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Pacific Comprehensive Pain Management
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HIPAA Policy/Consent
To-our Valved Patients:

The Department of Health and Human Services has ¢stablished a “Privacy Rule” (o help insure
that health care information is protected for privacy. The Privacy Rule was also created in order 10
provide a for health care providers fo obtain their patient’s consent for uses and disclosures of health
information sbout the patient 10 catry out treatment, payments or health care operations.

As our patient we want you o know that we respect the privicy of your personal records and
will do all wecasn to sevure and protest that privacy. We strive 1o always take reasopable precautions to
your privacy. When it is appropriate and necessary, we provide the minimum necessary information to
only those we feel are in need of your health information and infornmtion about treatment, payment or
heslth care operations, in order to provide health care that is in your best interest.

We glso want you to know that we sapport your full access to vour personal medical records, We
may have indirect freatment relationships with you (such as laboratories that only interact with physicians
and not patients), and may have to disclose personal health information for purposes of treatment,
payment, or health care operations, These entities are most ofien not required to sign paticnt consent.

You may refuse to consent 1o the use or disclosure of your personal health information, but this
must be jn Writing. Under this law, we have the right to refuse to weat you should you choose to refuse to
disclose your Personal Health lnformation (PHI), If you choose to give consent in this document, at some
tuture time you may request fo refuse all or part of you PHIE '

You may not revoke actions that have already been taken which relied on this or a previously
signed consent. If you have any objections to this form, please ask to speak with our HIPAA Compliance
Officer. You have the right to review our privacy notice, 16 request restrictors and revoke consent in
writing after vou have reviewed our privacy notice.

We strive to achieve the very highest standards of ethics and integrity in performing services ﬁi&y
our patients, Onr policy is to listen o our patients and our employees. We welcome your input regarding
any service problem so that we may the situation promptly.

Fad

Thank you for being one of our highly valued patients!

Signature: S Date:
Privg Mame: Relationship to patisnt:

I am allowing the following persons fo receive private health information about my health.

Sigratore: Date:

3851 Katelia Ave Suite 301 Los Alamitos CA 90720 PH (562) 799-3888. FAX (362) 799-3880




PACIFIC COMPREHENSIVE

RECORDS RELEASE AUTHORITY

L —_ hereby request that you release to:

PACIFIC COMPREHENSIVE PAIN MANAGEMENT

STANLEY CHOU, LI,
ROGER MOON, M.D,

3851 Katella Ave Suite 301
Los Alamitos CA 90720
PH (562) 799-3888
F {562) 799-3880

A report of my diagnosis, treatment, prognosis and recommendation, as well as other
data pertinent to your treatment of me,

Patient Date of Birth Signature of Patient, Guardian or personal Represgntative

Witness Please PRINT name signed above

Date  Relationship to patient
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Thank vou for choosing the Pacific Comprehensive Pain Managetient as your provider of
servives. The paﬁmtfﬁ% sporisible party does accept complete responsibility for payment,

& Youareexpected io pay all deductibles, co-pays, co-insurandée amounis and non-covered

services it fime of service. We will bill your insuranee for all ¢overed sarvices.

. Youuse f%ﬁ;xmﬁt&iﬁ far payment is full if your insustince has not paid within 90 days of
da%:e of sepvice. your insurance nmiakes o payment after that time; a refund will be sent to
you, }w e mmmié for payment i fall if the claim is denied as a non-covered

cally necessary or if vou did not obtain a referral or authorization a5
mi&mﬁi %gy Yerly insurance company.
3 Thisis a self-pay {no insurance}:
*  You afe-éxpected to pay at the time of service, Any othérfinancial arfangement must be
seb up with the billing specialist before services begin.
{3 Notice of Bxclusion from Medicate Benefits (NEMB).
*  Medicare does not pay for all health care cosis, only for covered benefits.
*  The following services are provided by Pacific Comprehensive Pain %mgemem,
butareexcludad from Medicare benefits: Acupunciure
»  This is only a general summary of exclusions froim Medicare benefits. It is not a legal
document and the official Medicare program provisions are contained in relevant
laws, egulations and rulings,
i ng&: ﬁgﬁmﬁiﬁ% Grant ' All co-payments any other nop-covered chargés are the

responsible for notifying the Center immediately of any changes in their insurance
gx}%zcﬁy imé %’ﬁf gbtaining insurance related referrals and/or authotizations.

1 bave read and understand the Pacific Comprehensive Pain Management policies as stated
above. T understand that Pacific if%mprﬁhﬁﬁm% Pain Management cannot guarantes payment
fr¢ rance providers Tor services, Therefore, 4f my insurance provider denies paymest, [
#ES%0 be Rully responsible for payment.

Patient/Parent/Curdian Signature:
Date:

?aiigjaigm ?ﬁgi%é: oo pramm———— " TSROy “ g I}{:}%: ;

We uccept cash, personal check, VISA, MasterCard, and Discover & American Express.
P»amfc Comprehiensive. Pain Mansgemenit reserves the right to discontinue services for
rif Q;f fﬁ%

3851 Katella Ave Suite 301 Los Adamitos CA 90720 PH (562) 799-3888, FAX (562) 799-3880
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Request for medication refills of medication may take 48-72 hours for a response w©
the reduest

Plan Ahead

You shoutd contact PCPM three {3} days before your medication is due to rup out. IF
you use mail order company. pleasc contact PCPM fourteen (14) days before your
medication i 1o run o, Message should be lefi for the stafT,

If may take 2-3 business days to refill vour preseription. We must review your
medical reeonds, check for expiration dates, verify the number of refills and ensure
eligibility. Once the necessary information bas been researched, it is presepted to the
dacter for final authorization. Certain medications require laboratory lesting before
they can be refilled and you might need 10 see the doctor before we can authorize a

refill,

Refill request may also be made through your pharmacy. The pharmucy will forward

the necessary information to our office to begin the research process.

We utitize strict control for medication containing oploids. Some opioids cannot be
called into the pharmacy for refills. The patient must be seen in the office for those
non-refillable pain medications 1o be refilled. Patiem”s taking opioids medication
cannot have the medication refilled uniil the current prescription is fully expired.

Refills on medication can only be authorized on medications prescribed my physician
on our office. We will not refill medications preseribed my other physicians,

If a patient has not been evaluated in one {1) or more months, a follow up visit will be
needed 1o verily medication needs.

Refills will be handled ONLY dwing our regular clinic hours, Monday through
Friday 8AM 1o 48M, We cannot refill medication afier hours or on weekends.

Patient signature Date
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Pain Treatment with Opioid Medications: Patient Agreement*

L : ‘ s understand and vﬁaﬁ%ariiy agree that

{initial each statement affer reviewing): |

t will keep {and be on time for) all my scheduled a;r;amﬁmma with the dottor aa& other N
members of the treatment team. :
1 will participate in all other types of %reama; that i am asked o participate in.

1 will keep the meﬂ itine safe, secure, and bet @f the reach of children. If the medicine is lost
or stolen, { understand it will not be replaced until my next a;ssmmttﬁﬁnt and may riot be replaced at
ali. 4 , ‘

i will take my medication as instructed and not change the way | take it without first talking
to the doctor or other member of the treatment team.

1 wiil not call between appointments, at night or the weekends for refilis. | understand that v
prescriptions will be filled only during scheduled office visits with the treatment team.

e Wil iake sure | have an appointment for refills. If 1 am having trouble making an
appointment, | will tell 2 member of the treatment team immediately.

1 will always treat the staff at the office respectfully. | understand that H1am ﬂisr%s;mc%fizf 10
the staﬁ or disrupt the care of other patients, my treatment will be stopped.

eV will sign a release form to let the doctor speak to all other or providers that 1 see.

I will use anly one pharmacy to get all my medicine:

Pharmacy name/Phone ¥

{ will not get any apioid medicine or other medicine that can be addictive such as
berzodiazepines klonopin, Xanax, valium) or stimulants {Ritalin, amphetamine) without telfing 2
member of the treatment team before 1 fill preseription. | understand that the only exception to this is
it 1 need pain medicine for an emergency of the evening during the weekends,
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1 will not use illegal drugs such as heroin, cocaine, THC marijuana, or amphetamines. |
understand that if | do, my treatment will be stopped.

| will come in for drug testing and tounting of my pills within 24 hours of being called. |
understand that | must make sure the office has my current contact information in order to reach me.

Any missed test will be considered positive for my Hlegal drugs.

{ will keep up to date with any bills from the office and tell the doctor or member of the
treatment team immadiately if | lose my insurance or can’t pay for treatment.

{ understand that ! may lose my right to treatment. If | break any part of this agreement.

PAIN TREATMENT PROGRAM STATEMENT
We here ot Pacific Comprehensive Pain Management 3851 Katefla Ave # 301 Los Alamitos, CA 80720

We will help you schedule regular appointments for medicine refills. If we must cancel or charge your
appointment for any reason, you have enough medication to last until your next appointment.

We will make sure that this treatment is as safe as possible. We will check regularly to make sure you
are not having side effects.

We will keep track of your prescriptions and test for appropriate drug usage.

We will help connect you with other forms of treatment to help you with your coagiitien, We will help
set treatment goals and monitor your progress in achieving those poals.

We will work with any other doctors or providers so that they ¢an treat you safely and effectively.

if you become addicted to these medications, we will help you get treatment to safely wean from the
medication,

PATIENT SIGNATURE PATIENT NAME PRINT DATE

PROVIDER SIGNATURE PROVIDER NAME PRINT DATE
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PATIENT AGREMENT FORM

Patient Name:

Muedical Records Number:

AGHEEMENT FOR LONG TERM CONTROLLED SUBSTANCE PRESCRIPTIONS

The use of , %:griﬁé; names of medication{s}} may
cause addiction and is only one part of the treatment for: « . {print
niame of condition-e.g., pain, Anxiety etc.}as muchas msnhfe wi‘tiwut cwsiﬁg dmgemm side effects.

The goails of this medicines are:
*  To improve my ability to work and function at home,
¢ Tohelpmy , ___{print name of condition--a.g., pain. Anxiety
etc.} as much possible without causing dmigemus s:éﬁ effects.

i %sava been told that:

1. Hidrinkalcohol or use street drugs, | may not be able to think Ceary and i could become
injured.

2. Imay get addicted to this medicine,

3. if 1 or anyone in my family has a hlswa‘v of drug of alcohol problems; t}mm isa higher
chance of addiction.

4. #1need tostop this me&y:%ne, i must ﬁa it slwiy or bmay get very sick.

s lam ?esgansibfe fur* my mg:ircme& will not share, seli, or trade my medicine. I will not take
anyone else’s medicing,

¢ 1 will not increase my medicing until | speak with my doctor or nurse.
My medicine may not bie replaced if it is lost, stolen, or used up sooner than preseribed.

*  Iwill keep all appointments set up by my doctor e.g., primary care, physical therapy, mental
heaith, substance abuse treatment, pain management)
Fwill bring the pill bottles with any remaining pills of my medicine to 7y clinic visits,
1 agree to give a blood or urine sample, if asked, to test for proper drug utilization.
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Refills will be made only during regular office hours- Monday- Friday, 8,00 Am-4:30 PM.

No refills on nights, holidays, or weekends. 1 must call at least three (3} working days ahead (M-F} to
ask for a refill of my medicine. No exceptions will be made,

i must keep frack of my medications. No early or emergency refills roy be made,

PHARMACY

| will only one pharmacy to get my medicine. My doctor may talk to the pharmacist about my
medicines,

The name of my pharmacy is

PRESCRIPTIONS FROM OTHER DOCTORS

If t see another doctor who gives me a controlled substance medicine (for example a dentist, a doctor
from the emergency room or another haspital, etc.} Lmust bring this medicine to primary care in the
ariginal bottle, even if there are no pills left.

PRIVALY

White | am taking this medicine, my doctor may need to contact other doctors or family members to
get information about my care and/or use of this medicine. § will be asked fo sign a release form at

this time.

TERMINATION OF AGREEMENT

If | break any of the rules, or if my doctor decides that this medicine is hurting me more than helping
mae, this medicine may be stopped by my doctor in a safe M
t have spoken about this agreement with my doctor and {understand the above rules.
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PROVIDERS RESPONSIBLITIES

As your doctor, | agree to perform regular checks to see how well the medicine is working.

Patient signature ‘ DATE

Attending Physician’s signature

* This document has been discussed with and signed by the physicians and patient. {A signed
copy stamped with patient card should be sent to the medical records department and a copy
given to the patient. }




