OCEAN STATE PAIN MANAGEMENT

DR. ABDUL BARAKAT

PATIENT INFORMATION RECORD          Date: 



Name:








_        Sex:      □ M
  □ F

  Last


         First

         MI

Address: 













Street





Apt. #


City



State


Zip Code

□Home (_____) ___  
__  □Work (_____) 
  _________   □Cell (__     ) 
___  ______
(Please check off your preferred contact number.)

Date of Birth:

/
/
     Age: 
_       Last (4) Digits of SS#: 
__________
Primary Care Physician:_________________________     Tel: _______________________
Alternate Physician:_____________________________     Tel: _______________________

Preferred Pharmacy: _____________________________   Tel: _______________________ 
Employer: 



______             Occupation: 





Primary Insurance: 

 

      
 2nd Insurance: 




ID #: 





             2nd Ins. ID#: 


______

Group #: 




      
2nd Ins Group #: 





Card Holder Name: 



      
2nd Ins Card Holder Name: 

___

Card Holder DOB: 



      
2nd Card Holder DOB: 



How did you learn about Ocean State Pain Management?
□Doctor:  _________________     □Friend
      □TV Ad         □Relative        □Yellow Pages     
□Another Patient       □ Internet
 □Newspaper      □Other:  __________________________
Emergency Information:
Person to Call: 





 Relationship: 




Home (
) 

   Work (
 ) 

   Cell (

) 



Payment is required at the time of service.  Most insurance companies cover Ocean State Pain Management’s services.   Your signature below indicates you are financially responsible for all charges incurred that are not paid by your insurance company.
Signature of Patient or Legal Guardian: 









PLEASE PRESENT YOUR INSURANCE CARDS TO THE RECEPTIONIST SO WE MAY HELP YOU WITH YOUR INSURANCE REIMBURSEMENT.
OCEAN STATE PAIN MANAGEMENT

DR. ABDUL BARAKAT

Patients Name: 

 DOB: 




PAST MEDICAL HISTORY

Check the box if you have any of the following:

	RESPIRATORY
	CARDIAC
	GASTRO
	SPINE
	URINARY
	NEURO
	ENDOCRINE

	 FORMCHECKBOX 
 Asthma
	 FORMCHECKBOX 
 Coronary       Artery     Disease
	 FORMCHECKBOX 
 Reflux
	 FORMCHECKBOX 
 Disc 
  Disease


	 FORMCHECKBOX 
 Prostate

     Problems
	 FORMCHECKBOX 
 Seizure

     Disorder


	 FORMCHECKBOX 
 Thyroid



	 FORMCHECKBOX 
 Bronchitis
	 FORMCHECKBOX 
 Hypertension
	 FORMCHECKBOX 
 Constipation
	 FORMCHECKBOX 
 Degenerative

Disc Disease
	 FORMCHECKBOX 
 Difficult 

     Urination


	 FORMCHECKBOX 
 Stroke

      (TIA)


	 FORMCHECKBOX 
 Diabetes



	 FORMCHECKBOX 
 COPD
	 FORMCHECKBOX 
  High   Cholesterol
	 FORMCHECKBOX 
 Diarrhea
	 FORMCHECKBOX 
 Scoliosis


	 FORMCHECKBOX 
 Incontinence
	 FORMCHECKBOX 
 Brain

     Tumor
	

	 FORMCHECKBOX 
 Emphysema
	 FORMCHECKBOX 
  Heart      

     Attack
	 FORMCHECKBOX 
 Mucous 

    in Stool
	 FORMCHECKBOX 
 Joint Pain


	 FORMCHECKBOX 
 Kidney

     Stones
	 FORMCHECKBOX 
 Alzheimer’s
	

	 FORMCHECKBOX 
 Cancer

	 FORMCHECKBOX 
 Arrhythmia

	 FORMCHECKBOX 
 Abdominal

     Pain
	 FORMCHECKBOX 
 Arthritis
	 FORMCHECKBOX 
 Other (Please Specify):


	
	
	 FORMCHECKBOX 
 Hernia
	
	


	Past Surgical History: Please list all surgeries with the dates.


	Have you been treated for Pain Management in the past?
	 FORMCHECKBOX 
Yes       FORMCHECKBOX 
No


	Do you see or have you seen a Psychiatrist or a Psychologist?

 FORMCHECKBOX 
 Yes    FORMCHECKBOX 
 No

If yes, explain the reason and the treatment provided.
	

	Are you pregnant?       FORMCHECKBOX 
Yes     FORMCHECKBOX 
No
	

	Allergies?           FORMCHECKBOX 
No known drug allergies                       Please List Other Allergies.
                                                                                           _______________________

  FORMCHECKBOX 
Penicillin        FORMCHECKBOX 
Latex       FORMCHECKBOX 
Aspirin                FORMCHECKBOX 
Other:  _______________________      

  FORMCHECKBOX 
Codeine         FORMCHECKBOX 
Sulfa        FORMCHECKBOX 
Iodine

	Medication List:
___________________________________

___________________________________

___________________________________

___________________________________

___________________________________


	 FORMCHECKBOX 
 Coumadin      

 FORMCHECKBOX 
 Plavix                                

 FORMCHECKBOX 
 Aspirin                                

 FORMCHECKBOX 
 Other Blood Thinner(s):                    ______________________
______________________

 

	Do you smoke?                     
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No   
If yes, how much do you smoke per day? 


	Do you drink alcohol?    
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    If yes, how often?


	Do you use recreational drugs?
	 FORMCHECKBOX 
Yes     FORMCHECKBOX 
No    If yes, how often?


	Marital Status 
	 FORMCHECKBOX 
 Single        FORMCHECKBOX 
 Married     FORMCHECKBOX 
 Divorced 
 FORMCHECKBOX 
 Widowed   FORMCHECKBOX 
 Separated  

	Do you have children?
	 FORMCHECKBOX 
 Yes           FORMCHECKBOX 
 No   
If yes, How many?  ___________

	Are you Employed?
	 FORMCHECKBOX 
Yes    FORMCHECKBOX 
No     FORMCHECKBOX 
Disabled    FORMCHECKBOX 
Retired
If yes, Occupation?     _____________________________


PAIN HISTORY

	Questions:
	Answers:

	Where is your pain?


	

	When did your pain start?


	

	How did your pain start?


	

	Did your pain start gradually or suddenly?


	

	How long have you had your pain?


	

	Please describe your pain (i.e. sharp, dull, shooting, stabbing, aching, burning, etc.).
	

	What previous treatment(s) have you had for pain?


	

	What does your pain stop you from doing?


	


	PAIN SCALE

With 0 being the least amount of pain and 10 being the most amount of pain, please 

circle your pain score as it is at its worst, best, current level:
         Worst:      0        1
   2
  3
  4
  5
  6
  7
  8  
  9
 10
           Best:      0        1
   2
  3
  4
  5
  6
  7
  8
  9
 10

      Current:      0        1
   2
  3
  4
  5
  6
  7
  8
  9
 10



Please indicate on the chart where your pain is.
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OCEAN STATE PAIN MANAGEMENT

DR. ABDUL BARAKAT

Patients Name: 

 DOB: 


                                                  REVIEW OF SYSTEMS
Please check if you have any of the symptoms below.  If yes, please explain:
Constitutions

Fever  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 











Chills  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 











Night Sweats  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Weight Loss   FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










ENT (Ears/Nose/Throat)

Problems with Hearing  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 








Problems with Vision    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 








Problems Swallowing    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 








Cardiovascular 
Chest Pains  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Palpitations  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Shortness of Breath  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Respiratory
Emphysema  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Cough    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Asthma  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










GI (Gastrointestinal)  

Constipation  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Diarrhea  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Abdominal Pain  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Blood in Stool    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Extremities

Redness  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Swelling, Edema  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Rash  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 











Genital Urinary
Frequent Urination  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Burning  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 








______
Blood in Urine  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Endocrine

Diabetes  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Thyroid   FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Hematology
Easy Bruising    FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Blood Disorder  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Blood Thinning  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes ______








Miscellaneous 

Weakness   FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Muscular Disorder  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Neurological 
Stroke   FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Seizure  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Psychological 
Depression  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Anxiety       FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 










Panic Attacks  FORMCHECKBOX 
 No    FORMCHECKBOX 
Yes 









Patients Signature: 

       Date: 
    

     
OCEAN STATE PAIN MANAGEMENT

DR. ABDUL BARAKAT

NOTICE OF PRIVACY PRACTICES

THIS NOTICE DESCRIBES HOW MEDICAL/PROTECTED HEALTH INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.

Summary:
By law, we are required to provide you with our Notice of Privacy Practices (NPP).  This Notice describes how your medical information may be used and disclosed by us.  It also tells you how you can obtain access to this information.

As a patient, you have the following rights:
1. The right to inspect and copy your information;

2. The right to request corrections to your information;

3. The right to request that your information be restricted;

4. The right to request confidential communications;

5. The right to a report of disclosures of your information; and

6. The right to a paper copy of this Notice.

We want to assure you that your medical/protected health information is secure with us.  This Notice contains information about how we will insure that your information remains private.

If you have any questions about this Notice, please call Ingrid Gustafson, General Manager, at (401)-766-1600.

	Effective Date of this Notice:
	Month March 6, 2007

	Phone Number:
	(401) 766-7700 / (401) 884-6070


                    Acknowledgement of Notice of Privacy Practices

“I hereby acknowledge that I have received a copy of this practice’s NOTICE OF PRIVACY PRACTICES.  I understand that if I have questions or complaints regarding my privacy rights that I may contact the person listed above.  I further understand that the practice will offer me updates to this NOTICE OF PRIVACY PRACTICES should it be amended, modified, or changed in any way.”

______________________________________________


Patient or Representative Name (Please Print)


_______________________________________________     _____________________


Patient or Representative Signature



Date


Patient refused to sign ________ 
        
             Patient was unable to sign because:    ________________________________________
OCEAN STATE PAIN MANAGEMENT

DR. ABDUL BARAKAT

 219 Cass Ave, Suite B                                 
          1377 South County Trail, 2A
             Woonsocket, RI 02895                        
          East Greenwich, RI 02818

             Phone 401-766-7700                                
          Phone: 401-884-6070
             Fax 401-766-7711                                                   Fax: 401-884-8110
INSURANCE AUTHORIZATION
I hereby authorization my health care provider to affix my name to all insurance submissions, documents, and/or information requested by my insurance company(s) relating to any and all health benefits due to me and my dependents.

I also authorize payment of healthcare benefits otherwise payable to me, directly to my doctor as listed above.  I understand that I will be held responsible for all charges and services not paid by my insurance company.

                Signature of Patient




    Date




         Witnessed by Office Manager
OCEAN STATE PAIN MANAGEMENT

DR. ABDUL BARAKAT

         219 Cass Ave, Suite B                                  

     1377 South County Trail, 2A

         Woonsocket, RI 02895                 
                 
     East Greenwich, RI 02818

         Phone 401-766-7700                                     
 
     Phone: 401-884-6070

         Fax 401-766-7711                                          
   
     Fax: 401-884-8110
                    AUTHORIZATION TO RELEASE MEDICAL RECORDS 


I hereby authorize my health care provider including but not limited to any health care professional, hospital, clinic, laboratory, pharmacy or other medically related facility or service; health plan, rehabilitation professional, vocational evaluator, insurance company, reinsurer, insurance service provider  and/or third party administrator that has information about my health or is in possession of my medical records, to disclose and provide copies of any and all said information to Dr. Abdul Barakat of Ocean State Pain Management, PC.


This authorization is valid for two (2) years from the date below. A photographic or electronic copy of this authorization is as valid as the original. I understand that I am entitled to receive a copy of this authorization. I understand that if I authorize Ocean State Management to disclose information, the recipient of the information might disclose it to others, and that any information disclosed by Ocean State Management may no longer be protected by the federal rule on the privacy of medical records. 


I understand that I may revoke this authorization in writing at any time except to the extent that Ocean State Pain Management, PC has relied upon the authorization prior to receiving the notice of revocation.

_________________________________________

Patient Signature

_________________________________________

___________________

Patient Name
  (Please Print)



Date Signed
*(If patient is unable to sign, please see below.)
I, _____________________________, have signed on behalf of ____________________________ 
as his/her (indicate relationship) ___________________________ .  *(If Power of Attorney, 
Designee, Guardian, or Conservator, please attach a copy of the document granting 
the authority.)
OCEAN STATE PAIN MANAGEMENT
Dr. Abdul Barakat, M.D.
PRE-PROCEDURAL INSTRUCTIONS

*** ONLY IF INSTRUCTED:  STOP taking Aspirin, Plavix, Coumadin, Motrin, Aleve, Advil, Vitamin E, and any other medications that contain Aspirin, or that may cause bruising, for at least 5 days.  They can be resumed at any time after the injection. 
(MEDICATION LIST AVAILABLE ON NEXT PAGE). 
·  ** Coumadin Patients:  Patients who have been instructed to hold their Coumadin for a specific injection must have blood work done before the injection for bleeding time results.  We will always alert you if blood work is required for your next procedure.  Check with the office staff for advice on when and where to go.

Antibiotics:  Antibiotics cannot be taken while having cortisone treatments.  There would be a conflict with the medications administered in the injections.  It is necessary to finish the antibiotic and then schedule the injections. Your injection should be scheduled at least 3 days after the completion of your antibiotic regimen.
How to dress:  Wear comfortable, loose-fitting clothing; less work for both you and us.

Eating/Drinking:  Try not to eat solid food for 4 hours before your procedure.  This is to avoid a nervous stomach and pressure.  Most injections are given with the patient lying on their stomach, or what we call the prone position.  It is just more comfortable for you.  Liquids are fine.

Before the Injection:  If, on the day of your appointment, you are feeling feverish, nauseas, have diarrhea, or a bad cold, please consider calling the office to reschedule.  Our policy would not allow you to receive treatment.  If you have any questions, please contact the Ocean State Pain Management office.  We will be happy to answer your questions.

After the Injection:  It is advised that you have a driver for the trip home.  This is for your safety and our peace of mind.  If you cannot have someone with you, we may require that you stay with us for a short while after the injection.  Medications affect everyone differently.  We would feel better if you were with someone for your trip home.  Falls from numbness or weakness are rare, but we worry about you!

Relax and remember that we are here for you!  Also, please feel free to call our office to address any concerns.  A nurse will answer your questions and help calm any anxiety you may have about pain management.  Our office hours are 8:00AM to 5:00PM, Monday thru Friday, and 8AM to 12:00PM on Saturday.  If we’re closed, please feel free to leave a message on our voicemail or follow the voicemail instructions regarding urgent matters: (401)-766-7700 (Woonsocket), (401)-884-6070 (East Greenwich), or toll-free (877)-906-OSPM.

TO PATIENT:  PLEASE KEEP THIS PACKET
MEDICATION LIST
	For certain injections, you may be instructed to stop taking blood-thinners and anti-coagulants.
Below is a list of all medications that act as blood-thinners.

The doctor, nurse, and/or receptionist will alert you when scheduling an injection that will require you to discontinue one of the medications listed below.
   DO NOT STOP ANY MEDICATION UNLESS YOU ARE INSTRUCTED TO DO SO!

	
	
	
	
	
	
	
	

	Name Brand 
	Generic Brand
	
	
	
	
	
	

	Advil
	Ibuprofen
	
	
	
	
	
	

	Aleve 
	Naproxen
	
	
	
	
	
	

	Anaprox
	Naproxen
	
	
	
	
	
	

	Ansaid
	Flurbiprofen
	
	
	
	
	
	

	Arthrotec
	Diclofenac
	
	
	
	
	
	

	Bayer (Arthritis)
	Salicylate
	
	
	
	
	
	

	Celebrex
	Celecoxib
	
	
	
	
	
	

	Indocin
	Indomethacin
	
	
	
	
	
	

	Locine
	Etodolac
	
	
	
	
	
	

	Mobic
	Meloxicam
	
	
	
	
	
	

	Motrin
	Ibuprofen
	
	
	
	
	
	

	Naprosyn
	Naproxen
	
	
	
	
	
	

	Voltaren-XR
	Diclofenac
	

	Dolobid
	Diflunisal
	

	
	
	
	

	Antiplatelets that need to be STOPPED 5-7 days prior to your scheduled procedure, 

if instructed:
	

	
	
	
	
	
	
	
	

	Name Brand 
	Generic Brand 
	
	
	
	
	
	

	Coumadin 
	Warfarin  
	
	
	
	
	
	

	Plavix 
	Clopidogrel
	
	
	
	
	
	

	Ticlid 
	Ticlopidine
	
	
	
	
	
	

	Aggrenox
	Dipyridamole/Aspirin
	
	
	
	
	
	

	Bayer Aspirin
	Aspirin
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Pain medication combinations that need to be STOPPED 5 days prior to your scheduled procedure, if instructed:

	
	
	
	
	
	
	

	Name Brand
	Components 
	
	
	
	
	
	

	Darvon
	Opiod + Salicylate
	
	
	
	
	
	

	
	Propoxyphene (Aspirin)
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Percodan
	Opiod + Salicylate
	
	
	
	
	
	

	
	Oxycodone/Aspirin
	
	
	
	
	
	

	
	
	
	
	
	
	
	

	Vicoprofen
	Hydrocodone/Ibuprofen
	
	
	
	
	
	


