: : 3200 Highlands Parkway, Suite 420
Am Atlanta Pain & Spine Smyrna, GA 30082

Phone: 770-436-4450 ¢ Fax: 770-790-4811

PATIENT INFORMATION SHEET
Referred by: (1 A Physician or [ Other

Name:
Name :
Address:
Phone:
City: State: Zip: Emergency Contact Info:
| le | 0 Name:
Sex: A M F DOB:
ex ale emale / / Number-

Marital Status: (1 Single [ Married [ Divorced
Pharmacy Name:

Social Security Number:

Pharmacy Phone:

Primary Insurance Company Name: ID Number:
Policy Holder Name: Date of birth of policy holder:
Secondary Insurance Company Name: ID Number:
Policy Holder Name: Date of birth of policy holder:

NOTE: WE WILL BILL YOUR INSURANCE AS A COURTESY. IF CLAIMS ARE NOT PAID WITHIN 60 DAYS THE BALANCE

WILL BE TRANSFERRED TO YOUR RESPONSIBILITY. If your insurance changes, please notify us immediately.
Any claims that are denied due to us having inaccurate/expired insurance information will be your responsibility.

Is your treatment due to a worker’s compensation injury? [ Yes [ No
If yes, what was the date of injury? Claim number:
Who is your case manager? Phone number:

Assignment of benefits: | do hereby assign all medical and/or surgical benefits to which | am entitled, including governmental
and private insurance plans to this office. | understand that | am responsible for all my charges not paid by my insurance.
| authorize this office to release all information necessary to secure payment, transmit and process claims electronically or
through any other reasonable and customary means. | have read the form, am aware of its contents and fully understand
the same.

Patient Consent for Disclosure: In general, the HIPAA privacy rule gives individuals the right to request a restriction on
uses and disclosures of their protected health information (PHI). The individual is also provided the right to request
confidential communications to be made by alternative means (such as using a work phone number rather than a home
phone number). Please advise us of how you would like to receive information from our office:

Home Phone Number (list) (please initial your selection below this number)
leave message with call back number only or Ok to leave detailed message regarding my PHI/account balance
Cell Phone Number (list) (please initial your selection below this number)
___leave message with call back number only or Ok to leave detailed message regarding my PHI/account balance
Alternate Phone Number (list) (please initial your selection below this number)

___leave message with call back number only or Ok to leave detailed message regarding my PHI/account balance

This authorization regarding the phone numbers listed above shall be in effect (please initial one)
___noexpirationdate OR ___ with an expiration date of

Signature Date NewPat - 01




ATLANTA PAIN AND SPINE PHYSICIANS
FINANCIAL POLICY/CONSENT FOR TREATMENT

Thank you for choosing Atlanta Pain and Spine Physicians as your healthcare provider. We are committed to providing the best
medical care possible. Please understand that payment of your bill is considered a part of your treatment. All patients must complete
the registration sheet and provide proper insurance information prior to seeing a provider. Full payment is required when services are
rendered. We accept Cash, Check, Visa, Mastercard, Discover, and American Express. The below describes our financial policy:

® All patients should provide accurate and complete personal and insurance information prior to being seen by the doctor.
If you fail to provide us with information regarding a change in your insurance, you may be responsible for payment for

services received.

® All applicable co-pays, personal balances, both current and prior, and deductibles are due at the time of service
® We accept cash, personal checks, debit cards, MasterCard, Visa, Discover and American Express.

Regarding Insurance:

We participate on most insurance plans. Read and understand your insurance policy. Your policy is a contract between you and the
insurance carrier. DO NOT ASSUME YOUR POLICY AUTOMATICALLY COVERS EVERYTHING. Even policies from the
same insurance company can have different requirements. It is YOUR responsibility to know what your policy covers and what it
does not.

Some carriers require a referral from your primary care provider. It is YOUR responsibility to obtain this referral. IF YOU DO
NOT HAVE A REFERRAL, YOU WILL BE RESPONSIBLE FOR PAYMENT OR WE WILL RESCHEDULE YOUR

APPOINTMENT.

Past Due Accounts: Over due accounts will be referred to a collection agency. Legal fees that we pay to secure past due balances will
be added to your account.

Returned Checks: Checks returned to us for non sufficient funds by your bank, we will charge a $35.00 fee.

Insurance Denials: In the event that any date of service is denied by the insurance carrier for ineligibility or no referral, the remaining
balance will be turned over to patient responsibility.

Insurance Non-payment: If a claim is sixty (60) days old and the insurance carrier has not paid or denied the claim, the balance due will
be turned over to patient responsibility for payment. Contact your insurance carrier if this occcurs.

Missed Appt/Late Cancellation Fee: We ask that you cancel/reschedule all appointments with a 3 business day notice. If you fail to
keep or reschedule your office visit on short notice, we may charge you a $25 fee. If you fail to keep or reschedule your procedure
appointment, we may charge you a $50 fee. These fees would have to be paid prior to you scheduling further appointments.

If you have insurance, as a courtesy to you, we will file your insurance. Your insurance policy is a contract between you and your
insurance. Any disagreement you have concerning the amount your insurance pays would be between you and your insurance company.
We follow the agreements we have with various insurance companies. We cannot waive copayments, coinsurance, deductibles or patient
balances. We will file your insurance and if payment or denial is not received within 60 days, we will transfer the balance to you and
advise you to contact your carrier to check the status of your claim.

If you have an HMO, PPO, or equivalent policy, it is your responsibility to ensure that we are participating with your insurance company.
We try to participate with as many carriers as we can. It is also your responsibility to determine if your policy requires a referral and to
ensure that a valid referral is on file for your visits.

AUTHORIZATION: I hereby authorize Atlanta Pain and Spine Physicians to administer treatment and perform procedures as may
be deemed necessary or advisable for my diagnosis. I voluntarily consent to my treatment at this office and authorize such treatment,
examination, medications, anesthesia, surgical procedures and diagnostic procedures (including, but not limited to the use of lab and
radiology studies) as ordered by my attending provider. I have read this consent, am aware of its contents and fully understand the
same. I acknowledge that no assurance or promises have been give to the patient concerning the results which may be obtained by such
treatments and procedure hereby affirmed by the signature of the undersigned.

Print Name Signature Date
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ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY PRACTICES NOTICE AND
LISTING OF AUTHORIZED AND RESTRICTED ENTITIES TO RECEIVE MY PHI

| understand that as part of my healthcare, Atlanta Pain and Spine Physicians (APSP) originates and maintains paper and/
or electronic records describing my health history, symptoms, examination, test results, diagnoses, treatment and any
plans for future care or treatment. | understand that this information serves as: a basis for planning my care; a means
of communications among health care professionals who contribute to my care; a source of information for applying my
diagnosis and surgical information to my bill; a means by which an insurance payer can verify that services billed were
actually performed; a tool for routine healthcare operations such as assessing quality and reviewing the competence of
healthcare providers.

I acknowledge that | have received or been provided access to a copy of APSP NOTICE OF HEALTH INFORMATION PRACTICES
that provided a detailed description of information uses and disclosures. | understand that | have the following rights and
privileges: The right to review the notice prior to signing this consent. The right to request restrictions as to how my health
information may be used or disclosed to carry out treatment, payment, or healthcare operations. That there may be times
when APSP could be required by law to release this information without my permission; for example if a patient threatened
to hurt someone. That in general, there will be no other uses and disclosures of this information unless | permit it. |
understand that APSP is not required to agree to my requested restrictions. | understand that | may revoke this consent in
writing, except to the extent that the organization has already released records. | also understand that by refusing to sign
this consent or removing this consent, APSP may refuse to treat me, as permitted by Section 164.506 of the Code of Federal
Regulations. | further understand that APSP reserves the right to change their notice and privacy practices and prior to
implementation, in accordance with Section 164.520 of the Code of Federal Regulations. Should they change their notice,
they will send me a copy of the revised notice to the address | provide as my home address.

RESTRICTION OF MY PHI: | request that the following restriction(s) to the use or disclosure of my health information
(those listed would NOT BE ABLE TO OBTAIN ANY INFORMATION ABOUT YOUR PHI. (for example, spouses, etc.):

AUTHORIZED PERSONS THAT CAN OBTAIN MY PHI (please print). Below listed persons would be able to have questions
answered about your care/symptoms/diagnosis/account balance/medications/test results and appointment information.
If no one is listed on this form, then YOU WILL BE THE ONLY PERSON THAT ANY INFORMATION CAN BE GIVEN TO.

Name Relationship

Name Relationship

| understand that as part of this organizations treatment, payment or health care operations, it may become necessary
to communicate some of my PHI via electronic means, either to you/and or another healthcare provider that may be
consulted regarding your care. APSP cannot guarantee privacy for email/fax communications. | understand and accept
this risk and will allow APSP to communicate my PHI electronically. Initial your response Yes or No

| fully understand and accept the terms of this consent.

Patient Signature: Date:

| refuse the terms of this consent and realize that | may not be able to be treated by APSP.

Patient Signature: Date:

Practice Employee Witness Date:
Signature
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AES Atlanta Pain & Spine
Physicians New Patient Intake Questionnaire

NAME: DATE: / / BIRTHDATE: / /
REFERRED BY: AGE:
REASON FOR VISIT:

LOCATION OF PAIN: [1 BACK L1 HIP [ 1 BUTTOCK L1 LEG L1 FOOT [ ] RIGHT [ ] LEFT
1 NECK [1ARM []ISHOULDER [] HAND [ ] RIGHT [ ] LEFT

OTHER (DESCRIBE)

Do you have numbness? [ No [J Yes— Where?
Do you have weakness?  [1No [ Yes — Where?
How long ago did your pain start?

Did you have a specific injury that caused your pain? [1 No [ Yes— Date / /
Type of injury? [ Fall [1 Lifting 1 Motor vehicle accident Other
Are you receiving compensation related to the injury? [J No [ Yes
Do you have litigation pending regarding the injury? [INo [Yes

How did your pain begin? [ Gradually  [] Suddenly

Is your pain constant? [INo [IYes

Has your pain changed? [ Getting gradually worse [ Getting rapidly worse [ Getting better [ Unchanged
Have you ever had similar pain before this episode? [ No [ Yes

Which words describe the character of your pain?
[1Sharp [1 Dull [1 Aching [1 Burning [1 Throbbing
[1Cramping [ Shooting  []Stabbing []Pounding [ Tingling
What time of day is your pain worse?
[1Morning  [] Afternoon [ Evening [1Night [J Night and interferes with sleep

What makes the pain worse?

CILying  [JSitting [ Standing [ Walking [ Lifting  [] Other
What makes the pain better? Lifting

[1Lying [ Sitting [1Standing  [1 Walking O

[ Ice 1 Heat [1Massage [ Other
Do you have problems with being unable to control your bowels or bladder? [[1 No [J Yes

Have you ever had back or neck surgery? [ No [ Yes (please describe type of surgery and when on next page)

HAVE YOU TRIED ANY OF THE
FOLLOWING FOR YOUR PAIN? HOW MUCH PAIN RELIEF?

TREATMENT YES NO GOOD | MODERATE | MINIMAL | TRANSIENT | POOR

NSAIDs (Motrin, Aleve, etc)

Anti-depressants

Oral Steroids

Home Exercise

Physical Therapy

Electrical Stimulation

Massage Therapy

Trigger Point Injections

Epidural Steroids

Other:
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NAME:

CHECK IF YOU HAD ANY OF THESE MEDICAL PROBLEMS IN THE PAST:

APS

Physicians

NewPat - 05

MAJOR ILLNESSES YES | NO | MAJOR ILLNESSES YES | NO
AIDS / HIV Heart Trouble
Anemia Hepatitis / Jaundice
Anxiety High Blood Pressure
Arthritis / Joint pain High Cholesterol
Asthma Kidney Disease
Blood transfusions Pneumonia
Bowel Trouble Reflux / GERD
Cancer Stroke
Chronic Lung Disease Tuberculosis - TB
Depression Thyroid Disease
Diabetes Ulcers
Heart Murmur OTHER:
PLEASE LIST ANY PAST INJURIES OR ILLNESSES:
TYPE DATE TYPE DATE
PLEASE LIST ANY OPERATIONS OR HOSPITALIZATIONS YOU HAVE HAD:
SURGERY /| REASON DATE SURGERY / REASON DATE
CIRCLE AND CHECK IF YOUR BLOOD RELATIVES HAVE HAD:
MAJOR ILLNESSES YES | NO | WHAT BLOOD RELATIVE?
AIDS/HIV
Anemia
Arthritis / Joint pain
Asthma
Bowel Trouble / Ulcers
Breast Cancer
Cancer
Chronic Lung Disease
Depression / Anxiety / Mood Disorders
Diabetes
Glaucoma
Heart Trouble / Murmur
Hepatitis / Jaundice
High Blood Pressure
High Cholesterol
Kidney Infections / Stones
Parkinson’s Disease
Stroke
Thyroid Disease
Tuberculosis - TB
OTHER:
Atlanta Pain & Spine




NAME:

PLEASE LIST MEDICATIONS THAT YOU ARE CURRENTLY TAKING:

DRUG NAME DOSAGE | PHYSICIAN | DRUG NAME DOSAGE | PHYSICIAN

ALLERGIES TO MEDICATIONS OR SUBSTANCES (LATEX, X-RAY DYE, ETC.)
DRUG OR SUBSTANCE DATE REACTION

SOCIAL HISTORY

Marital Status:
[ Common Law Marriage = [ Divorced  []Married []Separated [ISingle []Widowed

Exercise:
[1None [1Lessthan 1 to3 times per week  [14 or more times per week

Occupation:

Smoke: [0 No [Yes

Packs per day: Number of Years:
Alcohol: [1No []Yes

Drinks per day: Drink per week:
Drug User: [1 No [ Yes

Kind: Frequency:

History of abuse: [1 No [ Yes
L1 Physical L1 Emotional [ Sexual
List all “Natural” or Herbal remedies, over | List:
the counter drugs, vitamins or minerals

you are taking.

Kind: Frequency:

Am Atlanta Pain & Spine
Physicians
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NAME:

REVIEW OF SYSTEMS:

PLEASE CHECK (X) IF ANY OF THE FOLLOWING APPLIES TO YOU NOW.
CONSTITUTIONAL NOTES SKIN
] Weight Loss ] Rashes
[ Weight Gain [ Ttching
[ Fever NEUROLOGICAL
EYES [[] Muscular Weakness
[] Yellow color [l Numbness or Tingling
HENT [] Difficulty Concentrating

[[] Headaches

[[] Memory Difficulties

] Chest Pain

L] Irregular Heart Beats
[] Rapid Heart Rate

] Fainting

L1 Swelling of legs

[ ] Leg pain with walking

] Dizziness [l Seizures

[] Thyroid Problem [] Loss of Balance

[1 Neck Pain MUSCULOSKELETAL
CARDIOVASCULAR [[] Joint Pain or Swelling

[] Muscle Cramps
[] Back Pain
[[] Limited joint motion

RESPIRATORY

[ Wheezing

L1 Cough

] Shortness of breath

GASTROINTESTINAL
[] Nausea

[] Vomiting

] Constipation

[ Abdominal Pain

L1 Bloody / Black Stool
[] Jaundice

PSYCHIATRIC

[l Anxiety

[] Depression

] Confusion

] Suicidal Thoughts
] Excessive Anger
[ Homicidal thoughts
[] Difficulty Sleeping
[l Physical Abuse

[] Sexual Abuse

HEMATOLOGIC
[ Bruises, frequent or easily
[[] Cuts do not stop bleeding

OTHER
GENITOURNARY 1.
[[] Urgency of urination 2.
] Frequency of urination 3.
[[] Inability to urinate 4.
[] Leakage of urine 5.
[] Impotence 6.
[] Possible Pregnancy 7.
Am Atlanta Pain & Spine
Physicians
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MEDICATION AGREEMENT AND REFILL POLICY

As part of your treatment at Atlanta Pain and Spine Physicians (APSP), our staff may prescribe medications for you. As you
know, any medication can have serious side effects if they are not managed properly. There is also the risk of an addictive
disorder (psychological dependence/physical dependence) developing or of relapse occurring in a person with a prior
addiction. The percent of this risk is not certain. Because pain medications have the potential for abuse or diversion, strict
accountability is necessary. For this reason, the following agreement is a required contract between you and this practice
if medications are to be considered in your treatment plan. No prescriptions for pain medications will be written for you
unless you accept the following agreement:

10.

11.

12.

13.

14.

GENERAL

All controlled substances must come from the physician and/or physician assistant in this practice unless specific
authorization is obtained for an exception.

All controlled substances must be obtained at the same pharmacy. Should the need arise to change pharmacies
our office must be informed in writing.

You are expected to inform our office of any new medications or medical conditions, and of any adverse affects you
experience from any of the medications you take.

The use of medications is not designed to completely eliminate the pain, rather the medication is used to significantly
reduce pain so that you may be able to perform many activities of daily living as well as social activities. Itis hoped
that the use of these medications will improve the quality of life, but it is not expected that the pain relief be
complete.

You may not share, sell, trade, exchange your medications for money, goods, services, etc., or otherwise permit
others to have access to these medications. You agree to keep these medications in a safe place and you are
responsible if they are lost, spilled, stolen, etc.,

Prescriptions and medication bottles may be sought by individuals with chemical dependency and must be closely
safeguarded. It is expected that you will take the highest possible degree of care with your medication and your
prescription. They should not be left where others might see or otherwise have access to them.

| will not attempt to get pain medications from ANY other healthcare provider or facility without telling them that
I am taking pain medications prescribed by this office. | understand that if another physician/facility does give me
pain medications at any time, that | must immediately report this to this office.

The prescribing physician has permission to discuss all diagnostic and treatment details with dispensing pharmacists
or other professionals who provide you with healthcare services.

Unannounced, random urine or serum toxicology screens may be requested by this office to ensure compliance
with this agreement and my usage of the medications provided by this office. Presence of unauthorized substances
may prompt referral for assessment for addictive disorder. Refusal of such testing may subject you to an abrupt,
rapid wean schedule in order for the medication to be discontinued or prompt termination from this practice.

| realize that it is my responsibility to keep others and myself from harm, this includes the safety of my driving and
the operation of any machinery, electric or other devices that could cause injury to myself or others. If there is any
guestion of impairment of my ability to safely perform any activity, | will not attempt to perform the activity until
my ability to perform the activity has been evaluated or | have stopped the medication long enough for the side
effects to resolve. This applies to all medications prescribed by this practice.

I will not use any illegal substances (cocaine, heroin, marijuana, crystal meth, ecstasy, ketamine, etc.,) while being
treated in this practice. Violation of this may result is the cessation of the prescribing of any medications and
termination of care by the practice immediately. This will be at the sole discretion of our physicians.

| will not alter my medication in any way (for example crushing or chewing tablets, etc., Jand will only take any
medications provided by this practice exactly as they are prescribed. Patients can not increase their dosage of
medications prescribed by this practice, and self prescribing dose changes may result in termination of your care
in our office.

Long term agents (MS Contin, Oxycontin, etc.,) must be taken whole and are not allowed to be broken, chewed,
crushed, injected, etc., Potential toxicity could occur due to the rapid absorption if taken inappropriately, which
often times may lead to death.

| understand that changing date, quantity, or strength of medication or altering a prescription in any way, shape,
or form is against the law. Forged prescriptions or the provider’s signature is also against the law. This practice
fully cooperates with law enforcement agencies locally as well as the Drug Enforcement Agency (DEA) in regards to
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15.

16.

17.

18.

19.

20.

21.

22.

infractions involving prescriptions. If there is any violation, this will be reported to the patient’s pharmacies, local
authorities and the DEA.

| will discontinue all previously prescribed pain medications, unless told to continue them by this practice. |
will keep this practice informed of all medications | may receive from other physicians/facilities. This includes
emergency rooms, hospitals, urgent care facilities, and walk in clinics. You agree to inform any treating physician/
facility that you are under a medication agreement with this practice.

| understand that some pain medications are quite strong; these include opiates and other controlled substances
which may be prescribed for pain relief. | understand that there are potential risks and side effects with taking
any medications, including the risk of addiction. Overdose of opiate medications may cause injury or death by
affecting breathing. This may be reversed by emergency personnel if they know that you are taking opiate pain
medications. It is suggested that you wear a medical alert bracelet or necklace that contains this information.
Other possible complications include, but are not limited to, constipation which could be severe enough to require
medical treatment, difficulty with urination, fatigue, drowsiness, nausea, itching, stomach cramps, loss of appetite,
confusion, sweating, flushing, depressed respirations, and reduced sexual function.

| realize that all medications have potential side effects and interactions. | understand and accept that there may
be unknown risks associated with the long term use of substances prescribed.

It should be understood that any medical treatment is initially a trial, in that a continued prescription is contingent
on evidence of benefit; patient compliance; and maintaining an appropriate, therapeutic relationship with this
practice all its employees. In the event that an APSP physician feels that the therapeutic relationship between
myself (patient) and physician has been damaged or compromised for any reason, my care may be terminated
with APSP. Written notice will be provided to me and | could be provided with a one month supply of medications
and a list of other pain management practices where | may consider seeking treatment.

| will keep all scheduled appointments with this practice. Three or more cancellations, late by over 15 minutes, or
missed appointments with less than 3 business days notice can result in a termination of my care with this practice.
| understand that if | arrive late for my scheduled appointments, this is considered a “missed appointment” and
that | may not be seen at that time. It is my responsibility to make my return appointments before | exit the office
(as we may require monthly visits). | understand that if | do not schedule my return appointment before leaving
the office, that | am placing myself at risk for not being able to get an appointment at the proper date; and that |
would be responsible for any adverse effects that | might encounter due to running out of my medications. In this
situation, when | contact the office, | will be given the next available appointment; and that this may cause me to
run out of my medication before being seen. We would advise you at seek treatment in the ER, urgent care, or
with your primary care physician to aid in your treatment until you can be seen in our practice. To prevent any
adverse effects, you should responsibly schedule and keep your appointments with this office.

(Males only): | am aware that chronic opioid use has been associated with low testosterone levels in males. This
may affect my mood, stamina, sexual desire and physical and sexual performance.

(Females only): If | plan to become pregnant or believe that | have become pregnant while taking this medication,
| will immediately call my obstetric doctor and/or primary care provider and this practice to inform them. | am
aware that, should | carry a baby to delivery while taking these medications; the baby will be physically dependent
upon opioid. | am aware that the use of opioid is not generally associated with the risk of birth defects, however
birth defect can occur whether or not the mother is on medications and there is always the possibility that my
child will have a birth defect while | am taking opioids. The child could be physically dependent on the opiates and
withdrawal can be life threatening for a baby. If a female of child-bearing age, | certify that | am not pregnant and
will use appropriate contraceptive measures during the course of treatment with medications from this practice.
Questions: If | have a question regarding my care, prescription medication, etc., | understand that when | contact
the office | will leave a message in the clinical staff’s voice mail. These messages are delivered to the physician
by the clinical staff. The physician will make a decision on your question and the clinical staff will return your call.
These calls are returned before end of the next business day. If you have an emergency and need immediate
attention, you should not hesitate to call 911 or to seek care at your local emergency room.

REFILLS

1. Prescriptions will not be phoned in after hours, on weekends, or holidays. No exceptions.

2. Prescriptions will only be provided during an office visit. We do not give any prescriptions between scheduled
appointments. No exceptions.

3. lagree that | will use my medication at a rate no greater than the prescribed rate unless it is discussed directly
with a physician or physician assistant of this practice. If another physician/provider, etc., directs me to
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10.

11.

12.

13.

14.

15.

increase any medications prescribed by this practice, | understand that | should continue taking the medication
exactly as prescribed by this practice, and that | should disregard any other instructions on changing my
medication dosage.

The prescribing provider of this practice will be the only one to decide when and how | should increase or
decrease various pain medications. If this practice provider decides to discontinue the use of pain medication,
the provider may provide the patient with a taper down plan.

Early refills will not be provided. The patient is responsible for taking the medications as prescribed. No
unauthorized increases in medications will be tolerated.

No changes in prescriptions will be made during a phone call.

Prescription renewals/refills are contingent upon making/keeping scheduled appointments with the practice
and following these policies.

| agree that continued refill of medication may be contingent upon compliance with other chronic pain
treatment modalities recommended by this practice and with the program in general.

Refills will not be made if you “run out early” or “lost” your prescription or the “pharmacy shorted your
prescription” or your prescription was “spilled, damaged, misplaced, or stolen”. You are responsible for taking
the medications in the dose prescribed and for keeping track of the amount remaining.

Medications will not be replaced if they are lost, misplaced, or destroyed, etc., If your medication is stolen and
you complete a police report regarding the theft, an exception MAY be made at the discretion of this practice.
If the responsible legal authorities have questions regarding your treatment, all confidentiality is waived and
these authorities may be given full access to our records of control substances administration. (For example,
if you are obtaining medications from other physicians/pharmacies).

| understand that | must contact this practice before taking tranquilizers or prescription sleeping medications.
| understand that the combines use of various drugs, opiates as well as alcohol, may produce confusion,
profound sedation, respiratory depression, blood pressure decrease and even death.

| understand that once my pain management is optimized, refill of my medications may be transferred to
my primary care physician. If | do not have a primary care physician at that time, | will have 30 days to find a
physician who will take over my care and be responsible for my medication management at their discretion.
And that a new physician may or may not prescribe the same medications | was given in the past.

| understand that my medication regimen may be reviewed periodically. If there is not significant evidence that
| am improving or that progress is being made to improve my function and quality of life, the regimen might be
tapered or discontinued and my care referred to my primary care physician or physician of my choice.

Any violation or deviation from the above may result in termination of care at sole discretion of APSP
providers.

WITHDRAWAL SYNDROME/TOLERANCE

These medications should not be stopped abruptly, as an abstinence syndrome (withdrawal syndrome) could
likely develop.

| understand that opiate analgesics could cause physical dependence within a few weeks of starting opioid
therapy. If | suddenly stop or decrease the medication, | could experience withdrawal symptoms which may
occur 24-48 hours of last dose of opioid therapy. Typically, this could last a few days. The withdrawal symptoms
are usually self limited but could in rare cases be life threatening.

Potential symptoms: yawning, nausea, vomiting, watery eyes/nose, abdominal cramps, diarrhea, muscle or
body aches, sweats, chills, hot/cold flashes, “goose flesh”, anxiety, agitation, irritability, insomnia, tremors,
“racing heart” (increased or decreased heart rate), sweating, craving for the medication.

Withdrawal from other medications can also have serious consequences, including the risk of injury or death.
| will not discontinue any medication | take regularly without consulting the prescribing provider.

Tolerance is a condition which can occur with the use of opioid medications. It is defined as a need for a
higher opioid dose to maintain the same pain control. Usually tolerance to sedation, euphoria, nausea and
vomiting occurs more commonly than tolerance to pain relief. This condition may be controlled by switching to
a different opioid medication. Tolerance can also be managed by adding a second different drug to the opioid
management. If tolerance to the opioid becomes unmanageable the opioid will be tapered and discontinued.
The patient must report significant side effects to each of the medications. For example: over sedation,
nausea, vomiting, constipation, confusion, euphoria (high feeling) and dysphoria (down feeling), dizziness,
sweating, respiratory depression (slow breathing), stomach upset, quick-sudden-jerky movement of the legs
or arms, headaches, weakness, tremors, seizures, dreams muscle stiffness, hallucination, disorientation, visual
disturbances, insomnia, dry mouth, diarrhea, stomach cramps, taste alteration, facial flushing, chills, increase/
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10.

11.

12.

13.

14.

15.

16.

17.

decrease in blood pressure, difficulty in urination, itching, skin rashes, swelling in the skin, irritation, irritability,
and sexual dysfunction.

Itis clearly understood that the use of narcotic medications may result in physical dependence. This condition
is common to many drugs including steroids, blood pressure, medications, anti-anxiety medications, anti-
seizure medications as well as opioid. Physical dependence poses no problem to the individual as long as the
individual avoids abrupt cessation of the medication. Medications can be safely discontinued after a 2-3 week
taper down.

Psychological addiction is recognized when the individual abuses the drug to obtain mental numbness or
euphoria, when the patient shows a drug craving behavior or “doctor shopping”, when the drug is quickly
escalated without correlation with the pain relief or when the patient shows a manipulative attitude toward
the physician/practice In order to obtain the drug. The patient must maintain an appropriate, therapeutic
relationship with the provider in order to continue treatment here. If the individual exhibits aggressive,
threatening, manipulative, or otherwise negative behavior towards the provider, employees or other agents of
this practice, the drug may be tapered off and the individual will not be a candidate for continued treatment.
| understand that any phone calls after hours should be for issues such as post procedure complications,
significant medication side effects and other urgent matters. For the medical emergency, 911 should be called
and/or emergency department treatment should be sought. For non emergency matters, the clinic should be
contacted during normal business hours.

| understand that the main treatment goal is to improve my ability to function and/or to work and/or to
reduce pain. In consideration of that goal and the fact that | may be given potent medication to help me reach
that goal, | agree to help myself by following better health habits. | must comply with the treatment plan as
prescribed by this practice. | understand that through following a more healthy lifestyle, it will help me to have
the most successful outcome to my treatment.

lagreeto fully comply with allaspects of my treatment program, including medications, physical therapy, imaging
studies ordered, etc., Failure to do so may result in discontinuation of my medication and discontinuation from
this practice.

| understand that | could be discharged from the practice and placed on a rapid taper down plan if | (a) have an
unpaid balance that | do not pay; (b) if | test positive for illegal drugs; (c) if | test positive for drugs other than
the ones prescribed by this practice; (d) if | test negative for medications that are prescribed by this practice;
(e) if I miss 3 scheduled appointments; (e) if | exhibit threatening, aggressive, abusive, or otherwise behavior
that will damage the doctor/patient therapeutic relationship. We treat our patients with respect and we must
maintain a professional medical environment for all our patients and staff.

| understand that if | am dismissed from the practice | could be placed on a rapid taper down plan. If | am
obtaining medications from other providers, this taper down plan may not be needed or provided.

| agree to waive any applicable privilege or right to privacy or confidentiality with respect to the prescribing
of my pain medications and authorize the physicians, my pharmacy and my insurers to cooperate fully with
any city, state, or federal law enforcement agency in the investigation of any possible misuse, sale or other
diversion/inappropriate use of my pain medication. | authorize this practice to provide a copy of this agreement
to my pharmacy, other health care providers, insurance carrier, and any emergency department upon request.
| give my permission to allow sharing of medical history in regards to medication use with other health care
agencies/facilities.

| understand that this agreement is important to my provider’s ability to treat my pain effectively and my failure
to comply fully with this agreement may result in discontinuation of prescribed medications and termination
from treatment provided in this practice.

| have thoroughly read, understand, and accept all provisions of this agreement. Any questions | had regarding
this agreement were answered to my satisfaction. | understand all policies regarding the prescribing and use
of opioid and others medications. | agree to fully comply with this medication management policy. | agree to
random drug testing and detoxification if further indicated.

It is understood that failure to adhere to these policies may result in cessation of therapy with some or all
medications prescribed by this practice or referrals for further specialty assessment.

You are informed that you have the right and the power to sign and be bound by this agreement, and you have
read and understand all of its terms.
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Our practice understands that emergencies can occur and under some circumstances exceptions to
these guidelines may be made. Emergencies will be considered on an individual basis. Lack of strict
adherence to any provision of this agreement by the practice in no way invalidates any other provi-
sions of this agreement.

| agree to use this pharmacy for all my pain medications:

Name:

Address:

Phone:

If | change my pharmacy for any reason, | agree to notify this practice at the time | receive a prescrip-
tion, | will also advise my pharmacy of my prior pharmacies address and phone number.

This agreement entered into on this day of , 20
Patients Name (print): DOB:
Patient Signature: Date:
Practice Witness: Date:

S. Christopher Cable, M.D.
3200 Highlands Parkway, Suite 420 - Smyrna, GA 30082 - 770 436-4450 (o) - 770 790-4811 (f) - www.atlantapainandspine.com
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