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REGISTRATION FORM: 

PATIENT FIRST NAME MIDDLE NAME LAST NAME 

DATE OF BIRTH EMAIL 

SSN SEX MARITAL STATUS NUMBER OF KIDS 

o MALE o MARRIED o WIDOWED

o FEMALE o SINGLE o DIVORCED o OTHER

PERMANENT STREET ADDRESS HOME PHONE NUMBER 

CITY STATE ZIP MOBILE PHONE NUMBER 

WORK STATUS 

o FULL TIME o PART TIME o DISABLED □ UNEMPLOYED

EMERGENCY CONTACT NAME RELATIONSHIP TO PATIENT EMERGENCY PHONE NUMBER 

PRIMARY INSURANCE NAME SUBSCRIBER/INSURANCE ID NUMBER GROUP NUMBER 

SECONDARY INSURANCE NAME SUBSCRIBER/INSURANCE ID NUMBER GROUP NUMBER 

PRIMARY/FAMILY PRACTICE DOCTOR REFERRING DOCTOR 

PHARMACY NAME PHARMACY PHONE NUMBER 

PHARMACY STREET ADDRESS 

CITY STATE ZIP 













Acknowledgment of Receipt of Notice of Privacy 

$) � 
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I have received the Pain and Spine Center Notice of Privacy Practices. 

Patient Name: 

Patient Signature ( or Personal Representative*) Date 

Personal Representative's Name (Printed) Relationship ofRepresentative* 

*The Person Representative is the patient's decision maker if the patient cannot act for

themselves. It can be the parent, legal guardian, health care surrogate, or other person.
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Opioid Agreement for the Treatment of Chronic Pain 

Opioids, sometimes called narcotics, are medications useful for training a variety of pain 
problems. These medications may have significant side-effects and are tightly regulated by the 
state and federal government. They may be used carefully as a part of your treatment plan, with 
the goal of improved pain relief and a higher level of function (return to work, ability to do more 
in and out of your home). These medications will be used in conjunction with other treatments to 
accomplish these goals(ie. Physical therapy, nerve blocks psychological treatment, and other 
medications). 
Risks of opioid use: 

--

1. Constipation
2. Difficulty passing urine
3. Nausea, Vomiting, or Changes In Appetite
4. Itching and/or rash
5. Excessive daytime sleepiness, drowsiness, slowed ability to think and remember
6. If you have sleep apnea, opiate medications may make it worse
7. Problems with coordination, balance or reaction time that can effect your ability to drive

or operate heavy equipment; Patients should not drive when therapy is being initiated,
titrated upward or when new agents are introduced. Driving or operating heavy
machinery should only be done if you are stable therapy that is not adversely affecting
your cognition and coordination.

@ Alcohol poses significant danger when used with opioids and we advise our patients to 
avoid alcohol use. 

@ Physical dependence: your body becomes dependent on the medication, and if stopped 
abruptly could cause withdrawal symptoms: abdominal cramps, diarrhea, nausea, 
vomiting, physically dependent if on opioid medication for extended period of time. 

@Psychological dependence: craving for the medication after it is stopped , taking for other 
reasons than pain ( addiction). 

11. Tolerance: your body may becomes used to the medication, and more is needed over
time, to get the same amount of relief

12. Children born to mothers on these medication usually are dependent on the medication at
birth. If you are pre-menopausal female, tell Dr. Shahid what type of birth control you are
using.
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Patient Obligations: You are ultimately responsible for your medication. We are willing to begin or 

continue treating you with opioid medications under the following conditions: 

1. Take your medication exactly as directed by your prescribing physician/nurse practitioner.

2. 

@ 

Altering your medication is an automatic dismissal from our clinic. You can reach a nurse at 937-

280-4970.

Keep a close count of your medications. Generally these prescriptions are written to last 30 days

Keep your medications in a sa fe, secure place. It is impossible for us to determine which reports

of "lost" or "stolen" medications are true. DO NOT OPEN your medications over a sink or toilet.

Lost or damaged medications will not be replaced.

4. Do not give your opioid medications (or any other prescription medications) to others for any

reason. If you do so, you are subject to legal action. Do not alter your prescriptions in any way. If

there had been an enor in writing the prescription, it should be returned to the pain service and

another issued. Alteration of prescriptions is illegal.

5. If deemed necessary by the health care providers, random urine or oral swab screening may be

completed to assess the effect and compliance. You must comply with these safety measures to

continue your treatment within this pain clinic. Pill counts must be completed within the day of

request or your treatment is in jeopardy of dismissal.

By signing this agreement, you understand that this treatment will be discontinued if: 

a) The health care providers feel that these medications are not effective for your pain, or that the

use of these medications have not improved your overall function or health status, or you have

significant side effects.

b) You give away, sell or misuse the medications

c) You obtain the same or similar pain medications from other health care providers unless

this has been discussed and approved by our office.

d) You fail to adhere to clinical guidelines or treatment protocols.

Clinical Policies: 

1. There will not be any type of prescription issued after business hours, in between office visits,

weekends or holidays. All requests and prescription issues will be addressed during your

scheduled visits.

2. All of your opioid prescriptions should be filled at one phannacy. If you need to change

pharmacy due to relocation, you will need to fill out a new form.

3. Unless otherwise arranged, all of your opioid medications must be prescribed by one

provider/office. Your primary doctor periodically (with our expressed permission).

4. If you miss/cancel/no show for you scheduled injections, you will not receive your medication

(s).

Pharmacy Name: ____________ _ Phone:
------------

Address:--------------------------------

By signing this agreement, I ce11ify that I completely understand its content and agree to comply with the 

guidelines/principles outlined. 

Patient Signature: _________________ _ Date: 
-------
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AUTHORIZATION FOR RELEASE OF INFORMATION 

Patient Name: 
----------------------

AUTHOJUZATION: 
I authorize to release the above named individual's health information. 

The information to be disclosed is as listed: 

✓ Assessment/History and Physical
V Lah Tests 

___ ✓ ____ Radiology Reports

Date of Birth: 
-----

Other, needed information specified below: ---------------------

I understand that the information in my medical record may include information relating to sexually 

transmitted disease, acquired immunodeficiency syndrome (AIDS), or human immunodeficiency (HIV). It 

may also include information about behavioral or mental health services and treatment for alcohol and/or 

drug abuse. I understand that by signing this authorization I am authorizing the release of such information 

unless specified otherwise above. 

The information is to be released to: 

PAIN AND SPINE CENTER 

Dr. Abdul Q. Shahid, MD 
2619 Commons Blvd,  Suite 130 

Beavercreek, OH 45431 

PHONE: 937-280-4970 FAX: 937-630-4578 

PURPOSE: 
The purpose for the release of this inf01mation is: Continuity of Care ___ _ 

RESTRICTIONS: 

Other: 
-----

I understand that I may refuse to sign this authorization and that my refusal will not affect my ability to 

obtain treatment. 

This release expires one year from the date signed below: 

Patient Signature: _________________ Date: ___________ _ 



Financial Responsibility Agreement 

Below you will find a statement of financial responsibility. Patients with no heath insurance coverage are 

asked to pay at the time of service unless financial arrangements are made in advance. This statement 

needs to be singed and a copy must be kept in your patient file. Failure to sign the following 

statement could result in discharge from the pain management program or cancellation of set 

appointments. Please read the statement carefully. 

I, _____________ , as a patient of the PAIN AND SPINE CENTER understand that 

it is my responsibility to follow the rules and regulations set forth by my health insurance company 

regarding co-pays and coverage. Therefore, by signing this agreement, I assume responsibility for my 

account if my health insurance plan will not cover my visit. In addition, I am aware that if my plan 

includes office visit co-pays, I shall bring payment to each office visit. If at any time my health 

insurance coverage should change, I will notify the PAIN AND SPINE CENTER of the change 

immediately. 

___ Worker's Compensation Patients: 

If you are treated under a Worker's Compensation claim, it is your responsibility to notify the PAIN ANO 

SPINE CENTER if there is any change in your claim, including settlement, if you settle your claim, all 

treatment billed after settlement will become your responsibility. 

Patient Signature: _________________ Date: ___________ _

Assignment and Release (Commercial Insurance) 

I, the undersigned, have insurance with (name of insurance company) ____________ _ 
and assign directly PAIN AND SPINE CENTER all medical benefits, if any, otherwise payable to me for 

services rendered. I understand that I am financially responsible for all patient responsibility balances 

once my insurance has been billed. I hereby authorize the physician to release all information necessary 

to secure the payment of benefits. I authorize the use of this signature on all my insurance submissions. 

Signature of lnsured/Guardian: __________________ Date: ______ _ 

Medicare Authorization 

I authorize that payment of authorized Medicare benefits be made either to me or on my behalf to 

providers of PAIN AND SPINE CENTER for any services furnished by the physician. I authorize an 

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. 

understand my signature requests that payment be made and authorizes release of medical information 

necessary to pay the claim. If other health insurance is indicated on the Patient Registration form or 

elsewhere on other approved claim forms or electronically submitted claims, my signature authorizes 

releasing of the information to the insurer or agency shown. In Medicare assigned cases, the physician 

or supplier agrees to accept the charge determination of the Medicare carrier as the full charge, and the 

patient is responsible only for the deductible, coinsurance and non-covered services. Coinsurance and 

the deductible are bases upon the charge determination of the Medicare carrier. 

Beneficiary Signature: __________________ Date: _________ _ 




