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Review of Systems

Please circle if any of the following apply to you:

1.

2.

\l

General change in appetite, chills, fatigue, fever, lightheadedness,
night sweats, sleep disturbance, weight gain, weight ldgziness
Allergy/Immunology:  AIDS, HIV Positive, hives, itching, rash,
sneezing, unusual reaction to medication(s), food, animaiss@cts,
wheezing, seasonal allergies, Hepatitis

. Eyes blurred vision, change in vision, diminished visual acuity,

discharge, flashes of light in the visual field, loss of vision, red eye

.ENT  decreased hearing, decreased sense of smell, difficulty

swallowing, masses, nosebleed, ringing in the ears, swollen glands,
missing/loose teeth

. Endocrine: diabetes, thyroid problems, excessive sweating,

excessive thirst, frequent urination, hair loss, heat intolerance

. Lungs cough, hemoptysis, pain with insption, shortness of

breath, wheezing, COPD

. Breast: breast lump or mass, nipple discharge
. Heart chest pain, claudication, cyanosis, difficulty laying flat, fluid

accumulation in the legs, heart problems, irregular heartbeat,
palpitations, rheumatic feveiswelling in hands/feet, blood thinners,
use aspirin, easy bleeding or bruising, history of transfusions

. Gastrointestinal abdominal pain, blood in stool, change in bowel

habits, colitis, constipation, difficulty swallowing, frequent diarrhea,
heartburn, nausea, stomach problems, vomiting, liver or gallbladder
disease, black/tarry stools
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10. Urinary. abdominal swelling, blood in the urine, difficulty
urinating, frequent urination, heavy uterine bleeding, kidney
problems, loss of urine with cough or laughtpain in lower back,
painful urination

11. Musculoskeletal arthritis, back problems, carpal tunnel, history
of gout, joint stiffness, muscle aches, painful joints, sciatica, swollen
joints

12. Vascular cold extremities, decreased sensation in extremities,
pain/cramping in legs after exertion, painful extremities, ulceration
of feet, varicose veins, history of bloot clots

13. Skin changing moles, discoloration, hair changes, hives,
keloid formation, masses, nail changes, rash, skin cancer, any skin
disease

14. Neurologic  balance difficulty, difficulty speaking, blackouts,
fainting, burning pain, headache, head injury, loss of strength, loss of
use of extremity, memory loss, new onset headache, paralysis,
seizures, stroke, tics, tingling/numbness, transient lo$svision,
tremor

15. Psychiatric under care of mental health professional,
auditory/visual hallucinations, delusions, anger issues, eating
disorder, feelings of anxiety, feelings of depression, mental or
physical abuse, psychiatric condition, substance sabusuicidal
thoughts, suicidal plans, domestic abuse

Initial: Date:
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Please note the following fees:

No-Show for Office Visit  $50.00 If not cancelled at least 1 full business day
prior to appointment

No-Show for Procedure  $200.00 If not cancelled at least 2 business days
prior to scheduled procedure

Form completion $100.00 To complete all forms with more than
one page

Patient Signature Date
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PATIENT FINANCIAL RESPONSIBILITY AND AUTHORIZATION FOR LETTER OF PROTECTION

Patient Name:

DOB:

Patient Account Number:

Date of Accident (if applicable) :

I, , hereby agree to make all payments for all professional services to
Advanced Pain Management Clinic, LLC (hereinafter "APMC"), with regard to my past, current and future
treatment by APMC. | acknowledge responsibility for all payments, in full, whether | have insurance, including
HMO, PPO, PIP or Medical Payments coverages or no insurance and whether | am a private pay patient or
have a first- or third-party payor.

| further acknowledge that, in the event | am being treated for any accident-related injury or any illness or
condition caused by a third party or in the event | have other first- or third-party coverage(s) or benefits, |
nonetheless am fully and completely responsible for 100% of my medical bills based upon treatment received
at APMC.

| further authorize my attorneys, if | am represented by counsel, to issue a Letter of Protection to APMC and Dr.
Michael Willens, as may be necessary to protect the interests of APMC with respect to any first- or third-party
recovery | may have as a result of the availability of insurance benefits or proceeds, including, but not limited
to, no-fault coverages, medical payments coverages, liability coverages or any other form of compensation or
benefits whatsoever.

| have had adequate time to consider and understand this statement of my financial responsibility as a patient
and | further understand that in any and all cases, | am the patient and fully responsible for payment of all of my
medical treatment and care through this office, APMC. | authorize my attorneys to sign and deliver to APMC alll
appropriate letters of credit and to make full payment upon receipt of all proceeds, benefits and disbursements,
directly towards the outstanding balance, in full, at APMC, on my behalf.

Patient's Name (signature) Dated

Patient's Name (printed)

Witness (signature) Dated

(If the patient is a minor, the parent or legal guardian must sign on behalf of the minor. If the patient is
otherwise incompetent and has a guardian, the guardian must sign for the ward.)
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PATIENT REGISTRATION

Name: SS#

Address: City:

State: Zip Code: Home Phone:

CellPh Workh

Date of Birth: Gender: M F

Emergency Contact: Phone #:

Employer:

Email Address:

HEALTH INSURANCE INFORMATION:

Primary Insurance Company:

Insurance Address:

Telephone #: ID #: Group #:
Subscriber: Relhijons
DOB: SS #:

Secondary Insurance Company:

Insurance Address:

Telephone #: ID #: Group #:

Subscriber: Relationship:

DOB: SS #:
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ACKNOWLEDGEMENTS AND ASSIGNMENTS

INSURED’S OR AUTHORIZED PERSON’S SIGNATURE:

I understand that in the course of providing care to me that

Michael Willens, D.O. and or Advanced Pain Management Clinic, LLC., will receive, create, maintain and disclose
information about me for the purpose of the practice’s and other health provider’s provision of treatment, securing
payment from me, an insurer, other third-party payer or responsible party, and/or in connection with the health
care operations of the Practice(s) and/or the operations other health providers who have treated me and as
otherwise required or permitted by State and/or Federal Law. | understand that a further description of these
anticipated uses and disclosures of my health information appears in the Notice of Privacy Practices. Except for
genetic information, | agree to the sharing, utilization, examination and disclosure of any of my health information,
including but not limited to known or suspected HIV/AIDS infection, mental health records, communicable diseases,
substance abuse and/or treatment, if applicable, as is reasonably necessary by the practice, its employees and other
members of its workforce for the limited purpose of rendering treatment, securing payment for treatment rendered
and conducting the practice’s operations. | further agree to the disclosure by the practice of such information, as is
reasonably necessary, to other health providers involved in my treatment and their employees and other members
of their workforce for treatment, payment and health operations, to any private or governmental insurer, including
Medicaid and Medicare and its intermediaries and agents, other third-party payers, or other financially responsible
party for the purpose of determining benefits and securing payment, and as otherwise permitted by State and/or
Federal law. This consent may be revoked at any time but, only to the extent that the practice has not acted in
reliance on it. If not previously revoked, this consent will remain valid as long as | am a patient of the practice and
for such period of time thereafter as is reasonably necessary to serve the purpose for which it was given; namely,

the provision of treatment, securing payment for services rendered and conducting health operation.

1 0of 2 |Initials
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FINANCIAL POLICY
We believe that everyone benefits when our patients understand our financial policies.

Thank you for choosing Advanced Pain Management Clinic, LLC, the office of Dr. Michael
Willens as your healthcare provider. We are committed to providing the best medical care
possible. We hope that you leave our office with an appreciation for the value of services you
have received. Please understand that payment of your bill is considered part of your
treatment. Accordingly, we ask all of our patients to pay for their services at the time services
are rendered. The following information outlines our Financial Policy which we ask you to read,
sign and return to us prior to your treatment. A copy will be provided for you upon request.

All patients should provide accurate and complete personal and insurance information prior to
being seen by the doctor.

All applicable co-pays, personal balances, both current and prior, are due at time of service.
We accept cash and credit cards (VISA or MasterCard).

Regarding Insurance

We are currently participating with Medicare, Aetna, BCBSFL, Cignha, United Health Care,
AvMed and TriCare Standard. We do not accept Humana, Medicaid or other insurance
companies other than those previously listed. We do accept assignment of benefits but in all
cases we require that the guarantor (the person who is financially responsible) is personally
liable for all balances not covered by insurance. If you are not insured by a plan we do business
with, payment in full is expected at the time of each visit or you must make satisfactory payment
arrangements with the administrator.

If you do not have an up to date insurance card, it may take some time to verify your coverage.

:H PXVW REWDLQ D FRS\ RI \RXU GULYHUTVY OLFHQVH DQG FXUUHQV
your first visit. It is your responsibility to understand and comply with any predetermination of

benefits or referral requirements. Please be aware that some and perhaps all, of the services

provided may be non-covered services or may not be considered medically necessary under the

Medicare Program or by other medical insurance companies. You must pay for these services

in full at the time of the visit.

The introduction of high deductible policies has made it difficult to estimate all charges at the
time of your visit. In the event your insurance company denies payment and/or issues a denial
on a non-covered or not medically necessary service for the amount charged by the physician,
you agree to be responsible for services rendered at the time of the visit.
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Usual and Customary Rates

We are committed to providing the best treatment for our patients and we charge customary
fees for our region and specialty. If your insurance company uses a different fee schedule, you
will be responsible for any balance remaining. We update our fee schedules each year you
can request a copy of these fees at any time.

Claims Submission

We will submit your claims and assist you in any way we reasonably can to help you get your
claims paid. Your insurance company may need you to supply certain information directly. It is
your responsibility to comply with their request. Please be aware that the balance of your claim
is your responsibility whether or not your insurance company pays your claim. Your insurance
benefit is a contract between you and your insurance company and we are not a party to that
contract. If your insurance company does not pay your claim within 45 days, the balance will
automatically be billed to you.

Coverage Changes

If your insurance changes, please notify us before your next visit so we can make the
appropriate changes to help you receive your maximum benefits. If your insurance company
does not pay your claim within 45 days, the balance will automatically be billed to you.

Missed Appointment/No Show Policy

For office visits, unless canceled at least 24 business hours in advance, our policy is to charge
$50.00 for a missed appointment . For scheduled procedures, unless canceled at least 48
business hours in advance, our policy is to charge $200.00 for a missed procedure
appointment . Please help us to serve you better by keeping scheduled appointments. This
fee is not covered by insurance so it will be your personal responsibility.

Past Due Accounts

Accounts are considered past due after 90 days. Patients who are sent additional statements
will have a statement handling fee of $15.00 charged to each statement unless other
satisfactory payment arrangements are made and kept. Overdue accounts will be referred to a
collection agency along with the issuance of a 1099 to the IRS for cancellation of debt.
Collection fees that we pay to secure past due balances will be added to your account. Once
an account had been referred collections, Dr. Willens will terminate the patient relationship and
only continue services for thirty (30) days for emergencies on a cash basis. You will be
responsible for all collection fees charged to the practice in attempts to collect the past due
amount.



Www.painawayjax.com
Co-Payments and Deductibles

All co-pays and deductibles must be paid at the time of service. This arrangement is part of
your contract with your insurance company. Failure on our part to collect co-payments and
deductibles from patients can be considered fraud. Please help us in upholding the law by
paying your co-payment at each visit. If co-pay balances are not paid prior to the next visit date
or statement date (whichever comes first), a $10.00 fee will be charged to your account. This
fee is not covered by insurance so it will be your personal responsibility.

Returned Checks
We no longer accept personal checks.
Refunds

An office visit is complete when you have received an evaluation and management
recommendation. Refunds are not given because you do not agree with the
recommendation . A refund may be issued if you are not able to see the doctor because of
unforeseeable circumstances, overpayment, or other reasons deemed reasonable by
management.

Medical Records

All of our patient records are kept confidential. By law, we are required to keep the records in
our possession for seven years. Copies may be furnished to you when you request them in
writing with exception to state law. Our policy requires 48 hours advance notice for preparation
of copies, as well as prepayment for those copies. Our charges are as follows:

For the first 25 pages, the cost is $1.00 per page. For each page in excess of 25 pages, the
cost is $0.25 cents each.
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Consent for Medical Treatment

, DP WKH SDWLHQW RU WKH SDWLHQWYfV GXO\ DXWKRUL]JHG U
voluntarily consent to and authorize care encompassing all diagnostic and therapeutic

regimens necessary in the judgment of my provider, for myself, my minor child, or other.

| am aware that the practice of medicine is not an exact science. | acknowledge that no

guarantees have been made to me as a result of treatments or performed examinations.

| have read this form completely, have had the opportunity to ask questions, and have
been fully informed as to the contents of this agreement.

| do hereby authorize the release of medical information necessary to file a claim with
my insurance company and assign benefits otherwise payable to me, to Michael S.
Willens, D.O., Advanced Pain Management Clinic, LLC.

Signature of patient or responsible party Date

Witness Signature Date
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Notice of Privacy Practices

This notice describes how health information about you may be used and disclosed and how you can get
access to this information. It is effective April 14, 2003, and applies to all protected health information
contained in your health records maintained by us. We have the following duties regarding the
maintenance, use and disclosure of your health records:

(1) We are required by law to maintain the privacy of the protected health information in your
records and to provide you with this Notice of our legal duties and privacy practices with respect to that
information.

(2) We are required to abide by the terms of this Notice currently in effect.

(3) We reserve the right to change the terms of this Notice at any time, making the new provisions
effective for all health information and records that we have and continue to maintain. All changes in this
Notice will be prominently displayed and available at our office.

There are a number of situations in which we may use or disclose to other persons or entities your
confidential health information. Certain uses and disclosures will require you to sign an acknowledgement
that you received this Notice of Privacy Practices. These include treatment, payment, and health care
operations. Any use or disclosure of your protected health information required for anything other than
treatment, payment or health care operations requires you to sign an Authorization. Certain disclosures that
are required by law, or under emergency circumstances, may be made without your Acknowledgement or
Authorization. Under any circumstance, we will use or disclose only the minimum amount of information
necessary from your medical records to accomplish the intended purpose of the disclosure.

We will attempt in good faith to obtain your signed Acknowledgement that you received this Notice to use
and disclose your confidential medical information for the following purposes. These examples are not
meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our office
once you have provided Consent.

Treatment : We will use your health information to make decisions about the provision, coordination or
management of your healthcare, including analyzing or diagnosing your condition and determining the
appropriate treatment for that condition. It may also be necessary to share your health information with
another health care provider whom we need to consult with respect to your care. These are only examples
of uses and disclosures of medical information for treatment purposes that may or may not be necessary in
your case.

Payment : We may need to use or disclose information in your health record to obtain reimbursement from
you, from your health-insurance carrier, or from another insurer for our services rendered to you. This may
include determinations of eligibility or coverage under the appropriate health plan, pre-certification and pre-
authorization of services or review of services for the purpose of reimbursement. This information may also
be used for billing, claims management and collection purposes, and related healthcare data processing
through our system.
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Operations : Your health records may be used in our business planning and development operations,
including improvements in our methods of operation, and general administrative functions. We may also
use the information in our overall compliance planning, healthcare review activities, and arranging for legal
and auditing functions.

There are certain circumstances under which we may use or disclose your health information without first
obtaining your Acknowledgement or Authorization . Those circumstances generally involve public health
and oversight activities, law-enforcement activities, judicial and administrative proceedings, and in the event
of death. Specifically, we may be required to report to certain agencies information concerning certain
communicable diseases, sexually transmitted diseases or HIV/AIDS status. We may also be required to
report instances of suspected or documented abuse, neglect or domestic violence. We are required to
report to appropriate agencies and law-enforcement officials information that you or another person is in
immediate threat of danger to health or safety as a result of violent activity. We must also provide health
information when ordered by a court of law to do so. We may contact you from time to time to provide
appointment reminders or information about treatment alternatives or other health-related benefits and
services that may be of interest to you.

Others Involved in Your Healthcare : Unless you object, we may disclose to a member of your family, a
relative, a close friend or any other person you identify, your protected health information that directly relates
WR WKDW SHUVRQYV LQYROY HRdt@&urakle t&Ragide KrtobBedt\d lSudhx distlosure,
we may disclose such information as necessary if we determine that it is in your best interest based on our
professional judgment. We may use or disclose protected health information to notify or assist in notifying a
family member, personal representative or any other person that is responsible for your care of your
location, general condition or death. Finally, we may use or disclose your protected health information to an
authorized public or private entity to assist in disaster relief efforts and to coordinate uses and disclosures to
family or other individuals involved in your healthcare.

Commu nication Barriers and Emergencies : We may use and disclose your protected health information
if we attempt to obtain consent from you but are unable to do so because of substantial communication
barriers and we determine, using professional judgment, that you intend to consent to use or disclosure
under the circumstances. We may use or disclose your protected health information in an emergency
treatment situation. If this happens, we will try to obtain your consent as soon as reasonably practicable
after the delivery of treatment. If we are required by law or as a matter of necessity to treat you, and we
have attempted to obtain your consent but have been unable to obtain your consent, we may still use or
disclose your protected health information to treat you.

Except as indicated above, your health information will not be used or disclosed to any other person or entity
without your specific Authorization, which may be revoked at any time. In particular, except to the extent
disclosure has been made to governmental entities required by law to maintain the confidentiality of the
information, information will not be further disclosed to any other person or entity with respect to information
concerning mental-health treatment, drug and alcohol abuse, HIV/AIDS or sexually transmitted diseases that
may be contained in your health records. We likewise will not disclose your health-record information to an
employer for purposes of making employment decisions, to a liability insurer or attorney as a result of
injuries sustained in an automobile accident, or to educational authorities, without your written authorization.

You have certain rights regarding your health record information , as follows:
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(1) You may request that we restrict the uses and disclosures of your health record information for
treatment, payment and operations, or restrictions involving your care or payment related to that care. We
are not required to agree to the restriction; however, if we agree, we will comply with it, except with regard to
emergencies, disclosure of the information to you, or if we are otherwise required by law to make a full
disclosure without restriction.

(2) You have a right to request receipt of confidential communications of your medical information
by an alternative means or at an alternative location. If you require such an accommodation, you may be
charged a fee for the accommodation and will be required to specify the alternative address or method of
contact and how payment will be handled.

(3) You have the right to inspect, copy and request amendments to you health records. Access to
your health records will not include psychotherapy notes contained in them, or information compiled in
anticipation of or for use in a civil, criminal or administrative action or proceeding to which your access is
restricted by law. We will charge a reasonable fee for providing a copy of your health records, or a summary
of those records, at your request, which includes the cost of copying, postage, and preparation or an
explanation or summary of the information.

(4) All requests for inspection, copying and/or amending information in your health records, and all
requests related to your rights under this Notice, must be made in writing and addressed to the Privacy
Officer at our address. We will respond to your request in a timely fashion.

(5) You have a limited right to receive an accounting of all disclosures we make to other persons or
entities of your health information except for disclosures required for treatment, payment and healthcare
operations, disclosures that require an Authorization, disclosure incidental to another permissible use or
disclosure, and otherwise as allowed by law. We will hot charge you for the first accounting in any twelve-
month period; however, we will charge you a reasonable fee for each subsequent request for an accounting
within the same twelve-month period.

(6) If this notice was initially provided to you electronically, you have the right to obtain a paper
copy of this notice and to take one home with you if you wish.

You may file a written complaint to us or to the Secretary of Health and Human Services if you believe that
your privacy rights with respect to confidential information in your health records have been violated. All
complaints must be in writing and must be addressed to the Privacy Officer (in the case of complaints to us)
or to the person designated by the U.S. Department of Health and Human Services if we cannot resolve
your concerns. You will not be retaliated against for filing such a complaint. More information is available
about complaints at the government’s web site, http://www.hhs.gov/ocr/hipaa.

All questions concerning this Notice or requests made pursuant to it should be addressed to: Privacy
OFFICER: DR. MICHAEL WILLENS, 3003 CLAIRE LANE, BLDG 100, JACKSONVILLE, FL 32223.


http://www.hhs.gov/ocr/hipaa
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Acknowledgement of Receipt of Notice of Privacy Practices

| hereby acknowledge that | have been provided with a copy of Advanced Pain

Management & O L QMdtifeof Privacy SBUDFWLFHY WKH 31RWLFH™ 7KH 1RWLFH FRQ
information regarding potential uses and disclosures of my protected health information -

that term is defined under the Health Insurance Portability and Accountability Act of 1996

3+,3$%$" WKDW PD\ EH PDGH E\ WKH 3UDFWLFH3DmMFRNRFERNWY JKWYV DQG W
with respect to my protected health information. | have had the opportunity to review the

Notice and take a copy with me if | so choose.

SDWLHQWTV 6LIJQDWXUH

SDWLHQWYV QDPH

On behalfof [ ]self; [ ] personal or legal representative

Date

IF PATIENT REFUSES TO SIGN ACKNOWLEDGEMENT, COMPLETE THIS SECTION:

Patient refuses to sign Acknowledgement. The staff of Advanced Pain
Management Clinic made the following attempt to obtain a signature from the patient

Signature of Chief Privacy Official

Date



HIPAACOMPLIANT RELEASE AND GENERAL AUTHORIZATION
FOR RELEASE OF INFORMARNKNMNPROTECTED HEALTH INFORMATION

| authorize Advanced Pain Manageméinic, LLC.

To release my medical records to:
To request my medical records from:

The undersigned hereby authorizesdisclose, to furniskand to discussvith ADVANCE PAIN MANAGEMENT CLINIC, LLC. 3003 Clajre Lane
Building DO, Jacksonville, Florida, 3222804) 682596 (telephone), (904) 683597 (facsimile), the entire contents of any and all files and
materials in your possessiaalating to the undersigned, for the records and dates specified below:

Medical records and Protected Health Information (PHI) including the following: hospital admission and discharge foexs; dicta
reports; physician's orders and progress notes; clinicaiagnostic test results; radiological or imaging studies; medications sheets; operative
information; physical or occupational therapy recordarsinginformation and progress notes; mental health records, emergency room
information; itemized billing reards, memoranda or correspondence, transfer forms, history and physical, lab results, psyduatseling,
neurodiagnostic testing and rhythm strips and tracings, nursing recordgmatireé medical record or chart.This shall include all medical, dehta
osteopathic, podiatric and chiropractic records, charts and specially all psychological records as well.

Inclusive dates: . (If not specified, ialtldaies of service).

I hereby acknowledge or consent to the releaséinformation that may contain alcohol, drug abuse, psychiatric, HIV testing, HIV results or AIDS
information.

| understand that:

x | may refuse to sign this Authorization and that it is strictly voluntary.
My treatment, payment, enroliment or eligibilifpr benefits may not be conditioned on signing this Authorization.
x I understand that | have the right to revoke this authorization, in writing at any time except (1) where uses or distlager@seady been
made based upon my original permission ortf®) authorization was obtained as a condition of securing insurance coverage and the insurer by
law has the right to contest a claim or the insurance policy. | understand that | uses and disclosures already made basgariginal
permission cannot beiithdrawn. | may revoke this Authorization at any tirmewriting, but if | do, it will not have any affect and
documentation requested fopurposesas may be required by them for any lawful use.
X I may see and obtain a copy of the information and docutagon described on this form, for a reasonable copy fee, if | ask for it
x laffirm that | havereceivel a copy of this form after | sigualit.
X |l am signing for myself, or in the event of a minor, as natural guardian of said minor.

x

A photocopy of this Auttrization for Release of Information is binding and has the full force and effect as the original. This Authorization shall
remain in effect until canceled by me in writing.

DATE SIGNATURE:

NAME (Printed) DOB
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Narcotic Medication Information Disclosure

What are Narcotics?

Narcotics are strong pain relievers that are all related to the opium poppy. Therefore, they are some of
the oldest pain relievers that are known to mankind. Narcotics are most commonly used to treat moderate
to severe pain. Narcotics include Morphine and morphine-like drugs (also called opiates) such as heroin,
methadone, oxycodone, hydrocodone, codeine and tramadol. Generally, narcotics may work well for
certain types of pain and are relatively safe when taken as directed by your health care provider.
Remember, not all pain is relieved by narcotics and not all persons that have chronic pain (pain persisting
longer than 6 months) should take narcotics. These drugs may be prescribed if your pain is moderate to
severe and your doctor feels that you are a good candidate for taking such medications.

ARE NARCOTICS DANGEROUS?

YES! Narcotics ARE DANGEROUS. If not taken exactly as prescribed, overdose is much more likely
and can result in death. Mixing medications, including alcohol and over-the-counter medications, can
make it much more likely to cause an inadvertent overdose. It is extremely important and expected that
you will let your doctor know every medication that you take and that you will refrain from recreational
drugs including alcohol to avoid deadly consequences. Whenever possible, we ask that you bring a
family member or close friend to help monitor your behavior and share in the responsibility of your safety.

Can | become addicted to narcotics?

You can become addicted to narcotics. Addiction is a disease characterized by continued use despite

negative consequences. It involves compulsion and obsession over using the medication. Abuse may be

different from addiction and can be described as taking medications for the euphoric (high) effect. The

chances of addiction are less likely but not eliminated- LI \RX{fYH QHYHU KDpbEtASGLFWLRQ
drug, including alcohol or nicotine.

If you take narcotic medication chronically, you will develop tolerance and dependence to the medication.
This is not the same as Addiction. It simply means that it will take more of the medication to get the same
effect and if you stop taking the medication you will get sick.

What is tolerance?

Tolerance is the need to increase the dosage of a narcotic to obtain the same level of pain relief.

7TROHUDQFH LV FUHDWHG E\ PDQ\ IDFWRUV EXWakihgR 8r@g\ ThafeiRaXU ERG\TV L
point at which the medications will stop working despite increasing the dose.

Do narcotics have side effects?

Like many medications, there are side effects associated with taking Narcotics. Your health care provider

can work with you to balance your pain relief and side effects by adjusting how much and when you take

Narcotics. Your ability to drive or operate machinery may be affected when you start taking Narcotics or
change your dose. You should not change your dose of Narcotics without speaking to your health care

Initial Date
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provider. Side effects with Narcotics may include dizziness, anxiety, constipation, nausea, vomiting, or
drowsiness. Let your health care provider know about any side effects you may experience. Serious side
effects may occur with Narcotics. These side effects include slowed breathing, lower blood pressure, and
reduced heart function, overdose and death.

Call your health care provider and get medical help right away if you experience any of these side effects.
Long term use of narcotic medications can cause decreases in the body’s hormonal makeup. With men,
this is seen as a lowering of testosterone levels. This may lower the sexual drive and the ability to obtain
an erection. With women, there may be loss of menstruation and infertility. There is some concern that
these changes caused by taking chronic narcotics may cause permanent and non-reversible
changes.

What can | do if | feel constipated?

It is better to prevent constipation than to treat it once it occurs. You can help relieve your constipation by
drinking more fluids. Also, eat more fruits and vegetables or try a mild laxative. If this does not work, tell
your doctor as serious complications can occur including but not limited to bowel obstruction and death.
What else should | know about narcotics?

* Use narcotics only as directed by your health care provider.

* Use narcotics only for the condition for which it was prescribed.

* You must not change your dose of your narcotic without talking to your health care provider.

* Do not use narcotics with alcohol.

* Do not use narcotics with sleeping medication or tranquilizers. Talk to your health care provider
if you are taking other medications.

* Women who are pregnhant or are planning to become pregnant should talk to their health care
provider before using narcotics. Babies born to mothers who are dependent on narcotics will
also be dependent on narcotics.

» Keep out of reach of children. Accidental overdose by a child is dangerous and may result in
death.

* Narcotics can cause physical dependence, tolerance, abuse, addiction and death.

* Narcotics can cause constipation. It is a good idea to take laxatives and/or other bowel aids when
you start taking narcotics.

» Narcotics can impair your ability to drive a vehicle or operate machinery. We advise you to not

operate a motor vehicle while taking narcotics. In some states, this is also against the law. Also do not
perform any other possibly dangerous tasks until you know how narcotics will affect you.
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tPrevent theft and misuse. Narcotics are drugs that can be a target for some people to steal. Therefore,
keep your narcotics in a safe place to protect it from theft. Selling or giving away this medicine is
dangerous and against the law.

Specific Warnings about Methadone (Dolophine)

" OHWKDGRQH F D Qthre2at¥nihig h€akt Iddat problems that can lead to death. Most of these
heart beat problems have happened in people using large doses of Methadone for pain treatment.

" %UHDWKLQJ SUREOHPVY IURP OHWKDGRQH PD\ QRW KD S Sdhetimes JKW DZD\ L
breathing problems will happen after you take a dose, even after pain has returned. It is very
important to take your Methadone exactly as you doctor has prescribed.

Do not take narcotics if:

FYour health care provider did not prescribe narcotics for you
tYou are allergic to the specific medicine in the narcotic

FYou have severe asthma or other breathing problems

1You have a bowel obstruction or a blockage of the intestines

Before taking narcotics, tell your health care provider about:

1. All of your medical problems, especially the ones listed below:

fTrouble breathing or lung problems

iHead injury

Liver or kidney problems

I$SGUHQDO JODQG SUREOHPV VXFK DV $GGLVRQYV GLVHDVH
IConvulsions or seizures

FAlcoholism

HHallucinations or other severe mental problems

tPast or present substance abuse or drug addiction

Hypotension or low blood pressure

2. If you are pregnant or pl an to become pregnant. Women who are pregnant or plan to become
pregnant should talk to their health care provider as some narcotics may harm your unborn baby.

3. If you are breast -feeding. Narcotics can be found in breast milk and may cause harm to the baby.
You should choose to use a narcotic or to breast-feed, but not both. Discuss this with your health care
provider.

4. Any and all medicines you take. Include prescription and nonprescription (over-the-counter)
medicines, vitamins, and herbal supplements. Be especially careful about other medicines that may make
you sleepy, such as other pain medicines, anti-depressant medicines, sleeping pills, anxiety medicines,
antihistamines and tranquilizers. They may cause serious problems when taken together with narcotics,
including death. Know the medicines you take and keep a list of them. Show this list to your doctor and
pharmacist each time you get a new medicine.
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Stopping Narcotics

fTalk with your health care provider before you stop taking your narcotics . Many of these
medications require a gradual tapering or decrease of your dose to prevent side effects.

1Do not stop taking your narcotics all at once. Talk with your health care provider about how you
should stop taking these medications.

What you should avoid while taking narcotics ~ ?

1You should not take narcotics with alcohol. Taking narcotics with alcohol increases the risk of
overdose

frour ability to drive or operate machinery may be affected when you start taking narcotics or
change your dose. You should not change your dose of narcotics without speaking to your health care
Provider

1Do not take other medicines without the approval of your health care provider. This includes
prescription and non-prescription medicines, vitamins, and supplements. Be especially careful about
products that make you sleepy, such as sleeping medications and tranquilizers.

Get medical help right away if:
$Your breathing slows down

frou feel faint, dizzy, confused, or have any other unusual symptoms
fif you take too much of your narcotic or overdose, call 911 or your local emergency number right away.

By my signature below, | certify that | understand and will comply with the above informed
consent material for the narcotic medication(s) prescri bed to me by Michael Willens, D.O.,
Advanced Pain Management Clinic, LLC

(Note: This consent is separate  and different from the Narcotic = Agreement .

| also certify that | have been offered a copy of this consent document for my records and have
received one if | have so requested

Signature Date
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Pain Management Clinic

Long-term Controlled Substance
AGREEMENT

The purpose of this agreement is to protect your access to controlled substances and to protect our ability to prescribe
for you. This is not a legally enforceable contract.

The long-term use of such substances as opioids (harcotic analgesics), benzodiazepine tranquilizers, and

barbiturate sedatives is controversial because of uncertainty regarding the extent to which they provide long-term
benefit. There is also the risk of an addictive disorder developing or of relapse occurring in a person with a prior
addiction. The extent of this risk is not certain. Tolerance and Dependence will develop. This means more medicine
will be needed to get the same effect and if the medicine is stopped suddenly, you will get sick. At some point, the
medicine will stop working. Catastrophic consequences including DEATH can occur with use of these medications.

Because these drugs have potential for abuse or diversion, strict accountability is necessary when use is prolonged.
For this reason the following policies are agreed to by you, the patient, as consideration for, and a condition of, the
willingness of Dr. Willens to consider the initial and/or continued prescription of controlled substances to treat your
chronic pain. Please initial by each number to confirm that you have read, understand, and will abide by this
agreement.

1. All controlled substances must come from Dr. Willens, or, during his absence, by the covering physician,
unless specific authorization is obtained for an exception. No other physician may prescribe a controlled substance.
(Multiple sources can lead to untoward drug interactions including overdose and death.)

2. All controlled substances must be obtained at the same pharmacy, where possible. Should the need arise to
change pharmacies, our office must be informed. A MAXIMUM of 30 day prescription will be given without
refills. Patients will need to be seen at a minimum of monthly for refills unless other arrangement are made.

Phone:

Name of Pharmacy

Address or Location

3. You are expected to inform our office immediately of any new medications, additional treating physicians or
medical conditions, and of any adverse effects you experience from any of the medications that you take.

4. The prescribing physician has permission to discuss all diagnostic and treatment details with dispensing
pharmacists or any other professionals who provide your health care for purposes of maintaining accountability.
The Florida Prescription Drug Monitoring Program is used to confirm compliance.

5. You may not share, sell, or otherwise permit others to have access to these medications. In addition, you may
not take any illicit or any other prescription controlled drugs.

6. These drugs should not be stopped abruptly, as an abstinence syndrome (withdrawal) will likely develop and
can be dangerous. Do Not Crush, Chew, Cut, Break, or use the medication in any unprescribed manner.

7. Unannounced urine or serum toxicology screens will be requested, and your cooperation is required. Presence
of unauthorized substances may prompt referral for assessment for addictive disorder. If prescribed
medications are not found in UDS, discharge may result since the patient is non-compliant with treatment.
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____ 8. Prescriptions and bottles of these medications may be sought by individuakddiittion andchemical
dependency and should be closely safeguarded. It is expected thatl yakewhe highest possibtéegree of care
with your medication and prescription. They should not be left where others might see or otherwise have access to
them. If medications are stolen, they may not be replaced.

___9.0riginal containers of medications musbe brought in to each office visit forpossible pill count
and inspection.YOU MAY NOT TAKE MORE OR LESS OF YOUR MEDICINE THAN
PRESCRIBED. You may not take any controlled medication that is noturrently approved by this
office. This includes even old prescriptions of which should have beersposed.

10. Since the drugs may be hazardous or lethal to a peramimalwho is not tolerant to their effects, especially
a child, you must keep them out of reach of such people.

11. Medications may not be replaced if they are lost, get wet, are destroyed, left on an airplane, etc. If your
medication has been stolen and you complete a police report regarding the theft, an exagpgimmade.

12. Early refills will generajl not be givenPrescriptions will be issued only on the same day as an office visit.

13. Prescriptions may be issued early if the physician or patient will be out of town when a refillissoymur
responsibility to make certain you do not it of medication. Please PLAN AHEAD.

____14. If the responsible legal authorities have questions concerning your treatment, as might occur, for example, if
you were obtaining medications at several pharmacies, all confidentiality is waived and thesdesutmay
be given full access to our records of coléib substances administration and your patient chart. This may be
used in prosecution against you.

15. It is understood that failure to adhere to these policies may result in cessation of therapy with controlled
substance prescribing by this physicardbr referral for further specialty assessmelmt.addition, you may
be dischargeffom the practicevithout a prescription for controlled substances.

16. Renewals are contingent on keeping scheduled appointnideése do not phone for prescriptions after
hours or on weekendr become disruptive with the staff This is grounds for discharge.

17. It should be understood that any medical treatment is initially a trial, and that continued prescription is
contingent on evidence of benefit.

18. The risks and potential benefits of theseapies are explained elsewhened you acknowledgéat you
have received such explanation

19. You affirm that you have full right and power to sign and be bound by this agreement, and that you have
read, understand, and accept all of its terms.

Patient Signature

Patient Name (Printed)

Date
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