PAIN MANAGEMENT CENTER

at the SurgiCenter 
909 Sumner Street

Stoughton, MA  02072

Date:  ______________________

Dear  _______________________:

Welcome to the Pain Management Center /Caritas Good Samaritan Medical Center.  You were referred to our Center by your doctor so that we may evaluate your pain problem. Please read this carefully, complete the attached questionnaire and bring with you to your appointment.
 An appointment has been set up for you on____________at_____am/pm. 
Your 1st visit will include an evaluation and possibly a procedure, which will be determined by the physician and/or your insurance company. 

The Pain Center is located at the SurgiCenter, 909 Sumner Street, Stoughton, MA  02072, 2nd Floor .   

1.  Check In:  We ask that you arrive 20 minutes prior to your initial    

     appointment.  You must pre-register over the phone by calling 508-  

    427-3009.
2.   Cancellations:  If you are unable to make the appointment, please call us 48 hours in advance at 781-344-2325.  You must call this number or you will be charged for a missed appointment.  If no one answers, please leave a message as this will enable us to book a waiting patient.  IF YOU DO NOT SHOW UP FOR YOUR SCHEDULED APPOINTMENT, THIS MAY RESULT IN OUR NOT RESCHEDULING YOU.
3.  Insurance:  If your insurance plan requires a written referral, please bring this referral with you to your appointment.  The patient is responsible for obtaining the proper referral made out to Guardian Anesthesia Inc. or pre-certification from the insurance company, and supplying the correct insurance information prior to your appointment. *** Please note Guardian Anesthesia and Caritas Good Samaritan Surgi-Center are two separate entities and are not necessarily part of the same insurance networks.  Please contact your insurance company to verify coverage at both institutions as you will be responsible for any balance on your account. ***

4.   Disability Forms:  Disability forms must be completed by your primary care physician.  The pain management Center does not take responsibility for completing and signing these or other forms.

5.   Medication:  Only your PCP is responsible for prescribing your      
medications.  You will not automatically receive a prescription from 
the pain physician.
6.   Interpreters:  If you are non-English speaking you must call ahead to  
make sure someone will be available to interpret for you.  
      Si usted no hable Ingles debe llamar por anticipado para asi tenerle

      un interprete.

Se vous ne parlez pas Anglais, s’el-vous plait telephonez a l’avance, neus aurons cen intreprete pour vous.

7     Illness:  If you have a sore throat, fever, chills, nausea, vomiting or  

       any other signs of a developing illness, cancel your appointment.  No  

       procedure will be done if you are ill.

8.   Transportation:  On the day of your procedure, you must have a ride 
      available in the unlikely event you cannot drive home.
9.    Reports/X-rays:  It is important that you bring your recent x-ray, or  
MRI films and reports of other studies you have had with you on the 
day of your initial appointment or check with your referring 
physician to make sure he has forwarded them for us to review.  Lack 
of this information may result in the inability to see you on that day.  
INSTRUCTIONS:  If you are having a procedure and taking blood thinners like Plavix and Coumadin, you will need to discontinue them after consulting with your PCP.
Follow up appointments, please contact the Pain Clinic directly at 508-427-2780.

EMERGENCY # 508-427-3000 ask to page the anesthesiologist on call.

Please read and sign the following statement.

I agree to obtain the necessary referrals from my primary care physician for this procedure.  If my insurance company rejects payment for any portion of  the services that have been rendered to me I realize that I am responsible for payment of any outstanding amount.

Signature: ________________________________________Date: _____________

Printed Name:_____________________________________

PAIN MANAGEMENT CENTER
GUARDIAN ANESTHESIA INC.

IDENTIFYING DATA

NAME______________________MIDDLE________________LAST___________________


DATE OF BIRTH_____________________


ADDRESS__________________________________________________________________

                               ..___________________________________________________________________


TELEPHONE:  HOME__________________ WORK________________________________


PLACE OF BIRTH______________________


MARITAL STATUS______________________


DATE OF INJURY______________________WORK RELATED___YES___NO


INSURANCE:

               NAME_____________________________________________________________



ADDRESS__________________________________________________________



ID NUMBER /FILE NUMBER__________________________________________



SUBSCRIBER_______________________________RELATIONSHIP___________



PRIOR APPROVAL ID #______________________________________________



EMPLOYER AT TIME OF INJURY______________________________________


REFERRING PHYSICIAN_____________________________________________________



ADDRESS___________________________________________________________



PHONE NO._________________________________________________________


PRIMARY CARE PHYSICIAN__________________________________________________



ADDRESS___________________________________________________________



PHONE NO._________________________________________________________


LAWYER___________________________________________________________________



ADDRESS___________________________________________________________



PHONE NO._________________________________________________________


OTHER MD INVOLVED IN CASE______________________________________________

PAIN HISTORY
What is the main problem for which you are seeking treatment?________________________ _______________________________________________________________________________
When did the pain begin?     Month_____________     Year__________________ 

How did it start:

· accident at home

· accident at work

· at work but not an accident

· after an operation or other physical problem

· secondary to surgery

· no apparent cause

Describe the Pain (Circle all that apply)  Burning,  Tingling,  Stabbing,  Throbbing, Aching
What makes your pain better? _____________________________________________________

What makes your pain worse?  ____________________________________________________   

PAIN TREATMENT
Please check all of the TREATMENTS you have tried for your pain from the list below, and complete the appropriate columns at the right.


TREATMENT


DATES


RESULTS

· Traction



________

______________________

· Surgery



________

______________________

· Hypnosis



________

______________________

· Acupuncture


________

______________________

· Nerve block or injection

________

______________________

· TENS (electrical stimulator)
________

______________________

· Physical Therapy


________

_______________________

· Biofeedback


________

_______________________

· Psychotherapy


________

_______________________

· Chiropractor


________

_______________________

· Other



________

_______________________

Please list all pain medicines you have tried, even those you no longer take.

        _________________________________________________________________________

        _________________________________________________________________________

SOCIAL HISTORY

What is your specific occupation?  _____________
   
  How many years?  ___________

Are you presently working:                                               Last day of work?   ___________

· full time

· part time

· employed but not working since __________

· disabled

· unemployed since  ____________
     Are you :

  able to do work around the house.

                  not able to do work around the house.


     Do you smoke?  (  Yes    (  No

How much?  ________________ 

Please list all surgeries with dates:               
FAMILY HISTORY

Do you live:  (check more than one if necessary)

· alone

· with spouse

· with children

· with other relatives

· with friends

Comments:


  ______________________________________________________________


  ______________________________________________________________


  ______________________________________________________________


  ______________________________________________________________


  ______________________________________________________________

Mental health history – have you ever had


Depression


Anxiety


Bipolar or other mood disorder


Other


Drug or alcohol abuse – yourself


Family history of drug or alcohol abuse by parents, brother, sister, child ( please circle)
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2

