7 =gy Vivek A. Manocha, M.D
EACON Interventional Pain Specialist

Orthopaedics & Sports Medicine
Please carefully answer these questions so that we can help you decrease pain and increase function.

Patient Name: DB
Age today: Sex: _M_F Height: Weight (Ibs):
Referring Physician’s Name: Phone Number:
Primary Physician’s Name: Phone Number:

Please describe your pain and the reason for this visit in your own words in one sentence.
(e.g.“T have pain in my low back™):

How long ago did you pain start?

Under what circumstances did the pain begin?

Accident/Injury at work Accident/Injury Secondary to repetitive activity
Following [liness At work, but not an accident Motor vehicle accident
Following Surgery Pain began unrelated to activity

If accident or activity, please describe:

Does your pain travel anywhere? Yes No If yes, where?

Where is your pain located? (Circle all that apply)

Head Face . Neck Right Shoulder Left Shoulder Right Aym

Left Arm - RightForearm  Left Forearm Right Hand Left Hand Chest

Abdomen L/R. Groin Mid - Back Low Back A Right Buttock Left Buftock:
_ Right Thigh  Left Thigh Right Leg Left Leg Right Foot Left Foot

Other:

Which words describe you pain? (Circle all that apply)

Sharp Stabbing Aching Throbbing Sore Unbearable

Tender Dull Constant Intermittent Cramping Miserable

Burning Deep Radiating . Shooting Nagging Exhausting

Do you have any of the following related to your pain? (Circle all that apply)

Numbness ~ Weakness Dizziness Problems with bowels related to pain Nausea
Tingling Pins & Needles Headaches Problems with bladder related to pain
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PATIENT NAME DATE

Please shade in the areas where you are having pain in the following pictures: (Shade areas darker for more severe pain and lighter for less severe pain).

SLEEP DISTURBANCE? YBS/NO If Yes, whether - Interrupted, Difficulty Falling Asleep, Waking Up Early,

How much sleep (In Hours) a night do you get?

Please mark on the scale below where your pain level is TODAY.

Fain Rating Scale:
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Nons: Ll Moderate Bavera
WORST Pain Level (0-10) LEAST Pain Level (0-10)
What makes your pain worse (circle any agpravating factors)?
Walking Standing Sitting "Bending Lying Down Twisting Heat  Cold
Anxiety Sneezing Coughing Reaching Lifting Climbing Stairs Bowel Movement Other
{Please Describe: '
What malkes your pain befter (circle any velieving factors)?
Heat  Coldlce Rest  Pain Medications Certain Positions {describe)
LyingDown Physical Therapy Massage Other (describe)
PAST TREATIVIENTS:
Have You Had Any of the Following Treatments in the Past? How dMuch Relief Do You Obtain?
TREATMENT YES NO GOOD MODERATE | MILD POOR NO

NSAIDS (Motri.n, Aleve, etc.)

OPIOIDS (Percocet, Vicodin, etc.)

Physical or Message Therapy

Tens /Ulirasound /Traction

Injections (Epidurals, Trigger Point)

Surgery

Biofeedback / Flypnosis

Chiropractic
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PATIENT NAME DATE

IMAGING STUDIES: Pleése write the Date of the most recent test
MRI/CT SCAN (Spine) X-Ray:
BONE SCAN: . EMG:

MEDICATIONS: Please List All _mediéations, vitamins, herbs, nutritional supplements ydu take.

Name of Medication Dosage _ Time/Day Purpose

IF YOU ARE TAKING ANY OF THE FOLLOWNG MEDICINES, PLEASE LET US KNOW

__ Coumadin (Warfarin) __Lovenox (Enoxaparin) ___Aggrenox - Plavix (Clopidogrel)
__Xarelto (Rivaroxaban) _ NSAID - ___Ticlid(Ticlodipine) ~ ___ Fragmin(Dalteparin)
___Aspirin ' __-_Trental (Pentoxifylline) ___Effient(Prasugrel) Eliquis (Apixaban)

ALLERGIES TO MEDICATIONS or SUBSTANCES (LATEX, X-RAYDYE, ECT.):
Medication/ Substance Type of Reaction

LISTYOUR OTHER MEDICAL PROBLEMS (Circle):

AIDS [ HIV Heart Trouble Apernia Hepatitis / Jaundice Anxiety High Blood Pressure
Arthritis/Joint Pain High Cholesterol Asthma Kidney Disease Pneumonia Blood Transfusions
Bowel Trouble  Reflux / GERD Cancer Tuberculosis Stroke Depression
Diabetes Thyroid Disease Ulcers Heart Murmur Chronic Lung Disease

Other: _

LIST PREVIOUS SURGERIES:

FAMILY HISTGRY: ‘

Are You: __ Single _ Mamied _ Widowed __ Divorced _ Separated

How many Children do you have? Are they in good health? yes no

If No, Please List Major Health Problems:

Mother: Alive / Deceased Age: Major Health Problems:

Father: Alive/Deceased Age: _.Major Health Problems:

What would you like to be doing that you cannot do now?
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PATIENT NAME DATE
SOCIAL HISTORY
Education Level: Degree:

Do you Smoke? yes no If yes, hew many packs a day?
If no, did you smoke previously?

How many years ago did you smoke?

How long have you smoked?

Do you drink alcohol? _yes _no If yes, how much per day?
1f no, did you drink previously? _yes _no If yes, when did you quit?

How long have you been drinking?

How much did you drink per day? How many years did you drink?

Do you have a present dreg addiction? ye no

Do you have a previous one? yes no

Do you exercise? ves_ _ no Ifyes, what de you do? How often?

Work Status: . Full Time - PartTime _ Retired _Disability  ___ Unemployed __ Homemaker
If working, what kind of work?

If no, are you receiving any compensation? yes___ no

REVIEW OF SYSTEMS

Do you have or have you ever had any problems related to the following systems? (Please Check)

CARDIAC RESPIRATORY NEUROLOGICAL GASTROINTESTINAL
___Heart Disease _..Emphysema __Headaches __Hemia

_ Heart Attack / MI __ Asthma __ Fainting/Dizziness __Liver Problems

__High Blood Pressure __Cough __Seizures/Convulsions _.Pancreatitis
__Angina/Chest Pain __Bronchitis _ Stoke/TIA _Ulcers/Gastritis

__Heart Murmur __Sleep Apnea _Head Injury __Acid Reflux/GERD
__Pacemaker __Shoriness of Breath __Balance Problems _Constipation

. Cong. Heart Failure __COPD _ Weakness/Numbness _.Diarrhea

__Other __ Other __Other __Other
MUSCULOSKELETAL PSYCHOLOGICAL URINARY IMMUNOLOGICAL
__Arthritis __Anxiety __Kidney Stones __HIV/AIDS

__Muscle Pain _ Depression __Frequent Urination IB

__Joint Swelling or Pain ~ __Panic Attacks __Painful Urination __Hepatitis

__Joint Stiffness __Mental Disorders __Blood in Utine __Cancer

__Qsteoperosis __Considered Suvicide __Urine Retention _ Swaollen Glands

. Other _ Other _ Other __Other

SKIN HEAD /NECK ENDOCRINE HEMATOLOGIC
__Psoriasis __Eye Glasses _ Diabetes __Anemia

__Open Sores __ _Glaucoma __Thyroid Problems _ Blood Clots

__Skin Cancer __Double Vision __Cortisone Replacement __Easy Bruising

__Skin Rash __Persistent Stiff Neck __ Pituitary Problems __Bleeding Problems
__Other __QOther _ Other, __Other
CONSTITUTIONAL

__Pever __Chills ___Weight Change ~ Lost/Gained — how much? In how long?

__Difficulty Sleeping _ Other




) A Acknowledgement of Receipt of
) E ACON Notice of Privacy Practices

Orthopaedics & Sports Medicine

lacknowledge that I have been provided with and understand this facility’s Notice of Privacy Practices (HIPAA
information). This notice provides a complete description of the uses and disclosures of my health information.

Patient Name: o Date of birth:

*Patient or Representative Signature - Date
Name of Personal Representative (if applicable) Relationship to Patient

(ex: parent, power of attorney)

*If the patient is a minor child or otherwise unable to sign this authorization, then obtain the signature
of the authorized individual. If person is POA, we must have a copy of the Power of Attorney paperwork.

Consent to Be Contacted : .

Beacon Orthopaedics & Sports Medicine, or third parties on our behalf, may need to contact you regarding your
healthcare or your account with us. Those communications may include appointment and exam confirmation and
reminders, wellness checkups, pre-registration instructions, pre-operative instructions, post-discharge
instructions, post-appointment follow-up, prescription notifications, and other messages relating to your care,
scheduling, benefits, billing, payment, or other financial responsibilities. By providing your phone number, you
agree to receive calls or text messages from Beacon Orthopaedics & Sporis Medicine, or a third party on its
behalf, at the number you have provided. Such calls may be placed using an automatic telephone dialing system.

Please provide your preferred contact information below.

Name:

Cell Phone Number: Homie Phone Number:

{1 1 would like to receive emails from Beacon Orthopaedics & Sports Medicine regarding new services,
educational content, events, and other content related to orthopaedic conditions/treatment options.

Email Address:

Updated April 2021 — 45 CFR 164.520{c}{ 2){ii}




BEACON Designation of a Personal Representative Form

Orthopasdics & Sports Medicine

Patierit Name: Date of Birth:

A patient may designate a personal representative in writing. This person may be a spouse, adult child,
members of the patient’s family, or close friend. They may also be any individual with power of attorney or
other legally recognized authority to make medical decisions on behalf of the patient if he or she is
incapacitated or otherwise unable to make decisions. Asa general rule, a parent or legal guardian of a minor
child will be recognized as their personal representative.

A personal representative may act on behalf of the patient for the purpose of receiving information that
otherwise would be given to the patient. Such information could include appointment changes, messages
regarding surgery and/or testing, physician’s responses to phone messages and medication requests. An
answering machine cannot be used as an acceptable way of leaving information. A staff member may refuse
to disclose information to a person identified as a patient’s personal representative if he/she believes such
information should be given directly to the patient. '

Please note: This form does not grant permission to release medical records fo these designated
representatives,

- Person(s) to whom my information may be disclosed:

Name Relationship . Phone Number
Name Relationship Phone Number
Name Relationship ' Phone Number
Patient/Representative Signature: Date:

If patient is @ minor, please provide the following information:

Mother's Name:
AND
Father's Name:;

OR Legal Guardian(s):

You may revoke or terminate this authorization at any time by submitting a written revocation to Beacon
Orthopaedics <& Sports Medicine, Ltd./Beacon Orthopaedics Surgery Center, LLC. Revised March 2019.




Beacon Orthopaedics and Sports Mediciue, LI.C Financial/Credit Policy
Effective April 2009

Patient Name: Patient Date of Birth:
Please Print R

(PLEASE INITIAL THE FOLLOWING)

1) We expect that all C0o-pays, co-insurance and deductible be paid in full at each visit and pri;)r to surgery,

diagnostic testing and physical therapy.” We accept cash, check, Debit Card, MasterCard, VISA, American Bxpress,
Discover and Care Credit.

msurance company. When BOSM files for benefit for services performed, benefits are assigned to BOSM. BOSM will
look to the patient for payment in full if insurance does not cover the services provided. Ifwe do not participate with your
msurance, you will likely have a higher out-of-pocket expense, so please be prepared to pay this amount.

3.) We do not file any insurance with your Automodile Insurgnce Company, or any other third party (business
Insurance company, employer, attorney, separated spouses, eic.) for the purpose of ebtaining payment. We will' make

freatment,

5.) A service charge of $20.00 will be applied to returned cheeks. You will be asked to bring cash, money order
or cashiers check fo our office to cover the amount of the check plus the service charge. If you present two (2) checks that
are returned to s, we will require cash for fisture services.

6.) If yourr balance is not paidina dmely .manner, we reserve the right te forward your account to an ontside
collection ageney or attorney, All fees assessed by the agency or attorney will be charged to you and become a part of
your ouistanding balance. : -

By signing this agreement, you are acknowledging that you understand our financial/credit policy, and agree to pay for all
services that are received, )

Name - Person Completing Form {Print): Birthdate of Person:

—— e

Signature - Person Completing Form: Date:
—_— _—




