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INFORMACION DEL PACIENTE 

 

Información Personal 

Nombre del Paciente__________________________________________ SSN_________-________-_________                 

Fecha de Nac._____________ 

Dirección___________________________________________Ciudad__________Estado.________CodigoPostal__________ 

Casa #____________________________ Cell #___________________________ Alternativo #__________________________ 

Casado? S_______ N_______  Si es así, por favor provea el nombre de la esposa__________________________               

Fecha de Nac._____________ 

 

Empleo del Paciente 

Empleador______________________________Ocupacion______________________Telefono#_________________________ 

Direccion________________________________________Ciudad____________ Estado._______ Código Postal____________ 

 

Contactos de Emergencia 
Nombre_______________________________________       Relación___________________ Contacto #_________________ 

Nombre_________________________________________ Relación___________________ Contacto #_________________ 

 

►Doctor de atención primaria________________________________________________ Oficina #______________________ 

►Doctor de referencia______________________________________________________ Oficina #______________________ 

 

Información de la aseguranza 

►Aseguranza Primaria_____________________________________ PPO HMO EPO  Otra: _________________ 

    Póliza #_________________________ Grupo#_________________________ Garantizador___________________________ 

►Aseguranza Secundaria___________________________________ PPO HMO EPO  Otra: _________________ 

    Poliza #_________________________ Grupo#_________________________ Garantizador___________________________ 

 

ASSIGNMENT OF INSURANCE BENEFITS 
 

I hereby authorize all insurances, healthcare & other benefits, proceeds, and other monies payable to the Patient of for the Patient’s 

benefit for services and/or supplies provided, including but not limited to liability settlements, group medical, indemnity, self-insured, 

ERISA, COBRA, personal injury protection, uninsured motorist, underinsured motorist, liability, automobile, and/or homeowner insurance 

benefits and coverage and I direct all such entities to make checks jointly payable to the beneficiary or covered person and Edward Shin, 

M.D., P.A. and to mail payment to the covered person in care of Edward Shin, M.D., P.A. and I authorize Edward Shin, M.D., P.A. to open 

such correspondence. I agree, as part of this consent for payment operations, that the provider, its group, and their billing personnel, billing 

agents, or management company can disclose billing information to any person that calls the provider with billing questions after the 

provider inquires as to the identity of the calling person and the calling person provides my correct social security number or health plan 

number 

I understand that I am fully financially responsible for any and all charges incurred for the above named Patient by Edward Shin, 

M.D., P.A. I understand that I am responsible for all charges whether or not paid by insurance. I further acknowledge that I am responsible 

for any financial charges even if there is no recovery from person(s) responsible for the condition.  This assignment authorizes but does not 

obligate Edward Shin, M.D., P.A. to file or prosecute suits or insurance claims or appeals.  

 

I have read the above and understand it. In exchange for and in consideration of treatment provided to the Patient, I agree to the 

above terms and conditions.  

 

 

Patient or Responsible Party Signature_____________________________________________________   Date_____________________



EDWARD T. SHIN, M.D., D.A.B.P.M. 

PAIN CLINIC 

American Society of Anesthesiology/ American Board of Pain Medicine 
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FECHA DEL EXAMEN________________________________________                                                                                                                                             

NOMBRE _________________________________________________ 

EDAD ___________________________________________________ 

DOCTOR QUE LO REFIERE: _________________________________ 

1. Donde es su dolor?_________________________________________________________________________________________ 

2. Cuando empezo? __________________________________________________________________________________________ 

3. Describa brevemente la historia de su dolor_____________________________________________________________________ 

___________________________________________________________________________________________________________

___________________________________________________________________________________________________________ 

4. Esta tomando medicinas para el dolor? S / N      Por cuanto tiempo ha estado en medicinas para el dolor? 

_________________________________  

5. Ha tenido alguna cirugía por su dolor? ________________________________________________________________________ 

6. Cuando es el dolor mas fuerte?                             Mañana         Tarde          Noche 

7. Circule la mejor descripción de su dolor:         arde         adolorido         agudo/intenso         punzocortante         herida de bala         

punza/late 

8. Que actividad provoca que el dolor se empeore?               Parado        Sentado         Caminar      Doblarse         Acostarse 

9.  Que actividad hace que su dolor se mejore? 

__________________________________________________________________________ 

10. Gradué su dolor del 0 al 10  (cero=no dolor/10=el peor dolor que haya tenido): Dolor usual______Dolor con 

actividad_________ 

11. Ha tenido alguno de  estos tratamientos: Terapia Física / Inyecciones Epidurales con Esteroides  / Bloqueos en hueso / Inyecciones 

en el punto del dolor. 

      Implante de bomba de narcóticos / Implante estimulador de la Columna Dorsal / Inyección de Botox / Tratamientos con 

Quiropráctico.     
12. Tiene debilidad en sus brazos?  S/ N     Si es así, que brazo? ___________________________________________________    

13. Tiene debilidad en sus piernas?  S/ N     Si es así, que pierna? ________________________________________________ 

14.  Hay algunas áreas de adormecimientos?  S/ N     Si es así, en que área de su cuerpo? 

______________________________________________             
15. Esta su caso bajo la Compensación al Trabajador? S/ N     Si es así, en que fecha fue la lesión? 

_____________________________________ 

16. Esta envuelto en alguna demanda legal concerniente a su caso?  S / N 

17.  Ha tenido consejería psiquiátrica?  S / N     Si es así, cuando fue su ultima sesión?______________________________ 

18. Por favor enliste todos los demás doctores involucrados en su cuidado:______________________________________ 

_________________________________________________________________________________________________
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Rm _____ 



 
Dolor 

 
Historia Medica: (Favor de circular) 

Convulsiones     Embolias     Migrañas     Alta Presión     Ataque al Corazón      Falla Cardiaca    Fibrilación Atrial      Latido cardiaco lento   

Latido cardiaco rápido      Prolapso de válvula mitral     COPD(Enfermedad pulmonar obstructiva crónica)     Enfisema     Asma     Cáncer de 

Pecho      Cáncer Pulmonar     Hepatitis     Cirrosis     Pancreatitis      

Reflujo gástrico     Ulcera gástrica     Enfermedad de Crohn     Ansiedad     Depresión     Ataques de Pánico     Desorden Bipolar     Intentos 

Suicidas       

Enfermedad Renal      Síndrome del Colon Irritable     Enfermedad Hepática     Diabetes     Tiroides bajo     Tiroides alto      Osteoartritis      

Artritis Reumatoide a      Fibromialgia      Apnea del sueno     Uso de Aspirina     Uso de Coumadin     Esclerosis Múltiple      Drogadicción     

HIV     Lesiones de cabeza      Coágulos      Lupus    Colitis Ulcerativa      Endometriosis    Síndrome de fatiga crónica       TMJ(coyuntura 

temporomandivular)      Transfusiones sanguíneas 

Dolor de espalda crónico     Dolor de cuello crónico     Escoliosis     TB      Neuropatía periférica    Síndrome de la pierna inquieta o sin 

descanso             Problemas de sangrado 

Otros:___________________________________________________________________________________________                          

Tiene alergias a alguna medicina?  (favor de circular) S/ N  

Si así es, que son sus alergias? ________________________________________________________________________ 

Por favor enumere todas las cirugías Mayores:                               Fecha: 

1._____________________________________     ______________________________ 

2._____________________________________     _______________________________ 

3._____________________________________     _______________________________ 

4._____________________________________     _______________________________ 

5._____________________________________     _______________________________      

 

Nombre las medicinas y sus dosis:                         Frecuencia:                                                          

1._____________________________________     _______________________________ 

2._____________________________________     _______________________________ 

3._____________________________________     _______________________________ 

4._____________________________________     _______________________________ 

5._____________________________________     _______________________________ 

6._____________________________________     _______________________________ 
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Clínica del Dolor 

 

Ha tenido un MRI?  S/ N     Si es así, Fecha del ultimo MRI______________________________________ 

Ha tenido un EMG/NCV?  S/ N     Si es así, Fecha del ultimo EMG?_______________________________ 

(Pruebas o examines para músculos y nervios) 

 

Ha tenido un EKG? (Prueba cardiaca)  S/ N     Si es así, Fecha del ultimo EKG?______________________________________ 

 

 

Medicinas usadas previamente: (favor de  circular) 

Demerol     Dilaudid       Morphine     Codeine     MS Contin     Kadian     Avinza     Methadone     Percocet     Percodan     Opana     

Hydrocodone     Tylenol#3     Tylox     Ultram     Ultracet     Lortab     Lorcet     Vicodin     Oxycontin     Oxycodone     Exalgo      

Embedda     Duragesic Patch     Actiq     Fentora     Suboxone     Gabapentin     Lyrica     Xanax     Ativan     Valium     Soma                   

 

 Historia Social:  (favor de circular) 

Casado / Soltero/ Viudo/ Estudiante 

Ocupación actual o pasada__________________________________________________________________________________________ 

Usted colecta disabilidad de seguridad social o disabilidad relacionada al  trabajo?            

___________________________________________________ 

Fuma usted?  S/ N      

Toma usted alcohol?  S/ N    Ha estado en rehabilitación por el alcohol?   S / N      

Ha tenido algún problema  con el sobre uso o abuso de cualquier  medicina recetada?  S / N____________________________________ 

Ha estado bajo rehabilitación por drogas?  S / N 

Tiene usted un antecedente presente o pasado de abuso de drogas?  S/ N      (favor de  circular)        Marijuana     Cocaína     Heroína    

Oxyco Crystal Meth     Vicodin     PCP     Ecstasy              

 

Historia Familiar:  (Favor de  circular) 

Historia medica de la Madre?:      

Vive o fallecida     

Edad________________ 

Si  fallecida,  la causa de muerte____________________________________________________________________________________ 

Describa los problemas médicos de la madre:________________________________________________________________ 

 

Historia medica del Padre: 

Vivo o fallecido 

Edad________________ 

Si así es, causa de muerte ____________________________________________________________________________________ 

Describir los problemas médicos del padre: 

_________________________________________________________________________________ 

Hay algún miembro de la familia con historia de alcoholismo? S/ N     Si es así, , quien_________________________________________ 

Hay algún miembro de la familia con  historia de abuso de drogas?  S/ N     Si es así, quien______________________________________ 
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Clínica del Dolor 

Sufre usted actualmente de alguno de estos problemas? (Favor de circular) 

1. General:     fiebre frecuente       insomnio crónico      fatiga crónica 

2. Ojos y oídos:     visión  doble    zumbido de oídos  

3. Piel:     sangrados fáciles     adquirir infecciones fácilmente 

4. Psiquiátrico:     tiene alguna ansiedad o depresión que esta fuera de control?  S / N  

                            tiene pensamientos suicidas ? S / N       

5. Neurológico:     nuevos brotes de dolores de cabeza      nueva presentación de mareos          

6. Cardiovascular:     nueva  presentación de dolor de pecho     palpitaciones     soplos      

7. Respiratorio :     nuevos brotes de tos    dificultad para respirar  frecuente             

8. Gastrointestinal:     nueva  presentación de dolor abdominal     estreñimiento crónico       diarrea crónica      

9. Genitourinario:     pierde el control de su vejiga o intestino? S / N      

10. Musculo esquelético:     nueva presentación de dolor muscular      nueva presentación de  dolor  articular 

11. Endocrino:   perdida de peso inesperado      aumento de peso inesperado 

Información importante del paciente: 

Por favor no maneje mientras toma  las  medicinas. 

 

Por favor traiga sus frascos de  medicinas del dolor  si necesita volver a surtir.  Nosotros hacemos conteo de pastillas. 

 

Hacemos exámenes de orina en forma aleatoria o al azar.  Si resultara positivo para drogas ilegales, incluyendo mariguana, no podremos 

proveerle sus recetas. 

 

Por favor no tome alcohol mientras toma sus medicinas. 

 

 

Para pacientes que estan recibiendo tratamiento con inyecciones de esteroides:  

El riesgo de lesión mientras se  aplica cualquier  tipo de inyección es muy bajo.  Se hacen muchas precauciones para maximizar la 

posibilidad de que todo salga bien. Algunas posibles complicaciones del tratamiento con inyecciones incluye sangrados, infecciones, lesión 

del nervio, parálisis, neumotórax, meningitis, debilidad, empeoramiento del dolor  y  posible muerte.   Posible efectos secundarios de 

inyecciones con esteroides son hinchazón, aumento de peso, fiebre,  irritabilidad, ansiedad, depresión, insomnio, aumento del apetito, 

reacciones alérgicas, supresión de la producción natural de esteroides , y sangrado menstrual anormal. Los pacientes con diabetes deben 

monitorearse por posible hyperglicemia.   Pacientes con condiciones psiquiátricas deben monitorear si se agrava la ansiedad o depresión.   

 

 

Firma del Paciente_____________________________________________________________________ 

 

 

 

From Dr. Shin:  “Please let me know if you are having any problem with our bills.  I will do my 

best to help you whenever I can.” 

 



PAIN CLINIC:  FOR PHYSICIAN TO FILL OUT 

 

Height___________________________     Weight___________________ 

 

BP/HR____________________________________________________________ 
 

___________________________________________________________________ 

 
___________________________________________________________________ 

 

___________________________________________________________________ 
 

___________________________________________________________________ 

 
___________________________________________________________________ 

 

___________________________________________________________________ 
 

 

 
 

 

 
 

 

 

DIAGNOSIS:_______________________________________________________________________________________________________________________________ 
 

 

PLAN:_____________________________________________________________________________________________________________________________________ 

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________

___________________________________________________________________________________________________________________________________________ 

Urine screen:________________________________________________________________________________________________________________________________ 

 

Reviewed objectives:  Pain relief and improved physical and psychosocial function._______________________________________________________________________ 

 

Other options reviewed: Alternate besides narcotics such as chiropractic, acupuncture, PT, psychiatry referral, surgical referral_____________________________________       

 

Reviewed::  Anticipated therapeutic results, expectations for sustained pain relief and improved functioning, possibility for lack of pain relief __________________________ 

 



Edward T. Shin, M.D., D.A.B.P.M. 

Office (972) 781-0300  Fax (972) 781-0301 

  

SOAPP®-R 

 

Las siguientes son algunas de las  preguntas dadas a los pacientes quienes son o han  sido considerados para 

recibir medicinas para su dolor . Favor de contestar  cada pregunta lo mas honestamente posible. No hay 

respuestas correctas o incorrectas.   

 

Nombre del Paciente: ____________________________________________ Fecha: ____________________ 

 
 
 
 
 
 
Favor de contestar las preguntas usando la escala siguiente: 
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1. Que tan seguido  tiene cambios abruptos o bruscos de su estado de animo?      

2. Que tan seguido ha sentido la necesidad de aumentar la dosis de la medicina para 
tratar su dolor? 

     

3. Que tan seguido se ha sentido impaciente  con sus doctores?       

4.Que tan seguido ha sentido que las cosas son ya tan abrumadoras que no puede 
sostenerlas o aguantarlas?  

     

5. Que tan seguido hay tensión en el hogar?      

6. Que tan seguido ha contado las pastillas par a ver cuantas le quedan?      

7. Que tan seguido ha estado preocupado de que la gente lo juzgue  por tomar medicinas 
para el dolor? 

     

8. Que tan seguido se siente aburrido?       

9. Que tan seguido ha tomado mas medicina del dolor que la que se suponía?      

10. Que tan seguido se ha preocupado acerca de que lo dejen?      

11. Que tan seguido se ha sentido desesperado o ansioso por tomar la medicina?       

12. Que tan seguido alguien mas le ha expresado preocupación acerca de su uso de 
medicinas? 

     

13. Que tan seguido alguno de sus amigos mas cercanos ha tenido problemas con alcohol 
o drogas? 

     

14. Que tan seguido le han dicho que tiene un mal temperamento?      

15. Que tan seguido se ha sentido consumido por la necesidad de obtener la medicina del 
dolor? 

     

16. Que tan seguido se le ha terminado la medicina antes de tiempo?      

17. Que tan seguido,  otros no han permitido que tu obtengas lo que mereces?      

18. Que tan seguido, en toda su vida, ha tenido problemas legales o que haya  sido 
arrestado?  

     



 

 

 
 
 
 
 
Favor de contestar las preguntas usando la escala siguiente: 
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20. Que tan seguido ha estado en alguna discusión tan fuera de control que alguien 
resultara  lastimado? 

     

21. Que tan seguido ha sido usted sexualmente abusado?      

22. Que tan seguido alguien mas le ha sugerido que usted tiene un problema con las drogas 
o el alcohol? 

     

23. Que tan seguido ha pedido prestado medicinas para el dolor de un familiar o amigos?      

24. Que tan seguido ha sido tratado por problemas de drogas o alcohol?      

 
Favor de incluir cualquier información adicional que desee acerca de las respuestas dadas arriba. Use el espacio en 
blanco que sigue.  Gracias. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                Score: ________



 

Edward T. Shin, M.D., D.A.B.P.M. 

American Society of Anesthesiology and American Board of Pain Medicine 
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INFORMED CONSENT AND PAIN MANAGEMENT AGREEMENT 
 

AS REQUIRED BY THE TEXAS MEDICAL BOARD  
 

REFERENCE: TEXAS ADMINISTRATIVE CODE, TITLE 22, PART 9, CHAPTER 170 

 

 

TO THE PATIENT: As a patient, you have the right to be informed about your condition and the 

recommended medical or diagnostic procedure or drug therapy to be used, so that you may make the 

informed decision whether or not to take the drug after knowing the risks and hazards involved. This 

disclosure is not meant to scare or alarm you, but rather it is an effort to make you better informed so that 

you may give or withhold your consent/permission to use the drug(s) recommended to you by me, as your 

physician.  For the purpose of this agreement the use of the word “physician” is defined to include not 

only my physician but also my physician’s authorized associates, technical assistants, nurses, staff, and 

other health care providers as might be necessary or advisable to treat my condition. 

 

CONSENT TO TREATMENT AND/OR DRUG THERAPY: I voluntarily request my physician (name at 

bottom of agreement) to treat my condition which has been explained to me as chronic pain. I hereby 

authorize and give my voluntary consent for my physician to administer or write prescription(s) for 

dangerous and/or controlled drugs (medications) as an element in the treatment of my chronic pain.  

 

It has been explained to me that these medication(s) include opioid/narcotic drug(s), which can be harmful 

if taken without medical supervision. I further understand that these medication(s) may lead to physical 

dependence and/or addiction and may, like other drugs used in the practice of medicine, produce adverse 

side effects or results. The alternative methods of treatment, the possible risks involved, and the 

possibilities of complications have been explained to me as listed below. I understand that this listing is 

not complete, and that it only describes the most common side effects or reactions, and that death is also a 

possibility as a result from taking these medication(s).  

 

THE SPECIFIC MEDICATION(S) THAT MY PHYSICIAN PLANS TO PRESCRIBE WILL BE 

DESCRIBED AND DOCUMENTED SEPARATE FROM THIS AGREEMENT.  THIS INCLUDES 

THE USE OF MEDICATIONS FOR PURPOSES DIFFERENT THAN WHAT HAVE BEEN 

APPROVED BY THE DRUG COMPANY AND THE GOVERNMENT (THIS IS SOMETIMES 

REFERRED TO AS “OFF-LABEL” PRESCRIBING).  MY DOCTOR WILL EXPLAIN HIS 

TREATMENT PLAN(S) FOR ME AND DOCUMENT IT IN MY MEDICAL CHART. 

 

 

 

 

 

 

 

 

 



 

 

I HAVE BEEN INFORMED AND understand that I will undergo medical tests and examinations before 

and during my treatment. Those tests include random unannounced checks for drugs and psychological 

evaluations if and when it is deemed necessary, and I hereby give permission to perform the tests or my 

refusal may lead to termination of treatment. The presence of unauthorized substances may result in my 

being discharged from your care.  

For female patients only:  

 To the best of my knowledge I am NOT pregnant.  

If I am not pregnant, I will use appropriate contraception/birth control during my course of 

treatment. I accept that it is MY responsibility to inform my physician immediately if I become 

pregnant.  

If I am pregnant or am uncertain, I WILL NOTIFY MY PHYSICIAN IMMEDIATELY.  

All of the above possible effects of medication(s) have been fully explained to me and I understand that, at 

present, there have not been enough studies conducted on the long-term use of many medication(s) i.e. 

opioids/narcotics to assure complete safety to my unborn child (ren). With full knowledge of this, I 

consent to its use and hold my physician harmless for injuries to the embryo/ fetus / baby.  

 

I UNDERSTAND THAT  THE MOST COMMON SIDE EFFECTS THAT COULD OCCUR IN THE 

USE OF THE DRUGS USED IN MY TREATMENT INCLUDE BUT ARE NOT LIMITED TO THE 

FOLLOWING: constipation, nausea, vomiting, excessive drowsiness, itching, urinary retention (inability 

to urinate), orthostatic hypotension(low blood pressure), arrhythmias(irregular heartbeat), insomnia, 

depression, impairment of reasoning and judgment, respiratory depression (slow or no breathing), 

impotence, tolerance to medication(s), physical and emotional dependence or even addiction, and death. I 

understand that it may be dangerous for me to operate an automobile or other machinery while using these 

medications and I may be impaired during all activities, including work.  

 

The alternative methods of treatment, the possible risks involved, and the possibilities of complications 

have been explained to me, and I still desire to receive medication(s) for the treatment of my chronic pain.  

 

The goal of this treatment is to help me gain control of my chronic pain in order to live a more productive 

and active life. I realize that I may have a chronic illness and there is a limited chance for complete cure, 

but the goal of taking medication(s) on a regular basis is to reduce (but probably not eliminate) my pain so 

that I can enjoy an improved quality of life.  I realize that the treatment for some will require prolonged or 

continuous use of medication(s), but  an appropriate treatment goal may also mean the eventual 

withdrawal from the use of all medication(s).   My treatment plan will be tailored specifically for me.  I 

understand that I may withdraw from this treatment plan and discontinue the use of the medication(s) at 

any time and that I will notify my physician of any discontinued use.  I further understand that I will be 

provided medical supervision if needed when discontinuing medication use. 

 

 

I understand that no warranty or guarantee has been made to me as to the results of any drug therapy or 

cure of any condition. The long-term use of medications to treat chronic pain is controversial because of 

the uncertainty regarding the extent to which they provide long-term benefit. I have been given the 

opportunity to ask questions about my condition and treatment, risks of non-treatment and the drug 

therapy, medical treatment or diagnostic procedure(s) to be used to treat my condition, and the risks and 

hazards of such drug therapy, treatment and procedure(s), and I believe that I have sufficient information 

to give this informed consent.  

 

 

 



PAIN MANAGEMENT AGREEMENT: 

 

I UNDERSTAND AND AGREE TO THE FOLLOWING: 

That this pain management agreement relates to my use of any and all medication(s) (i.e., opioids, also 

called ‘narcotics, painkillers’, and other prescription medications, etc.) for chronic pain prescribed by my 

physician. I understand that there are federal and state laws, regulations and policies regarding the use and 

prescribing of controlled substance(s). Therefore, medication(s) will only be provided so long as I 

follow the rules specified in this Agreement.  

 

My physician may at any time choose to discontinue the medication(s). Failure to comply with any 

of the following guidelines and/or conditions may cause discontinuation of medication(s) and/or my 

discharge from care and treatment. Discharge may be immediate for any criminal behavior:  

 My progress will be periodically reviewed and, if the medication(s) are not improving my quality 

of life, the medication(s) may be discontinued.  

 I will disclose to my physician all medication(s) that I take at any time, prescribed by any 

physician.  

 I will use the medication(s) exactly as directed by my physician.  

 I agree not to share, sell or otherwise permit others, including my family and friends, to have 

access to these medications.  

 I will not allow or assist in the misuse/diversion of my medication; nor will I give or sell them 

to anyone else.  

 All medication(s) must be obtained at one pharmacy, where possible.  Should the need arise to 

change pharmacies, my physician must be informed. I will use only one pharmacy and I will 

provide my pharmacist a copy of this agreement. I authorize my physician to release my medical 

records to my pharmacist as needed.  

 I understand that my medication(s) will be refilled on a regular basis. I understand that my 

prescription(s) and my medication(s) are exactly like money. If either are lost or stolen, they 

may NOT BE REPLACED.  

 Refill(s) will not be ordered before the scheduled refill date. However, early refill(s) are 

allowed when I am traveling and I make arrangements in advance of the planned departure date. 

Otherwise, I will not expect to receive additional medication(s) prior to the time of my next 

scheduled refill, even if my prescription(s) run out. 

 I will receive medication(s) only from ONE physician unless it is for an emergency or the 

medication(s) that is being prescribed by another physician is approved by my physician. 

Information that I have been receiving medication(s) prescribed by other doctors that has not been 

approved by my physician may lead to a discontinuation of medication(s) and treatment.  

 If it appears to my physician that there are no demonstrable benefits to my daily function or quality 

of life from the medication(s), then my physician may try alternative medication(s) or may 

taper me off all medication(s). I will not hold my physician liable for problems caused by the 

discontinuance of medication(s).  

 I agree to submit to urine and/or blood screens to detect the use of non-prescribed and 

prescribed medication(s) at any time and without prior warning. If I test positive for illegal 

substance(s), such as marijuana, speed, cocaine, etc., treatment for chronic pain may be terminated. 

Also, a consult with, or referral to, an expert may be necessary: such as submitting to a psychiatric 

or psychological evaluation by a qualified physician such as an addictionologist or a physician 

who specializes in detoxification and rehabilitation and/or cognitive behavioral 

therapy/psychotherapy. 

 I recognize that my chronic pain represents a complex problem which may benefit from physical 

therapy, psychotherapy, alternative medical care, etc. I also recognize that my active 

participation in the management of my pain is extremely important. I agree to actively 



participate in all aspects of the pain management program recommended by my physician to 

achieve increased function and improved quality of life. 

 I agree that I shall inform any doctor who may treat me for any other medical problem(s) that I 

am enrolled in a pain management program, since the use of other medication(s) may cause harm.  

 I hereby give my physician permission to discuss all diagnostic and treatment details with my 

other physician(s) and pharmacist(s) regarding my use of medications prescribed by my other 

physician(s).  

 I must take the medication(s) as instructed by my physician. Any unauthorized increase in the 

dose of medication(s) may be viewed as a cause for discontinuation of the treatment.  

 I must keep all follow-up appointments as recommended by my physician or my treatment may 

be discontinued.  

 

I certify and agree to the following:  

1) I am not currently using illegal drugs or abusing prescription medication(s) and I am 

not undergoing treatment for substance dependence (addiction) or abuse. I am reading and 

making this agreement while in full possession of my faculties and not under the influence 

of any substance that might impair my judgment.  

 

2) I have never been involved in the sale, illegal possession, misuse/diversion or transport of 

controlled substance(s) (narcotics, sleeping pills, nerve pills, or painkillers) or illegal 

substances (marijuana, cocaine, heroin, etc.) 

 

3) No guarantee or assurance has been made as to the results that may be obtained from 

chronic pain treatment. With full knowledge of the potential benefits and possible risks 

involved, I consent to chronic pain treatment, since I realize that it provides me an 

opportunity to lead a more productive and active life. 

 

4) I have reviewed the side effects of the medication(s) that may be used in the treatment of 

my chronic pain. I fully understand the explanations regarding the benefits and the 

risks of these medication(s) and I agree to the use of these medication(s) in the 

treatment of my chronic pain.  

 

 

________________________________________________ 

Patient Name (PRINTED) 

 

________________________________________________ 

Patient Signature 

 

________________________________________________ 

Physician Signature (or Appropriately Authorized Assistant)  

 

________________________________________________ 
  
________________________________________________ 

Name and contact information for pharmacy 
 

 

 

 

 



CONSENT TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION  

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

 

 
 Patient Consent for the Use and Disclosures of Protected Health Information (“PHI”) 

I, the undersigned patient, give my consent to the provider entity, Edward Shin, M.D., P.A., and its agents to use or 

disclose my protected health information (“PHI”) to carry out treatment, payment, or health care personnel including, 

but not limited to, physicians, certified registered nurses anesthetists, anesthesia assistants, nursing staff, nurse 

practitioners, physicians assistants, child life specialists, physical therapists, respiratory therapists, X-ray personnel, 

audiologists, students in each of the above disciplines, and other such entities or persons as deemed related to 

treatment, payment, and health care operations, as determined in sole discretion of the provider, his/her/practice group, 

and their respective agents. 

 

Permission to Release Medical Records or Providers 
If another provider who is involved with treatment, payment, or health care operations relating to me requests my 

medical records, I consent to the release of my entire medical records maintained by the provider to those other 

providers. 

 

Permission to Call and Leave Voice Messages 
I agree that the provider, Edward Shin M.D., P.A, or its agents or representatives may call and leave a voice mail 

message at my home or other numbers I provide them regarding medical appointments, billing or payment issues, or 

other information related to treatment, payment, or health care operations.  

 

Permission to Discuss Protected Health Information with Third Persons 
I agree that the provider, Edward Shin M.D., P.A., may discuss my PHI with any person that accompanies me to a 

visit or is present with me when the provider is present. The provider may rightly assume that if another person is with 

me, I have no objection to disclosure of my PHI to that person. I also agree the provider may discuss my PHI with any 

persons that identifies him or herself as active in my mental, physical, emotional, spiritual care, including but not 

limited family, friends, clergy, and patient advocates. I also agree that the provider, his/her practice group, and their 

agents may disclose my PHI to employers who arrange and pay, directly or indirectly, for my medical treatment. 

 

Permission to Discuss Protected Health Information Regarding Minors 
I agree that the provider, Edward Shin M.D., P.A, his/her practice group, and their agents may discuss my child’s PHI 

with the person accompanying the child.  I agree that the provider may discuss PHI with both natural parents and step 

parents. I acknowledge that state may grant my child certain privacy rights regarding the child’s PHI, and that I have 

no right to receive this information. 

 
Person(s) or Organization(s) NOT authorized to receive this information: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 

Notice to the Patient 
By signing this form, you grant us consent to use and disclose your protected healthcare information for the purpose of 

treatment, various activities associated with payment and healthcare operations. If there is not a copy of the Notice with this 

form, please ask for one. By signing this form, you understand that if the person or organization that receives the information is 

not a healthcare provider or plan covered by federal privacy regulations, the information described above may be redisclosed 

and would no longer be protected by these regulations. We reserve the right to change our privacy practices. Since revisions 

may apply to your healthcare information, you have a right to receive a copy and can do so by contacting our office. You have 

the right to revoke your consent by giving a written notice to our office. The revocation will not affect actions that were already 

taken in reliance upon this consent. You should also understand that if you revoke this consent we may decline to treat you. 

Upon request, you are entitled to a copy of this consent form after you have signed it 

 

 
_____________________________________     __________________________ 

Patient’s Signature       Date 

 

_____________________________________    __________________________ 

Patient’s Name or Patient’s Representative      Relationship to Patient 


