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New Patient Information / IntakeSheet


Date: _____________    Home Phone: _ _________________________   Work Phone: _ ___________________________


Patient Name: ____________________________________________________________________________________


Chief Complaint: __________________________________________________________________________________


________________________________________________________________________________________________


Address: _________________________________________________________________   Apt: _ __________________


City: _ ___________________________________________________    State: _ ________   Zip: _ __________________


SS#: ________________________________    Age: ____________    DOB: ______________   Sex:      Male      Female


Email: ___________________________________________________________________________________________


Referred by: ____________________________________________________    Phone: __________________________


Spouses Name: __________________________________    DOB: _ ____________    SS#: _______________________


Employer: _________________________________________________    Phone: _______________________________


Address: _________________________________________________________________________________________


City: _ ___________________________________________________    State: _ ________   Zip: _ __________________


Primary Insurance: _________________________________________   Member ID: _____________________________


Group #: ______________________    Insured Person: __________________    Insured SS#: ______________________


Secondary Insurance: _________________________________________   Member ID: __________________________


Group #: ______________________    Insured Person: __________________    Insured SS#: ______________________


Is this a work related injury?       YES        NO 


Compensable Injury: _____________________________________________    Date of Injury: _ ____________________


W/C Carrier: _______________________________   Claim #: ________________    Phone: ________________________


Contact in Case of Emergency: _ _____________________________    Phone: _______________________________


Authorizations: I hereby authorize Deborah Westergaard, M.D. permission to treat myself / my dependents and to 


furnish information to my insurance carriers and / or attorneys, concerning my illness and treatments.


Signature of Patient / Guarantor: ______________________________________________    Date: __________________
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On the diagram above, please mark the area(s) where your pain is located


Rate your pain n a scale from 1 to 10 (1 = no pain, 10 = worse pain imaginable)  _________
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Pain Management Agreement for Prescriptions
This agreement applies to all prescriptions including opioids


I, _________________________________ understand that I must comply with the following rules of the Pain Clinic in 
receiving opioids.


1.	 I will use the opioid pain medications only as directed.
2.	 I will NOT increase my opioid usage, nor abruptly stop my opioid usage, without a pain clinic doctor’s 


permission.
3.	 I will NOT receive opioid medication outside of Dr. Westergaard’s pain clinic.
4.	 I will receive opioid ONLY at scheduled pain clinic visits. I will NOT receive opioid pain medications from the 


clinic by mail, or over the phone.
5.	 I will call the pain center when I need to schedule an urgent appointment, or I am having side effects or  having 


problems from the opioids.
6.	 I may be asked to submit to drug testing during opioid therapy. If my drug testing results are unsatisfactory, 


I understand that my doctor may decrease or discontinue my opioid therapy.
7.	 I will NOT use illegal drugs with my opioid medications, sell my pain medications, allow others to use 


my medications, alter my medication prescriptions, use my in unintended ways, use alcohol, or allow my 
medications to become damaged.


8.	 I will file a local police reports if my opioids are lost or stolen before they are replaced at the pain center. 
(Opioids are controlled substances, US Drug Enforcement Administration).


9.	 I will notify my doctor if I am considering or become pregnant.
10.	I understand that opioids can impair motor skills. Caution is urged when driving and operating heavy equipment.
11.	 If it is felt that I am not complying with the opioid agreement, my doctor may elect to decrease my opioids, or 


have addictions services assist my care.
12.	Any changes to medications or changes to directions will not be addressed over the phone. This will be 


discussed during an office visit with Dr. Westergaard.


I understand that my doctor may also choose to discontinue my opioid therapy if he or she believes that my pain is not 
improving on opioids, my use of opioids is escalating, or I am experiencing unacceptable side effects.


_____________________________________________ 	 _ _________________________
Patient Signature	 Date


_____________________________________________ 	 _ _________________________
Physician Signature	 Date


Pharmacy Information:


Pharmacy Name:__________________________________________________


Address:_ _______________________________________________________


Phone:__________________________  Fax:____________________________
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Pain Management Solutions
Dr. Deborah Westergaard, M.D.


Effective Date: 01/01/2007


THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GAIN ACCESS 
TO THIS INFORMATION.  PLEASE REVIEW CAREFULLY.


YOUR PRIVATE HEALTH INFORMATION (PHI)
Each time you have contact with a healthcare provider for delivery of healthcare; a record of your contact/visit is prepared.  This record, maintained 
in written, oral or electronic format, contains presenting signs/symptoms, results of examination and tests, diagnoses, treatment and future care.  
Your medical record is the physical property of Pain Management Solutions, but you have certain rights to restrict some of the uses or disclosures 
of the information in your medical record.  Pain Management Solutions, however, has the right to use and disclose the information contained in your 
medical record in the process of providing treatment, receiving payment and performing other regular health operations such as:  


●  Documenting and describing the care you received for legal purposes
●  Communicating with other healthcare providers who may be involved in your care
●  Educating health care professionals
●  Medical research
●  Providing information for government and public health entities responsible for improving public health and welfare
●  Evaluating and improving the care you receive and the outcomes achieved
●  Billing and verification of services provided to you
●  Conducting other routine healthcare operations such as quality improvement studies and assessing healthcare provider competence 


Protecting your privacy and maintaining the security of your health information is one of the most important responsibilities of Pain Management 
Solutions.  Pain Management Solutions is required by law to maintain privacy and confidentiality of your health information, provide you with this 
Notice of Privacy Practices, notify  you of your rights to restrict use of this restriction, and allow you to review the Notice of Privacy Practices prior to 
granting consent and notifying you of changes/revisions to this Notice.  


EXAMPLES OF DISCLOSURE OF YOUR PHI


●  Healthcare delivery and treatment:
Information obtained from you by a physician, nurse or other healthcare professional is documented in your record and used for the assessment, 
evaluation, diagnosis and treatment of your medical condition(s).  This information is provided to other healthcare professionals, such as other 
physicians, specialists, physical therapists, hospital based providers and/or other healthcare providers following your treatment by Pain Management 
Solutions.  


●  Billing and payment:  
Your PHI is utilized to justify the level of care delivered to you and the charges incurred for the services.  This information generally accompanies the 
bill and is sent to our payers.  


●  Other healthcare operations:
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Continue:  Private Healthcare Information (PHI)


Pain Management Solutions may disclose your PHI to other individuals and businesses in order for Pain Management Solutions to perform its 
day-to-day operations.  These other individuals and businesses include business associates such as vendors and/or contractors used for billing and 
claims management, medical research, disease management, and quality improvement initiatives, as well as management services organizations, 
laboratories, other free standing diagnostic facilities and legal counsel.  Pain Management Solutions requires all its business associates to agree to 
appropriately protect the confidentiality of your PHI.  


●  Reminders and Treatment:  
Pain Management Solutions may contact you to provide you with information that we feel is useful or helpful to you, based on your PHI.  For 
example, Pain Management Solutions may contact you (or instruct a specialist physician to whom you have been referred to contact you)  to 
schedule an appointment or as an appointment reminder, to suggest alternative treatments, or to provide you with information on treatments you are 
already receiving.  


●  Other Uses and Disclosures:  
Pain Management Solutions may also utilize or disclose your PHI in order to communicate with or notify family members, relatives and others 
responsible for your health, and funeral directors.  In addition, Pain Management Solutions may disclose your PHI through other communications and 
reports required to be made by healthcare professionals such as the public health department, law enforcement, the Food and Drug Administration, 
organ procurement organizations, correctional institutions, and worker compensation, where applicable.   


Other uses and disclosures of PHI not permitted or required by law will be made only with your written authorization.  You may revoke your 
authorization at any time provided that the revocation is in writing, except to the extent that Pain Management Solutions has already taken action in 
reliance on your prior authorization.  


YOUR RIGHTS CONCERNING PHI


Except as otherwise provided by law, you have the right to:  


●  receive a paper copy of this Notice of Privacy Practices if you have agreed to receive it electronically;  
●  receive confidential communications of PHI if a request is submitted to Pain Management Solutions in writing;
●  inspect and copy PHI or records about you in a designated record set as long as the PHI is maintained in the record set;
●  ask Pain Management Solutions to amend PHI or records about you in a designated record set as long as the PHI or record is maintained in the 
record set (Pain Management Solutions is not required to change the information if it deems it to be accurate);
●  receive an accounting of disclosures of PHI (a list of the disclosures made by Pain Management Solutions about you for reasons other than 
treatment, payment or healthcare operations); and  
●  request that Pain Management Solutions restrict uses or disclosures of your PHI.  Though Pain Management Solutions is not required to agree to 
a restriction, to the extent that it does agree with your request, Pain Management Solutions may not use or disclose the protected PHI in violation of 
the restriction unless the information is needed to provide emergency treatment, or is otherwise permitted or required by law.
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Continue:  Private Healthcare Information (PHI)


Pain Management Solutions is required by law to abide by the terms of this Notice of Privacy Practices, allow you to review this Notice prior to 
granting consent, and notify you of changes/revisions to this Notice.  If you believe your privacy rights have been violated, you may submit a written 
complaint to Pain Management Solutions or the Secretary of Health and Human Services describing in detail the manner in which you feel your 
privacy rights have been violated.  Pain Management Solutions will not retaliate against you in any way for filing a complaint with Pain Management 
Solutions, or with the Secretary.  


This Notice of Privacy Practices is effective as of 01/01/2007.  For further information regarding PHI, please contact Office Manager, Privacy Officer 
or Pain Management Solutions, as (214) 750-6200.


PATIENT CONSENT FORM


Use and Disclosure of Health Information for Treatment, Payment, or Healthcare Operations


I understand that as part of my healthcare, Pain Management Solutions originates and maintains health records describing my health history, 
symptoms, examination and test results, diagnoses, treatment and any plans for future care or treatment.  I understand that this information 
is utilized to plan my care and treatment, to bill for services provided to me, to communicate with other healthcare providers and other routine 
healthcare operations such as assessing quality and reviewing competence of healthcare professionals.  


This Notice of Privacy Practices provides specific information and complete description of how my personal health information may be used and 
disclosed.  I have been provided a copy of or access to the Notice of Privacy Practices and understand that I have the right to review the notice 
prior to signing this consent.  I understand that Pain Management Solutions reserves the right to change the Notice of Privacy Practices.  Prior to 
implementation of the revised Notice will be mailed to me if I provide my address below.  I understand that I have the right to restrict the use and/or 
disclosure of my personal health information for treatment, payment or healthcare operations and that Pain Management Solutions is not required 
to agree to the restrictions requested.  I may revoke this consent at any time in writing except to the extent that Pain Management Solutions has 
already taken action in reliance on my prior consent.  This consent is valid until revoked by me in writing.  


[  ]      I request the following restrictions and or authorizations on the use and/or disclosure of my personal health information.


_____________________________________________________________________________________________________________________
I further understand that any and all records, whether written, oral or in electronic format, are confidential and cannot be disclosed without my prior 
written authorization, except as otherwise provided by law.  


I have been provided and have reviewed Pain Management Solutions Notice of Privacy Practices


_______________________________________________________ 	 ________________________________
Signature of Patient or Legal Representative	 Date


_______________________________________________________ 	 ________________________________
Witness	 Date


I request that changes to thie Notice be sent to me at this address:_________________________________________________________________
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Initial Patient History


Patient Name: _______________________________________________________ Date: ________________________


Please describe your pain below: ____________________________________________________________________


________________________________________________________________________________________________


When did your pain start? _______________________________    Is your pain: ______ Constant or   ______ Intermittent


How were you injured? ______________________________________________________________________________


Circle the word(s) that best describe the character of your pain:


Aching	 Dull	 Throbbing	 Nagging	 Tingling	 Numbness	 Burning	 Stinging


Sharp	 Stabbing	 Tiring	 Tender	 Radiating	 Other:______________


What time of the day is your pain worse? (i.e. morning, evening, etc)__________________________________________


What makes your pain better? (i.e. lying down, standing) ___________________________________________________


What makes yoru pain worse? (i.e. sitting still, heavy lifting)_ ________________________________________________


Please check surgeries you have had:


Abdominal Surgery	 [  ]	 Carotid Artery	 [  ]	 Back Surgery	 [  ]


Gallbladder	 [  ]	 Coronary Bypass	 [  ]	 Hip Surgery	 [  ]


Appendectomy	 [  ]	 Lung Surgery	 [  ]	 Knee	 [  ]


Laparoscopy	 [  ]	 Thyroid	 [  ]	 Carpal Tunnel	 [  [


Hysterectormy	 [  ]	 Tonsillectomy	 [  ]


Hernia	 [  ]	 Neck Surgery	 [  ]


Please list any other surgery you have had:______________________________________________________________


________________________________________________________________________________________________


________________________________________________________________________________________________


Please list all medications, including non-prescription drugs, aspirin (i.e. BC Powder, Anaoin, Bayer, etc) and herbs that 


you are currently taking, including strength and dosage instructions and how long you have been taking each medication:


________________________________________________________________________________________________


________________________________________________________________________________________________


________________________________________________________________________________________________


________________________________________________________________________________________________


Please list allergies:_________________________________________________________________________________


________________________________________________________________________________________________


Are you allergic to:  [  ] Iodine   [  ] Seafood    [  ] Benadryl    [  ] Latex    [  ] Tape
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Please check whether or not the following conditions apply to you:


Fever	 [  ]	 Headaches / Seizures	 [  ]
Skin Problems	 [  ]	 Fainting / Dizziness / Stroke	 [  ]
Itching, Rashes, Moles, Warts	 [  ]	 Problems Speaking	 [  ]
Bruise Easily	 [  ]	 Memory Problems	 [  ]
Vision Loss / Cataracts / Glaucoma	 [  ]	 Paralysis	 [  ]
Redness / Itching of Eyes	 [  ]	 Head Injury	 [  ]
Hearing Loss	 [  ]	 Nerve Injury	 [  ]
Ear Infections / Ear Ringing	 [  ]	 Diabetes	 [  ]
Anemia or Blood Disorder	 [  ]	 Thyroid Problems	 [  ]
Nosebleeds	 [  ]	 Intolerant to Heat / Cold	 [  ]
Tonsil Problems	 [  ]	 Significant Weight Loss / Gain	 [  ]
Breast Lumps / Discharge	 [  ]	 Depression	 [  ]
Asthma	 [  ]	 Anxiety	 [  ]
Shortness of Breath / Wheezing	 [  ]	 Insomnia	 [  ]
Lung Problems / TB / Pneumonia	 [  ]	 Daytime Drowsiness	 [  ]
Cough	 [  ]	 Psychiatric Problems / Treatment	 [  ]
Do you smoke?	 [  ]	 Cancer	 [  ]
	 If yes, how much?________________		  Marital Status:	 Single	 [  ]
Did you ever smoke?	 [  ]		  Married	 [  ]
High Blood Pressure	 [  ]		  Divorced	 [  ]
Heaert Murmur / Heart Attack	 [  ]		  Widowed	 [  ]
Chest Pain / Abnormal EKG	 [  ]	 Do you have children?		  [  ]
Ulcer	 [  ]	 If yes, are they healthy?		  [  ]
Hiatal Hernia / Reflux	 [  ]	 __________________________________________
Hemorrhoids	 [  ]	 __________________________________________
Gallstones	 [  ]	 Are you currently working?	 [  ]
Liver Disease	 [  ]	 What is your occupation?______________________
Change in Appetite / Bowel Habits	 [  ]	 __________________________________________
Irritable Bowel Disease	 [  ]	 How long have you been off work?	 [  ]
Kidney Stones	 [  ]	 __________________________________________
Blood in Urine	 [  ]	 Do you drink alcohol?	 [  ]
Loss of Bladder Control / Pain	 [  ]	 If so, how much?_ ___________________________
Frequency / Urgency in Urination	 [  ]	 __________________________________________
Female / GYN		  Alcohol Problems?	 [  ]
	 Last visit to GYN:_ _______________ 		  List any lasting infections you have had:__________
	 First day of last period:____________ 		  __________________________________________
	 Any possibility you are pregnant?	 [  ]	 Mother’s health problems:_ ____________________
HIV or AIDS	 [  ]	 __________________________________________
Neck Pains	 [  ]	 __________________________________________
Back Pain	 [  ]	 __________________________________________
Problems walking	 [  ]	 Father’s health problems:______________________
Joint Pain / Muscle Weakness	 [  ]	 __________________________________________
Arthritis	 [  ]	 __________________________________________
Broken Bones	 [  ]	 __________________________________________
List any infections you have had with in the last six months (i.e. staph, strep throat, etc)_ __________________________
________________________________________________________________________________________________
________________________________________________________________________________________________
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Statement of Patient Financial Responsibility


Co-Pay Policy


Consent for Treatment and Authorization to Release Information


Cancellation / No Show Policy


Self-Pay


Patient Name: ________________________________________________________    DOB: _ ____________________
The office of Deborah Westergaard,, MD, PA, appreciates the confidence you have shown in choosing us to provide for your health care needs.  The services you have elected to 
participate in impliesy a financial responsibility on your part.  The responsibility obligates you to ensure payment in full of our fees.  As a courtesy, we will verify your coverage and bill your 
insurance carrier on your behalf.  However, you are ultimately responsible for payment for your bill.
You are responsible for payment of any deductible and co-payments/co-insurance as determined by your contract with your insurance carrier.  We expect these payments at the time of 
service.  Many insurance companies have additional stipulations that may affect your coverage.  You are responsible for any amounts not covered by your insurer.  If your insurance car-
rier denies any part of your claim, or if you or your physician elects to continue past your approved period, you will be responsible for your balance in full.
I have read the above policy regarding my financial responsibility to Dr. Deborah Westergaard’s office, for pain management services rendered to me or the above named patient. I certify 
that the information is, to the best of my knowledge, true and accurate. I authorize my insurer to pay any benefits directly to Deborah Westergaard, MD, PA, the full and entire amount of 
the bill incurred by me or the above named patient; or, if applicable, any amount due after payment has been made by my insurance carrier.


Signature of Patient / Guarantor: ______________________________________________    Date: __________________


Some health carriers require the patient to pay a co-pay for services rendered. It is expected and appreciated at the time the services are rendered for the patients to 
pay at EACH VISIT. Thank you for your cooperation in this matter.


Signature of Patient / Guarantor: ______________________________________________    Date: __________________


I hereby authorize Deborah Westergaard, MD, PA through its appropriate personnel, to perform or have performed upon me, or the above named patient, appropriate assessment and 
treatment procedures.
I further authorize Deborah Westergaard, MD, PA to release to appropriate agencies, any information acquired in the course of my or the above named patient’s examination and treat-
ment. Other than the Physician’s office that referred me, my primary Care Physician, and any Physicians or facilities that I am referred to by Deborah Westergaard, MD, PA, the following 
people are allowed to receive a copy of my records, or speak to the appropriate staff in Dr Deborah Westergaard’s office regarding my treatments.


1. ______________________________    2. _ _________________________    3. ________________________________


Signature of Patient / Guarantor: ______________________________________________    Date: __________________


We understand there may be times when you miss an appointment due to emergencies or obligations to work or family. However, we urge you to call 24-hours prior to canceling your 
appointment.
I understand if I no show for two consecutive appointments, I may be charged a $25.00 fee. This fee will not be paid by insurance, this is the patient’s responsibility and will be collected 
prior to seeing the physician.


Signature of Patient / Guarantor: ______________________________________________    Date: __________________


I do not have health insurance and will be responsible for services rendered here at Deborah Westergaard, MD, PA. I agree to pay Deborah Westergaard MD, PA, the full and entire 
amount of treatment given to me or to the above named patient at each visit.


Signature of Patient / Guarantor: ______________________________________________    Date: __________________





