
ADVANCED PAIN 

., INSTITUTE OF TEXAS

PERSONAL INFORMATION 
(Please Print) 

Today's Date: Last Name: First Name: M.I.

Date of Birth: Address: City: State: 

Home Phone: Zip Code: SS# 

Wori< Phone: Marital Status: 
o Single o Married o Divorced

Ext: o Widowed

Cell or Alternate Phone: Email: 

Employer: Occupation: 

INSURANCE INFORMATION: 
(Please provide current card to front office) 

Primary Insurance Name: Secondary Insurance Name: 

ID: Group#: ID: Group #: 

Insurance Phone Number. Insurance Phone Number. 

Wori< Comp Case: D Yes D No 

If yes, \Nori< Comp Case Wori<er's Name: 

Phone: 

Are you involved in a lawsuit If Yes, please explain: 

D Yes 
D No Attorney's Name: 

Attorney's Phone Number. 

EMERGENCY CONTACT INFORMATION: 

Emergency Contact Name: Relationship: Phone: 

Patient Signature ___________________ Date ___________ _ 



ADVANCED PAIN 'JI INSTITUTE OF TEXAS

NEW PATIENT HISTORY 

Name:. _________________ Age: ____ Height ____ Weight. __ _ 
Referring Physician ___________ Primary Care Physician. __________ _ 

Chief Complaint ___________________________ _ 
When did your pain begin? ________________________ _ 
How did your pain begin? _________________________ _ 

Please mark the locatton(s) of your pain: 

R 

.._, 

\� 
., 

R L L 

Rate your pain on a scale of 0-10 (O=No Pain, 10= Worst. Pain Possible) 
Least Pain: __ _ Worst Pain: 

---
Current Pain: 

---

Describe your pain (mark all that apply): 
D Constant D Intermittent D Sharp D Dun D Pain D Ache D Throbbing D Burning D Shooting D Other 
What makes your pain worse? (mark all tbat apply): 
D Walking D Standing D Sitting D Coughing D Sneezing D Bending D Lifting D Other: _______ _ 
What makes your pain better? (rnartt an that apply): 
D Heat D Ice D Lying Down D Rest D Walking D Medication D Bending D Stretching D Other.. ____ _ 
Do you have other symptoms? (mark al that apply): 
D Tingling D Numbness D Weakness D Cramping D Incontinence (bowel or Bladder) D Other:. ____ _ 
Does your pain affec:t your (martc al that apply): 
D Sleep D Physical Activity D Appetite D Concentration D Mood D Relationships D Other:. _____ _
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Previous Treabnants: 

Treatment Yes/No Was the treatment helpful? 

Physical Therapy 

Chiropractic Care 

Massage Therapy 

TENS Unit 

Biofeedback 

Psychological Therapy 

Medications (List all tried) 

Injections (What types?) 

Surgery (What types?) 

Past Medical History (list any conditions you have) 

Past Surgical History (Please list all prior surgical procedures) 

Surgery Date 

Family History 

Do you have any significant medical problems in your family? □ No □ Yes

•if yes, please describe:

Social History 

Surgery Date 

Do you smoke or use other forms of tobacco? 

Do you drink ak:ohol? 
□ No □ Yes,# of packs/week ________ _

D No □ Yes,# of drinks/week ________ _

Do you have a history ot illicit drug use? □ No □ Yes, in the past. □ Yes, currentty.

*If yes, which drugs and when did you last use them?: _________________ _
Have you had any recent infections? □ No □ Yes

Are you taking Antimotics? □ No □ Yes, antibiotic:. _________________ _
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Allergies   

Are   you   allergic   to   anything?   (Medications,   contrast   dye,   food,   or   latex)   ☐   No ☐   Yes *   

* If   yes,   please   describe:___________________________________________________________________   

Are   you   allergic   to   Iodine   or   Shellfish? ☐   No ☐   Yes *    

* If   yes,   please   describe   your   reaction:________________________________________________________   

Medication    (Please   list   all   current   medications   and   how   often   you   take   them)   

  

Blood   Thinners     
☐    I   do   not   take   any   blood   thinners/anticoagulants   
☐   Eliquis   (Apixaban)      ☐   Plavix   (Clopidogrel   bisulfate)      ☐   Effient   (Prasugrel)       ☐   Brilinta   (Ticagrelor)     

☐   Warfarin   (Coumadin)     ☐   Heparin   (Lovenox)    ☐   Xarelto   (Rivaroxaban)    ☐   Aspirin   Dose:________   mg     

☐   Other:____________________   

Prescriber:____________________________________________      PH:   __________________________________   

  
Electronic   Devices    (provide   office   a   copy   of   card)   
☐   Spinal   Cord   Stimulator     ☐   Pacemaker ☐   Other____________________________________     

  
Review   of   Symptoms    (mark   all   that   apply)   

  

Patient   Signature:   __________________________________________ Date:________________________   
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Medication   Dose   Frequency   Medication   Dose   Frequency   

            

            

            

            

            

Constitutional   
☐   Recent   fevers   
☐   Unexplained   weight   loss   
☐   Unexplained   weight   gain   
☐   Fatigue   
☐   Decrease   of   appetite   
☐   Increase   of   appetite   

Neurological   
☐   Headaches   
☐   Dizziness   
☐   Tremors   
☐   Poor   balance   
☐   Loss   of   consciousness   
☐   Memory   loss   

HEENT   
☐   Change   in   vision   
☐   Difficulty   hearing   
☐   Nasal   congestion   
☐   Sputum   color   changes   
☐   Trouble   swallowing   

Psychiatric   
☐   Anxiety   
☐   Difficulty   sleeping   
☐   Depression   
☐   Suicidal   thoughts   
☐   Suicidal   attempts   

Gastrointestinal   
☐   Constipation   
☐   Nausea/vomiting   
☐   Diarrhea   
☐   Frequent   heartburn   
☐   Blood   in   stool   

Cardiovascular   
☐   Chest   pain   
☐   Irregular   heartbeat   
☐   Palpitations   

Musculoskeletal   
☐   Muscle   pain   
☐   Muscle   spasms   
☐   Joint   pain   
☐   Joint   stiffness   

Skin  
☐   Rashes   
☐   Itching   
☐   Sores   

Respiratory   
☐   Shortness   of   breath   
☐   Wheezing   
☐   Coughing   

Genitourinary    
☐   Difficulty   urinating   
☐   Pain   with   urination   
☐   Frequent   urination   
☐   Sexual   dysfunction   

Hematology/Lymph   
☐   Easy   bruising/bleeding   

  



SOAPP® Version 1.0 - SF 

Name: Date: 
-------------------- -------

The following are some questions given to all palu!nts at the Pain Management Center who are on or 
being considered for opioids for their pain. Please answer each question as honestly as possible. 
TJ,is information is for our records and will remain conjill.e.aJiaL Yo,u a11swers alone will not 
determine your treatment Thank you. 

Please answer the questions below using the following scale: 

0 = Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often 

1. How often do you have mood swings?

2. How often do you smoke a cigarette within an hour after
you wakeup?

3. How often have you taken medication other than the way that it
was prescribed?

4. How often have you used illegal drugs (for example,
marijuana, oocaine, etc.) in lhe past five years?

5. How often, in your lifetime, have you had legal problems or
been arrested?

0 1 2 3 4 

0 l 2 3 4 

0 l 2 3 4 

0 1 2 3 4 

0 l 2 3 4 

Please include any additional information you wish about the above answers. Thank you. 

©2008 lnflexxion, Inc. Permission granted solely for use in pubtished format by individual practitioners in dinical 
practice. No other uses or alterations are authorized or permitted by copyright holder. Permissions questions: 
PainEDU@inflexxion.com. The SOAPP® was developed with a grant from the National Institutes of Health and an 
educational grant from Endo Pharmaceuticals. 
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ADVANCED PAIN 

• INSTITUTE OF TEXAS

OPIOID CONTRACT 

Opioid (narcotic) treatment for chronic pain is used to reduce pain and improve what you are able to do 

each day. Along with opioid treatment. other medical care may be prescribed to help improve your ability 

to do daily activities. This may include exercise, use of non-narcotic analgesics, physical therapy, 

psychological counseling or other therapies or treatmenl Vocational counseling may be provided to assist 

in your return to work effort. 

I,------------� understand that compliance with the following guidelines is 

important in continuing pain treatment with the physicians of Advanced Pain Institute of Texas.
1. I understand that I have the following responsibilities:

A. I will take medications only at the dose and frequency prescribed.

B. I will not increase or change medications without the approval of this doctoc
C. I will actively participate in reb.Jm to work efforts and in any program designed to improve function

(including social, physical, psychological, and daily or work activities).
D. I will not request opicjds or any other pain medications from physicians other than from this doctor.
E. I will infonn this doctor of all other medications that i am taking.

F. I will obtain all medications from one pharmacy, when possible known to this doctor with full

consent to talk with the pharmacist given by signing this contract
G. This office may discuss your case with your insurance company, phamlacy, and law enforcement

when necessary.
H. I will protect my presaiptions and medications. I will keep all medications from children. I will not

share, divert, or sel my medications.
I. I agree to participate in psychiatric or psychological assessments, if necessary.

J. If i have an addiction problem, I will not use illegat or street drugs or alcohol. This doctor may ask
me to follow through with a program to address this issue. Such programs may include the

following: 12-step program and securing a good sponsor, individual counseling, inpatient or
outpatient treatment, other: ________ _

2. I understand that in the event of an emergency, and to the ex.tent possible, this doctor should be contacted

and the problem will be discussed with the emergency room or other treating physician. I am responsible for
signing a consent to request record transfer to this doctor. Opioid medications may not be preSQibed by the
emergency room or other physician without this doctor's notification.

3. I understand that I will consent to random drug screening. A drug screen is a laborato,y test in which a

sample of my urine or blood is checked to see what drugs I have been taking. 
4. I wIII keep my scheduled appointments and/or cancel my appointment a minimum of 24 hours prior to the

appointment.

5. I understand that this doctor may stop prescribing opioids or change the treatment plan if:
A. I do not show any improvement in pain from opioids or my physical activity is not improved.
B. My behavior is inconsistent with the responsibilities outline in #1 above.
C. I give, sell, or misuse the opioid medications.
D. I develop rapid tolerance or loss of Improvement from the treatment.
E. I obtain opioids from other than this doctor.

F. I refuse to cooperate when asked to get a drug screen.

G. If an addiction problem is identified as a result of prescribed treatment or any other addictive

substance.
H. If i am unable to keep follow-up appointments.



YOUR SAFETY RISKS WHILE WORKING UNDER THE INFLUENCE OF OPIOIDS: 

You should be aware of potential side effects of opioids, such as decreased reaction time, douded judgment, 

drowsiness and tolerance. Also, you should know about the possible danger associated with the use of opioids while 

operating heavy equipment or driving. We do not recommend driving or using heavy equipment or machinery while 

under the influence of opioid medications. 

SIDE EFFECTS OF OPIOIDS: 
• Confusion or other change in ttlilkit 1y dbilities
• Problems with coordination or balance that may make it unsafe to operate dangerous equipment or motor

vehicles

• Breathing too skJwly - overdose can stop your breathing and lead to death
• Nausea
• Sleepiness or drowsiness
• Vomiting
• Constipation

• Aggravation of depression
• Orymouth

THESE SIDE EFFECTS MAY BE 11ADE WORSE If YOU 111X <>PJOIQS WITH OTHER QRYGS, INCWDING ALCOHOL 

RISKS: 

• Physical dependence. This means that abrupt stoppi11y of the drug may lead to withdrawal symptoms

characterized by one or more of the following:

A. Runny nose

8. Diffirutty sleeping for several days

C. Oiarthea/Abdominal cramping

0. Sweating
E. 'Goosebumps

' 

F. Rapid heart rate

G. Nervousness

• Psydlological depeodenoe. This means it is possible that stopping the drug will cause you to miss or crave

it.

• Tolerance. This means you may need more and more drugs to get the same effect

• Addiction. A small peroenlage of patients may develop addiction problems based on genetic or other factors.
• Problems with pregnancy. If you are pregnant or contemplating pregnancy, disc:uss with your physician.

RECOMMENDATIONS TO MANAGE YOUR MEDICATIONS: 

• Keep a diary of the pain medications you are taking, the medications dose, time of day you are taking them,

their effectiveness and any side effeds that you may be having.

• Use of medication boxes that you can purchase at your phannacy that is already divided into the days of the

week and times of the day so it is easier to remember when to take your medications.

I have read this document, understand it, and have had all my questions answered satisfactorily. I 

consent 1hat the use of opioids may be used to help con1rol my pain. and that my treatment with 

oplolds will be canied out as described above. 

Patient Signature I Prlntad Name 



ADVANCED PAIN JI INSTITUTE OF TEXAS

Acknowledgement of Receipt of Notice of Privacy Practices 

I, _____________ __, have received the Notice of Privacy Practices from Advanced 
Pain Institute of Texas. 

x ___________________ _ Date: ____________ _ 
Signature of Patient I Legal Guardian I Authorized Person 

In accordance with the Telephone Consumer Protection Act of 1991, Advanced Pain Institute my 
contact me In the maMer below: D Both Automated Voicemail and Text Messages 

I wish to be contacted by the following manner (check aJJ that apply): 

Home: Phone ( } _______ _ 
D OK to leave message with detailed info 
D Leave message with can back number only 

Cell: Phone( _____________ _ 
D OK to leave message with detailed info 
D Leave message with call back number only 

Work: Phone ( ____ ________ _ 
D OK to leave message with detailed info 
□ Leave message with can back number only

Email:. ______________ _ 

Designation of Certain Relatives, Close Friends and Other Caregivers 
I agree lhat Advanced Pain Institute of Texas may disclose certain of my health information to a family member, dose 
personal friend, or other caregiver because such person is involved with my health care or payment relating to such. 

In that case, Advanced Pain Institute of Texas wiH disclose only information that is directly relevant to the person's 
involvement with my health care or payment relating to such. I designate the following persons listed below as 
persons involved in my health care or payment relating to such. For the purpose of Advanced Pain Institute of Texas 
making the limited disdosures described above. (I understand that I am not required to list anyone and that I may 
change lhis list at any time In writing). 

Print Name of each designated person below: Date of Birth 







ADVANCED PAIN 

• INSTITUTE 01= TEXAS

Physician / Financial Policy Acknowledgement 

By signing this Disclosure of Physicians Ownership, you acknowledge that you have read and understand 

the foregoing notices and hereby understand that your physician has financial interest in the listed 

facilities and other above stated services. 

I have read the Financial and Practice Policies. I understand and agree to adhere to the Financial 

Policies .. 

x._______________ _ Date: _______ _

Signature of Patient or Responsible Party

Printed Name of Patient or Responsible Party 





 

AUTHORIZATION   TO   RELEASE   MEDICAL   RECORDS  
 

NAME:_________________________________________________________________     DATE   OF   BIRTH_____________________  
 
SOCIAL   SECURITY   NUMBER:________________________________________  
 
TO: ______________________________________________________________________________________________________________  
(Physician,   Facility/Hospital,   Attorney,   Insurance   Company,   Self)  
 
 
(Address)  
 
(Phone   and   Fax)  
 
FROM: __________________________________________________________________________________________________________  
(Physician,   Facility/Hospital,   Attorney,   Insurance   Company,   Self)  
 
 
(Address)  
 
(Phone   and   Fax)  
 
 
Information   to   be   released:  
❑Of�ice   Notes ❑Imaging   Reports ❑Discharge   Summary  
❑Procedure   Notes ❑Labs ❑Other   ________________________  
 
 
Reason   for   disclosure:  
❑Continuity   of   Care ❑Legal ❑Insurance  
❑Social   Security/Disability ❑Work/School ❑Other_________________________  
 
This   authorization   expires   1   year   from   signature   date.  
 
 
 
 
(Signature)                                                                                                                              (Date)  
 
 
(Witness)                                                                                                                                 (Date)  
 
 

500   W.   Main   Street,   Suite   230  
Lewisville,   TX   75057  

Ph:   972-866-4246    Fx:   972-866-4249 
apitexas.com  
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