
New Patient Information 

Patient Name: ---------------------"DOB: ________ Age: ___ _ 
(Nombre de Paciente) (Fecha de Nacimiento) (Edad) 

Address: ________________ City: _______ ST: ____ Zip ____ _ 
(Direccion) (Ciudad) (Estado) (Codigo) 

SSN: Home Phone# Work: Cell: ---- ---- ---- -------- -------- ------

(Numero de seguro social) (Telefono de casa) (Telefono de Trabajo) (Telefono de cellular) 

Employer: _____________________ Phone#: ____________ _ 
(Nombre de Empleo) (Telefono de Empleo) 

Spouse's Name: ____________________ DOB: _________ Age: ___ _ 
(Nombre de Esposo/a) (Fecha de Nacimento) (Edad) 

Spouse's Employer: __________________ SSN: __________ ____ _ 
(Empleo de Esposo/a) (Numero de seguro social) 

••••••••••••••••••••••••••••••••••••••••••••••a••••••••••••••••••••••••••••••••••••••••••••••• 

Insurance Information 
(lnformacion sobre su Aseguransa) 

Primary Insurance: Phone#: --------------------- -------,---------

(No m b re de Aseguransa Primaria) (Numero de Telefono) 

Claims Address: _______________ City: _________ ST: ___ Zip: ___ _ 
(Direccion) (Ciudad (Estado) (Codigo) 

Insured's Name: _______________ Group# __________________ _ 
(Nombre de el persona que tienes el Aseguransa) (Numero de Grupo) 

Member/ID#: _______________ Policy#: _______________ _ 
(Numero de miembro o ID) 

Secondary Insurance 
(lnformacion sobre su Aseguransa Segundaria) 

(Numero de Poliza) 

Phone#: 
-------------------- --------------

Secondary 
Insurance: 
(No m b re de Aseguransa) 

(Numero de Telefono) 

Claims Address: ______________ City: _________ ST: ___ Zip:
___ _ ))ireccion) (Ciudad) (Estado) (Codigo) 

Insured's Name: _______________ Group# __________________ _(Nombre de el persona que tienes el Aseguransa)       (Numero de Grupo) 

Member/ID#: _______________ Policy#:----------�-----
(Numero de miembro o ID) (Numero de Poliza) 
••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••••• 

Phone#: 
---------------------- ------------,.-----

Attorney's 
Name: (No m b re 
de Abogado) 

(Telefono de su Ab.ogado) 

Address ________________ City: _________ ST: ___ Zip: ___ _ 
(Direccion) (Ciudad) (Estado) (Codigo) 

Date of Injury: ______ Who may we thank for referring you to our office? _________ 
_ Fecha que fue lastimado) (Aquien le debemos las gracias por su referenda?) 

Date: X-------------------- ---------------

Patient's 
Signature: 
(Fi rm a de Paciente) 

(Fecha) 



AUTHORIZATION FOR THE RELEASE OF PROTECTED HEALTH lNFORMATION 

(PHI) By Joseph J. Schifini, MD, LTD. (JJS) 

Patient Name: 
Last First M.I. (Previous or Other Names Used) 

Address: 

Date of Birth: 

If this Authorization is for any purpose other than the release of PHI for personal reasons, please state the 
purpose below: 
I authorize the release of medical records from: 

Please release requested 
medical records to: 

Joseph J. Schifini, MD, LTD 
8925 W. Russell Road
Suite 200 
Las Vegas, NV 89148 

Name: 

Address: 

City: 

State: 

ZIP: 

Telephone Number: 

Fax Number: 

I specifically authorize the use and disclosure of the following PHI: (Please provide a detailed 
description of the particular data and period of time you are requesting) 
o Emergency Records o Hospital Records
o Clinic Records o Radiology Reports
o Lab Reports o Radiology Films
o Shot Records □ Pathology Reports
o Slides □ Other _______ _

This authorization will expire on the 180111 day of the signing unless a lesser date is specified below: 

By signing this Authorization Form, I understand that I am giving my authorization for JJS to use and/or disclose my protected health 
information (PHI) as described above. The information to be used or disclosed pursuant to this authorization fom1 may include 
information relating to: ( I )  Acquired immunodeficiency syndrome (AIDS) or (2) human immunodeficiency virus (HIV) infection. 
treatment for drug or alcohol abuse, or (3) mental or behavioral health or psychiatric care. If you arc requesting psychotherapy session 
notes maintained by a mental health provider, a separate authorization form must be completed. I understand that I may revoke this 
authorization at any time by notifying JJS in writing to Joseph J. Schifini, MD, LTD Health Information Management Department. 
8925 W. Russell Road, Suite 200, Las Vegas, Nevada 89148 of my intent to revoke this authorization. I understand that such a 
revocation will not have any effect on any information already used or disclosed by JJS before JJS received my written notice of 
revocation. If neither federal nor Nevada privacy law apply to the recipient of the infomiation, I understand that the infom1ation 
disclosed pursuant to this authorization may be re-disclosed by the recipient and no longer protected by federal or Nevada privacy 
laws. This Authorization is voluntary and I may refuse to sign this Authorization Form. I understand that I am not required to sign this 
Authorization Form in exchange for the patient receiving treatment from JJS. 

Signature of Patient or Authorized Personal Representative Date 

Relationship to the Patient (If signed by a Personal Representative) Date 







Joseph J. Schifini, M.D. DATE_/_/_ 

PLEASE FILL OUT THIS FORM COMPLETELY SO WE CAN HELP YOU WITH YOUR PAINFUL CONDITION. 

NAME: __________ AGE: SEX: M / F HEIGHT __ " WEIGHT __ lbs
OCCUPATION: _______________ DATE LAST WORKED_/_/_ 

CC: WHY WERE YOU REFERRED TO OUR CLINIC? __________________ _ 

HPI: PLEASE DESCRIBE YOUR PAIN BY SHADING IN THE AFFECTED AREAS AND PLACING AN 'X' ON THE 
AREA THAT HURTS THE MOST. CIRCLE ALL APPLICABLE DESCRIPTIVE WORDS. 

CONSTANT TEMPORARY 

DAILY OCCASIONAL 

ACHING SHOOTING 

BURNING STABBING � 

NUMBING TINGLING 

PINS/NEEDLES 

PLEASE ATTEMPT TO QUANTIFY YOUR PAIN USING PERCENTAGES. YOUR TOTAL PAIN SHOULD ADD UP TO 
100%. ( EXAMPLE: 20% LOW BACK PAIN AND 80% RIGHT LEG PAIN= 100%.) 

HEAD __ % 

CHEST % 

NECK __ % 

ABDOMEN % 

LOWER BACK __ % HIPS/BUTTOCKS __ % 

RIGHT ARM __ % 

UPPER BACK __ % 

RIGHT LEG __ % 

LEFT ARM __ % 

MID BACK __ % 

LEFT LEG __ % 

CIRCLE THE ACTIVITIES WHICH TEND TO INCREASE YOUR PAIN: 

WALKING LIFTING BENDING TWISTING STANDING SITTING 

FILL IN ACTIVITIES WHICH DECREASE YOUR PAIN: ___________________ _ 

DOES THIS PAIN AFFECT YOUR SLEEP? YES / NO

CURRENT PAINMEDICATIONS: ______________ PRESCRIBED BY DR. _____ _

MARKYOURAVERAGEPAIN SCORE: 
o---1---.2---.3 4 --------s,---6---7---8--9·---10 

MARKYOUR WORSTPAINSCORE: 
o---1---2---.3 4 s---6---7-----9---10 
NOTE: (ZERO EQUALS NO PAIN AND TEN EQUALS YOUR WORST IMAGINABLE PAIN) 

WHEN DID THIS PAIN BEGIN? (SPONTANEOUS/ INJURY/ ACCIDENT/ SURGERY/ OTHER) 
---

PLEASEDESCRIBE HOW IT BEGAN: 





Name 

Date 

------------
-

------------
-

Joseph J. Schifini, M.D., Ltd 
D iplomate of American Board of Anesthesiology 
Practice of Anesthesiology and Pain Medicine 

CONTROLLED SUBSTANCE PATIENT AGREEMENT FORM 

We want to ensure that patients and caregivers have clear communication and safe, effective procedures when patients use 
opioids. For the purposes of this document "I" will be synonymous with the patient receiving one or more controlled 
substances, and "provider" will be considered synonymous with the prescriber of these medications. 

EFFECTIVENESS: For most patients and pain conditions, opioids are effective pain-relieving medications. However, it is 
possible opioids will not work well for you and your pain. 

SAFETY: Most people can take these drugs safely, but some people do experience side effects. (See below.) 

SIDE EFFECTS: Most patients do not have serious side effects or drug interactions. Unfortunately, some do experience side 
effects and must stop the medication(s). Common side effects include constipation, itching, nausea, vomiting, sedation or 
lightheadedness. Uncommon reactions include swelling in the legs, water on the lungs, trouble breathing ( especially if you 
have emphysema/COPD or are on other narcotics), mental slowing and loss of coordination, lowering of sex drive, decreased 
testosterone (male sex hormone) and addiction. Note: Pregnant women using opioids could make their newborn child 
dependent upon opioids. If you are pregnant, you need to alert your he�lth care provider. 

DEPENDENCE: Dependence is not the same as addiction. Many people who take opioids daily will become dependent 
on them. Dependence is when your body adapts to the medication and t_hen experiences withdrawal if the medication is 
stopped or lowered too quickly. Withdrawal symptoms include moodiness, aches and pains, sweating, diarrhea, abdominal pain 
and even seizures. 

ADDICTION: Addiction is not the same as dependence. While many people become dependent on daily opioids, only a small 
percentage of these people will become addicted. Addiction is characterized by behaviors such as· loss of control of drug use, 
compulsive use and craving, and continued use despite harm or risk to the person. When people are addicted, they are not 
taking opioids simply to treat the pain. 

GOALS: The goals of chronic pain management are to: 

0 Improve your ability to function in your daily fife
! 

fJ Lower your pain. 

TREATMENT OPTIONS: 

0 Medications, 

fJ Counseling, relaxation training, hypnosis and meditation, 

0 Chiropractic care, massage, acupuncture and physical therapy, 

8 Surgery and spinal or other type of injections. 

WHAT YOU NEED TO DO : 

0 Realize that opioid therapy is only one part of treatment. 

$ Remain active every day and try to increase activity a little bit at a time. 

0 Use your medications ONLY as directed by your provider. 

0 Work with your provider and follow treatment recommendations in addition to taking prescribed medications. 

or . .Sch i fi o i and staff have explained the risks and benefits of chronic opioid therapy for my pain. 

I,, ______________ , understand that I must comply with the following rules or I will not be given opioids. 

I will fill the prescription at one and only one pharmacy. 

Pharmacy name _____________ Phone ____________ _ 

I will take the medication(s) listed in my charts as they were prescribed and intended and only in that manner. 

continued on page 2 of 2 >-

8925 W. Russell Road, Suite 200 Las Vegas, NV 89148 
Phone: (702) 870-0011 Fax: (702) 870-1144 



Name 

Date 

------------

-------------

*Initial in each box below.

Joseph J. Schifini, M.D., Ltd 
Diplomate of American Board of Anesthesiology 
Practice of Anesthesiology and Pain Medicine 

____ I will not increase the dose or stop the medication unless asked to do so by my provider or my provider's 
partner. I will report any worrisome side effect soon after ii begins. 

____ l will follow through on appointments that may help me with chronic pain and functioning. These may include 
physical and occupational therapy, counseling and other mental health practices, neurosurgery, neurology and orthopedics. 
Consistent failure to keep these appointments and therapies may result in the stopping of the opioid medications. 

____ If prescribed, I will use medications other than opioids to control pain. 

____ I will accept opioids for chronic pain from my provider only. 

____ .! will not share, exchange or sell my opioids, as the law prohibits those actions. I understand that my provider 
will report serious concerns of drug misuse to any and all authorities for investigation. 

___ I will not use illegal/street drugs (this includes marijuana). I will not use narcotic medications unless provided to me from my 
provider. 

___ I agree to provide samples for random drug testing when asked. If I fail to provide the sample when asked or if the 
results are unsatisfactory, I may forfeit the right to continue receiving the medication. 

____ If my provider is concerned that I might have a substance abuse problem, I must agree to an evaluation by a 
.specialist in abuse/addiction. If the evaluation suggests I have a drug abuse problem, my provider may stop my medication in 
a way that does not cause withdrawal symptoms. 

___ ,I will not get early refills unless something has dramatically changed and then only if my provider agrees. 

___ I recognize that opioids by themselves, in combination with alcohol or in combination with other medications can 
result in unclear thinking and loss of coordination. I agree to contact my provider if these symptoms arise. I should not 
drive or operate equipment if I have these side effects. 

____ It is my responsibility to keep my medications safe. If opioids are lost, damaged or stolen, the medication may or may 
not be refilled early. Each case will be looked at individually. If the medication is stolen, I must file a police report and submit 
the number for verification to my provider's office. Again, stolen medications may or may not b� refilled. If a refill is given, ii 
will be given only once. 

____ If a new condition develops that causes acute pain, I have the right to _expect appropriate treatment for thal new 
condition from the provider treating me for the new condition. I should not be required to increase the use of my chronic 
pain medication for a serious and new pain. 

___ I understand that if my provider does not feel I am following through adequately with the treatment plan, my provider 
may lower or stop the opioid altogether. 

___ I understand that my provider may decide to stop the opioid if after increasing it adequately, my pain and function 
have not responded positively. 

By signing this form, I authorize my provider's office to contact any and all groups and organizations involved with my care 
and involved with the investigation of medication and drug abuse. I give permission to my provider to discuss my care with 
past caregivers, all pharmacies and policing agencies. This also gives these caregivers and pharmacies permission to share 
with my provider information about my past treatments and care. 

PATIENT SIGNATURE DATE 

HEALTH CARE PROVIDER DATE 

8925 W. Russell Road, Suite 200 Las Vegas, NV 89148 
Phone: (702) 870-0011 Fax: (702) 870-1144 














