
-----------------
NAME: 

PLEASE USE THE APPROPRIATE SYMBOLS TO DESCRIBE YOUR SYMPTOMS AND MARK THE LOCATION AS 

ACCURATELY AS POSSIBLE ON THE BODY DRA WING, BELOW 

AAAAACHING 

STABBING IIIII 

TINGLING 

BURNING XXXX 

NUMBNESS 00000 

SPASM SSSSSSSS 

WEAKNESS OCIOO 

RIGHT LEFT RIGHT 

How BAD IS YOUR PAIN NOW?
 

PLEASE INDICATE PAIN LEVEL FROM 1TO 10


1-------------11 
No PAIN 0 1 2 3 4 5 6 7 8 9 10 WORST PAIN 

How LONG CAN YOU SIT WITH NO PAIN OR MINIMAL
WHAT POSITIONS /ACTIVITIES MAKE THE PAIN WORSE/BETTER? 

PAIN? MINUTES. 

WORSE BETTER COMMENTS 

BENDING 

BOWEL MOVEMENT 

COUGHING 

GENERAL ACTIVITY 

HOME REMEDIES 

LYING DOWN 

SITTING 

STANDING 

WALKING 

How LONG CAN YOU STAND WITH NO PAIN OR MINIMAL PAIN? 
________MINUTES. 

How FAR CAN YOU WALK WITH NO PAIN OR MINIMAL PAIN? 

0-50 FT 0 50-200 FT 0 200-500 FT 0 500+ FT 0 1/2 In i le+o 

Do you require support to help you walk from a cane or 

walker? DYes 0 No 

Do you wear and neck or back brace? 0' Yes OJ No 

PLEASE INDICATE WHICH DIAGNOSTIC TESTS YOU HAVE UNDERGONE FOR YOUR MAIN COMPLAINT/PROBLEM, INCLUDE DATES, 

TEST DATE TEST DATE 

PLAIN X-RAY EMG/NVC/ SSEP 

BONE SCAN MRI 

MYELOGRAM BONE DENSITY/ DEXA SCAN 

CT SCAN FACET BLOCKS 

DISCOGRAM i I OTHER- INDICATE 
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~GUARANTOR AGREEMEN~I
 

I. INDIVIDUAL'S RESPONSIBILITY FOR NON-COVERED SERVICES: 

In consideration of services rendered by Long Island Spine Specialists, P. e, to the undersigned patient, the undersigned 
promisees) to pay to Long Island Spine Specialists, any co-payment, co-insurance, deductible or other changes required to be 
paid by my health insurance coverage. In addition, I promise to pay for all services that are not covered by my health 
insurance plan. In case of denial or termination of benefits, or in the event I fai I to inform you of any changes in my 
insurance coverage, I, the undersigned, understand that I am responsible for payment in full for services rendered. 

In the case of denial from No-Fault, the Workers' compensation Board, Workers' Compensation Carrier or termination of 
my orthopedic benefits, I, the undersigned, am responsible for payment in full of any and all services rendered. 

II. ASSIGNMENT OF BENEFIT PROCEEDS: 

I hereby assign to Long Island Spine Specialists, all monies and/or benefits to which I am entitled fTom my 
insurer/HMO/third-party payor, Workers' Compensation policy, government agencies, or those who are financially liable for 
my medical care. 

III. AUTHORIZATION TO RELEASE RECORDS: 

I hereby authorize Long Island Spine Specialists, p.e, to release to my insurerlHMO/third-palty pavor, government 
agencies, or to whomever if financially responsible for my medical care, all information needed to substantiate payment for 
such medical care and, if required, of pre-certification /prior approval purposes. 

It is, however, expressly understood that there will be no obligation of the undersigned to pay for any services, which are 
improperly billed. 

IV. AUTHORIZATION FOR USE AND DISCLOSURE OF PROTECTED HEALTH INFORMATION {PHI}: 

I hereby authorize Long Island Spine Specialists, P. e, to use and disclose my individually identifiable Protected Health 
Information ("PHI") in the manner described. I understand that my PHI may be re-disclosed by the person or entity receiving 
my PHI fTom LISS, and that it then may no longer be protected by federal privacy regulations. State law mayor may not 
prohibit such re-disclosure by the person or entity receiving my PHI from LISS. I voluntarily sign this authorization. I have 
been provided the opportunity to review the PHI agreement in full and/or access it fTom the LISS website. 

THIS AUTHORIZATION COVERS THE FOLLOWING PHI. 

CLAIMS/BILLING INFORMATION DRUG/ALCOHOL ABUSE MENTAL HEALTH RECORDS 

SENDING MARKETING MATERIALS AND/OR MEDICAL OFFICE CORRESPONDENCE TO THE E-MAIL ADDRESS 

PROVIDED BY ME 

CONFIRMING APPOINTMENTS VIA MESSAGE ON ANSWERING MACHINE, SIGN-IN SHEET 

AN ADDITIONAL AUTHORIZATION WILL BE NEEDED FOR: 

MEDICAL RECORDS HIV TEST RESUL TS RELEASE 

PLEASE LIMIT USE AND DISCLOSURE OF MY PHI TO: _ 

SIGNATURE OF PATIENT OR AUTHORIZED PRINT NAME DATE 

REPRESENTATIVE 
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