
APPOINTMENT DETAILS 

APPOINTMENT DETAILS 

Our stand-alone building is located on North145th Street, west of (behind) the Railcar 

Restaurant and Mega Saver, on the southwest corner of 144th and Blondo Street. 

1805 North 145th Street 
Omaha NE 68154 

402-991-6559

NO MEDICATION WILL BE PRESCRIBED DURING THE 1st VISIT 

Please arrive 15 minutes prior to your appointment with completed paperwork and the following:

* Photo ID

* Insurance Cards 

* Current Medication List 

APPOINTMENT DATE: ______________________________________________  TIME: ___________________ AM / PM 

� Dr. Peter Piperis, MD, DABPM

� Dr. Griffith Evans, MD

� Reed Jarecke, PA-C

www.MomentaPaincare.com 

Like us on Facebook! 

PETER N. PIPERIS, MD, DABPM 
GRIFFITH F. EVANS, MD 

REED JARECKE, PA-C 
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Peter N. Piperis, MD, DABPM

Griffith F. Evans, MD

Jery Inbarasu, MD

MOMENTA PAIN CARE, LLC 
1805 N. 145 Street 
Omaha, NE | 68154 

p: 402.991.6559 
f: 402.991.3552 
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Peter N. Piperis, MD, DABPM 
Griffith F. Evans, MD 

Reed Jarecke, PA 

MOMENTA PAIN CARE, LLC 
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PATIENT INFORMATION 

DATE: ___________________________________ 

PATIENT NAME:_________________________________________________________________________________________ 

GENDER:             MALE     FEMALE            OTHER  PATIENT DATE OF BIRTH:__________________________________________

SOCIAL SECURITY NUMBER#_________________________________________________________________________________ 

ADDRESS: ____________________________________________________________________________________________ 

CITY: ___________________________________     STATE:  ______________________         ZIP: _________________________ 

TELEPHONE:    HOME: _______________________  CELL: _______________________         WORK: _______________________ 

EMAIL ADDRESS: _______________________________________________________________________________________ 

PREFERRED CONTACT METHOD: HOME WORK            CELL EMAIL

MARITAL STATUS: SINGLE             MARRIED DIVORCED WIDOWED 

RACE: AMERICAN INDIAN OR ALASKAN NATIVE ASIAN OR PACIFIC ISLANDER            BLACK               WHITE          DECLINE TO SPECIFY 

ETHNICITY: HISPANIC/LATINO NOT HISPANIC/LATINO         DECLINE TO SPECIFY 

PREFERRED LANGUAGE:  ENGLISH  OTHER ______________________________________________________________ 

EMPLOYMENT 

EMPLOYED           RETIRED  UNEMPLOYED            DISABLED 

EMPLOYER: _________________________________ OCCUPATION:  _________________________________________________ 

PHARMACY 

PHARMACY NAME: _______________________________________________________________________________________ 

PHARMACY ADDRESS: _____________________________________________________________________________________ 

PHARMACY PHONE: _______________________________________________________________________________________ 

EMERGENCY CONTACT 

EMERGENCY CONTACT: __________________________________________PHONE:____________________________________ 

RELATIONSHIP TO THE PATIENT: ____________________________________DOB:______________________________________ 

ARE WE AUTHORIZED TO DISCUSS YOUR MEDICAL CARE WITH THIS PERSON: YES NO 

IS THIS PERSON AUTHORIZED TO MAKE MEDICAL DECISIONS ON YOUR BEHALF: YES NO 
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RELEASE OF HEALTH INFORMATION 

 

I AUTHORIZE MOMENTA PAIN CARE TO RELEASE MY HEALTH & BILLING INFORMATION TO: 

NAME:__________________________________________ RELATIONSHIP TO PATIENT:_______________________________ 

NAME:__________________________________________ RELATIONSHIP TO PATIENT:_______________________________ 

NAME:__________________________________________ RELATIONSHIP TO PATIENT:_______________________________ 

APPOINTMENT REMINDERS: I AUTHORIZE MOMENTA PAIN CARE TO LEAVE A MESSAGE REGARDING MY APPOINTMENT TIME, CHANGES OR SCHEDULING 

INFORMATION ON MY VOICEMAIL OR WITH THE PERSON ANSWERING THE PHONE. 

PREFERRED METHOD OF CONTACT FOR APPOINTMENT REMINDERS OR CHANGES:  □PHONE    □EMAIL    □TEXT     □OTHER__________

POLICY NOTICE RECEIPT OF ACKNOWLEDGEMENT (INITIAL) 

_____ I ACKNOWLEDGE THAT I WAS OFFERED A COPY OF THE NOTICE OF PRIVACY PRACTICES.  
INITIAL 

*PLEASE  BRING  YOUR  INSURANCE  CARD(S)  AND  ID  ON  THE  DAY  OF  YOUR  APPOINTMENT  AND  ARRIVE  15
MINUTES  EARLY

INSURANCE 

CARRIER: _________________________________   ADDRESS: _____________________________________________________ 

POLICY #:_________________________________________  ACCOUNT #____________________________________________ 

BENEFIT CODE: __________________________________________ EFFECTIVE DATE: __________________________________ 

PRECERTIFICATION REQUIRED?            YES           NO CONTACT: ___________________________________________________________ 

POLICY HOLDER (IF DIFFERENT THAN PATIENT): ______________________________ DATE OF BIRTH: ___________________________ 

INSURED THROUGH EMPLOYMENT?      YES      NO 

YES, EMPLOYER NAME: _____________________________________________________________________________________ 

SECONDARY INSURANCE 

CARRIER: _________________________________   ADDRESS: _____________________________________________________ 

POLICY # _________________________________________   ACCOUNT #____________________________________________ 

BENEFIT CODE: _____________________________  EFFECTIVE DATE: ________________________________________________ 

PRECERTIFICATION REQUIRED?            YES           NO  

CONTACT: _____________________________________________________________________________________________ 

POLICY HOLDER (IF DIFFERENT THAN PATIENT) ______________________________ DATE OF BIRTH: ___________________________ 

INSURED THROUGH EMPLOYMENT?     YES         NO 

IF YES, EMPLOYER NAME: ___________________________________________________________________________________ 
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Peter N. Piperis, MD, DABPM 
Griffith F. Evans, MD 

Reed Jarecke, PA 

1805 North 145 Street | Omaha, NE | 68154 
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PATIENT MEDICAL HISTORY

PATIENT NAME:_________________________________________________ TODAY’S DATE:  ________________________ 

FAMILY PHYSICIAN: ______________________________      REFERRING PHYSICIAN: __________________________________ 

PATIENT DATE OF BIRTH:______________________   AGE: ___________   HEIGHT: __________  WEIGHT: ____________ 

DATE THAT YOUR SYMPTOMS BEGAN OR DATE OF YOUR INJURY:  _________________________________________________ 

HAVE YOU HAD ANY PREVIOUS PROBLEMS?   YES    NO   |   IF YES, WHEN? _______________________________________ 

IS THE CURRENT PROBLEM A RESULT OF:        WORK RELATED ACCIDENT    MOTOR VEHICLE ACCIDENT 

IF THIS IS A WORK-RELATED INJURY, IS YOUR VISIT TODAY RELATED TO A WORKERS COMPENSATION CLAIM?    YES     NO 

HOW DID THE INJURY OCCUR OR SYMPTOMS BEGIN? (PLEASE GIVE A BRIEF EXPLANATION): 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
________________________________________________________________________________________________ 
IF CURRENTLY WORKING, IS THE PAIN AFFECTING YOUR WORK? IF YES, HOW? ________________________________________ 

PLEASE LIST ANY OTHER ACTIVITIES LIMITED BY YOUR PAIN: _____________________________________________________ 

HOW WOULD YOU DESCRIBE YOUR PAIN? 

  CONTINUOUS   SHOOTING   TINGLING | EXHAUSTING 
  INTERMITTENT   STABBING   SICKENING 
  DULL   TENDER   FEARFUL 
  ACHING   GNAWING   PUNISHING | CRUEL 
  HEAVY   PRESSURE 
  THROBBING   BURNING/HOT 
  SHARP   CRAMPING 

PLEASE LIST ANY OTHER AREAS OF PAIN: _______________________ 
______________________________________________________ 
______________________________________________________ 

RATE YOUR PAIN: 0 = NO PAIN | 10 = WORST PAIN IMAGINABLE 

CURRENTLY:   ______________________________________ 
AT YOUR BEST:     _____________________________________ 
AT YOUR WORST:  ______________________________________ 

HOW DO THE FOLLOWING ACTIVITIES AFFECT YOUR PAIN?      

INCREASES PAIN    |     DECREASES PAIN  |   NO CHANGE     

RESTING  
LYING DOWN 
SITTING  
STANDING 
BENDING  
WALKING 
CHANGING POSITIONS 
WORKING 
COUGHING/SNEEZING/STRAINING 
LIFTING  
PROLONGED POSITION 

ARE YOU EXPERIENCING: 
NUMBNESS |TINGLING  WHERE?_______________ 
WEAKNESS 
LOSS OF BOWEL/BLADDER CONTROL?
EXPLAIN:_________________________________ 
SLEEP DISTURBANCE 
ANXIETY 
DEPRESSION 

PLEASE DRAW THE LOCATION OF YOUR PAIN 
USING THE KEY BELOW: 

“N” = NUMBNESS 
“S” = STABBING 
“B” = BURNING 
“P” = PINS & NEEDLES 
“A” = ACHING 
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PAIN TREATMENT HISTORY 

TREATMENT 
 I HAVE HAD NO TREATMENT FOR MY SYMPTOMS TO DATE 

PLEASE SELECT ALL OF THE FOLLOWING TREATMENTS THAT YOU HAVE USED FOR PAIN RELIEF: 

HELPED PAIN WORSENED PAIN NO CHANGE DATES OF VISIT 
ACUPUNCTURE 
BIOFEEDBACK 
BRACE SUPPORT 
CHIROPRACTIC 
ELECTRICAL STIMULATION 
HOT/COLD PACKS 
INJECTION THERAPY 
MASSAGE THERAPY 
MEDICATIONS 
PHYSICAL THERAPY 
TENS UNITS 
TRACTION 

PAIN MEDICATIONS 
☐ I HAVE NOT TRIED ANY MEDICATIONS INCLUDING OVER THE COUNTER MEDICATIONS

PLEASE LIST ALL PAIN MEDICATIONS THAT YOU HAVE BEEN ON AT ANY POINT FOR YOUR CURRENT PAIN, INCLUDING OVER THE COUNTER

MEDICATIONS: 

MEDICATION NAME DOSE FREQUENCY HELPED NO HELP 

PAIN CLINIC 
 I HAVE NOT BEEN TREATED BY ANOTHER PAIN PHYSICIAN OR CLINIC 

PLEASE LIST THE NAMES OF OTHER PAIN PHYSICIANS YOU HAVE SEEN, ALONG WITH A BRIEF DESCRIPTION OF THERAPY RECEIVED: 

FACILITY | PHYSICIAN DESCRIPTION OF THERAPY DATES 

PSYCHOLOGICAL | BEHAVIORAL THERAPY 
 I HAVE NOT BEEN TREATED FOR PSYCHOLOGICAL HEALTH 

PLEASE LIST THE NAMES OF PHYSICIANS YOU HAVE SEEN, ALONG WITH A BRIEF DESCRIPTION OF THERAPY RECEIVED: 

FACILITY | PHYSICIAN DESCRIPTION OF THERAPY DATES 
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STEROID INJECTIONS 
 I HAVE NOT HAD ANY INJECTIONS 

IF YOU HAVE HAD ANY INJECTIONS, PLEASE PROVIDE THE INFORMATION BELOW:  

DATE 
LOCATION  

(LOW BACK, NECK?) 
PERFORMED BY  
MD OR CRNA? 

X-RAY 
GUIDED? 
Y OR N 

RELIEF? 
NO OR MILD 

RELIEF? 
TEMPORARY OR  
LONG LASTING ? 

MADE SYMPTOMS 
WORSE?  
Y OR N 

SPINE SURGERY 
 I HAVE NOT HAD SPINE SURGERY 

IF YOU HAVE HAD SPINE SURGERY IN THE PAST, PLEASE PROVIDE THE INFORMATION BELOW: 

DATE 
LOCATION  

(LOW BACK, NECK?) NAME OF SURGEON
RELIEF? 

NO OR MILD 

RELIEF? 
TEMPORARY OR  
LONG LASTING ? 

MADE SYMPTOMS 
WORSE?  
Y OR N 

DIAGNOSTICS TESTS AND IMAGING 
 I HAVE NOT HAD ANY DIAGNOSTIC TESTS PERFORMED FOR MY CURRENT PAIN COMPLAINTS 

PLEASE PROVIDE INFORMATION FOR ALL OF THE FOLLOWING TESTS YOU HAVE HAD THAT ARE RELATED TO YOUR CURRENT PAIN COMPLAINTS: 

TEST OF THE (NECK, BACK) DATE FACILITY 
MRI 
X-RAY
CT 
EMG 
MYELOGRAM 

OTHER: 

CURRENT MEDICATIONS | VITAMINS & SUPPLEMENTS: 
PLEASE LIST ALL MEDICATIONS THAT YOU ARE CURRENTLY TAKING, INCLUDING VITAMINS AND SUPPLEMENTS: 

MEDICATION NAME DOSE FREQUENCY 
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HEAD/EARS/EYES/NOSE/THROAT 
☐ HEADACHES

☐ MIGRAINES

☐ HEAD INJURY

☐ GLAUCOMA

MUSCULOSKELETAL/RHEUMATOLOGIC 
☐ BURSITIS

☐ CARPAL TUNNEL SYNDROME

☐ FIBROMYALGIA

☐ OSTEOARTHRITIS

☐ OSTEOPOROSIS

☐ RHEUMATOID ARTHRITIS

☐ CHRONIC JOINT PAINS

 

 

NEUROLOGIC 
☐ MULTIPLE SCLEROSIS

☐ PERIPHERAL NEUROPATHY

☐ SEIZURES 

BEHAVIORAL 
☐ DEPRESSION

☐ ANXIETY

ENDOCRINE 
☐ HYPERTHYROIDISM

☐ HYPOTHYROIDISM

☐ DIABETES – TYPE________________
 UROLOGICAL 

☐ CHRONIC KIDNEY DISEASE

☐ KIDNEY STONES

☐ URINARY INCONTINENCE

☐ DIALYSIS

OTHER CONDITIONS 
☐ 
☐  
☐  
 

SURGICAL HISTORY 
 I HAVE NEVER HAD ANY SURGICAL PROCEDURES PERFORMED 

PLEASE LIST ANY SURGICAL PROCEDURES YOU HAVE DONE IN THE PAST, INCLUDING THE DATE: 

SURGICAL PROCEDURE DATES 

DID YOU EXPERIENCE AN ADVERSE REACTION TO THE ANESTHESIA? YES NO 

IF YES, PLEASE EXPLAIN:
_____________________________________________________________________________________________________
_____________________________________________________________________________________________________ 

PAST MEDICAL HISTORY  
SELECT THE CONDITIONS THAT YOU HAVE BEEN TREATED FOR IN THE PAST: 

GENERAL MEDICAL| DIAGNOSED CONDITIONS 
☐ CANCER – TYPE____________________
☐ CANCER – TYPE____________________

    

 
  

 

 

RESPIRATORY 
☐ ASTHMA

☐ BRONCHITIS

☐ PNEUMONIA

☐ EMPHYSEMA/COPD

CARDIOVASCULAR/HEMATOLOGIC 
☐ ANEMIA

☐ STROKE/TIA

☐ HEART VALVE DISORDERS

☐ PERIPHERAL VASCULAR DISEASE

☐ HEART MURMUR

☐ HEART ATTACK

☐ CORONARY ARTERY DISEASE

GASTROINTESTINAL 
☐ GERD (ACID REFLUX)
☐ GASTROINTESTINAL BLEEDING

☐ STOMACH ULCERS

☐ CONSTIPATION 
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ALLERGIES 
DO YOU HAVE ANY DRUG/MEDICATION ALLERGIES?  ☐ YES  ☐ NO

IF SO, PLEASE LIST ALL MEDICATIONS YOU ARE ALLERGIC TO: 

MEDICATION NAME ALLERGIC REACTION 

TOPICAL ALLERGIES:    ☐ LATEX ☐ IODINE  ☐ TAPE ☐ IV CONTRAST

FAMILY HISTORY 
☐ UNKNOWN

PLEASE SELECT ALL THE APPROPRIATE DIAGNOSES AS THEY PERTAIN TO YOUR FIRST-DEGREE RELATIVES:

DIAGNOSIS MOTHER FATHER BROTHER SISTER CHILD 
ARTHRITIS 
HEADACHES/ MIGRAINES

BRACE SUPPORT 
LIVER PROBLEMS 

SEIZURES 
CANCER 
HIGH BLOOD PRESSURE 
OSTEOPOROSIS 
STROKE 
DIABETES 
KIDNEY PROBLEMS 
RHEUMATOID ARTHRITIS 
BACK PROBLEMS 
HEART PROBLEMS 
DECEASED 

☐ OTHER MEDICAL PROBLEMS:_______________________________________________________________________________
_____________________________________________________________________________________________________

SOCIAL HISTORY 

OCCUPATION: _________________________________       EMPLOYER: _______________________________________________

ARE YOU CURRENTLY WORKING?  ☐ YES ☐ NO ☐ RETIRED     ☐ DISABLED  ☐ UNEMPLOYED 

MARITAL STATUS:           SINGLE             MARRIED              DIVORCED WIDOWED 

EDUCATION:           ELEMENTARY SCHOOL          HIGH SCHOOL DIPLOMA            GED           SOME COLLEGE         COLLEGE DEGREE            TRADE SCHOOL 

DO YOU EXERCISE? ☐ YES          ☐ NO     IF YES, WHAT TYPE OF EXERCISE? _______________________________________________

HOBBIES | INTERESTS:   ____________________________________________________________________________________ 
_ 

ALCOHOL USE:  ☐ YES ☐ NO  AMOUNT: __________________
TOBACCO USE: ☐ YES ☐ NO AMOUNT: __________________ E-CIGARETTE USE: __________________________
 

ILLICIT/RECREATIONAL DRUG USE:  
☐ DENIES ANY ILLICIT/RECREATIONAL DRUG USE ☐ CURRENTLY USES ILLICIT/RECREATIONAL DRUGS

☐ FORMERLY USED ILLICIT/RECREATIONAL DRUGS (NOT CURRENTLY USING)
 

HAVE YOU EVER ABUSED NARCOTIC OR PRESCRIPTION MEDICATIONS?    ☐ YES     ☐ NO 
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NEUROLOGIC:  ☐ SEIZURE DISORDER ☐ TREMORS ☐ DIZZINESS/FAINTING  ☐ WEAKNESS IN EXTREMITY 
    ☐  PARALYSIS  ☐ LOSS OF BALANCE 

    

 

 

   

 

 
GASTROINTESTINAL:  ☐ ABDOMINAL PAIN ☐ VOMITING  ☐ HEARTBURN ☐ CONSTIPATION 

  ☐ BLOODY STOOLS ☐ DIARRHEA  

GU/NEPHRO: ☐ DYSURIA ☐ HEMATURIA  ☐ CHRONIC RENAL FAILURE 

PSYCHIATRIC:   ☐ DEPRESSION  ☐ ANXIETY  ☐ DRUG USE  ☐ STRESS 
  ☐ SLEEP DISTURBANCE ☐ MOOD CHANGES  
 

IMMUNOLOGIC:   ☐ HIV/AIDS  ☐ COVID   

 
REVIEW OF SYSTEMS 
 

PLEASE SELECT ANY OF THE FOLLOWING SYMPTOMS THAT YOU ARE CURRENTLY EXPERIENCING: 
 

  
 
 
 
 
 

CONSTITUTIONAL:  ☐ FEVER  ☐ CHILLS     ☐ NIGHT SWEATS  ☐ WEIGHT LOSS 
 ☐ WEIGHT GAIN  ☐ DECREASED ENERGY ☐ LOSS OF APPETITE  

 

HEENT:  ☐ RUNNY NOSE  ☐  NOSE BLEEDS  ☐ SINUS CONGESTION ☐ HEARING LOSS 
 ☐ VISION CHANGES    

 
SKIN: ☐ RASH  ☐ NON-HEALING SKIN LESIONS  
 

CARDIAC: ☐ CHEST PAIN/ANGINA ☐ HEART PALPITATIONS ☐ RAPID HEART RATE ☐ SWELLING IN EXTREMITIES 

RESPIRATORY: ☐  WHEEZING ☐ BLOOD STAINED SPUTUM           ☐ SLEEP APNEA ☐  COUGH 
 ☐ UPPER RESPIRATORY INFECTION 

ENDOCRINE:   ☐ DIABETES ☐ HEAT INTOLERANCE ☐ COLD INTOLERANCE     ☐ THYROID PROBLEMS 
  ☐ EXCESSIVE THIRST ☐ EXCESSIVE URINATION 

GENITOURINARY:  ☐ URINARY INCONTINENCE ☐ PAIN WITH URINATION ☐ PROSTATE PROBLEMS ☐ POST-HYSTERECTOMY 
   ☐ POST-MENOPAUSAL ☐ URINARY TRACT INFECTION ☐ BLOOD IN URINE  ☐ KIDNEY STONES 

HEMATOLOGIC:  ☐ ANEMIA   ☐ SWOLLEN LYMPH NODES ☐ ABNORMAL BRUISING/BLEEDING 

MUSCULOSKELETAL: ☐ JOINT PAIN  ☐ BACK PAIN  ☐ NECK PAIN   ☐ MUSCLE PAIN   
   ☐ JOINT RESTRICTIONS 
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PATIENT HEALTH QUESTIONNAIRE (PHQ-9)

PATIENT HEALTH QUESTIONNAIRE (PHQ-9) 

PATIENT NAME: _______________________________________________________________ DATE OF APPOINTMENT: ___________________________ 

GENDER:             MALE     FEMALE             OTHER       PATIENT DATE OF BIRTH:_______________________________  AGE: ____________________ 

OVER THE LAST 2 WEEKS, HOW OFTEN HAVE YOU BEEN BOTHERED BY ANY OF THE FOLLOWING PROBLEMS? (CIRCLE THE

NUMBER TO INDICATE YOUR ANSWER) 

NOT AT ALL SEVERAL 
DAYS 

MORE THAN 
HALF THE DAYS 

NEARLY EVERY 
DAY 

1. Little interest or pleasure in doing things 0 1 2 3 

2. Feeling down, depressed, or hopeless 0 1 2 3 

3. Trouble falling or staying asleep, or sleeping too much 0 1 2 3 

4. Feeling tired or having little energy 0 1 2 3 

5. Poor appetite or overeating 0 1 2 3 

6. Feeling bad about yourself — or that you are a failure or have let yourself or
your family down

0 1 2 3 

7. Trouble concentrating on things, such as reading the newspaper or
watching television 0 1 2 3 

8. Moving or speaking so slowly that other people could have noticed?  Or the
opposite — being so fidgety or restless that you have been moving around a
lot more than usual

0 1 2 3 

9. Thoughts that you would be better off dead or of hurting yourself in some
way 0 1 2 3 

PLEASE ADD TOTALS 

FINAL SCORE  _________________________ 

10. If you checked off any problems, how difficult have these problems made it for you to do your work, take care of things at home, or get along
with other people?
NOT DIFFICULT AT ALL SOMEWHAT DIFFICULT VERY DIFFICULT  EXTREMELY DIFFICULT  

CHECK YES OR NO AND ENTER DATE YES NO DATE  (MONTH/YEAR) 
COVID VACCINE  
FLU VACCINE  
PNEUMONIA VACCINE  
TOBACCO USE 
ALCOHOL USE 
URINARY INCONTINENCE 
COLONOSCOPY 
FEMALES: MAMMOGRAM 
FEMALES: DEXA SCAN (BONE SCAN) 

STAFF USE ONLY PATIENT INSURANCE 
TRADITIONAL MEDICARE: 

MEDICARE ADVANTAGE:
OTHER:

 

BMI:_________________  PHQ-9:_____________________ 
 
 

REVIEW OF CURRENT MEDICATION LIST COMPLETED BY: ____________ 
_______ 
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OPIOD RISK TOOL TEST 

OPIOD RISK TOOL TEST 

PATIENT NAME: _______________________________________________________________ DATE OF APPOINTMENT: ____________________ 

GENDER:       MALE    FEMALE     OTHER       PATIENT DATE OF BIRTH:______________________________   AGE: ____________ 

PLEASE CHECK THE FIRST BOX IF IT APPLIES, AND CIRCLE THE CORRESPONDING NUMBER IN RELATIONSHIP OF EITHER BEING MALE

OR FEMALE.  
IF IT DOES NOT APPLY, PLEASE LEAVE IT BLANK. 

MARK EACH BOX THAT APPLIES FEMALE MALE 

FAMILY HISTORY OF SUBSTANCE ABUSE 

ALCOHOL 1 3 

ILLEGAL DRUGS 2 3 

RX DRUGS 4 4 

PERSONAL  HISTORY OF SUBSTANCE ABUSE 

ALCOHOL 3 3 

ILLEGAL DRUGS 4 4 

RX DRUGS 5 5 

AGES BETWEEN 16-45 

 YES 1 1 

NO 0 0 

HISTORY OF PREADOLESCENT SEXUAL ABUSE 

 YES 3 0 

NO 0 0 

PSYCHOLOGICAL DISEASE 

ATTENTION DEFICIT DISORDER (ADD) 2 2 

OBSESSIVE COMPULSIVE DISORDER  2 2 

BIPOLAR DISORDER 2 2 

SCHIZOPHRENIA 2 2 

DEPRESSION 1 1 

SCORING TOTALS  

TOTAL SCORE RISK CATEGORY: 0 – 3: Low Risk | 4 – 7: Moderate Risk |  >8: High Risk 
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HIPAA NOTICE OF PRIVACY PRACTICES 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED 

AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY. 

This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) 

to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or 

required by law. It also describes your rights to access and control your protected health information. “Protected 

health information” is information about you, including demographic information that may identify you and that 

relates to your past, present, or future physical or mental health or condition and related health care services. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 

Your protected health information may be used and disclosed by your physician, our office staff and others 

outside of our office that are involved in your care and treatment for the purpose of providing health care 

services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other 

use required by law. 

TREATMENT: We will use and disclose your protected health information to provide, coordinate, or manage your 

health care and any related services. This includes the coordination or management of your health care with a 

third party. For example, we would disclose your protected, health information as necessary, to a home health 

agency that provides care to you. For example, your protected health information may be provided to a physician 

to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat 

you. 

PAYMENT: Your protected health information will be used, as needed, to obtain payment for your health care 

services. For example, obtaining approval for a hospital stay may require that your relevant protected health 

information be disclosed to the health plan to obtain approval for the hospital admission. 

HEALTHCARE OPERATIONS: We may use or disclose, as needed, your protected health information in order to 

support the business activities of your physician’s practice. These activities include, but are not limited to, quality 

assessment activities, employee review activities, training of medical students, licensing, and conducting or 

arranging for other business activities. For example, we may disclose your protected health information to 

medical school students that see patients at our office. 

In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and 

indicate your physician. We may also call you by name in the waiting room when your physician is ready to see 

you. We may use or disclose your protected health information, as necessary, to contact you to remind you of 

your appointment. 
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We may use or disclose your protected health information in the following situations without your authorization. 

These situations include: as Required By Law, Public Health issues as required by law, Communicable Diseases: 

Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings: Law 

Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity 

and National Security: Workers’ Compensation: Inmates: Required Uses and Disclosures: Under the law, we must 

make disclosures to you and when required by the Secretary of the Department of Health and Human Services to 

investigate or determine our compliance with the requirements of Section 164.500. 

Other Permitted and Required Use and Disclosures will be made Only With Your Consent, Authorization or 

Opportunity to Object unless required by law. You may revoke this authorization, at any time, in writing, except 

to the extent that your physician or the physician’s practice has taken on action in reliance on the use or 

disclosure indicated in the authorization. 

YOUR RIGHTS 

Following is a statement of your rights with respect to your protected health information. 

You have the right to inspect and copy your protected health information. Under federal law, however, you may 

not inspect or copy the following records: psychotherapy notes, information compiled in reasonable anticipation 

of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is 

subject to law that prohibits access to protected health information. 

You have the right to request a restriction of your protected health information. This means you may ask us not to 

use or disclose any part of your protected health information for the purposes of treatment, payment or 

healthcare operations. You may also request that any part of your protected health information not be disclosed 

to family members or friends who may be involved in your care or for notification purposes as described in this 

Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the 

restriction to apply. 

Your physician is not required to agree to a restriction that you may request. If physician believes it is in your best 

interest to permit use and disclosure of your protected health information, your protected health information will 

not be restricted. You then have the right to use another Healthcare Professional. 

You have the right to request to receive confidential communications from us by alternative means or at an 

alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you 

have agreed to accept this notice alternatively i.e. electronically. 
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You may have the right to have your physician amend your protected health information. If we deny your request 

for amendment, you have the right to file a statement of disagreement with us and we may prepare a rebuttal to 

your statement and will provide you with a copy of any such rebuttal. 

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 

information. 

We reserve the right to change the terms of this notice and will inform you by mail of any changes. You then have 

the right to object or withdraw as provided in this notice. 

COMPLAINTS 

You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have 

been violated by us. You may file a complaint with us by notifying our privacy contact of your complaint. We will 

not retaliate against you for filing a complaint. 

We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 

privacy practices with respect to protected health information. If you have any objections to this form, please ask 

to speak with our HIPAA Compliance Officer in person or by phone at our main phone number. 
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