tToday's Date / /

Patient's Last Name Middle OMr.  OMiss | Marital Status (Circle One)

L Mrs.  [J Ms. - Single / Mar / Div / Sep /7 Wid
is this your legal name? it not, what is your legal name? (Former Name) Birth Date Age | Sex
3 Yes O No ' oo ‘am  ar
Street Address City State ZIP Code | Social Security Home Phone No.

] ( )
P.O. Box City State Zip Code - | Cell Phone # E-Mail:
COccupation | Employer - | r | Employer Phone No.
o () |

Chose Clinic Because/Referred to Clinic by (Please check one box) QO Dr . Q3 Insurance Plan O H{}spité!
(I Family 4 Friend U Close to Home/Work d Yellow Pages i Other

Other Family Members Seen Here

Person Responsible for Bill - Birth Date Addresif - Home Phone No.
/ /
Is this person a patienthere? | QYes O No . | . S : - { )
Occupation Employer Employer Address i | Empioyer Phone No.
| | X I A
is this patient covered by insurance? JYes [ No
Please indicate primary insurance
Subscriber's Name Subscriber's S.S. # Birth Date | Group# - Policy # Co-Payment
| A . | $
Patient's Relationship to Subscriber L Self L} Spouse 3 Child L4 Other
_Name of Secondary Insurance (if applicable) | Subscriber's Name | Gmup # | - Policy #
Patient's Relationship to Subscriber 2 Seif -4 Spouse (2 Child (4 Other

Name of Local Friend or Relative .I-aiinship (e atiem Home Phone No. | Work Phone No.
- ( ) - ( )
]

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. | understand that |
am financially responsible for any balance. | also authorize NOVA Advanced Pain Management, PLLC or insurance company to release any
information required to process my claims.

X

PATIENT/GUARDIAN SIGNATURE DATE
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8525 Rolling Rd Suite 200
Vianassas, VA 20110

Tel: 703-257-2266

Fax: 703-257-2269

Print Patient Name: ) ,

Date of Birth:

ks

Social Security Number: i

| hereby give my permission to the person({s) listed below to authorize treatment and to receive
information about the care of the above named patient. -

Relationship to Patient

| understand that if the person that receives my information is not a health care provider or health plan covered by the HIPAA
privacy regulations, the information described above may be re-disclosed and is no longer protected by these regulations.

funderstand that written notification is necessary to cancel this authorization and can be addressed to the company listed at the top
of this form. [ am aware that my cancellation will not be effective as to disclosures already made in reference to this authorization.

| understand that this disclosure may include information regarding drug abuse, alcoholism, or alcohol abuse, psychiatric or
mental iliness, Acquired Immunodeficiency Syndrome (AIDS) of infection with HIV regulated by Federal Statute {42 CFR Part 2)

Date:

Signature of Patient, Parent or Guardian: . ,

(This authorization will expire one year from date of signature)
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WWW.SpIECareva.com

525 Rolli

g Rd Swte 200
Vianassas, VA 20110
Tel: 703-257-2266
Fax: 703-257-2269
atient Information:

Name: M OF Today’s Date: /]

(Last, First, M.1)

DOB /[ | Age: - Height: Weight:

Marital Status: L] Single [ Partnered [d Married [ Separated [ Divorced [ Widowed

- Reterring Doctor: Telephone:
Primary Care Physician: _ Telephone:

Reason for today’s visit:

|

_Have you had this problem before? If yes; please describe your symptoms and when did they first begin: (accident, injury, etc)

Please check and/or list all medical problems:
| 1 High Cholesterol - Cancer: Type _ Treated
| High Blood Pressure/Low Blood Pressure - HIV/AIDS
' Hyper/Hypo Thyroidism Hepatitis: Type | - Treated
Diabetes: Type Being Treated Bypass: Type
 Cardiac Issues — to include implanted devices Other Medical Conditions:
| Respiratory Problems -
 Kidney Problems

List all prior surgeries you have had in the past: Include Year, Reason, Hospital and Doctor

What recent (within the past 2 years) tests have you had performed for diagnosis of your current condition

' MRI: Body Part Year Facility Bone Scan
 X-Ray: Body Part Year Facility EMG/Nerve Conduction
CT Scan: Body Part Year Facility - Other Tests:

Are you currently taking any anticoagulants (blood thinners)? If yes, please list

List your CURRENT Prescribed Drugs and Over the-Counter Drugs, Such as Vitamins and Inhalers (additional space on last page):
NAME OF DRUG | Strength Frequency Taken

| {7 Please check if continued on back
Allergies to Medications: NAME OF DRUG REACTION YOU HAD

Have you had any adverse reaction to anesthesia/sedation? If yes, Explain:

Are you currently involved in any LEGAL action or COURT case as a result of an injury? Yes No




Please circle symptoms or history you have experienced or NONE for each section.

- Constitutional/General: Easy Fatigue Unexplained Fevers Insomnia(trouble sleeping) Loss of Appetite Easy
Bruising Weight gain/loss None Other

Musculoskeletal: Joint Pain Joint Stiffness Morning Stifggesg Joint Surgé;y Joint Swelling Leg Cramps Muscle
Cramps Osteoarthritis Rheumatoid Arthritis Scoliosis Sjogrens Syndrome Lupus Back Pain Neck Pain
None Other

1 None Other

Nwmmgy Head injm'y Mini- Stmk@(TEA) Stroke Headache Learning Disabilities Loss of Balance Loss of Feehng
in Legs Loss of Feeling on One Side Memory Loss Seizures Tremors Vertigo Weakness in Arms Weakness in Legs

Heart/Lungs: Chest Pain High Blood Pressure Heart Attack Congestive Heart Failure Dizziness Irregular
| Heaﬂb@ats(paﬁpmﬁ@ns) Leg Edema ILeg Blood Clots(DVT) Shortness of Breath Ceugh Sputum Wheezing None

Other -

Endocrine: Diabetes Excessive Sweaﬁng Excessive Thirst Excessive Urination Thyroid Disease Hormonal
Diseases Heat Intolerance None Other

Head/Neck: Change mn Vision Double Vision Dmopmg Eyehds L}.ght Intolerance Loss of Hearing Loss of Smell
Loss of Vision Trouble Swallowing Sore Throat Change in Voxce Nose Bleeds Ringing in Ears None
Other
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Gastrointestinal: Abdominal Pain Bleedmg from Bowel Blood in Stool Change in Bowel Habits Constipation
Cirrhosis Colitis Diarrhea Reflux(GERD) Heartburn Hepatitis Hiatal Hernia Irritable Bowel Syndrome(IBS)

Nausea Ulcers Vomiting None Other

Blood/Immune System HIV Exposum Persistent Infections Abnormal Bieedmg Abnormal Bruising Anemia
Enlarged Lymph Nodes None Other

- Female: Frequent Yeast Infections Breast Cancer Breast Flbmcystzc Disease Post Menopausal Abnormal Vaginal

Dlscharge Heavy/Painful Periods Infertility Diminished Sex Drive None Other

viale: Difficulty Urinating Difficulty with Erection Dimmzsh@d Sex Drive Non

il ]

Psychology: Currently Receiving Counseling Eating Disorder High Stress Level Depression Suicidal Thoughts
Mania Psychosis Psychiatric Hospitalizations None Other
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FRONT Diagram Pain

Fight Left

 Please mark the area where you are having
pain with an X. Mark the area where you

have numbness/tingling with and O.

Right

On a Scale of (-10 with zero being NO PAIN and 10 being the worst pain you have experienced in your
- life, where would yvou rate your pain: NOW AT ITS WORST -
AT REST _WITH ACTIVITY e ONAVERAGE
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1'he Pain is: O Constant [ Intermittent (comes and goes) [J Worse in the AM [ Worse in the PM

T'he Pain is Best Described As: [ Aching [ Throbbing 03 Sharp [ Shooting [ Stinging [dBurning [ Stabbing 1 Dull

L1 Other:
The Pain is improved with: [J Rest [ Standing [J Exercise [J Moving Around L] Lying Down Ul Sitting [ Heat [J Cold
L1 Massage L] Medications [ Other

Walking LI Lying Down [ Stress [ Rest [ Lifting [J Twisting

T'he Pain is made worse with: [J Standing [J Bending
.l Coughing L1 Sneezing [J Other:

Treatments I have Tried for this Pain in the Past Include: [J Chiropractor L] Massage Therapy [0 Acupuncture [J Surgery
] Physical Therapy: How long ago attended How many sessions completed
Unjections:Type =~~~ Howlongage

- Miedications I have ” in ' “ " Pain Include:

HEALTH HABITS AND PERSONAL SAFETY

Are you employed? L1 Yes LINo If yes, what is your title and describe your responsibility’s:

| Do you exercise? L1 Sedentary (No exercise) [0 Mild Exercise (i.e., climb stairs, walk 3 blocks, golf) I Occasional Vigorous Exercise
(1.e., work or recreation, less than 4x/week for 30 min.) [J Regular Vigorous Exercise (i.e., work or recreation 4x/week for 30 minutes)

- Do you drink alcohol? [ Yes [ No If yes, what kind? How many drinks per week?
- Do you use tobacco? L1 Yes [ No [0 Cigarettes - Pks/day Ll Chew - #/day
L1 Pipe - #/day - Cigars - #/day # of Years td or Year Quit
Do you currently use recreational or street drugs? (including marijuana) Ll Yes [No
Have you EVER used recreational or street drugs in the past? | [dYes [ONo
Have you ever given yourself street drugs with a needle? | Yes [J1No
Have you ever been treated for addiction of any kind? | [dYes [ONo
Have you ever used prescription pain medications in ways other than the way they were prescribed? L1 Yes No
' Is there any history of drug or alcohol abuse in your family? dYes [ONo
Are you sexually active? (1Yes [INo
If yes, are you trying for a pregnancy? | L1 ¥Yes [INo
- Have you ever been treated for a sexually transmitted disease (STD)? [lYes [INo
Do you live alone? 1Yes [INo

| Other than yourself please list the number of people who live in your home, their ages, and their relationship to you:

Kamily Member Age | Age at Death Significant Health Problems/Cause of Death
Mother |
Father
Siblings (M or F)
(M or F)
(M or F)
(Mor F)
- Children (M or F)
(M or F)
(M or F)
(M or F)
(M or F)
Maternal Grandmother
Matemal Grandfather
Paternal Grandmother
Paternal Grandfather




