Paces Ferry Medical Group, P.C.
3153 Howell Mill, Stite 223
Atlanta, Georgia 30327
404.351.5262

PATIENT UPDATE FORM

(Please Print)

Todays date: o | PCP:
PATIENT INFORMATION
 Patient’s last name: First: Middle: QM. gMes  Mantal status (circle one) i
' QMrs. QM. gingle / Mar / Div / Sep FWid
Is thi's' ;ré»ur legat nam.é? I not, ﬁrhat is you.r legal name“r““ | (Forﬁ;er nama): ) Birth daté:” l Age ” S -
QYes  ONo P ‘am ar
‘S‘treet address o o ' . Sor:iéal Sécurity nn::,:. N Home phane na.': o
: ‘ « )
| P.O; box: | cnff: " | | | State‘:‘ | H 2115 Code:
: Ocﬁlzfgéﬁon: o Empluye?ﬁ ” B . Erripiﬁymr phané ﬁo.:
' { )

INSURANCE INFORMATION

(Please glve your Insurance card to the receptionist,)

Person }éswnsible‘;’olr bm.- lHIrth date: | Adclresg "(if different): ~Home ﬁhonc no.:

j isltili.;.bemnn a‘r‘Jatient heré? 0 Yes ” 1} No l l

‘ Dccupamlc:ﬁ: ‘3 é'rnptuyer: Emplnyér' éddmss: H | - Emplayer phane ne.;
( )

- Is this patient covered by

ingurance? CYes ONo

Please indicate primary insurance 0 Medicare O Astna 3 Madicaid O BluaCross O Other __

Subscriber's name: Subscriber's 5.5. no.: ‘:.Birth date; Group no.: Palltﬁ; no - ”Co-payrnér‘:{:”
B | . o N | s
. Patient’s refationship té subscriber; Q Seff ' =] Spduse ] Chﬁd 0} Cther | |
‘ Naha of Eumnda;'y instirance (if ap;alic;ah‘[é):‘ . Subgeriber's namef o Group ﬁo.: | Policy no.é
F“atient's relatlon#hip w0 mxhsériber: a Seif [J Spouse O Child Q Other
IN CASE OF EMERGENCY
- Name of locat friend or refative (not fiving at same address): " Relationship to patient: tlome phone on,; Work phone no,:
( ) ( )

The above information Is tnse to the best of myknuwie&gjé. I authorize my insurance benefits be béid dire‘:i:tly to the”phy}s‘icla nl uhderstand
that T am financially responsible for any balance, | also authorize Paces Ferry Medical Graup, P.C. o inswrance company to refease any
infprmation required to process my claims,

FPatienlyGuardian signature Date

Phone 404,351,526 Paces Ferry Madical Group, P.C, Fax 404.350.8873



Paces Ferry Medical Group, P.C.
3193 Howell Mil, Suite 223
Atlanta, Georgia 30327
404.351.5262

HEALTH HISTORY QUESTIONNAIRE

Al questions contained In this questionnaire are strictly confidential
and witl begome part of your medical record.

Name ;rae, mist M1 OM OF ' Do

. Marital status: O Single (3 Partnered O Married D) Separated O Divoresd (3 Widowed

Pravious or referring doctor:

| PERSONAL HEALTH HISTORY

| Chitdhood illness: [0 Measles [IMumps ) Rubella O Chickenpox (1 Rheumatic Fever [ Poll

Immunizations and ! O Tetanus - [ Prieumonia

" dates:

| [ Hepatitis [ Chickenpox

L Y Influenza 00 MMR Meastes, Mumps. Rubeis

. List any medical problems that other dactors have diaghosed

" Surgeries

| Year Reason " Hospital

Othar hospitalizations

List your prescribed
Name the Drug Strength Frequency Taken

Year  Reason

war-the-counter drugs, such as vitaming and inhalers

Allergies to

- Narne the Drug

. Reactlon Yau Had

Phone 404,351.5262 Paces Ferry Medical Group, P.C,

Date of last physical exam:

Hospital

Fax 404.350.8873



HEALTH HABITS AND PERSONAL SAFETY

; Au_ QUESTI'{:)'NE‘; 'ébi;JTAINED IN THIS QUESTTDNNAIRE ARE OPTIONAL ANDWILL BE KEPT 5T CONFIDENT'IAL.“ T

Exercim .| Sedentary (No c:xercise) - :
Ej Mlld ax&rcise (i 2, climb ﬁfau's wafk 3 blocks golf)

C:I Orcasmnal v:gumu-_-, e:cerc:se (: e, work cnr recreation iess than 4x/week fo

D R&gular vigoruus exerciae (l &, wark or mcmatlon 4xjweek fc:r 30 m!nm&s}

Yes | D Mo

Diet Are you dieting?
Yes '3 No

Ifyes, are you on a physiclan presaribed medical diet?
#ofmeais you eat in an average day?

e T e
‘ Rfmk fat lntake “ “: I') H S I:| Med
Caffeine  GNone DCofiee i OTes

# uf cupq/can'-: per daw

Rank salt intake

. Alcohaol Da you drink afc:ohoi? O Yes |0 No ;

) If yes tht kmd?
How many drinks per week?

Are you concemed atmut tha a;mount you drlnk‘r‘ 1 No |
Have  you mnsldemd stupping? 'I;n
Have: you ever experienced blackouts‘.".-'” - Nr:
. Are you prone to "binge” drinking? o No
, Doyoudrive after drinking? | No
“ fnhacr.o ” Do you use mbaz:co? ; : Nc
O Cgarettes —pis/day D Chew-#/day O Pipe-#/day |0 Cigars- #iday
‘ El # of years Ei! Dr year quit o o |
Drugs “ .""Do yau currentl'; ﬁse rec:reatmnal ar street d:ugq? | i'IIYes WL']ND
- Have you ever given yourﬁelf street drugs w:t:h; needie? 3 Yes | Nu
Sex  Aeyousexualyactve?r O Yes O No
0

Tf yes, are you trying for a pregnancy? Yog No

If not trying for a pregnancy list cnntraceptive or barrier f

5

Any dlsmmfart with lntermurse" Yes {00 No

Illness related to the Human Immunm:iefu.iency Virus (HIV) such as A , has become a major pub!ic hoalth E :
- problem. Risk factors for this tiness indude intravenous drug use and unprotected sexual intercourse, Woukd ) i

. you like to speak with your provider about your risk of this illness? 0 Yes 8] Ne
Personal Do you five alone? O Yes (E] No
) Do you have flequant F"llls 0O Yes ([1 No
Do ynu ha\m wmnn m" heanng lnss? 1 Yes 2 No
- bBo you have an Advanca Darecuve or Living Witl? 0 Yes L Ne .
; Would you Iikﬂ infurmatlon on the preparatmn uf thv.sa? 1 yes 1 No
' Physical and/or mental abuse have also became major public heaith issues in this country. This often takes '
. ihe form of verbally threatening behavior or actual physical or sexual abuse, Would you like to discuss this . !
- issue with your provider? - N Yes B Nao

Phome 404.351,.5262 Paces Ferry Medical Group, P.C. Fax 404, 350.8873



FAMILY HEALTH HISTORY

AGE SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
" Father ' Chiddren

Mother

Siking

.ooooioa oo
mMEimEzimz M=

Gmndmather 3 :

Grandfather
. Malerral

 Grandmather

oDiocoooooDoo
MEAME RZIMZMZT MR

| MENTALHEALTH

. 15 stress a major problom for you?
- Do you feel depressed?

5 Do yau pa.mic when 5tressed?

No
No
Yes (0 No

1
B
a Ne
e
[
o
o

Yes

Oopoo0oeoon)

. Do you have pmhlems wilh eatmg or your appeute’-" ;

Do you ay frequently? Yas

Have you ever attampbed suidde? Yes | Ne

Yeai

! Have yuu ever '-‘-erious!y thought about hur“clng vounwtﬂ N

No
N

Do you havﬂ tmuble sleeping? Yes '

Have you aver been to a counselor? Yes

WOMEN ONLY
: Age al nnset r.:»f menstruatlon
: Date of laﬁt menstruatmn
Perlod avery  dayz

Heavy periods |rregulariw, spnttmg, pdin cr dmharge? 0 No

Number of pregnaﬂmes Number af live bqrths

- Are you pmgnant or hreastfmdlng? Yas |0 No

Have you had 2 D&C, hystemctomv, or CESEIEBH? Yes No
No
Mo

oy

Any unnary Lraf.t bladder or iqdnzay mfectiuns wllhm the Iast year? Yes |

Any blmm in your urine? Yes

C'0.0 & O

Any prob{erm with mntrul of urinatiqn? Yes
No
Mo

Mo

Yes

oioicoooGc ol

Any hot ﬁashes ar sweatmg at night?

. Do vou have menstmal tenslnn pam bloating, irr{mbility, mr other sympwms at ar around time m!’ perlod? ‘ Yes

o
=
]

Yoy

: Experienced any retent I:nreae.t Lendemess Iumps or mpp!e du,charge? '

: Datca of fast pap and reci:al axam?

Phone 404,351.5262 Faces Ferry Medical Group, P.C. Fax 404.350.8873



No

0
=
s
O
-
o
=
o

D i

Dcr yuu uswily get up to urmate dunng the mght? O Yes .

If yes # of times

No |
Nn
No
No
. No .

Do you fwi pain or buming W|th urmat:an?' Yes

Aty plood in your uring? Yos

} Du you Feel burning dnscharge from pems? Yes
5 Has thn fc:lrm of your urmation decreasad? Yes
Have you had any kldnay, bladder, ar pmstate lnfez:tmn_, W)thln the last 12 manths? Yes

- Do you have any problems emplying your bladder completaby? ; Yes

Any difﬂculty with erectlun ur eja::ulatlan? Yes No
Mo

No

: Any testicle pain or v:welling“’
Date of last prostate and mcta} &xam?

Yes

oDio.c o090 oioa

You |

 OTHER PROBLEMS

Check if you have, or have fad, any symptoms in the llowling areas to a significant degree and briefly explain.

Remant changes In
We1ght

o Skin O ChestHeart ,

Haad/Nack LJ Back

Ears

Ablllty tu qlcwp

IZ]
I“l

intestinal D Energy tevei
EJ

Throat Other painfdascoml’ort’

Lungs

Buwei

(]
O o

OoNes O padder

- e
0 a

Lirculdl»on

Phone 404,351.5262 Paces Ferry Medical Groug, P.C, Fax 404.350.8R73



Paces Ferry Medical Group, P.C.
3193 Howell Mil, Suite 223
Atlanta, Georgia 30327
404.351.5262

»ﬁ% e PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives a patient the right to request all uses and
disclosures of their protected health information (PHI). The patient is also provided the
right to request confidential communications or that a communication of PHI be made
by alternative means, such as sending correspondence to the individual’s office instead
of the individual’s home, This information will remain in effect until revoked in writing

I wish to be contacted in the following manner, (Check all that apply):

[] Cell phone

[} Home Phone

[] Okay to leave message with detailed information

L] Leave name/doctor with cali back number only

[} Work telephone

[} Leave detailed message on work voicemail

[ Leave message with name/doctor and calt back number only

] When unable to contact me by phone, a written communication may be sent to my
home address

[] Other

[T] Email

Patient signature Date
Print name Birthdate

Healthcare providers must keep records of PHI disclosures. Information provided will be
documented on the test results, progress notes, or patient communication in question.

Phone 404.351.5262 Paces Ferry Medical Group, P.C. Fax 404.350.8873



PACES FERRY MEDICAL GROUP WELLNESS

Ploase complete this checklist before seeing your
doctor or nurse. Your responses will help you
receive the best health and health care possible.

1. What is your age?

2. Are you a female or a male?

OMale. 3 Female.

3. During the past four weaks, how much have yiou
been bothered by ermotional problems such as feeling
anxious, depressed, irritable, sad, or downhearted and
blue?

Ol Not at all.

[] Slightly.

(O Modegrataly.

[J Quite 3 hit,

O Extremely,

4. During the past four weeks, has your physical and
emotional health limited your social activities with family
friends, neighbors, or groups?

L1 Not at all,

(3 Slightly.

ClModerately,

(I Quite a bit.

[ Extremely,

3. During the past four weeks, how much bodily pain
have you generally had?

O Ne pain.

Ll Very mild pain.
(I Mild pain.
LlModerate pain.
U Severe pain.

6. During the past four weeks, was someone available
to help you i you needed and wantad help?

(Fer example, if you felt very nervous, lonely or blue; got
sick and had to stay in bed; needed someone to talk to;
neaded help with daily chores; or neaded help just tak-
ing care of yourself,)

O Yes, as much as | wanted.
LI Yes, quite a bit,

{1Yes, some.

O ves, & littla,

LI Ne, not at all.

Your name:;

Today's date; _

Your date of birth: ___

7. During the past four waaks, what was the hardest
physical activity you could do for at least two minutes?

[ Very heavy.,
(i Haavy,
L] Moderate.
H Light,
[J Very light.
8. Can you get to places out of walking distance with-

out help? (For example, can you travel alane on buges,
taxis, or drive your own car?

Lives. [INo

9. Can you go shopping for groceries or clothes without
someona’s help?

OYes. COINo.

10. Can you prepare your own meals?
LlYes. [INo

1. Can you do your housewark without help?
CiYes. [INo.

12. Because of any health problems, do you need
the help of another person with your personst care
needs such as eating, bathing, dressing, or getting
around the house?

DYes. ONo.
13. Cap you handle your own money without help?
Chyes.  [ONo.

14. During the past four weeks, how would you rate
your health in gengral?

[ Excellent,

Ol very gaod.

(3 Good.

U Fair.

[JPoor.

continued M



15. How have things been going for you during the past
tour weeks? :

[JVery well; could hardly be better.

O Pretty well.

D) Good and bad parts sbout equal,
U Pretty bad.

U Very bad; could hardly be worse.

16. Are you having difficulties driving your car?
O Yes, often.
J Sometimes.
CTNg,
LI Not applicable, | do not use a car.

17. Do you always fasten your seat belt when you are
ina car?

U Yes, usually.
O Yas, sametimes.
LI MNo.

18. How often during the past four weeks have you
been botherad by any of the following problams?

Falling or dizzy when standing up.

Sexual problems.

Trouble eating wall,

Teeth or denture problems.

Problems using the telephone,

0 010 0] ] Never
B183/013} 3101 seldom
010 G0 G{ DO} sometimes
D10 ai 30 Often
a0 CHO[LH O Abways

Tiredness or fatigue.

19. Have you fallen two or more times in the past year?
OYes. JiNe.

20. Are you afraid of falfing?
OYes, CINe,

21. Are you a smoker?

[ No.
O Yas, and | right quit.
C Yes, but I'm not ready to quit.

22. During the past four weeks, how many drinks of
wine, beer, or other alcoholic beverages did you have?

010 or more drinks per waek.
[16-9 drinks per week,

[ 2-5 drinks per week,

LI One drink or less per week.
[T No aleoho at all,

23. Do you exercise for about 20 minutes three or more
days a week?

0 Yes, most of the time.

[1Yes, some of the time.

B No, | usually do net exercise this much.
24. Have you been given any information to help you
with the following:

Hazards in your house that might hurt you?

OYes. [ONe.
Keeping track of your medications?
Jyes. [ONo.

25. How often do you have trouble taking medicings the
way you have bean told to take themn?

[t do not have to take madicine.

01 always take them as prescribed.

L) Sometimes ! take them s prescribed.

Ot sefdom take them as prescribed.

26. How confident are you that you can control and
manage most of your health problems?

Ll Very confident.

(J Somewhat confident.

[J Not very confident.

Ot da not have any health problems.

27. What is your race? (Check all that apply.)

L1 White.

1 Black or African American.

[J Asian,

£ Native Hawaiian or Other Pacific lslander.
(" American Indian or Alaskan Native.

[ Hispanic or Latino origin or descent,

U Other.

Thank you very much for completing your Medicars
Wellness Checkup. Please give the completed checkup
10 your doctor or nurse.



Quality of Life Questionnaire

Date:

Patlant's Name; DOB:

Patient’s Phone Numbar: Ermail:

1, Have you ever been diagnosed with Allergles? YESO nNOD
- . Are you currently taking or have you within the last year taken or

have been prescribed any over-the-counter or prescription strength

medications for allergies, hay fever, or nasal congestlon? YESL] NODD

If YES, please list all that apply:

3. Have you ever been dlagnosed with asthma? YES(F NO OO

4. Is your doctor currently treating your asthma with medications? YES (1 NOE)

I YES, please list all that apply:

5. Please note that in the case of seasonal allergles, you may not he experiencing the fallowing
symptoms now, but may experience them regularly during a different season of the year.

Please check all that apply:

8 Stuffy Nose U Sore Throat Q  Bad Breath

L Runny Nose O Cough B Snoring

0 Nasal Congestion L} Post Nasal Drip O Mouth Breathing
0 ltchy Eyes L} Headaches & Nose Bleeding

W Watery Eyes O Trouble Sleeping O Sinus Pain

) Jtchy Throat 1  Fatigue O  Loss of Taste/Smeli




Patient Name __

Date of Birth_ | . Today's Date

L.

Please chack the appropriate box if you are currently experiencing any of these
symptoms, and/or If you have experienced them in the last 7 to 14 days.

7-14 7-14
AUTONOMIC NERVQUS SYSTEM Today Days INSULIN RESISTANCE {IR) Today Days
DYSFUNCTION (ANSD) Blumed Vision ‘ a . o
Blurred Visian d = Elsvated Blood Sugar ‘0 O
Elevated Blood Sugar & O Extrenie Thirs( [ C}
Extrem Thirst O U taligue (Tireness) O [
Frequent Urinalion 0 0 Increased Hunger O 0
Fatlgue (Tiredness) } O - : .
Heardbum LI & SMALL FIBER SENSORY NEUROPATHY {SFN)
increased Hungor 0 Wi Burning Sdnsalions & O
Mausea 1 L8] Painful Contacl With Socks or Bed Sheets O O
Numbness & Tingling in Mands or Feat & ] Pebble or Sandiike Sensalion In Shpes O I
Varniting 0 8 Slabbing or Ziectdcsl Shock Sensation il ]
T - Pins And Needles Sensation In Fest [ 0
SUDOMOTOR DYSFUNCTION {SUDOD)
Burning Sensation o o CARDIOMETABOLIC AUTONOMIC NEURQPATHY {CAN)
Difficulty Digesting Food 0 £l Blurred Vision r n
Dizziness or Fainting O i Cald, Clamsmy, FPale Skin ] 1
Exercise tnlolerance 5] a Depression = .
Sexual Difficulties . - Dizziness or Lightheadedness Ol 0
Sweal Abpormalilics O L Thirst 0 0
Tingling Hands & Faet O ! Fainting 1 m!
Urinary Problems = O Faligue (Tiredness) g O
ENDOTHELIAL DYSFUNCTION (ENDOD) Lack of Concentration 0o
Angina (severe chesl pain, oflen spreading ack of Energy - .
lo shoulder, am, back, neck, or jaw) {J {1 Nausea H L
Chest Pain thal goes away with rest =] O Rapid, Shallow Brealhing o s
Heartburn H D PLETHYSMOGRAPHY CARDIOVASCULAR
Pain In Calves 1 L DISEASE (PTG V)
Shoriness of Breath o i Blood clof in a vein (Venous Thrombosis) ] L
Stroke 0 L3 Hearl Atlack 0 r
TIA {mini stroke) 0 u . lrregular heanbeal, loo fasUsiow (Atral Eibrfation) = O
. b — " Stroke S n - o
CARDIOMETABOLIC RISK {CMR)
Headachas : 0 ) - - -
Dizziness O ]

Swelling of Ankles O ]






Paces Ferry Medical Group, P.C.
3193 Howell Mill, Suite 223
Atlanta, Georgla 30327
404,351,5262

REGISTRATION FORM

{Mlease Print)

Today's date: PLR:
PATIENT INFORMATION
Patient's last name: First: Middle: M. O Miss Marital status (circle one)
0 Mrs. 0] Ms. SingleDY Mar 20D Sep
is this your legal name?  If not, what is your legal name? (Farmer narme); Birth date: © Age: Sex:
O Yes O No : / / uM Or
Straet address: Social Security no.: . Home phone no,:
o o ¢ )
P.O. box: - Clity: State: 2IF Code;
Oorupation: Employer: " Employer phone no.:
{ )
INSURANCE INFORMATION
(Please give your insurance card to the receptionist,}
Parson responsible for bil:  @irth date: Address (if different): R Home phone o,
/ / { )

Is this parson & patient here? Yes O No

Occupation: Empioyet: Emplayer address: Eﬁublnver phone no.:
lI:ﬁLT:ﬂzaﬂt;am covered by OVYes O No
Please Indicate primary insurance [ Medicare O Aetna O Medicoid [ BlveCross O Other_
Subscriber's name: - ‘éﬁbscﬁ.bér"ﬁ SS . Birth date: o Group no,; " Policy na.: " Co-payment:
‘ r §
Patlent’é relationshlb fd ﬁﬁbslcriber:l 3 Self w] SpDuse - E.I Cr;ild £ Other |
Name of secondary insurance (F applicable):  Subscriber's name:  Group no.: "~ Palicy no.:

£1 Sposse O Child d Gther

IN CASE OF EMERGENCY
Relationstip to patient;

Patient’s relationship to subscriber: Ly Self

Name of local Friend or refative (not living at same address):

Home phone no.:

( J

Work phone no.:

{ }

. The above information Is true to the best of my knoWIedge; 1 autharize my insurance henefits be béid 'd'i}é'ct'iQ to the bhysicia n. I understand
that T am financially responsible for any balance. I also authorize Paces Ferry Medical Group, P.C. or irsurance company 1o release ary

information regulred to process my daims.

FatientyGuardian signature Date

Phiane 404.351.5262 Paces Ferry Medical Group, P.C.

Fax 404.350.8873



Paces Ferry Medical Group, P.C.
3193 Howell Mill, Suite 223
Atlanta, Georgia 30327
404.351.5262

HEALTH HISTORY QUESTIONNAIRE

All quiestions contained in this questionnaire are strictly confidential
art will become part of your medical record.

- NAE (Last First 1) gmMm OF nda:mum
Maritad status: [l Single O Partnered 0 Married [ Separated DO Divorced [ Widowad

Previous or referring doctor: Date of last physical exam:

PERSONAL HEALTH HISTORY

Childhood ifiness:  (J Measles L1 Murmps O Rubella [ Chickenpox [ Rheurnatic Fever O Polia

. Immunizations and ' O Tetanus [ Preumonia

* 1 Hepatitis 1 Chickenpox
1 Influenza 1 MMR Ml Mg, Redelly

' List any medicat problems that other doctors have diagnozed

| Surgaties
© Year ‘ Reason Hospital

ar hospitalizations

' Hospital

 List your prescribed drugs and over-the-counter drugs, such as vitamins and inhnlers
fame the Dryg Strength Frequency Taken

Allergies to medications

" Name the Drug ' Reaction You Had

Phone 404,351.5262 Paces Farry Medical Group, P.C. Fax 404.350.8873



Exercise

HEALTH HABITS AND PEREQNIAL“ SAFETY

[3 Sedentary (No Exalcise)

|:l Mi{d exerclse (l ) ctimb mlm, walk 3 blocks gmlf)

; D Ocmsmnat vignrous exercise (i &) worl-; or rEcreatlon, Iesq than 4><!week &:nr 30 rmn )

l:l Regular vigcmus emrclse (i e., work or recreatinn 4xfwaek for 30 minutes)

' Diet

: Caffelne

Are you dieting?

If yes, are you on & physician prescribed medical diet?

¢ # of meals you eat in an average day?

Rank salt intake
j Rank fat intake
3 EJ Ncme

O Hi
3 Hi

- # Df cups/cans per day?

. Alcohol

: Tobacco

frugs

Parsonal

. Bafety

Prone 404.351.5262

: m you drink alcohal?

) II= yes what kand"’
How many dﬂnks p@r wmk?

CCoffee

L“lMad

Are you concerned about the amuunt you drmk?

i Have you mnmdered stoppmg?

Hava you ever exp&ripnced bfackouts’

: Are yau proné to "binga" drmklng'-’

Du ycu drive after cirlnkmg?

Du YOu use tonacm?

u C:garettes - pks /day
.‘ {Zi # or YERrs.

' DB you curmnﬂy uso recreauonal or street drugs‘-’

. Have you ever given voumaelf stmet drugs with # needle?

Are ym.l sexuaully ac:tlve?

If yes, are you trymg Fnr a pregnancy?

E:l Dr yaar qurl:

U1 Chew - #/day

lf nnt twmg for a pregnancy Ilqt mr\traccmive or bcHTiEF method used

. Arw dnscnmfort w:th intercouwse?

O Pipe - #/day

D Low

t‘j Cala

Illness related tca Lhe Hurnar Immunqdeﬂcmm:y Vlrus (HIV), such as AIDS has become a majnr publu: hea!th

problem. Risk factors for this illness Include intravenous drug use and unprotected sexual Intercourse, Wauld
- you like to speak with your provider about your risk of this iiirness? :

: t".*m you Iwe ak:me?

Do you have frelquent falfs?

| Do you have vision or haanng Ic:s&"-'

Do you have an Advance DII’ECﬂW.! or lemg W|I|‘7

: Would you lika Informaﬂon on thie preparacion m’ these?

'é

: Physu:af and/w mental abuse have also becme majm publrc hea}th lssues |n lhiS muntry I‘hus often takes

- the form of verbally threatening behavior or actual physical or sexuat abuse, Would you like to discuss this

. Jssue with your provider?

Paces Ferry Medical Group, P.C,

g‘mgi

Daoooo

Al QUESTIONS CONTAINED IN THIS QUESTIONNAIRE ARE OPTIONAL AND WILL BE KEPT STRICTLY CONFIDENTIAL,

Yes

Yes |

Yes :

o ves |
u ‘Clgars - #fday
D Yes

Yes |
Yes |

Yes |

Yoas |

Yes

Yes
Yes |

Yes

(7 Yes |

No

No

O Low ‘

No |

No |
No
o No
Mo |

No

Mo
No

No .

No

No j
No
No

No |
No |
No

Ney

Fax 404,350,8873



FAMILY HEALTH HISTORY
CAGE  SIGNIFICANT HEALTH PROBLEMS AGE SIGNIFICANT HEALTH PROBLEMS
' Father | Children :

Mother

Sibiing

coOoooono
r2iMZ M REI.

* Grandmother |
Mabrsrrnd ‘

" Grandfather

other

Faternal

Grandfather
] Patarng!

coDooocoooon
TZIMT VI MIT;ME N :

'MENTAL HEALTH

Is stress a major problem for you?

. Do you feel depressed?

Dn you panic when stresmd‘? Yes [ No ‘

Yes | O No 3

Do you have pmbiems with eating or your appwtitﬂ?
Yes |1 No

: Do vau -:ry frequently?

-
o
o
=
1

5 Have you ever e:ttempted suicfde?

- Have you ever se:nnusly thought about huatlng yourseif?
Yes (LI Ho

Dm you have tmuble sieepmg?
Yes i [3 No

o oo

i Ham you aver been m a counsmﬂr?

| WomENONLY

Age at onset of manstruation:
- Date of fast menstruation:

~ Perind every

1 Are yﬂu pregnant or breasu’eeding?
D&C, b

Any higad in your wrine?

Any problemns with controb of url

Du you havez menstrual tension. paln, bluaﬁng, irritability, or nther symptnms at or arourkd time of perlod?

w Expeﬂenced any recent breast tenderm?ss iumps or nipple cinscharge‘-’

Date of last pap and rectal exam?

Phone 404,351,5262 Paces Ferry Medical Group, P.C. Fax 404.350.8873



If yes # 01" times

_ MENONLY

Do ynu usuaﬂy get up to unnate durlng the nlght?

Do yau feel pam or burnlng w;th unnatmm‘

. Any biaod in your urme?

: Du yuu Feel bummg dlscharge frc:m pc:ms’

f your urinatlcm decreaﬁed"r'

Have you had any kidney, btadder or prosmte mfe:mons w:thm the Iast 12 mc:nths”r‘

Do you have any problems empt.ymg your bladder completety?

iL‘h erecti&n or E:jaculation?

Any testicle patn or swellmg?

- Date of last prostate and re::tal emm?

Skin

o GDDD o

Head/Neck

Ears

Nose

Lungs

Thmat

Phone 404.351.5262

Baclc

Inlesunal
Bladder
Bowﬂl

Clrculatmn

Faces Fery Medical Group, P.C.

ChestfHeart

Walght
Energv Ievel
Ability 1o SiEﬂp

o Di}[}u

Othar min}dismmfcrt:

Do.c o ooo0o 9

0 Yes 0O

Yes

Yes .

Yes -

Yos

Yes

Yas !

Yes |

had, any symptoms in the following areas to a significant degree and briefly explain,

Re::‘.ent changas in:

00D 00060

Nog

No

Ng

No
Noé

Mo

No
No

Na?
No

Fax 404.350.8873



Paces Ferry Medical Group, P.C.
3193 Howell Mill, Suite 223
Atlanta, Georgia 30327
404.351.5262

PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives a patient the right to request ali uses and
disclosures of their protected health information (PHI). The patient is also provided the
right to request confidential communications or that a communication of PHI be made
by alternative means, such as sending correspondence to the individual’s office instead
of the individual’s home, This information will remain in effect until revoked in writing

I wish to be contacted in the foliowing manner. (Check all that apply):

[] Cell phone
[3 Home Phone
[] Okay to leave message with detailed information
] Leave name/doctor with call back number only
[T Work telephone
[] Leave detailed message on work voicemail

[ ] Leave message with name/doctor and calt back number only

[ When unabile to contact me by phone, a written communication may be sent to my

home address

L] Other

(™) Email

Patient signature Date
Print name Birthdate

Healthcare providers must keep records of PHI disclosures. Information provided will be
documented on the test results, progress notes, or patient communication in question,

Phone 404.351.5262 Paces Ferry Medical Group, P.C, Fax 404.350.68873



PACES FERRY MEDICAL GROUP WELLNESS Your name: __
Today's date:

Your date of birth: ___

Please complete this checklist before seeing your
doctor o nurse. Your responses will help you
receive the best health and health care possible.

L Whatisyourage?

7. Dwring the past four waeks, what was the hardest

2, Are you a female or & male? physical activity you could do for at ieast two minutes?
UMale. [ Female, H Very heavy,

3. During the past four weeks, how much hava you ﬂ Heavy.

been bothered by emotional problems such 35 feeling D Moderate.

anxious, depressed, irritable, sad, or downhearted and O Light.

blue? [Very light.
LI Net at all. 8. Lan you get to places out of walking distance with-
O slightly, out help? (For example, can you travel alone on buses,
.1 Moderataly, taxis, or drive your own car?)
U Quite a bit. OvYes. LiNo.

O Extremely. .
9. Can you ga shepping for groceries or clothes without
4. Buring the past four weeks, has your physical and someone’s help?

emotional haalth limited your social activities with family

friends, neighbaors, or groups? OYes.  Dine.
O Not at all, 10. Can you prepare your own meals?
H Shightly. Oyes. [No.
U Moderataly.
[ Quite a bit 11. Can you do your housework withaut help?
L] Extremealy, EYes. OMe.
5. During the past four weeks, how much bodily pain 12. Bacause of any health problems, do you nead
have you generally had? the help of ancther parsen with your personat care
C1No pain. needs such as eating, bathing, dressing, or getting

(1 Very mild pain. around the house?

O Mild pain. [lYes. LINo.
U Moderate pain,

‘ 13. Can you handle your own money witheout help?
U Severe pain.

Oves. [iNe.
&. During the past four weeks, was someone availahla
to help you if you needed and wanted help? 14. During the past four weeks, how would you rate
your health in general?
{For example, if you felt very nervous, lonely or blue; got i
sick and had to stay in bed; needed someone to talk to; L1 Excellent.
needed help with daily chores; or needed help just tak- 0 Very good.
ing care of yoursslf) L Good.
. Ol Fair.

U Yes, as much as | wanted. M Foor.

0 Yes, quite a bit.

[]Yes, some.

O Yes, a litde.

LI Na, net at all.

cantinuaod -



15. How have things been going for you during the past
four weeks? :

O Very well; could hardly be batter,

U Pretty well,

Ul Good and bad parts about equal,
O Pretty bad.

I Very bad, could hardly be worsa,

16. Are you having difficulties driving your car?

L Yas, oftan.

0 Semetimes,

[ 1Mo,

B Mot applicable, | do not use a car.

17. Do you always fasten your seat belt when you are
iha car?
] Yes, usually.

ClYas, sometimas.
L No.

18. How often during the past four weeks have you
been bothered by any of the following problems?

r;:@»Iling or dizzy wher standing up.

H

Sexual problerns.

Trouble sating well.

Teeth or dentura problems.

Problems using the telephone.

DIO01010| | Never
O J: 01303 seldem
O a1 12| sometimes

O OO ) 3 Often
DOiCicio ﬂfﬂiways

Tiredness or fatigue.

19. Have you fallen two or mare times in the past year?

Oves.  [No.

20. Are you afraid of falling?

Cves. OnNo.

21. Are you a smoker?
fINo,
LlYes, and [ might quit,
L Yas, but I'm not ready to quit.

22. During the past four weeks, how many drinks of
wing, beer, or other alcohelic beverages did you have?

110 or more drinks per week.
Ul 6-9 drinks per week.

L 2-5 drinks per week.

Ul One drink or lass per week.
U} No alcohol at all,

23. Do you exercise for about 20 minutes three or more
days & week?

[JYes, most of the tima.

["1¥es, some of the time.

B Na, | usually do not exereise this much.
24. Have you been given any information to help you
with the fallowing:

Harards in your house that might hurt you?

{J¥es. L[INe.
Keeping track of your medications?
[IYes. LUiNe.

25. How often do you have trouble taking medicines the
wiay you have been told to take them?

Ui do not have to take medicine,

L1 always take them as prescribed.

L Sometimes | take them as prescribed.

Ut seldom take them as prescribed,

26. How confident are you that you can control and
manage most of your health problems?

1) Somewhat confident.
I Not very confident.
(11 do rot have any health problems.

27. What is your race? (Chack alf that apply.)

O White,

L) Black or African American.

] Asian.

[.I Native Hawaiian ar Qther Pacific Islander.
Ll American Indian or Alaskan Native.

L Hispanic or Latino origin or descent.

[ Other,

Thank you very much for completing your Medicare
Wellness Checkup. Please give the compieted checkup
to your doctor or nurse,



Quality of Life Questionnaire

Date:
Patient's Name; DOBR:
Patient's Phone Number: Emall:
1, Have you ever been diagnosed with Allergias? YESO NoO D)
2, Are you currently taking or have you within the last year taken ar
have been prescribed any over-the-counter or prescription strength
medications for allergles, hay fever, or nasal congestion? ves (1 no QO
I YES, please list all that apply:
3. Have you ever been diagnased with asthma? YES (1 NO LY

4. Is your doctor currently treating your asthma with medications?  YES(d NO D

IFYES, please list all that apply:

5. Please note that in the case of seasonal allergies, you may not be experiencing the following
symptoms now, but may experience them regularly during a different season of the year.

Plaase chack all that apply:

G Stuffy Nose 0  Sore Throat {} Bad Breath

O Runny Nose 1 Cough U Ssnoring

[3  Nasal Congestion O Post Nasal Drip £ Mauth Breathing
W ltchy Eyes O Headaches [} Nose Bleeding

&  watery Eyes O Trouble Sleeping [ Sinus Pain

0 ltchy Throat O Fratigue Q1 Loss of Taste/Smell




Palient Name

Date of Birn
———

Fleese chack (he appropriate hox

- Teday's Dale

if you arg Gurrgntly experiencing any of lhege

symptome, andfor if You hava

AUTONOMIC NERVGUS sYsTEM
BYBFUNCTION (ANSD)

Blurred Vision

Elevated Bloog Sugar

Exireme Thirs .

Frequen! Urination

Fallgue (Tiradnass)

HearlBum

ncreaged Hunger

Mausaa

Numbness & Tinglng In Hands or Fert
Vomjling

Today Days

DGGEDE}DGGG

7-14

GEDE}GE}EGGG

P

SUDOMOTOR bYSFUNGTION (SUDOD)
Burning Sensmtjon

Difficulty Digesting Food
Dizziness or kg inting
Exercise Intolerance
Sexua! Difficuitias
Sweal Abnormalilias
Tingling Hands & Feel
Urinary Problems

*DGBEDGDE

ENDOTHELIAL DYSFUNCTION (ENDOD)

Angina (severs ches! pain, often spregding
lo shoulder, arm, back, neck, or jaw)

Ches! Pain that goes away with reg
Heartbum

Pain In Calvas

Shoriness of Breaih

Slroke

TIA (mint slroke)

O0oopnomp

CARDIOMETABOLIC RIGK (CMR)
Headaches

Qizziness

Swelllng of Anklas

Jo0o

U0 |oooooonp lB0ooomon )

i

experienced them in the fast 7 (o 14 days,

INSULIN RESISTANGE {IR)
Blumred Vigton

Eievated Blogd Sugar
Extrame Thirg!

Faligua {Tirednassg)
incraased Hunger

Todgy

Cooono

14
Dayg

Coopnp

SMALL BiBER SENBORY NEURGPATHY (EFN)

Burning Sensations

Painful Contact Wil Socks or Bed Shea(s
Pabbie op Sandlike Sensatipn In Bhoweg
Stabbing or Elegirieat 8hock Sensalion
Pins And Neadles Songation in Feal

OOoOooo

M

GCARDIOMETABOLIC AUTONOMIC NEURO PATHY (CAN

Blurred Vision
Cold, Clammy, Pale Skin
Depregsion

Dizzinesy or L!ghlheadednass
Thiest

Falhling

Faligua (Tiredness)

Lack of Concentration
Lack of Energy

Nausea

Rapid, Shaliow Braathing

0

EE}UEDGEDDD

8
a
£
g
0
)

=
o
8
0
0
0
5]
0
o
o
o

PLETHYSMOGRAPHY CARDIOVASCULAR
DISEASE (PTG CvD).

Blood clot in a vein {(Venous Thrombosig)
Hear! Alack

Ireguiar heartbeal, ion fasl/slow (Arriat Fibriftation)

Slm}ce

0o oo

Oooo






'PACES FERRY MEDICAL GROUP, P. C. |
- 3193 Howel! Mill Rd, Suite 223 i
. Atlanta, GA @032? . '

. INSURANCE ADJUSTER NAME:®

~ Car Imsurance Company:

4  NANE OF ATYORNRY, RELATIVE, OR PRYSICIAN ~

Telephone Number:

Claim Number:

Telaphnna (404) 351 5262 o ) | FAX: (404) 850- BBTC:!
- MOTOR VEHICLE AGCIDEN!I.' AND/OR womas COM}?ENSATIOH INSURANCE MGRHATIGH =
. PATIEH‘].‘ NAME: b . |
3 ' FIRST ¢ ~ MIDDLE: LAST o
= snchL SECURITY nnnnnn. il 1 .. DATE OF BIRTH: :
.Isz;'fmun‘vxsmf_mmm- TO: ‘;l A). Workers Comp Injury?  YES () NO ()
o . 7 " BR Motor Vehicle Accident? YES () NO ()
R Y R " ‘ ’ .
‘ A :
A} IF YOUR VISIT IS RELATED TO A wamns COMP INJURY, PLEASE COMPLETE THE ¥OLLOWING: §
Whom Were You Referred By:
. NAME OF GOMPANY
,Compﬁny‘CuntacE-Parsoh;
‘ ‘ . | Télephone Nimber:
Co e . rcase Number: :
'SEND MEDICAL BILLS TO: |
e T le
' ADDRESS ] i
.4 CITY L STATE P ]
).  LF YOUR VXSIT IS RELATEN TO A MOTOR VEHICLE ACCIDENT, PLEASE COMPLETE THE FOLL om:n:rr;~
Whon Were You Referred Ry: : |

NAME,
ADDRESS
SRR | . CITY = | STATE - 7 |
DO YOU HAVE PERSONAL MEDICAL INSURANCE? YES ( ) NO ) | ‘
_ |
g i
o ol
§ |
o |
.“\‘ . '







M-8 (rev, 1-2013) _ Disabled Person’s Parking Affidavit
rntcr elax, dor.ga.gov

[ New L] Renawal

Section One « Except for signature(s), this form mus! be typed, slecironically completed and printed or legitly hand printed.
Note: Tha vehlcls owner information Is onty required when applying for 5 DF licenee plate. You do net have io own & vehicie to obtain a DP parking perrmit
| {acard). Apply at the Tag Offfce It tha gounty in Gearnis where you reside.

* Mehicle Owners Full Legef Name * Driver's License ¥ & Name of [ssuing State (persan operating vehicle)
"Vehicle Owner's Strest Addregs inetlading city, state & zip “‘County of Residanoe
"Disabied Porson's Full Legal Name "Relationship to Vehicle Owner- Check onfy ene box
Child ] Salf Spouge ] Ward
* Dizabled Person's Oriver's License # & Name of lasuing State(if applicabls)
Disabled Parson's Streat Address Including City, State & 219 Active Miltary Duty 1)
Relired GA Veteran [}

Bection Two - For ins Dply: This vehicle s used primarlly Tor the mnsponiaton of disablpd parsons, i

&l Name {inatitution as defined by Georgta Law 831-7-1)- Aftach a copy of insitulional leensa

{_Institufion’s Full Le ]
Vehicle Yaar & Make Vit |dentification ft " Vehicle Colar Vehicle Tag #
Institulion Autherized Reprasentative’s Signature & Fosiion - PARKING PERMITS (Placards) ONLY" Nate

| Saction Thrae ‘ ]
Chack applicable box(s) below: You may apply for hoth & Dizabled Person’s Parking Parmil ang Disabled Person's i.fcensa Plate with this form,

[T Temporary Parking Parmit (Placard) No Fee-Tarminalion date of disability;

[ Permarnant Parking Parmit {Plagzard) No Fee- Must be replasad avery four {4) vears fram issue date,

[} Special Parmanent Parking Pacmit (Placard) No Fee-Because of g physical disabifily, drives a mator vehicle which has been equipped with hand cantrols for
the operation of tha vehicle's brakes and accelerator; or is physically disabled due to the tose of, or luss of uge of, both upper extramities. Must ba raplaced
avery four (4) years from lesue date,

[, Disabled Person's License Plale {(Fae $20.00 pluk any taxes that may be due),
Lﬁnction Four - To be completed by & licensed doclor of medicine, oxleopathic medicine, podiatrial, aptometrist or 2 licansed chirppractor, N
[ s disabilty permanem? (] Yoo L} Ne-Temparary pertits shail i lasued far no more than 180 days i
I'hereby swear and affirtm hat the above Ingividual s defned by Georgia Law §24-9-101 and §480-6-221(6);

£ 12 50 ambulatory disabled that he/she cannol waik 200 feat withoul slepping to rest,
[ Cannat walk without use of assistance from a brace, 3 cane, a crulsh, another parson, a prosthetic device, a wheelchair, of olher assistive davice,

03 15 restricted by lung digsase lo such an extent that histher forced respiratary volume for one gecond, when measurad by spironmetry Is tess than one ler, ar
when at rest hisfher arterlal oxygen tension is less than 60 millmaters of WBTCUTY o0 ronm air.

] Usas portable oxygen.

01 Has a cardiac condition to the extent that histher funclionat fimitations are classifled in sevarity as Class Nl or Class IV accerdling 1o standards set by the
American Hearl Assoclation.

[ is severaly imiled in Nis/her ahility to walk due to an arthrilic, newralagical, orthopedic condition or complications due 1o pregnancy,
[ I8 hearing impaired pursuant to Georgia Law §24-9-101.

(3 1s blind individual whose centeal visual acuity does not exceed 207200 in the battar eye with correcting lenses or whosa visual acully, if belter than 206200, is
secompanied by a fimit o the fisld or vision in the batier eye lo such degree that s widest diameter sublends and angle of no greater than twanly-dagreas(20).

| Section Five - Cortification |
_ Licansed Doctor's Printad Name Doctor's Llcense # l State of lssuance Signature
MMOTHY A. YOUNG, MD 25076 A .
Offica Street Addrass inciuding Gity, Stale & 2IP [ Telephione # including area coda
3193 HOWELL MILL ROAD, SUNTE 223, ATLANTA, GEQRGIA 30327 (404) 351-5262
L_Note: Notarizatfon Required For Licensad Dagior's Bignature ]
Sworn o and subzeribed bafora me Notary Publie’s Signature & Notary Seaf or Stamp

This .. dayel .
{Day) {Month) {Year)

Date My Notary Commission Expires

Coundy and State U )
* Retention Scheduta: This form will be retained at the County Tag Office for twe (2) years from the dale jssued.

Dizabled Parson's Parking Permit #







PACES FERRY MEDICAL GROUP
3193 Howell Mill Road Ste 223
Allanta, Georgia 30327
Telephone: (404) 351-5262 FAX: (404) 350-8873

Requast for an Individual's Health Information

Last: ) First: ) Middle:
_Dther Names Used: ) Date of Birth: S5 "
_Addregs; -
Home Phone: { Y Work Phane: ( }

u | heraby request access to the protectad health information in my health record from (date) to (data)
maintained or created by the following providers associated with the Pacas Ferry Medical Group listed below.

[ 1 Most recent Progress Note [ ] Immunization Records

[ ] Pathalogy/l.ab Reports [ 1 Entire Health Record

{ 1 X-rays Reporia [ ] Other

[ 1 Biling Records
[IM

[ ] Fwilt pick up the copies of my records il copies of my records io the individual noted below -

Name: Name:
Address: Address;

Phone: Phone;

Faox: ) Fax:

Purpose of Request. __patient's request, _dispute, __ referral, __other:

| urtderstand:
* i may revoke this authorization at any tima, in writing. My revocation will not apply to information already retained, used or
disclosed in response to this authorlzation. Unless revoked, the automatic expiration date will be six (8) months from the date
of signature,

*  Unless the purpose of this authorization is to determine payment of a claim or benefits, PFMG Physicians and/or PEMG
Children’s Physicians may not condition the provision of treatment or payment for my care on my signing this authorization.

+ Information used or disclosed under this authorization may be subject to re-disclosure by the recipient and no longer protected
by federal privacy reguiations.

» THE INFORMATION AUTHORIZED FOR RELEASE MAY INCLUDE INFORMATION WHICH MAY INDICATE THE
PRESENCE OF A COMMUNICABLE DISEASE WHICH MAY INCLUDE, BUT IS NOT LIMITED TQ, DISEASES SUCH AS
HEPATITIS, SYPHILIS, GONORRHEA AND HUMAN IMMUNODEFICIENCY VIRUS ALSO KNOWN AS ACQUIRED
IMMUNE DEFICIENCY SYNDROME (AIDS).

v The information authorized for refease also may inciude protected health infarmation related to mental heatth,

* Theinformation authorized for release also may include drug/alcohol abuse traatment records. This category of medical
information/records is protected by Federal confidentiality rules. The Federal rules prohibit anyone receiving thig information
or records from making further reiease unless further release is expressly permitted by the written authorization of the person
1o whom it pertains or as otherwise permitted by. A general authorization for the release of medical or other information is not
sufficlent for this purpose. The Faderal rules restrict any use of the information to criminally investigate or prosecute any
alcohol or drug abuse patlent. As a result, by signing below | specifically authorize any such records included in my health
inforrmation to be released.

Signature of Patient, Parent, or Legally Authorized RepraEéntative Reiationship to Patient Date

Ravised (/1304 File in Patient Chart HEIPAA Docament
OLIP-194






PFMG ' -

e,

Paces Fﬁrry Medical Group’ PO 3193 Howell Mill Road, Sufte 223 ';:-:

Patient’s Name: _

Atlanta, Georgia 30327

OL10ID DEPENDENCY

SEVERITY OUESTIONNAIRE

Witkin the last 12 months:

I

7.

Have you taken opioids in a larger amount or over a longer period of time than was intended?
Yes/ No

Was there a persistent desire or unsuccessful efforts to cut down or control opioid use?

Yes /No

Was there a great deal of time spent in activities necessary to obtain the opioid, use the opioid or
recover from its effoe1s?

Yes/No

Was there a craving or a strong desire or urge to use opioids?

Yes / No

Did recurrent opioid use result in a failure to fulfill major responsibilities at work, school or
home?

Yes / No

Was there continued opioid use despite having persistent or recurrent social or interpersonal
problems caused or exacerbated by the effects of opioids?

Yes/ No

Were important social, occupational or recreational activities given up or reduced becanse of
opioid use?

Yes / No

Did recurrent opioid use oceur in situations in which it was physically hazardous?

Yes / No

Did continued opioid use oceur despite knowledge of having a persistent or recurrent physical or
psychological problem that wag tikely to have been caused or exacerbated by the substance?
Yes / No

. [id tolerance oceur?

Yes /No

. Were withdrawal symptoms experienced and were opioids take to relieve or avoid the symptoms?
Yes / No
Physician Signature Date

Office: 404.351.5262 Fax: 404.350.8873 Website: www.pfmgpc.com



PACES FERRY MEDICAL GROUP, P.C.
Patient Name: . BbOs;
Medical Records:

CONSENT TO PARTICIPATE IN BUPRENORPHINE
(SUBOXONE OR SUBUTEX)

I hereby authorize and give voluntary consent to Paces Ferry Medical Group, P.C. and its
medical personnel to administer and/or dispense or administer Opioid pharmacatherapy
{buprenorphine), as part of the treatment of my addition to Opioid drugs. Treatment
procedures have been explained to me, and | understand that this will involve iy taking the
prescribed Opioid drug at the schedule, determined by the program physician, in accordance
with Federal and State regulations.

it is explained to me that, like all other prescriptions, Opioid treatment medications can be
harmful if not taken as prescribed. | further understand that Opioid treatment medications
produce dependence and, fike most other medications, may produce side effects. Possible side
effects, as well as alternative treatments and their risk and benefits have been explained to me.

I understand that it is important for me to inform any medical provider who may treat me for
any other problem, that { am enrolled in an Opioid treatment program. This is so that the
provider can provide the best possible care and can avoid prescribing medications that might
affect my Opioid pharmacotherapy or my chances for successful recovery from addiction.

Funderstand that | may withdraw voluntarily from this treatment program and discontinue the
use of medications prescribed at any time. Should | choose this option; | understand that | will |
be offered a medically supervised tapering.

For female patients of childbearing age: If | become pregnant, | understand that | should inform
the Medical Assistant at Paces Ferry Medica! Group, P.C. right away so that | can receive
appropriate care and referrals. | understand that there are ways to maximize the healthy course
of my pregnancy while | am in Opioid pharmacotherapy.

Date:

Patient Signature

Date:

Witness Name Witness Signature



PACES FERRY MEDICAL GROUP, P.C.

PREGNANCY TEST WAIVER FORM

As a routine part of admission, annual physical and testing, all women of childbearing age are asked
about their pregnancy status. Women who deny pregnancy will be asked to sigh A pregnancy waiver (see
below). If unsure, a urine pregnancy test will be offered to you. This test is painless and only takes a few
minutes. As there are risk to Suboxone/Subutex, the benefits to potential mother and baby are enormous,
All patients, however, for reasen of privacy or otherwise, may refuse to have this urine pregnancy test
preformed. Our goal is to provide the safest, high quality of medical care. If you have any questions,
please consult your physician,

i certify that the risk of Suboxone/Subutex while
pregnant has been explained to me, and 1 am not pregnant. If the chance of pregnaticy is in question, |
have been offered the opportunity to take a pregnaney test an 1 declined. | hereby release Paces Forry
Medical Group, P.C. of any liability if I am indeed pregnant at the time of treatment,

Patient Signature

Witness

Date



