  ________________Relationship: ___________
Insurance Carrier(s): _________________________ ID #(s): ______________________________
Insurance Policy Holder/Relationship: __________________________DOB: ________________
 Yes
 No



INSURANCE AUTHORIZATION
I hereby authorize Adirondack Interventional Physiatry, DBA Champlain Spine & Pain Management, to furnish information to my insurance carriers concerning my illness and treatment.



ASSIGNMENT OF BENEFITS
I hereby assign Adirondack Interventional Physiatry, DBA Champlain Spine & Pain Management, all payments for medical services rendered to my dependents or myself.  
I understand that I am responsible for any amount not covered by insurance.

TREATMENT AUTHORIZATION

I hereby authorize Champlain Spine & Pain Management, to render health care to me during my visit.

PRIVACY NOTICE

I have received a HIPAA Privacy Notice that explains how my personal health information will be used.

HIPAA RELEASE
I authorize Champlain Spine & Pain Management, to release confidential medical information including medication and prescriptions to the following individuals:

1. _______________________________
2. ____________________________
X_________________________________________________
______________________
Patient Signature







Date

Pain Location:
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When did the pain first start?  ________________
If injury, date of injury?  _______________
Description of pain:

Sharp


Aching



Burning

Crushing


Stabbing

Cramping


Dull


Pressure

Radiating

“Pins & Needles”

Other:  _____________________

Onset of Pain:








Injury at work

Illness, non-injury

Motor Vehicle Accident

Injury, not at work
Gradual Onset


Undetermined



Timing of Pain:

Constantly

Nearly Constantly

Intermittently

Occasionally



(100% of the time)

(60 – 80% of the time)
(30 – 60 % of the time)
(Less than 30% of the time)
Rate your Pain:

On a scale of 1 – 10 (10 being the worst), please rate your pain:

On your best day:

0
1
2
3
4
5
6
7
8
9
10

On your worst day:


0
1
2
3
4
5
6
7
8
9
10

On an average day:


0
1
2
3
4
5
6
7
8
9
10
Family History:

[image: image3]
Social History:

Yes
No

Are you pregnant?  


Is there a chance you may be pregnant?


Do you have children? 
If so, how many?  _____

Do you live alone? 

If no, who do you live with? _________________
Do you use tobacco?  

If yes, how much? ________ How long? _______
Do you drink alcohol?

If yes, how often?
 ____Daily
 ____Socially

Do you use recreational drugs?
Are you at risk for HIV/AIDS? (e.g. sexual activity, blood transfusions)

Are you at risk for Hepatitis? A or C (if yes, please circle one) 
Work History:

Yes
No

Are you presently working? 



Are you presently unemployed?


Are you presently retired?

Are you presently disabled?

If you are presently working, what is your present job? __________________________________

How long have you worked at this job? _______________________________________________

Do you enjoy your present job?   Yes / No 
if no, please explain: __________________________

If you are retired, what did you do before retirement? ___________________________________
Are you a Veteran?  Yes / No
Is this a Worker’s Compensation injury?  Yes / No

( Fall ( Slip ( Altercation ( Other (explain) ________________________________________
Please explain how you injured yourself at work: ____________________________________________

_______________________________________________________________________________________

What body part was injured in the above incident: ___________________________________________
Have you had prior pain to that area? ______________________________________________________
Have you had prior treatment to that area? __________________________________________________

Is this a motor vehicle injury?    Yes / No
Does your present job involve mostly:

Yes
No

Sedentary work (sitting)
Keyboard (computer) time

Telephone time
Hard manual work
Much lifting

All or much walking
Much bending

If yes to any of the above, please explain: ___________________________________________
Previous Surgeries:
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Date Hospital 


Previous Hospitalizations:
	Length of Stay
	Details 
	Date
	Hospital

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Yes
No

Have you had any complications with bleeding?  

Have you had any complications with anesthesia?
Are you taking any blood thinners?  (Plavix, Coumadin, Aspirin, Ibuprofen, Motrin, Advil, Nuprin





Naproxen, Aleve, Excedrin, Midol)
	REVIEW OF SYSTEMS
	
	
	
	

	
	
	
	

	Musculoskeletal
	Y
	N
	
	Neurological
	Y
	N

	Broken Bones
	 
	 
	
	Fainting Spells
	 
	 

	Neck Pain
	 
	 
	
	Seizures
	 
	 

	Finger/Arm Pain, Weakness, or Tingling
	 
	 
	
	Loss of Memory
	 
	 

	Tingling in Hands
	 
	 
	
	Brain Injury
	 
	 

	Back Pain
	 
	 
	
	Headaches
	 
	 

	Foot/Leg Pain, Weakness or Tingling
	 
	 
	
	Difficulty with Speech
	 
	 

	Joint Pain/Swelling
	 
	 
	
	Inability to Concentrate
	 
	 

	Arthritis
	 
	 
	
	Double Vision
	 
	 

	Pain While Walking
	 
	 
	
	Face Weakness
	 
	 

	
	
	
	
	
	
	

	Ear, Nose, Throat
	Y
	N
	
	Cardiology
	Y
	N

	Hearing Loss
	 
	 
	
	Chest Pain/Angina
	 
	 

	Ear Pain/Infections
	 
	 
	
	High Blood Pressure
	 
	 

	Ringing in Ear(s)
	 
	 
	
	Irregular Pulse or Heartbeat
	 
	 

	Vertigo
	 
	 
	
	Heart Murmur
	 
	 

	Nosebleeds
	 
	 
	
	Heart Failure
	 
	 

	Inability to Smell
	 
	 
	
	High Cholesterol
	 
	 

	Sinus Problems
	 
	 
	
	Swelling in Feet or Hands
	 
	 

	Tongue Numbness
	 
	 
	
	Stroke
	 
	 

	Mouth Sores
	 
	 
	
	Pacemaker
	 
	 

	
	
	
	
	
	
	

	Genitourinary
	Y
	N
	
	Gastrointestinal
	Y
	N

	UTI
	 
	 
	
	Reflux
	 
	 

	Painful Urination
	 
	 
	
	Frequent Nausea or Vomiting
	 
	 

	Blood in Urine
	 
	 
	
	Blood in Stool
	 
	 

	Difficulty Urinating
	 
	 
	
	Blood in Vomit
	 
	 

	Difficulty Controlling Urination
	 
	 
	
	Liver Disease or Hepatitis
	 
	 

	Kidney Stones
	 
	 
	
	Jaundice
	 
	 

	Prostate Cancer
	 
	 
	
	Change in Bowel Habit
	 
	 

	Cervical Cancer
	 
	 
	
	Colon Cancer
	 
	 

	 
	 
	 
	
	 
	 
	 

	Hematological
	Y
	N
	
	Respiratory
	Y
	N

	Blood Transfusion
	 
	 
	
	Asthma
	 
	 

	Anemia
	 
	 
	
	Emphysema
	 
	 

	Hemophilia
	 
	 
	
	Bloody Sputum
	 
	 

	Bleeding Tendencies
	 
	 
	
	Shortness of Breath
	 
	 

	Swollen Glands/Nodes
	 
	 
	
	Pneumonia
	 
	 

	Excessive Clotting
	 
	 
	
	Pulmonary Embolism
	 
	 

	DVT
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	Integumentary
	Y
	N

	Endocrine
	Y
	N
	
	Skin Disease
	 
	 

	Diabetes
	 
	 
	
	Skin Cancer
	 
	 

	Increased Appetite
	 
	 
	
	Breast Pain/Discharge
	 
	 

	Excessive Thirst or Urination
	 
	 
	
	 
	 
	 

	 
	 
	 
	
	Psychiatric
	Y
	N

	Allergies
	Y
	N
	
	Anxiety
	 
	 

	Food Allergies
	 
	 
	
	Depression
	 
	 

	Nasal Allergies
	 
	 
	
	ADD
	 
	 

	Iodine Allergy
	 
	 
	
	OCD
	 
	 

	
	
	
	
	Bipolar
	 
	 

	Family History of Substance Abuse
	Y
	N
	
	Schizophrenia
	 
	 

	Alcohol
	 
	 
	
	
	
	

	Illegal Drugs
	 
	 
	
	Personal History of Substance Abuse
	Y
	N

	RX Drugs
	 
	 
	
	Alcohol
	 
	 

	History of Pre-Adolescent Sexual Abuse
	Y
	N
	
	Illegal Drugs
	 
	 

	
	 
	 
	
	RX Drugs
	 
	 

	
	
	
	
	
	
	

	Patient Signature: ________________________________ 
   
	Date: ____________________


	
	


PAST MEDICAL CONDITIONS
Name:_______________________________________________                            Date:__________________________
Please list the names of other Pain Physicians you have seen in the past. 
_____________________________________________________________________________________________________________________

Mark the following conditions/diseases that you have been treated for in the past:





PAYMENT POLICY:

1. Insurance:

a. We participate with most insurance plans. If you are not insured, payment in full is expected at each visit. Knowing your insurance benefits is your responsibility. Please contact your insurance company with any questions you may have regarding your coverage.

2. Co-pays and Deductibles:

a. All co-pays and deductibles must be paid in full at the time of service. 

3. Non-covered services:

a. Please be aware that some of the services you receive may be considered not reasonable or necessary by your insurance plan. It will be your responsibility to pay for these services.

4. Proof of insurance:

a. We require a copy of your insurance card to be scanned into your file. If your insurance is through worker’s compensation or No Fault, we require all necessary information in order to bill the visit. If we do not have the required insurance information/copy of your card, your appointment may be rescheduled, or you may be responsible for the payment of that service.

5. Claims Submission:

a. We will submit your claims directly to your insurance company. Any amount that is not covered by your insurance will then become your responsibility. 

6. Coverage changes:

a. If your insurance changes, please notify us before your next visit so we can make the appropriate changes. 

7. Nonpayment:

a. If your account is over 60 days past due, you will be marked as inactive in the system and will not be able to be seen until a payment is made. Partial payments will not be accepted unless otherwise negotiated. Payment agreements may only be made for balances over $100.00. They are privileges so please don’t abuse them. Please be aware that if your balance remains unpaid you may be discharged from the practice due to breach of financial contract. 

8. Missed appointments:

a. We charge for any appointments that were not canceled or canceled on the same day. These charges will be your responsibility and billed directly to you.

Patient Signature: ___________________________________ Date: ________________


Cancellation Policy
Due to an increase in the number of last-minute cancellations and no shows we are forced to become stricter with our policy.

Our cancellation policy is as follows:

We require a 24-48-hour notice for the cancellation of all appointments, a reminder call, text, and/or email are sent at least 2 business days before your appointment. We ask that you let us know immediately if you are unable to keep the appointment. If extenuating circumstances such as illness and/or family emergencies occur the fee will not apply.

Fees:

Failure to give 24-48-hour advanced notice for an office appointment will result in a $50.00 fee that will need to be paid in full before you are able to schedule another appointment.

Failure to give 24-48-hour advanced notice for a procedure will result in a $200.00 fee that will need to be paid in full before you are able to schedule another appointment.

Dr. Bonnabesse appreciates your business and loyalty to his practice. This policy is to ensure that everyone has the ability to get the soonest appointment available to them. Last minute cancellations limit our ability to move people forward who are in pain and looking for sooner appointments.

Thank you for your understanding.

I, ______________________________________, understand the above policy and will adhere to the cancellation policy.

_______________________________________


______________________

   Signature





                    Date


Pharmacy: ​​​​​​​​​​​​__________________________________________________________________________

(Please list which pharmacy you use)
	Medication List

	Name of Medication
	Dosage
	Frequency

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


	Allergies

	Allergy
	Reaction (Please Specify)

	
	

	
	

	
	

	
	

	
	

	
	

	
	


Do you have any of the following allergies? If so, please indicate which one(s) below: (Please   

Circle    if applicable)
	· Contrast Dye

· Shellfish/Seafood


	· Lidocaine

· Cortisone




	
	
	
	



PATIENT NAME: ________________________________________________
PATIENT PHONE NUMBER: _________________________________
HOW DID YOU HEAR ABOUT US?

( Facebook 

( Our Website

( Family/Friend

( TV
( Radio

( News Paper/Flyer

( Internet Search

( Referred by Doctor’s Office
( Other (Please explain) _____________________________
PATIENT PORTAL

EMAIL: _____________________________________________________________
Back





Front





L





R





L





R





Paternal 





Father





Mother





Grandfather





Maternal 





Grandfather





Grandmother





Maternal 





Grandmother





Siblings





Age                                       





Alive or Deceased





Cancer





Diabetes





Heart Disease





Hypertension





Other Health Problems:





Paternal 





Respiratory


Asthma


Bronchitis/Pneumonia


Emphysema/COPD





General Medical


Cancer – Type  	


Diabetes – Type 	





Musculoskeletal/Rheumatologic


Bursitis


Carpal Tunnel Syndrome


Fibromyalgia


Osteoarthritis


Osteoporosis


Rheumatoid Arthritis


Chronic Joint Pains





Neuropsychological


Multiple Sclerosis


Peripheral Neuropathy


Seizures


Depression


Anxiety


Schizophrenia


Bipolar Disorder





Gastrointestinal


GERD (Acid Reflux)


Gastrointestinal Bleeding


Stomach Ulcers


Constipation





Head/Ears/Eyes/Nose/Throat


Headaches


Migraines


Head Injury


Hyperthyroidism


Hypothyroidism


Glaucoma





Cardiovascular/Hematologic


Anemia


Heart Attack


Coronary Artery Disease


High Blood Pressure


Peripheral Vascular Disease


Stroke/TIA


Heart Valve Disorders








Patients Signature: ________________________________________ Date:____________





Pneumonia Vaccination        Yes / No


If yes, when and where: ______________________________





Influenza Immunization        Yes / No


If yes, when and where: ________________________________





Other Diagnosed Conditions


☐ 	


☐ 	


☐ 	


☐ 	


☐ 	





Urological


Chronic Kidney Disease


Kidney Stones


Urinary Incontinence


Dialysis








