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2000 Van Ness Avenue, Suite 402
San Francisco, Ca 94109
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Dear Prospective Patient:

I want to personally welcome you to Pacific Pain Treatment Center (PPTC). Please let me give
you some information about our institution so that you will know what to expect from us and
what we may expect from you. PPTC is a pain-care institution that strongly believes in the
interdisciplinary evaluation and treatment of patient in chronic pain.

Because we believe in treating all aspects of our patient’s pain we rely on the expertise of
differing health care givers to create a treatment plan for you that involves all of them. Our
goals for you, should you choose to continue your care at PPTC, will be to:

Reduce the intensity of pain

Improve your physical functioning

Improve your emotional functioning

Reduce utilization of scarce healthcare resources
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Your first evaluation at PPTC will be conducted by one of our pain medicine doctors. After this
evaluation you will be evaluated by our psychologic pain therapist for a psychosocial
evaluation. The purpose of this evaluation is to give us information on how you are coping with
your pain and how your pain is affecting your daily life. Please remember that until all of our
evaluations are completed, we will not formulate a treatment plan for you nor will we be
prescribing any medications for you. Depending on your insurance and authorization for these
evaluations, this process may take anywhere from one to six weeks. Knowing that all of our
referred patients are hurting, we will try to expedite the evaluation for you.

If you have any questions regarding your care, please do not hesitate to contact one of our staff.
We are looking forward to meeting you and providing you the best pain care that is available.

Sincerely yours,

Elliot S. Krames, MD
Medical Director

Thank you for contacting the Pacific Pain Treatment Center (PPTC) for an evaluation and
treatment of your pain problem. An evaluation at our clinic includes both a medical as well as a
psychological evaluation. After your medical evaluation, you will be provided with information
regarding the psychological portion of your appointment. We sincerely hope you will allow us
to help you manage your pain problem



PPTC

Elliot S Krames MD Medical Director

To assist us with your pain evaluation, we will need you to complete this New Patient Packet
regarding your medical history, pain problem(s) and treatment. Within this packet you will find
several enclosures. The following list may be helpful to you:

1. Patient Information Record
Please complete these forms. You may choose to either mail the completed form to us or
bring it with you to your first appointment. We request that you complete all the information
that is requested, as it will make your visit with us go more smoothly. If the packet is not
completed by the time of your first appointment we may neadtpareschedule your
appointment.

2. Pain Record
Please follow directions in completing this enclosed form. It is very important to the doctors
for the diagnosis and treatment of your pain.

3. Medical Record Release Authorization
Sign this record and give or mail a copy to each doctor of other care provider who can
furnish with important information about your pain problem. Your signature on this form
allows that doctor to mail your medical records to us. You cannot be seen in this office
before we obtainyour old medical records from, previous doctors. Your doctors can
either mail or fax your records to us. Our fax number is 41567-2534.

4. Insurance Card
At the time of your appointment, check in at the reception desk and please present your
insurance card(s) and a photo ID to be copied for your record.

5. Payment for Services
Our office is pleased to assist you in billing your primary insurance company. We will be
helpful in billing your secondary insurance. You will, however, be accountable for paying
any remaining balance. If you do not have insurance coverage, you will be responsible for
payment in full at the time services are rendered. We accept cash, VISA, or personal check.

6. Keeping appointments
Punctuality is very important. Please be on time and we will try with all our ability to do
the same. Kindly give us 24 hours notice if you are unable to keep an appointment with us.
Failure to do so will result in a cancellation charge.

Sincerely,
Diane Galvez

New Patient Coordinator
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PPTC PATIENT REG ISTRATION FORM

PATIENT Date of Birth
Address City/ State/ Zip
EMERGENCY CONTACT: Home Phone:
Cell Phone:
Name: Other Phone:
Relationship: Fax:
Phone #: Email

INSURANCE INFORMATION :

Primary Insurance Group #:
Claims Address City/ State/ Zip
Phone Insurance ID

Name of Il’lsured(include date of birth if primary insured is spouse or other):

Secondarylnsurance Group #:
Claims Address City/ State/ Zip
Phone Insurance ID

Name of Insured: (include date of birth if primary insured is spouse or other):

WORKEROS COMPENSATION (if applicable)

Name of Insurance Claim#:
Employer Name: Date of Injury:
Adjustor Name: Phone #:
Claims Address City/ State/ Zip

Applicant Attorney: Phone#:

I vouch that the above information is true and correct. I understand that if my medical care is not fully covered by worker’s compensation insurance, I am fully
responsible for the portion of my bill that is not payable by prior contract with my insurance company including Medicare. If PPTC does not have a contract with my

insurance company, it is further my understanding that I am fully responsible for 100% of the charges and bill referable to my medical care at PPTC.

Signature Date




PATIENT DATA RECORD

Referring Doctor

Name Address phone

Primary Doctor

Name Address phone

Physicians you have seen for your pain problem

Date Name Address phone
1.
2.
3.
4.
Please list all medical problems
1.
2.
3.
4.

Please list surgical procedurs you have had for your pain and otherwise

Procedure Doctor date
1.
2.
3.
4.
3.
6.
Name Address phone/fax
Pharmacy

Nursing Agency(if applicable)

Infusion Company (if applicable)

Dentist




Pacific Pain Treatment Center

1. Name Age Height Weight

2. When did your pain problem first start? Date: was there an injury? Y N
If there was an initial injury please describe what happened:

3. Please list the doctors/providers you have seen since your pain began and what sorts of treatments
they have done. Please use the back of the shiégou need more room.
Doctor/Provider Name and Specialty Treatment

4. Location of pain (circle any that apply): leg low back mid back upper back neck shoulders head
arm/hand fingers buttocks foot toes chest face jaw abdomen pelvis other

5. Circle the words below that describe your presentpain for each location of pain listed above.

Pain Location #1 (please state location)

dull aching  throbbing sharp stabbing burning shooting electrical
pins and needles cold cramping other
Is this pain constant or does it come and go ? (check one)

Pain Location #2 (please state location)

dull aching  throbbing sharp stabbing burning shooting electrical
pins and needles cold cramping other
Is this pain constant or does it come and go ? (check one)

Pain Location #3 (please state location)

dull aching  throbbing sharp stabbing burning shooting electrical
pins and needles cold cramping other
Is this pain constant or does it come and go ? (check one)

6. Please mark one spot on thellowing lines representing your current and average intensity of pain.
Current intensity of pain:

No pain | | Worse pain imaginable
p p g

Average intensity of pain over past week:

No pain | | Worse pain imaginable
p p g
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7. Please shade in the area of your pain and mark the locations described above.

8. What activities, can you no longer participate in because of your pain? List the 4 most significant.

1. 2.

3. 4.

Please list the amount of time or distance you can comfortably perform the activities below.

9. Does your pain inerfere with your ability to sit? Yes No Time

10. Does your pain interfere with your ability to stand? Yes No Time
11. Does your pain interfere with your ability to walk? Yes No Time
12. Does your pan interfere with your ability to drive? Yes No Time
13. Does your pain interfere with your ability to write? Yes No Time
14. Does pain interfere with your ability to dress yourself? Yes No

15. Does your painnterfere with your ability to sleep? Yes No
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16. How many hours do you sleep at night?

17. How many hours do you spend each day lying down or reclining when you are not usually sleeping?
Enter the number of hours: 0 D24

18. How many hours are you active and not reclining each day?-p4

19. What makes your pain worse?

21. What percentage of improvement would you need in order to have an acceptable quality of life?
0 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

22. The following is a list of various treatments often used to treat obnic pain. Please state whether you
have used any of these treatments by checking the space in front of it and circle whether this treatment helped
your pain or did not help your pain.

____acupuncture: helped did not help

___transcutaneous electrical nerve stimulation (TENS): helped did not help

____manipulation (e.g., osteopathic, chiropractic): helped did not help

___ physical therapy helped did not help

____home exercise program: helped did not help

____pool/hydrotherapy: helped did not help

___ heat: helped did not help

____ice: helped did not help

____prosthetics (braces, supports, etc): helped did not help

__ biofeedback or relaxation therapy: helped did not help

____counseling/psychotherapy: helped did not help

____medication: helped did not help

___trigger points injections: helped did not help

____nerve blocks (e.g. epidurals, facet blocks etc) helped did not help
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23. Please circle any diagnostic studies you have had done for your current pain

problem and write in the space where these stuels were done.
PLEASE BRING ALL RELAVENT FILMS AND REPORTS TO FIRST APPOINTMENT

X-Rays

CT scan

MRI

Nerve conduction Studies/EMG

Laboratory results

PAST MEDICAL HISTORY
24. Please check any medical conditions thgbu have been diagnosed with.

Diabetes Heart disease Lung disease
High blood pressure Bleeding problems Thyroid problems
Cancer Seizures Other

25. Have you been admitted overnight to a hospital for any rears other than surgery or childbirth in
the past 5 years? No____ Yes Use the back if you need more room.
Problem Year of hospitalization

26. Please list any surgeries you have had in your life.
Type of Surgery Year of Surgery

27. Please list all your medications (prescription and over the counter) you currently take. (PLEASE BRING

ALL YOUR MEDICATIONS WITH YOU TO YOUR FIRST APPOINTMENT )
Name of medication dose of medication (mg) # of pills per day
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28. Please list any medications that you are allergic to.
Medication Type of reaction

29. Please list any other medications you have tried in the past for your pain and state why you are no
longer taking it (eg.. didnOt work or had sie effects):
Name of Medicine Reason for stopping

30. FAMILY HISTORY: Please check any medical conditions that have been diagnosed in your
immediate family and indicate which relative. (Mother, Father, Brother, Sster, Children)
Condition: Relative(s) with this condition:

Diabetes

Heart disease

High blood pressure

Lung disease

Cancer

Thyroid disease

Bleeding problems

Chronic Pain Condition

SOCIAL HISTORY:
31. Married / Single / Divorced / Widowed? Childrer? Yes / No If yes, how many? ages

32. Are you currently working? Yes No If no, are you retired? disabled?

33. Current or former occupation?

34. Do you drink alcohol? Yes No
If yes, how may drinks per day , week , month , Or year ?

35. Do you use tobacco products? Yes No If yes, how much / day

36. Have you ever used any other recreational drugs? Yes No
If yes, please list what substances and date tased.
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the past year.

1. Constitutional symptams:
a. Weight loss/gain
b. fever;
c. general fatigue.
2. Skin:
a. Rash
b. Itching
c. changes in color
d. changes in hair/nails.
3. Hematologic/Lymphatic:
a. swollen glands
b. easy bruising/bleeding
c. low blood count
4. HEENT:
a. frequent headaches
b. trouble with vision
c. hearing problems
d. ringing in ears
e. sinus trouble
f. nosebleeds
g. sore throat
h. hoarseness
1. trouble swallowing
5. Respiratory:
a. recurrent cough;
b. shortness of breath
6. Cardiac:
a. chest pain
b. palpitations
c. swelling in feet

Physical Exam:
BP

HR

SpO2

Height
Weight__
Heart:

Lungs:

REVIEW OF SYSTEMS
37. Please review the symptoms for each category below and circle any symptoms you have had in

Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes No

7. Abdominal:

a. abdominal pain

b. nausea

C. vomiting

d. constipation

e. diarrhea

f. stool loss of control

Yes  No
8. Urinary:

a. frequent urination

b. urine loss of control

c. difficulty urinating
9. Reproductive:

a. sexual dysfunction

b. menstrual problems
10. Endocrine

a. excessive thirst

b. heat/cold intolerance
11. Musculoskeletal

a. muscle cramps

b. difficulty walking

c. joint aching
12. Neurologic:

a. fainting

b. dizziness

c. seizures

d. weakness/paralysis

e. difficulty concentrating

f. memory problems
13. Psychiatric

a. Depression

b. Anxiety
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Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes  No
Yes No



Pacific Pain Treatment CenterOs
Expectation of Care Document

Welcome to Pacific Pain Treatment Centers (PPTC). PPTC is dedicated to
interdisciplinary, ethical caring of the patient with chronic pain regardless of race, color,

religion, gender, age, sexual orientation, or national origin. Agreed upon expectations of
patient and the clinic ensure that this clinic will meet the needs of all of our patients. With

this understanding, this clinic wants all of our patients to know and understand the

following:

1. After reading this Expectation of Care Document, you are required to sign it below, indicating
that you will abide by its expectations.

2. You will receive a packet of information regarding the policies and procedures followed by PPTC
and a medical questionnaire prior to your fist visit to PPTC. You are required to fill out this
questionnaire in its entirety before coming for your first visit. If you do not fill this questionnaire
out, you may not be seen by a physician at that time.

3. PPTC must be in receipt of pertinent medical information from your referring physician to
adequately assess your pain problem. Therefore, and appointment will not be made for you until
we are in receipt of this information.

4. Ifyou have x-rays, Cat Scans, or MRIs that address your pain problem, please bring them with
you to your first visit.

5. No treatment, including prescription of pain medications, will be prescribed by PPTC to you on
your first visit.

6. PPTC is an interdisciplinary pain treatment center requiring evaluation by all members of the pain
team including PPTC’s psychologists before treatment will begin.

7. If your referring physician has told you that he or she will no longer prescribe medications to you
and that will be the responsibility of PPTC, please inform him or her that PPTC DOES NOT
PRESCRIBE ANY MEDICATIONS UNITL YOUR EVALUATION, INCLUDING AN
EVALUATION BY OUR PSYCHOLOGIST, IS COMPLETED.

8. PPTC will obtain a “Patient Activity Report” from the Drug Enforcement Agency to verify any
controlled substance medications that you are receiving from your current prescribing physicians.

9. PPTC may request a urine sample from you at the time of your first visit or at random any visit
thereafter. Urine drug testing is a tool used by PPTC to determine your compliance with
medications being prescribed to you by your physicians and to confirm that you are not using any
non-prescribed medications or illegal drugs.

10. After initial evaluations by the appropriate members of our pain team at PPTC, you will be
notified of our care and treatment plan for you.

11. PPTC may, after this initial evaluation, decide that treatment at PPTC is not appropriate for you.
In this eventuality, you will be referred back to your referring physician.

12. Once your treatment plan has been determined and agreed upon by you and the treatment team,
you will be expected to follow it, in its entirety. You have the right to refuse treatment at any
time. If you refuse treatment, this may result in your being referred back to your referring
physician for your pain care.

13. PPTC believes that chronic pain is never an emergency! Therefore, the clinic will not approve of
your visiting emergency rooms for treatment of your chronic pain at any time; you are
encouraged to do so in the case of a new emergent pain, side effects of prescribed pain
medications or treatment, or medical emergency.

14. Patients complaining of a new pain, side effects of their medications or treatment, or true medical
emergency are encouraged to call the physician on call, however, telephone calls for routine
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15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

chronic pain complaints that you are being treated for during evenings, nights, weekends, and
holidays will not be tolerated.

All medical issues regarding your chronic pain must be discussed in person with a physician of
PPTC, not by phone, and not by email.

You will be given a narcotic contract to sign before any and all analgesic medications are
prescribed. This contract outlines the responsibilities of the clinic to you and your responsibilities
to the clinic regarding the prescription of pain medications.

All patients receiving medications prescribed by PPTC must take their medications as prescribed.
You must agree to receive your pain medications from one pharmacy reported by you to the
clinic. PPTC must be notified in advance of any planned change in your pharmacy.

You must agree not to accept pain medications from any physician not associated with PPTC
unless prescribed by that physician during a hospital stay or for outpatient or inpatient surgery.
You are to be responsible for your medications. No excuse for lost medication, stolen
medication, dropped medication, etc. will be accepted by the pain team. This means that no
refills will be made before the allotted time of the prescription.

No refills of medications will be made after office hours, during weekends, or during holiday
periods. You must be responsible for your own medications and make an appointment for a refill
of your pain medication before that medication runs out.

Telephone refills are discouraged. The clinic will make every effort to ensure that you will not
run out of medications. If you know that you are going to run out of your medications, you are
responsible for requesting a refill at your clinic appointments.

The physicians at PPTC prescribe narcotic or opioid medications in a responsible manner. We
are concerned about prescribing these medications to persons who, unbeknownst to us, are getting
narcotic medications or other medications with addictive potential from other physicians, or “off
the street.” Therefore, all patients on narcotic or opioid medications prescribed by PPTC agree to
unscheduled drug testing if the physicians of PPTC deem it necessary.

If you are on chronic narcotic medications, you must understand that PPTC will allow you to go
through narcotic withdrawal from your medication should we feel that you are managing these
medications irresponsibly.

Failure, to abide by this understanding will be taken by the clinic to mean that you either no
longer want to be treated by the clinic or that you will not abide by the rules of the clinic. In
either case, failure to abide might be cause for referral back to your referring physician for pain
care.

I understand that the use of marijuana prescribed or otherwise, is against the policy of PPTC. If1
am currently using marijuana, I agree to discontinue. If test positive for the use of marijuana in
my urine tox screen, I understand that it is grounds for my discharge from treatment at PPTC.

I HAVE READ THE ABOVE DOCUMENT, MY QUESTIONS HAVE BEEN ASKED AND
ANSWERED, AND I AGREE TO ABIDE BY THE ABOVE EXPECTATIONS OF CARE AT PPTC.

Signature: Date:

ADMINISTRATIVE CHARGES
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As you may already know, practicing medicine in the Bay Area has become increasingly
expensive. In order to defray some of the costs that are not covered by our patients’ insurance
plans, we charge for some administrative services that we provide to our patients.

Out of courtesy to you, we want to inform you of these charges in advance:

1. Medical Records are copied by an outside agency that will bill you per page. Generally,
if a patient requests their own records, a charge of 50 cents per page up to 100 pages is
charged, then 25 cents per page after 100. If you request you request your records to be
copied and sent somewhere other than to your home address, a change in rate may apply.

2. If you do not show up for an appointment or if you cancel with less than 24 hours notice,
we have a $25.00 service charge.

3. Finally, to fill out forms, such as insurance and/ or disability claims, or to write a letter on
your behalf, we charge $25.00.

We hope that this information will clarify any future charges and we thank you for the
understanding the economic reality of medicine in San Francisco.

Print Name Date

Signature

PATIENT CONSENT FORM
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The Heath Insurance Portability and Accountability Act of 1996 (HIPAA)) established a
“Privacy” to help insure that personal health care information is protected for privacy. The
Privacy Rule was also created in order to provide a standard for certain healthcare providers to
obtain their patients’ consent for uses and disclosures of health information about the patient to
carry out treatment, payment, or healthcare operations.

As our patient, we want you to know that we respect the privacy of your personal nical
records and will do all we can to secure and protect your privacyWhen it is appropriate or
necessary, we provide the minimum necessary information only to those we feel are in legitimate
need of your healthcare information regarding treatment, payment, or healthcare operations, in
order to provide healthcare that is in your best interest.

We fully support your access to personal medical recordsWe may have treatment
relationships with other entities that are direct and/or indirect part of your treatment (such as
hospitals, referring doctors, etc.), and may have to disclose personal health information for
purposes of treatment, payment or healthcare operations. These entities are most often not
required to obtain patient consent.

You may refuseto consent to the use or disclosure of your personal health informatiohut
this must be done in writing. Under this law, we have the right to refuse to treat you should you
choose to refuse to disclose your Protected Health Information. If you choose to give consent in
this document, at some future time you may request to refuse all or part of your Protected Health
Information from being used. You may not revoke actions that have already been taken which
relied on this or previously signed agreement.

If you have any questions or objections to this form, please ask to speak with our HIPAA
Compliance Officer or their assistant. You have the right to review our Privacy Notice to
request restrictions and revoke consent in writing. We urge you to become familiar with our
Notice of Privacy Policy available in our clinic.

Print Name Date

Signature

MEDICAL RECORDS RELEASE AUT HORIZATION
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To: Date:
Address :

Re: Sex: M/ F
Patient Name D.O.B.

Description of Requested Records:

All records that pertain to patients pain problem
Recent MRI and X-ray Reports

Recent H & P or discharge summaries are most helpful
Pain Evaluations

Other

RECORDS MUST BE RECEIVED ON OR BEFORE:

I hereby authorize you, the above addressed physician, hospital, or medical facility,
to release medical records or the information listed, for use by the staff or doctors
of the Pacific Pain Treatment Center. Please send or fax records to:

Pacific Pain Treatment Center
2000 Van Ness Avenue, Suite 402
San Francisco, CA 94109

Phone: (415) 5671219
Fax: (415) 5672534

Signed: Date:

Name (Please print):
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