SHEPHERD CENTER

Shepherd Pain Institute Pati ent
2020 Peachtree Road NW
Atlanta, GA 30309 Agreement

In order to provide the best quality of care, it is critical for you to be compliant with your treatment program.
You will be asked to sign an exact copy of this document upon your first visit.

By signing below, you agree to the following:

1. I will comply with the orders and/or recommendations of my treatment team.

2. | understand for every office visit and procedure, there will be two separate charges billed to my insurance
company (a facility charge and a provider charge). Co-pays and coinsurance portions will be billed to me
after the visit and sent to my home address.

3. I understand that if | am a self-pay patient, | am expected to pay in full at the time of the appointment, unless
other arrangements have been made with Shepherd Center Financial Services prior to my visit.

4. | understand that I am required to schedule an appointment to be seen. | understand that SPI cannot see
emergency walk in appointments.

5. 1 understand that | am required to arrive on time for appointments. If | am late for physician appointments,

I understand that 1 will be rescheduled for another day.

6. | understand that I am required to give 48 hours notice for cancellations/rescheduling

7. 1 understand that all patients receiving a procedure must have a driver (not bus or taxi).

8. | understand it is my responsibility to inform SPI of any changes in my insurer.

9. lunderstand that if | am a worker’s compensation patient, it is my responsibility to inform the SPI staff of
any changes in my insurer, adjustor, or case manager, or if my claim is settled.

10. I understand that any request for completion of disability papers should be directed to my primary treating
physician and that SPI does not complete disability papers.

11. I understand that threatening, intimidating, hostile, violent and/or verbally abusive behavior will not be
tolerated.

12. I understand that no illegally controlled substances may be used during my treatment at the SPI. | agree to
have random drug and alcohol screens upon request. If any screen is found to be positive, | agree to address
this issue through the recommendation of my treatment team.

13.1 understand that the SPI is a smoke-free facility and | agree not to smoke in the facility.

14. 1 understand that possession of weapons, destroying Institute porperty or theft of property while at the
Shepherd Pain Institute will result in immediate discharge from all SPI programs.

Failure to comply with one or more of the above statements may result in discharge from all Shepherd Center Programs
for three years upon the recommendation from your treatment team after a review of your behavior at Shepherd Center.
Thank you for choosing the Shepherd Pain Institute.

Patient Date

08/07
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FORM

SHEPHERD CENTER

Shepherd Pain Institute

2020 Peachtree Road NW
Atlanta, GA 30309
WHO REFERRED YOU?
WHO IS YOUR PRIMARY CARE PHYSICIAN?

PAIN HISTORY

Patient Name :

Account #:

MR # :

Date :

WHAT IS YOUR PAIN COMPLAINT/REASON FOR VISIT?

WHEN DID YOUR PAIN BEGIN?

WAS THERE AN INJURY? O YES [ NO (IF YES, PLEASE EXPLAIN)

IS YOUR PAIN THE RESULT OF AN ACCIDENT?

WHAT RELIEVES YOUR PAIN?
WHAT MAKES YOUR PAIN WORSE?

PREVIOUS TREATMENT FOR PAIN
NERVE BLOCKS
EPIDURALS
SURGERY
MEDICATIONS

TENS UNIT
PHYSICAL THERAPY
BIOFEEDBACK
HYPNOSIS
COUNSELING
CHIROPRACTOR
ACUPUNCTURE

MEDICAL HISTORY

YES
YES
YES
YES
YES
YES
YES
YES
YES
YES
YES

PLEASE CIRCLE ONE

NO
NO
NO
NO
NO
NO
NO
NO
NO
NO
NO

HELPFUL?

O YES O NO (IF YES, PLEASE DESCRIBE)

YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO
YES NO

LIST ANY MEDICAL CONDITIONS YOU HAVE BEEN DIAGNOSED WITH

(DIABETES, HIGH BLOOD PRESSURE, HEART ATTACK, THYROID PROBLEMS ETC):

SURGICAL HISTORY
LIST ANY SURGERIES YOU HAVE HAD
TYPE OF SURGERY

DATE:

SPI1 8/07






