
Sherban Spine Institute 

DEMOGRAPHIC INFORMATION 

Name: ___________________ _ Date ofBirth: _______ _ Sex: Male Female 

Address: _________________________________________ _ 

Phone: _______________ _ Email address: ___________________ _ 

Emergency Contact: __________________ _ Phone: _______________ _ 

NO FAULT 
Understand that without majority ofthe above information, you or your back-up insurance may be billed in lieu of 
missing information about your NO F AUL T claim. The more information we have, the timelier we can process requests. 

AUTO INSURANCE INFORMATION (far the vehicleyou were in at the time of the accident) 

lnsurance Company Name and Address: _____________________________ _ 

Policy Holder Name: ________________ _ Relationship to Policy Holder: ________ _ 

Policy Number: ________ _______ _ Claim Number: _______________ _ 

ATTORNEY INFORMATION 

Attorney Name: ______________________ _ Phone: ____________ _ 

ACCIDENT INFORMATION/ INFORMATION ABOUT YOUR PAIN 

Date of accident: __________ _ Type of injury: Motor Vehicle Accident Slip and Fall Other 

You were the: Driver Passenger Were you wearingaseatbelt? Yes No 

Description of the accident/injury: ______________________________ _ 

Did you receive treatment after the accident? Yes No Where? __________________ _ 
lf no, when was the first time you sought medica] treatment? ______________________ _ 

Have you had ANY previous injury? (due to a car accidentar slip andfall) Yes No 
lf yes, please describe: ____________________________________ _ 

Since the onset of your pain, is it: Better Unchanged Worse 

Mark the areas where you feel pain and/or discomfort - Rate the pain in each area from 1-10: l=mild 10=severe 

Neck 

___ Mid Back 

Lowback 

__ Shoulder (Left/Right) 

__ Arm (Left/ Right) 

__ Elbow (Left/Right) 

__ Wrist (Left/Right) 

__ Hand (Left/Right) 

__ Hip (Left/Right) 

__ Leg (Left/Right) 

__ Knee (Left/Right) 

__ Ankle (Left/Right) 

__ Foot (Left/Right) 

Please mark the location of your pain using the symbols below: 
/////: Ache xxxx: Pain 0000: Tingling - - - - : Numb 

, ..

Id 

$»o 

-



Please describe the type ofpain you are having? (Circle ali that apply) 

Sharp Aching Shooting Burning Cramping Throbbing Stabbing Itchy Sore Dull Tight Stinging 

How often do you have this pain? (Circle ali that apply) 
Constant Intermittent Daily Every few days Weekly or less Monthly or less 

Do you have any ofthe following? 
*Body /muscle stiffness Yes No Circle which applies: Mild Moderate Severe 
*Radiating pain? (Pain that shoots from one area to another)

*Tingling, pins and needles or burning sensations?
*Feelings of muscle weakness?
*Any boweljbladder changes?
*Increased pain from coughing or sneezing?

What makes the pain worse? (Circle ali that apply) 

Yes No Describe: 
Yes No Describe: 
Yes No Describe: 
Yes No Describe: 
Yes No Describe: 

Any/all activity Bending Running Reaching LiftingWeight Prolonged Walking Lying down/sleeping 
Prolonged Sitting Prolonged Standing Changing Positions Twisting/Rotation 

What makes the pain better? (Circle all that apply) 
Rest Movement Heat Therapy Elevation Medication Changing Positions Nothing 

TREATMENT 

What type of therapy have you had after this accident? (Circle ali that apply) Has the therapy helped? Yes No 
Chiropractic Physical and/or Occupational Therapy Acupuncture Modalities-Ultrasound, Electrical Stim, Hot/Cold packs 

Are you currently attending therapy? Yes No Ifno, when did you stop therapy? _______ _ 

Have you had any type of injections for this problem? Yes No 

If so, what type ofinjections did you have? (Circle ali that apply) Did the injections help? Yes No 
Epidural lnjection Trigger Point lnjections; Location:_______ Facet lnjections Other: _______ _ 

MEDICAL HISTORY 

Do you have or have you had any of the following? (Check ali that apply) 
_High Blood Pressure _Stroke _Asthma 
_High Cholesterol _Diabetes Mellitus, Type 1 _Emphysema 
_Hepatitis or liver Disease _Diabetes Mellitus, Type II _Thyroid lssues 
_HIV / AIDS _CHF Headaches 
_Deep Vein Thrombosis (DVT) Heart Disease Dizziness 
_Kidney Disease Heart Attack _Peripheral Neuropathy 
_Seizure Disorder _COPO _Depression 

_Arthritis 
_Multiple Sclerosis 

Osteoarthritis 
_GERD 

_Constipation 
Cancer 

_Drug or Alcohol Dependency 

List medications you are currently taking: ______________________________ _ 

MedicationAllergies: ______________________________________ _ 

Surgical History: _______________________________________ _ 

Mother: Alive Deceased 
Father: Alive Deceased 

SOCIAL HISTORY 

Health issues: ____________________________ _ 
Health issues: ____________________________ _ 

Do yousmoke tobacco? Yes No Howmuch? ______ _ Do youdrink? Yes No Howmuch? ______ _ 

Are you Left or Right handed? Left-handed Right-handed Height? _ __ _  Weight? _ _ _  _ 

Occupation? ___________ _ Have you missed work? Yes No How Much time? _______ _ 



NARCOTICS AGREEMENT 

The purpose of this ali2"eement is to protect your access to controlled substances and to protect our 
ability to prescribe to you, 

The long term use of such substances, such as opioids (narcotic analgesics), benzodiazepine tranquilizers, and barbiturate sedatives is 
controversial because of uncertainty regarding the extent to which they provide long time benefit There is also the risk of an addictive disorder 
developing or of relapse occurring in a person with a prior addiction. The extent of this risk is not certain. 

Because these drugs have potential for abuse or diversion, strict accountability is necessary when use is prolonged. For this reason, the 
following policies are agreed to by you, the patient, as consideration for, and a condition of, the willingness of the physic ian whose signature 
appears below to consider the initial and/or continued prescription of controlled substances to treat your chronic pain. 

r, ___________________________ understand that: 
(printed patient name) 

1. The overuse of narcotic medication can result in serious health risks.
2. You should not drive or operate machinery while taking narcotic medications.
3. All prescriptions must be filled at one (1) pharmacy only and prescribed by one (1) doctor only, this
includes emergency department prescriptions.
4. You agree to a random urine drug testing.
5. This medication will be strictly monitored and ALL of the medications will be filled at the SAME
pharmacy. The pharmacy I have chosen is below:

Pharmacy: _______________ Phone#: _______________ _ 

6. Early refill requests will not be honored & I will take my medication ONLY as prescribed.
7. I am responsible for MAKING & KEEPING scheduled appointments. I understand that I will need to be
seen approximately EVERY month while I am being prescribed narcotic medications.
8. I understand that if I am not able to keep my appointments my medications will not be refilled.
9. I will call the office 48-72 hours ahead of my refill date. P# 844-733-3774
10. I WILL NOT obtain narcotic medication from any provider while obtaining medications from Sherban
Spine Institute/or associates. If it is found that other providers are prescribing for me, Dr. Sherban and/or 
his associates reserve the right to discontinue prescribing medications and/or discharge me.
11. Your prescription or medications WILL NOT be replaced if they are lost, destroyed, stolen, get wet,
misplaced etc. under any circumstances.
12. Notify us immediately if you become pregnant.

Patient signature: ______________________ _ Date: __________ _ 

Healthcare Provider: ___________________ _ Date: _________ _ 

*******SIGN BELOW ONLY IF YOU ARE CURRENTLY IN PAIN MANAGEMENT******* 

IF YOU ARE ALREADY IN PAIN MANAGEMENT OR YOU ARE RECEIVING PAIN MEDICATIONS ELSEWHERE, PLEASE SIGN BELOW 
AND PROVIDE THE DOCTOR NAME AND PHONE NUMBER. 

Patient signature: ___________________ _ Date: ________ _ 

Pain Management/Doctor's Name: _________________ Phone: __________ _





Sherban Spine Institute, P.A. 

AUTHORIZATION FOR USE AND DISCLOSURE OF 

PROTECTED HEAL TH INFORMATION UNDER HIPAA RULE 164.508 

Patient Name: ________________________________________________     DOB: _____________________

  INFORMATION TO BE RELEASED FROM 

I hereby authorize the following practice to release the medical information stated below from the patient's medical record:

[  ] Sherban Spine Institute 
2842 SE Federal Hwy Stuart FL, 34994

 OR:

Organization: ______________________________________________________________________________________________________________________________

Phone: ___________________ Fax: _______________

INFORMATION TO BE RELEASED TO

Organization: _____________________________________________________________________________________

Phone:______________________________________  Fax: _________________________________

TYPE OF INFORMATION: 

[  ] All healthcare information and records 

[  ] Diagnostic tests including EKG's, lab results, and 

X-ray reports

Other: _______________________________________________________________________________________________________________________________________

AUTHORIZATION

1 understand that the information described above may be re-disclosed by the person or group that I hereby give 
Sher ban Spine Institute and its contract representatives permission to share my information with, and that my 
information would no longer be protected by the federal privacy regulations. Therefore, I release Sher ban Spine 
Institute, its workforce members, and its contract representatives from all liability arising from the disclosure of 
my health information pursuant to this agreement I understand that I may inspect or request copies of any 
information disclosed by this authorization if the Sherban Spine Institute or its contract representatives initiated 
this request for disclosure. I understand that I may revoke this authorization by notifying Sherban Spine Institute 
through its contractor representatives, in writing, knowing that previously disclosed information would not be 
subject to my revocation request I understand that I may refuse to sign this authorization and that my refusal to 
sign will not affect my ability to obtain treatment, payment or eligibility for benefits 

Patient Signature: _______________________ _ Date: _______ _ 














