
                                                                                          New Patient Intake 

__________________________________________________________________________________________________ 

Welcome and thank you for choosing Southern Comfort Pain & Wellness (SCPW) for your pain management needs. Your 
completed intake paperwork helps our providers get to know you and your medical history better. We rely on its 
accuracy and its completeness to provide you with the best care possible. Please take your time and if you have any 
questions or are unsure how to complete any section of this form, inquire at our front desk or call 678-587-5993.  

Today’s Date: _________________  

Patient Information 
Your Name: ________________________________________________________________________________  

DOB: ___________________ Age: _________ Gender: ❏ Male ❏ Female  

Address: __________________________________________________________________________________ 
City/State/Zip: ______________________________________________________________________________ 
Preferred Phone: _________________________________ ❏ Home ❏ Cell ❏ Work ❏ Ok to leave message  

Secondary Phone: ________________________________ ❏ Home ❏ Cell ❏ Work ❏ Ok to leave message  

Social Security #: ___________-______-_____________ Driver’s License #/State: _____________________  

Email address: _____________________________________________________________________________  

Marital Status: ❏ Married ❏ Single ❏ Divorced ❏ Widowed Other: ____________________ 

 Race: ❏ American Indian ❏ Asian or Pacific Islander ❏ Black ❏ White ❏ Refuse to report 

 Primary Language: ❏ English ❏ Spanish ❏ Other Ethnicity: ❏ Hispanic ❏ Non-Hispanic  

Advance Directive  
Do you have a: ❏ Living Will ❏ Medical Power of Attorney, if so, please provide the office a copy for your chart.  

Employment Status  
 ❏ Employed ❏ Unemployed ❏ Retired ❏ Disabled               Employer: ________________________________ 

 Phone: _____________________________________ Occupation: __________________________________ 

Referral and Physician Relationships 
Who is your primary care physician? ____________________________________ Phone: __________________ 

 Who can we thank for referring you to our clinic? ___________________________________________________ 

 If you were not referred, how did you hear about us? ❏ Insurance company ❏ PCP ❏ Family ❏ Friend ❏ Yelp  

❏ Facebook ❏ Google ❏ Other website: ______________________  

 

 



Emergency Contact  
 Name: ____________________________ Phone: _________________________ Relationship: _____________  

May we leave information with your emergency contact? ❏ Yes ❏ No  

Preferred Pharmacy 
 Pharmacy Name: ____________________________________________ Phone: _________________________  

Address: __________________________________________ City/State/Zip: ____________________________ 

Primary Insurance  
 Primary Insurance Company and Plan: ___________________________________________________________ 

 Policy ID #: ________________________________________ Group #: _________________________________  

Claims Address: _____________________________________________________________________________ 
City/State/Zip: ______________________________________________ Phone: __________________________ 
Insurance Policy Holder: ❏ Self ❏ Spouse ❏ Child ❏ Other  

        

Secondary Insurance  
 Secondary Insurance Company and Plan: ________________________________________________________  

Policy ID #: ________________________________________ Group #: _________________________________  

Claims Address: _____________________________________________________________________________ 
City/State/Zip: ______________________________________________ Phone: __________________________ 
Insurance Policy Holder: ❏ Self ❏ Spouse ❏ Child ❏ Other 

               

 
  

 

 

Complete this box if you are not the policy holder for your primary insurance  

Policy Holder Name: _________________________________________ DOB: _______________ 

Social Security #: ___________-______-_____________ Phone: __________________________ 

Address: _______________________________________ City/State/Zip: ________________________ 
Policy Holder Gender: ❏ Male ❏ Female                        Policy Holder: ❏ Self ❏ Spouse ❏ Child ❏Other  

Complete this box if you are not the policy holder for your secondary insurance 

 Policy Holder Name: _________________________________________ DOB: _______ 

Social Security #: ___________-______-_____________ Phone: _________________ 

Address: _______________________________________ City/State/Zip: ____________ 

Policy Holder Gender: ❏ Male ❏ Female       Policy Holder: ❏ Self ❏ Spouse ❏ Child ❏ Other 



Injury Claim  
Is your pain the result of a motor vehicle accident or other accident? ❏ Yes ❏ No 

Have you hired an attorney for purposes of making any claims arising from that accident? ❏ Yes ❏ No  

If yes to either question, you will be required to complete additional forms.  

Consent for treatment 
I certify that the above information is accurate, complete and true. I authorize Southern Comfort Pain & Wellness and its 
associates, assistants and other health care providers it may deem necessary to treat my condition. I understand that no 
warrant or guarantee has been made of a specific result or cure. I agree to actively participate in my care to maximize its 
effectiveness.  

Patient Signature: ________________________________________________ Date: _____________________ 

Financial Agreement, Cancellation Policy & Notice of Privacy Practices  
 PLEASE READ THE FOLLOWING AGREEMENT. IT EXPLAINS YOUR FINANCIAL OBLIGATIONS WHILE UNDER OUR CARE, 
OUR POLICIES REGARDING CANCELLATIONS AND NOTICE OF PRIVACY PRACTICES.  

AUTHORIZATION FOR TREATMENT AND FINANCIAL AGREEMENT: I authorize treatment of the person named above 
and agree to pay all fees and charges for such treatment promptly upon presentation of statement, unless prior credit 
arrangements have been agreed upon in writing. Charges shown by statement are agreed to be correct and reasonable 
unless protested in writing within thirty (30) days of the billing date. Although this office may assist me in filing an 
insurance claim, I understand that I am fully responsible for the balance and agree that payment will not be delayed 
because of any pending insurance claim. In the event legal action should become necessary to collect an unpaid balance, 
I agree to pay all reasonable attorney’s fees or other costs the court may determine proper. 

ASSIGNMENT OF BENEFITS AND AUTHORIZATION TO RELEASE INFORMATION: I authorize all insurance benefits, unless 
previously paid by myself, to be paid directly to this physician/facility and authorize the physician/facility to release any 
information required in the processing of the insurance claim. I authorize the physician/facility to release medical 
information to my referring physician, primary care physician, spouse, children, parents and any physician he/she may 
refer me to. 

ALL MEDICARE PATIENTS MUST SIGN THE FOLLOWING STATEMENT: I request that payment under the medical 
insurance program be made on my behalf to Southern Comfort Pain & Wellness for any services furnished me by its 
physician(s) and/or practitioners. I authorize any holder of medical information about me to release to the Health Care 
Financing Administration and its agents any information needed to determine these benefits or the benefits payable for 
related services. I permit a copy of this authorization to be used in place of the original.  

Name: _________________________________________ Signature: __________________________________  

Insurance Co-Payments, Deductible and Co-insurance 

In accordance with my insurance contract, I understand that co-payments are due at time of service. If my insurance 
deductible has not been met, I understand that outstanding deductible amounts will be collected at the time of service 
unless other payment arrangements have been made. I understand that co - insurance amounts may be collected at 
time of service, and at the time interventional procedures are scheduled. 

Private Pay 

If I have no insurance coverage, or insurance with which Southern Comfort Pain & Wellness does not participate, or 
Southern Comfort Pain & Wellness is unable to verify current insurance coverage, I understand full payment is expected 
at time of service. We do accept SELF-PAY patients (i.e. Patients with NO insurance), Initial consultation is $400.00 that 
is due at the time of service. Follow up visits are $150.00 due at time of service. If a procedure is scheduled- a fee 



schedule will be discussed with you prior to the appointment day. The amount discussed will be due at the time of 
service.  

Verification of Benefits and Non-Covered Services  

Insurance policies are individualized per patient plan. Southern Comfort Pain & Wellness may provide services that my 
insurance plan excludes. I understand that it is my responsibility to verify coverage benefits and exclusions. I understand 
that all non-covered services are my responsibility. 

Notice to Medicare Patients 

If we are unable to verify from Medicare that there is automatic submission of claims to the secondary insurance carrier, 
you may be responsible for secondary insurance balances at the time of service and at the time interventional 
procedures are scheduled.  

Refund Policy 

 I understand that amounts collected from me (including co-payments, co-insurance and deductibles) are based on 
information received by Southern Comfort Pain & Wellness from my insurance carrier. Refunds are to be requested from 
your insurance company. Southern Comfort Pain & Wellness is not responsible for reimbursements. 

Collections 

I understand that once an account is placed in a collection status, all future services must be paid in full at time of 
service (no checks accepted). If my account is placed into collections, I will be responsible for all collection and interest 
costs.  

Returned Checks 

Returned checks will be subject to a $30.00 returned check fee 

Medical Records  

We are happy to provide you with copies of your medical records upon request. However, because of time restrictions, 
please allow up to 30 business days to fulfill this request.  

Other Forms 

We will respond (at the provider’s discretion) to requests for the completion of certain medical forms (FMLA, Short Term 
Disability & Temporary Disability Parking Permit) assuming the patient is in good standing and has been active with 
SCPW for six (6) consecutive months. Other forms not listed may be considered for completion. In these cases, the fee 
will be determined by the office manager. All requests require an office visit.  

Notice of Privacy Practices and Statement of Patient Right’s 

I have read or been given the option to review Southern Comfort Pain & Wellness’s “Notice of Privacy Practices” and 
“Southern Comfort Pain & Wellness’s Statement of Patient Rights”. These documents explain how my personal health 
information will be used and my rights as a patient. I am also aware that I may request a copy of either document at any 
time. 

I HAVE READ AND AGREE TO ABIDE BY THIS FINANCIAL AGREEMENT POLICY AND NOTICE OF PRIVACY PRACTICES. By 
signing this, you are indicating that you understand and agree to the terms of service explained above.  

Name: ____________________________________________________ DOB: ___________________________ 
Signature: _________________________________________________ Date: __________________________ 

 



HIPAA Policy for Southern Comfort Pain and Wellness 
Notice of Privacy Practices 

This Notice describes how medical information about you the patient, may be used and disclosed and how you, the patient, may obtain this 
information. Please review the following Privacy Policy/HIPAA information carefully.   

Any changes will apply to all PHI/HIPAA policies and guidelines and we will notify you, the patient, at the time of your next office visit following the 
change as well as post the changes within our facility and on our website for patients  

Permitted Uses and Disclosures of Protected Health Information (PHI) 

We may use or disclose a patient’s PHI in order to provide better care, treatment or diagnosis for the patient (I.e. PHI may be shared with a 
healthcare provider who is currently seeing the patient outside of Southern Comfort Pain and Wellness.)  

We may use or disclose PHI in other situations without consent on a necessary basis such as the following:  

• Home Health: PHI shared outside of out practice with home health agencies may be required in order to obtain this care.  
• Payments/Collections: PHI may be disclosed in order to obtain payment for services rendered or in an attempt to collect a debt from a 

patient. On occasion, PHI may be shared to determine how services will be paid. (I.e. anesthesia)  
• If required by law: PHI disclosures will be made in compliance with the law and will be limited to the relevant requirements of the law. 

(such as reporting a gunshot wound or suspicion of abuse/neglect in patient)  
• Public health activities: PHI disclosures will be made for the purpose of controlling disease, injury or disability as required by the law and 

only to public health authorities permitted by law to collect or receive such information.  
• Health oversight agencies: Disclosure(s) may be made for activities authorized by law, such as audits, investigations, or inspections 

and/or oversight of the health care system, government benefit programs, other government regulatory programs and civil rights laws.  
• Legal proceedings: PHI will be disclosed in response to a court order, subpoena, or other lawful process.  
• Police or other law enforcement: PHI will be released to law enforcement agencies in accordance with all applicable legal requirements.  
• Coroners, funeral directors: PHI will be released as authorized by law for the following purposes: identification, determining cause of 

death, or to allow the coroner/medical examiner to perform their assigned duties.  
• Medical research: We may disclose your PHI to researchers for activities preparatory to research such as recruitment or determining the 

feasibility of conducting a study or when the research has been approved by an independent review board (IRB) that has reviewed the 
research proposal and established protocols to ensure the privacy of your PHI. We require researchers to safeguard and maintain the 
confidentiality of your protected health information.  

• Training purposes: We may utilize and share PHI for business activities known as “health care operations” (I.e. student, staff, or health 
care provider training, quality improvement processes, problem or complaint resolution)  

• Special government purposes: PHI may be released to government officials for national security purposes, or to the military, under 
limited circumstances.  

• Correctional institutions: If you are an inmate or under custody of law, we may release PHI which is necessary for your health/safety or 
for the health/ safety of others.  

• Workers’ compensation: PHI may be released in order to comply with workers’ compensation laws and other similar legally-established 
programs.  

• Business Associates: We will only release the minimum amount of PHI necessary for a business associate to perform the contracted 
services. We require the business associate(s) to appropriately safeguard your PHI. Examples of business associates include billing 
companies and transcription services.  

• Health Information Exchange (HIE): PHI may be made available electronically in order to provide necessary information to other 
healthcare providers outside of our practice who are involved in your care.  

• Appointment/Scheduling: We may contact you as a reminder about an appointment or treatment at the telephone number(s) or e-mail 
address(es) you provided to us.  

We Will Not Share The Following Without Your (The Patient’s) Written Authorization:  

• Psychotherapy/mental health notes for documentation of private session 

We WILL NOT DISCLOSE PHI FOR MARKETING OR FOR ANY PURPOSE WHICH INVOLVES THE SALE OF YOUR PROTECTED HEALTH INFORMATION 
(PHI).  

All other uses/disclosures not recorded in this notice will require written authorization in advance from the patient or the patient’s legal 
representative.  

Patient’s Signature Acknowledging Receipt of HIPAA Policy _______________________________________________Date________________ 



 

 

PLEASE READ AND INITIAL ALL SECTIONS BELOW:  

_______ 1). A cordial and cooperative tone will facilitate communication with our staff and providers. Southern Comfort 
Pain & Wellness has a very strict ZERO tolerance for abusive and aggressive behavior toward its staff; we do not permit 
patients to swear at our staff, nor be rude, aggressive, belligerent or disruptive. Thank you for remaining calm and 
friendly. 

 _______ 2). All patients with pain perceive their symptoms to be special and urgent. We acknowledge that you may be 
experiencing physical and emotional distress. However, all the patients referred to this clinic feel this same urgency to 
obtain treatment. Extra-special consideration cannot routinely be granted in scheduling your visits and treatments due 
to time, space, and staff limitations. Please know that we will do everything possible to serve you in a timely and 
effective manner within our limitations. Occasionally, a medical emergency arises which may delay the day’s schedule – 
we appreciate your patience in these situations. 

 _______ 3). Chronic pain is NOT considered to be a medical emergency. Therefore, emergency access to our clinic is 
rarely indicated. You may be referred back to your primary care physician or to an emergency facility if we cannot 
accommodate your urgent needs. Please do not wait until the last minute to seek care for an escalating problem. 
_______ 4). Arriving late for your appointment is very disruptive and makes it nearly impossible to maintain our 
commitment to serve you in a timely manner. Therefore, our office has a 15-minute late policy. If you arrive 15 minutes 
after your scheduled appointment, we will usually not be able to see you that day. We will reschedule your appointment 
for the next available time. Arriving late on a routine basis for your scheduled appointments may be reason for dismissal 
from our clinic. THERE ARE NO EXCEPTIONS. Please keep in mind this rule DOES NOT apply for the last appointment 
before lunch, nor the last appointment of the day, there is NO leeway for these appointments. Out of courtesy, if you 
are running late please call the office to confirm we are still able to see you. PLEASE REMEMBER THAT ANY LEEWAY IS A 
COURTESY AND NOT A GUARANTEE. We make every effort to give reminder calls for upcoming appointments, but it is 
ultimately the patients’ responsibility to keep all scheduled appointments or give appropriate notice for rescheduling or 
cancelling. 

 _______ 5). Missed appointments will be rescheduled at the next available time (possibly up to 3-4 weeks). We will not 
refill medications in the interim, so try not to miss your scheduled appointment. Missing several appointments may be 
reason for dismissal from our clinic. There is a $50 fee for same-day cancellations/reschedules. For new visits, there is a 
$100 rescheduling fee. 

_______ 6). When you call our clinic, you may be routed to a voice mailbox. Please leave your message on the 
appropriate voicemail. We listen to our messages daily and will return your call within 24-48 business hours. Multiple 
phone calls on the same day for the same problem are very disruptive and may cause delay in a call back. If you do this, 
you will be given a warning to desist. If this behavior continues, you may be dismissed from our clinic. 

 _______ 7). If narcotics or other potent medications to treat your pain are prescribed, you will be asked to enter into a 
formal narcotic agreement that outlines rules, risks, and conditions of continued access to these medications. Please 
remember, it is up to the physician’s discretion if opiate medications are prescribed on the first visit. 

 _______ 8). Pain medication prescriptions are written for a 30-day supply. Medications are refilled once a month during 
a scheduled office visit. As a rule, we do not call or fax narcotic prescription refills to the pharmacy. Lost or stolen 
medication will NOT be replaced with a new prescription. Pain medication should be taken as directed as we do NOT 
provide early refills. Six months of pharmacy records may be required before a narcotic prescription can be issued. Non-
urgent calls regarding medication may be returned within 72 hours. Medication changes are addressed during scheduled 
office visits, not during/between procedure series. Before leaving the office, it is recommended that patients schedule 
their next appointment to avoid any last-minute requests for an appointment which we may not be able to 
accommodate. 

 _______ 9). Obtaining pain medications elsewhere without our specific written or verbal approval may be considered a 
sign of possible narcotic addiction and may be reason for dismissal from our clinic.  

Office Policy and Procedures 



 _______ 10). 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 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 
DO NOT hold my physician liable for injuries to the embryo/fetus/ baby.  

Following these guidelines is important for continued success in managing your pain. If our clinic guidelines are 
unacceptable to you, you may choose to seek care from another source more suited to your desires. Thank, you for 
your understanding. We consider it a privilege to serve you. We look forward to a happy and productive working 
relationship.  

Patient Name: ________________________________________________________ DOB:______________________ 
Signature: ___________________________________________________________ Date: ______________________ 

MEDICAL/ CLINICAL HISTORY 
Your Name: ___________________________________________________ DOB: ___________________________  

Primary reason for today’s visit: ________________________________________ Height (inches): _____________  

Weight: ____________ lbs 

 
               

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Opioid Risk Assessment  

Opioid Risk Tool 
Patient Name: ____________________________________________ Date: ______________________________________  

Mark each box that applies  Female Male 

Family History of substance abuse  

Alcohol                                                            (     )  1 3 

Ilegal drugs                                                     (      ) 2 3 

Rx drugs                                                          (      )  4 4 

Personal history of substance abuse  

Alcohol                                                           (      )  3 3 

Ilegal drugs                                                    (      ) 4 4 

Rx drugs                                                         (      ) 5 5 

Age between 16-45 years                          (      )  1 1 

History of preadolescent sexual abuse   (     ) 3 0 

Psychological disease    

Attention deficit disorder, Bipolar, Obsessive 
compulsive, Schizophrenia                              (     )  

2 2 

Depression                                                   (     ) 1 1 

Scoring totals                                              (     )    

For office use only  

Risk Assessment:                                        Low risk (0-3)                            Moderate risk (4-7)                         High risk (> 8)  

Physician signature: _______________________________________________ Date: __________________________________ 

 

 

 

 

 



 
PLEASE READ AND INITIAL ALL SECTIONS BELOW:  

_______ I understand the purpose of this agreement is to prevent misunderstandings about certain medications that I will be taking 
for pain management. This is to help me, and my doctor comply with the law regarding controlled medications. 

 _______ I understand that if I break this agreement, Southern Comfort Pain & Wellness will stop prescribing my pain medications.  

_______ I agree that I will not mix alcohol with pain medication. 

 _______ I agree that I will not use any illegal substances. 

_______ I agree that driving or operating any type of machinery will not be allowed while I am being prescribed opioid medication as 
this could be considered “driving under the influence” by law.  

_______ I will not increase or decrease the dosage of my medication without the consent of the prescribing physician. If I feel that 
adjustments in the medication dosage is required, I agree to contact the prescribing provider at Southern Comfort Pain & Wellness 
for an appointment. 

 _______ I will not share or sell my medications with anyone, nor will I take another person’s medication. 

 _______ I will not receive any pain medications from any other doctors. If I am given a prescription for a controlled substance, I 
agree not to fill the prescription until I have contacted the office and have discussed it with a provider at Southern Comfort Pain & 
Wellness. 

 _______ I understand that it is my responsibility to safeguard my prescription and medications. Should my prescription or 
medication be lost, stolen, or destroyed, under no circumstances will it be replaced.  

_______ I will not contact the office to schedule for an earlier appointment if I have over-taken my medication. 

 _______ I understand that there may be risks associated with the use of pain medication, including risk of death, respiratory 
depression, bowel and bladder dysfunction, sexual dysfunction, change of appetite with possible weight gain or loss, change of 
coordination (which may interfere with driving, operating machinery and fine motor movement) and others. 

 _______ I understand that the continuous use of pain medication may result in dependence, addiction, change in personality, and 
sleep changes. 

 _______ I will report any changes in my mental state, as well as possible side effects from my medication.  

_______ I understand and agree that I will not receive anti-anxiety medications known as benzodiazepines, or Soma, unless decided 
jointly by myself and my pain provider. 

 _______ I agree to submit to random urine drug testing and/or pill counts at the request or need of the providers on an as needed 
basis to monitor medication compliance with recommended treatment. 

 _______ I understand that sudden stopping of pain medication can lead to rebound pain, withdrawal symptoms, seizures and other 
symptoms. I have been informed not to stop any pain medication suddenly unless decided jointly by myself and my pain provider. 

 _______ I agree to allow my pain provider to review any of my past medical or psychological records. 

 _______ I agree that when I have any contact with Dr. Kissel or any staff member, I will not be rude, aggressive, swear and/or be 
disruptive with any member of the office or other patients. 

 _______ I have read and understand the above information. I agree and understand that non-compliance with the above will result 
in formal discharge with notification to my primary care physician and other treating physicians.  

Patient name: _________________________________________________________ DOB: ________________________ 

Signature: ___________________________________________________________ DATE: _________________________  

Provider signature: ______________________________________________ Witness signature: ____________________ 

 

 

 



Consent for Chronic Opioid Therapy 
I understand that Dr. Kissel and associates may recommend opioid medicine, sometimes called narcotic 

analgesics, to treat my chronic pain. 

 I understand that this medication is being recommended because my pain complaints are moderate to severe 
and other treatments have not sufficiently helped my pain. I understand that many medications can have interactions 
with opioids that can either increase or decrease their effect. Therefore, I have told my physician about all other 
medicines and treatments that I am receiving – and that I will promptly advise my physician if I start to take any new 
medications or have new treatments. Likewise, I have told my physician about my complete personal drug history and 
that of my family. 

 I have been informed by my physician that the initiation of a narcotic/opioid medication is a trial. Continuation 
of the medication is based on evidence of benefit to me from, associated side effects of, and compliance with 
instructions on, usage of the medication.  

I have also been informed by my physician that continuation and any changes in dosage of the medication will 
be determined by pain relief, functional improvement, side effects, and adherence to usage restrictions. Lack of 
significant improvement, the development of adverse side effects, or other considerations may lead my physician to 
discontinue this treatment or to change dosage. It has been explained to me that taking narcotic/opioid medication has 
certain risks associated with it. These include, but are not limited to, the following: •Allergic reactions •Overdose (which 
could result in harm or even death) •Slowing of breathing rate •Slowing of reflexes or reaction time •Sleepiness, 
drowsiness, dizziness, and/or confusion •Impaired judgment and inability to operate machines or drive motor vehicles 
•Nausea, vomiting, and/or constipation •Itching •Physical dependence or tolerance to the pain relieving properties of 
the medication (This means that if my medication is stopped, reduced in dose, or rendered less effective by other 
medications I may be taking, I may experience runny nose, yawning, large pupils, goose bumps, abdominal pain and 
cramping, diarrhea, irritability, aches throughout my body, and a flu-like feeling. These can be very painful but are 
generally not life-threatening.) •Addiction •Failure to provide pain relief •Changes in sexual function (This is generally 
caused by reduced testosterone levels. Such reduced levels may affect mood, stamina, sexual desire and physical and 
sexual performance.) •Changes in hormonal levels  

In addition, use of these medications poses special risks to women who are pregnant or may become pregnant. 
If I plan to become pregnant or believe that I have become pregnant while taking this pain medicine, I will immediately 
call my obstetrician and this office to inform them. I have been advised that, should I carry a baby to delivery while 
taking this medication, the baby will be physically dependent upon opioids. I also understand that birth defects can 
occur whether or not the mother is on medicines and there is always the possibility that my child will have a birth defect 
while I am taking an opioid. Furthermore, I recognize that the long-term consequence on a child’s development who was 
exposed to opioids is not understood. 

It has been explained to me that there are other treatments that do not involve use of narcotic/opioid 
medications.  

Having been informed of these risks and potential benefits both of such medications and possible alternative 
treatments, I have freely consented to taking the narcotic/opioid medication.  

I would note that I have been given the opportunity of ask any questions that I may have – and that any 
questions that I have raised have been discussed to my satisfaction. 

 I will take this/these medication(s) only as prescribed and I will not change the amount or dosing frequency 
without authorization from my physician. I understand that unauthorized changes may result in my running out of 
medications early, and early refills are not allowed. I also understand that if I do not take the medication correctly, I may 
have withdrawal reactions that may include stomach pain, sweating, anxiety, nausea, vomiting and general discomfort. 

 I have been advised by my physician that certain other medicines such as nalbuphine (Nubain™), pentazocine 
(Talwin™), buprenorphine (Buprenex™), and butorphanol (Stadol™), may reverse the action of the medicine I am using 
for pain control. I understand that taking any of these other medicines while I am taking my pain medicines can cause 
symptoms like a bad flu, called a withdrawal syndrome. I agree not to take any of these medicines and to tell any other 
doctors that I am taking an opioid as my pain medicine and cannot take any of the medicines listed above.  



I will obtain all opioids prescriptions from my physician or, during his or her absence, by the covering physician. 
Requests for pain medications from the on-call physician (nights and weekends) will not be honored. I will not request 
medications outside of normal business hours. 

 I will obtain all scheduled medications from one pharmacy. I will notify my physician if I change pharmacies. The 
pharmacy that I have selected is: _______________________________________________________, its phone number 
is: ______________________________________  

I hereby authorize my physician to discuss all diagnostic and treatment details of my condition with the 
pharmacists at the dispensing pharmacy.  

I will submit to random pill counts and urine and/or blood drug tests as requested by my physician to monitor 
my treatment. I understand that the presence of any unauthorized substances in my urine or blood may prompt referral 
for assessment of addiction or chemical dependency and could result in discontinuation of further opioid prescriptions. I 
also understand that failure to follow these rules may lead to my no longer being treated by my physician after a 30-day, 
emergency only period. 

 I will not share, sell or otherwise permit others to have access to these medications.  

I HAVE READ THIS FORM OR HAVE HAD IT READ TO ME. I UNDERSTAND ALL OF IT. I HAVE HAD A CHANCE TO 
HAVE ALL OF MY QUESTIONS REGARDING THIS TREATMENT ANSWERED TO MY SATISFACTION. BY SIGNING THIS FORM 
VOLUNTARILY, I GIVE MY CONSENT FOR THE TREATMENT OF MY PAIN WITH OPIOID PAIN MEDICINES.  

I UNDERSTAND AND AGREE THAT FAILURE TO ADHERE TO THESE POLICIES WILL BE CONSIDERED 
NONCOMPLIANCE AND MAY RESULT IN CESSATION OF OPIOID PRESCRIBING BY MY PHYSICIAN AND POSSIBLE DISMISSAL 
FROM THIS CLINIC.  

Patient Signature: ________________________________________________________ Date: _______________ 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



HIPAA AUTHORIZATION FOR USE OR DISCLOSURE OF HEALTH 
INFORMATION 

 
Date: ______ 
 
I. THE PATIENT. This form is for use when such authorization is required and complies with the Health 

Insurance Portability and Accountability Act of 1996 (HIPAA) Privacy Standards.  
 

Patient’s Name:  
Date of Birth:   
Social Security Number:  
 

II. AUTHORIZATION. I authorize Southern Comfort Pain & Wellness (“Authorized Party”) to use or 
disclose the following: (check one) 

 
☐ - All of my medical-related information. 
☐ - My medical information ONLY related to:  
☐ - My medical-related information from ____date to____ date. 
☐ - Other:  

 
Hereinafter known as the “Medical Records.” 
 

III. DISCLOSURE. The Authorized Party has my authorization to disclose Medical Records to: (check one) 
 

☐ - Any party that is approved by the Authorized Party. 
 
☐ - ONLY the following party: 

Name:  
Address:  
Phone:  
Fax:  

IV. PURPOSE. The reason for this authorization is: (check one) 
 

☐ - General Purpose. At my request (general). 

 

☐ - To Receive Payment. To allow the Authorized Party to communicate with me for marketing 
purposes when they receive payment from a third party. 

 

☐ - Other:  

V. TERMINATION. This authorization will terminate: (check one) 
 

☐ - Upon sending a written revocation to the Authorization Party. 
☐ - On the following date:  
☐ 

 



VI. ACKNOWLEDGMENT OF RIGHTS. 
 

I understand that I have the right to revoke this authorization, in writing and at any time, except where uses or 
disclosures have already been made based upon my original permission. I might not be able to revoke this 
authorization if its purpose was to obtain insurance. 

 

I understand that uses and disclosures already made based upon my original permission cannot be taken 
back.  

 

I understand that it is possible that Medical Records and information used or disclosed with my permission may 
be re-disclosed by a recipient and no longer protected by the HIPAA Privacy Standards.  

 

I understand that treatment by any party may not be conditioned upon my signing of this authorization (unless 
treatment is sought only to create Medical Records for a third party or to take part in a research study) and that 
I may have the right to refuse to sign this authorization. 

 

I will receive a copy of this authorization after I have signed it. A copy of this authorization is as valid as the 
original. 

 

Signature of Patient: __________________________ Date: __________________ 

 

Print Name: ________________________ 

(IF THE PATIENT IS UNABLE TO SIGN, USE THE SIGNATURE AREA BELOW) 

 

The patient is unable to sign due to: (check one) 

 

☐ - Being a Minor. Patient is __ years old and considered a minor under state law. 

 

☐ - Being Incapacitated. Patient is incapacitated due to:  

 

☐ - Other:  

Signature of Representative: __________________________ Date: __________________ 

 

Print Name: ________________________ 

 

Relationship to Patient: ☐ Parent ☐ Spouse ☐ Guardian ☐ Other: 

https://esign.com/
https://esign.com/

