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OFFICE POLICIES
MEDICATIONS:  Chronic and acute pain can be a serious medical condition, as well as the use of analgesics to control it.  We feel that a mutual understanding of medications and their uses is imperative.  It is the policy of this office to refill medications during Weekdays Only.  Patients who miss appointments without notification will not be prescribed medicines over the phone.   In consideration of the pharmacist, your doctor, and yourself, please allow 48 hours notice for all prescription refills.
INSURANCE INFORMATION:  All patients MUST supply the office with current Insurance Cards and Co-pays at the time of their appointment.  If no cards or co-pays are available, the office visit will be rescheduled to the next available appointment time.  If you have no health insurance to bill, you will be required to make a deposit of $150.00 on your first visit.  A deposit of $60.00 is required for all follow-up visits. (Auto PIP/MedPay is not considered health insurance.)
APPOINTMENTS/NO SHOWS:  Patients are required to notify the office if they will not be able to attend a scheduled office visit.  Office visits missed without such notification will be classified as a no-show and will be charged as an office visit.  Patients will be dismissed from the practice after their second no-show visit.  In this event, we will continue to serve the emergency needs of these patients for a period of 30 days to permit them to obtain alternative medical coverage.  At the conclusion of this 30 day period, patients will be expected to have found another physician to follow their medical care and prescription needs.
11/01/2001 OFFICE POLICY CHANGES…(does not include weather conditions, sudden illnesses) 
Returning patients are kindly requested to notify the office 24 hours prior to scheduled appointments if they are not able to keep their appointment.  If no notification is given and the patient fails to show, we will request a $50.00 deposit to secure a rescheduled appointment time.
We greatly appreciate your understanding and cooperation.
Thank you.
I have read and understand the above office policies.    

PATIENT’S NAME: (PLEASE PRINT) _________________________________________________________

PATIENT’S SIGNATURE: ___________________________________________________________________

WITNESS: ___________________________________________________DATE: ______________________
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OFF-HOUR CALL POLICY

Because Dr. Bliss is not part of a group, off-hours calls have been a difficult problem to manage.  We do not refill medications after hours or on weekends, as you already know.  All emergent medical issues should be directly sent to the Emergency Department of your hospital of choice.  The following strategy will resolve the question of what to do in non-emergent situations.

If Dr. Bliss cannot be reached or is out of town, you will be requested to call your primary physician.  This physician should have been copied on office visit notes, and thus have record of ongoing issues and medications. (If you have changed primary physicians, please notify our office of this so that we may copy the appropriate physician.)
If you do not have a primary physician, you will be directed to call or go to a local Emergency Department.  It is helpful to us to have a record of this, so please leave a message with the answering service and we will contact you on the next business day.


I have read and understand the above office policies.    

PATIENT’S NAME: (PLEASE PRINT) ____________________________________________

PATIENT’S SIGNATURE: ______________________________________________________

WITNESS: _____________________________________________DATE: ________________

 (
Dr. Lisa S. Bliss
15404 E. Springfield Ave Suite L201
Spokane Valley, WA 99037
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PATIENT RESPONSIBILITIES

1. It is the patient’s responsibility to candidly provide the treatment provider with a complete and accurate treatment history, including past medical records, past pain treatment, and alcohol and other drug addiction history
2. The patient should participate as fully as possible in all treatment decisions.
3. The patient and family members, if available, should inform the prescriber of all drug side effects and concerns regarding prescription drugs.
4. The patient should not use other psychoactive agents, including alcohol, naturopathic products, or over-the-counter drugs, without agreement of the prescriber.
5. The patient should use the same name when receiving medical care to assure completeness of the medical record.
6. It is the patient’s responsibility to secure all medications. No refills will be given more than one day prior to a scheduled refill.
7. The patient should keep an open mind and be willing to work with the treatment provider including:
a. Negotiate with the provider to arrive at an acceptable plan of treatment
b. Be open in trying alternative strategies; an
c. Follow the treatment provider’s instructions precisely
8. The patient should, where possible, get all central nervous system medication from one provider.  If this is not possible, the patient should inform each provider of all medication he/she is receiving. 
9. The patient should, where possible, have all prescriptions filled at a single pharmacy.
10. The patient should not horde, share or sell medications.
11. The patient should be aware that providers may, by law, share information with other providers about the patient’s care.
I have read and understand the above office policies.    

PATIENT’S NAME: (PLEASE PRINT) _________________________________________________________

PATIENT’S SIGNATURE: ___________________________________________________________________

WITNESS: ___________________________________________________DATE: ______________________
 (
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PATIENTS FULL NAME: _______________________________________________ Sex:   Female   Male 
GUARANTOR NAME: ______________________________________________________________________
ADDRESS: ______________________________________________________ STATE: ___ ZIP: __________
BIRTH DATE: ______________	AGE: __________	SOCIAL SECURITY #: ______-_______-_______
Sex:      Male     Female	    		 Married         Single        Widow(er)       Divorced
CELL PHONE: (__) ____________ HOME PHONE: (___) ____________   WORK PHONE:  (__) _________
WORK INJURY:  YES  NO     MOTOR VEHICLE ACCIDENT:  YES    NO  If yes, please answer the following:
EMPLOYER (AT TIME OF INJURY): __________________________________ PHONE: _______________
CLAIMS MANAGER: _______________________________________________ PHONE: _______________
DO YOU HAVE AN ATTORNEY:  YES  NO If yes, Attorney’s Name: _____________________________
							Attorney’s Phone Number: _________________________
TYPE OF INJURY / ACCEPTED CONDITIONS: ________________________________________________
HAVE YOU HAD AN INDEPENDENT MEDICAL EVALUATION (IME)?  YES, DATE __/__/____  NO
MEDICAL INSURANCE INFORMATION: Please show your insurance cards to the receptionist. Thank you.
1) INSURANCE NAME: __________________________________ PHONE: (____) ____________________
ID # / POLICY NUMBER: _________________________________ GROUP NUMBER: _________________
SUBSCRIBER’S NAME: __________________________________ SOCIAL SECURITY #: ____-__-______
Northwest Sports and Spine (NWSS) relies on the insurance and billing information provided to us by you or your referring provider.  In the event that this information is not accurate, a case deposit may be required, or your appointment may need to be rescheduled.  After services are provided, we will submit our claim to your insurance carrier if applicable.  In the event that payment is denied, the patient is responsible for full payment.  All patient balances are due within 30 days of the statement date.  It is the patient’s responsibility to contact the financial services department if this obligation cannot be met. NWSS is committed to assisting our patients in meeting their financial responsibility; however, if arrangements are not made, we will utilize the services of the credit bureau or a collection agency.  Any fees associated with the services of these companies are the responsibility of the patient.
ASSIGNMENT:  I HAVE READ, COMPLETED AND FULLY UNDERSTAND THE INFORMATION ABOVE. I HEREBY AUTHORIZE PAYMENT OF MY INSURANCE BENEFITS DIRECTLY TO THE PHYSICIAN AND RELEASE OF ANY INFORMATION REQUIRED.
_______________________________________________	_______________________	________________            Signature of Patient or Legal Guardian  	        Relationship (if other than patient)        Date
 (
Dr. Lisa S. Bliss
15404 E. Springfield Ave Suite L201
Spokane Valley, WA 99037
5
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MEDICAL HISTORY FORM
Demographics: 	
	Name: ______________________________________________________________________________
	Date: ___/___/_____		Age: __________		Residence City: ______________________
Your treatment goals:
For example: decreasing pain, improving walking distance, returning to sports or work, etc.
__________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
History of Present Illness:
Onset date of episode: _______________________
How did it begin?
· Suddenly _____________________________________________________________________
· Gradually _____________________________________________________________________
· Trauma _______________________________________________________________________
· Motor vehicle accident.  Seat belt/Shoulder belt worn? Yes ____ No ____
Specifics of accident _____________________________________________________________
________________________________________________________________________
· Emergency Room treatment __________________________________________________
· Injury at Work? Is the workman’s compensation claim currently open? ____Yes ____ No
Specifics of injury _______________________________________________________________
________________________________________________________________________
· I am involved with legal action which is in progress regarding this event.
Briefly describe the current problem (s): __________________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
 (
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Please mark the severity of your pain today on the following line:
             No pain ----------------------------------------------------------------------------------------------- The most   severe pain
											     	                  imaginable	
PAIN DIAGRAM

Mark the areas on your body where you feel the described sensations.  Use the appropriate symbols.  Please mark all affected areas. 

Numbness		Pins & Needles		Burning	Stabbing	Aching
    -----			       ooo			  XXX		    ////		+ + + +
    -----			      ooo			  XXX		    ////		+ + + +
    -----			      ooo			  XXX		    ////		+ + + +
[image: WolfChiro[1]]
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Pattern in relationship to daily activities:

What positions increase the pain?
· Prone lying?
· Sitting?
· Standing?
What positions relieve the pain?
· Lying down on your back?
· Side-lying?
· Recliner chair?
How much of the day do you spend down---trying to relieve the pain?
____ Never 	____ Rare	____ Occasional	____Frequent rests	____Mostly down

What effect does walking have on the pain?
	Uphill ______________________________________________________________________________
	Downhill____________________________________________________________________________
	Pushing a grocery cart__________________________________________________________________
	How far can you walk?
		 Less than a block		 1-2 blocks		 6 or more blocks		 No limits
Time of day effects
·  Does pain awaken you from sleep?
· Is there morning stiffness?
· If so, how long? _________________
· Is pain intensified by coughing, sneezing or straining?

What activities are you unable to do because of this problem?
	
	

	
	

	
	

	
	



Associated symptoms 
· Do you have numbness? Where? ___________________________________________________
· Do you have weakness? Where? ___________________________________________________
What activities are you unable to do because of weakness?
________________________________________________________________________
· Do you have bowel or bladder loss? ________________________________________________
Response to previous treatments
What has been tried and found helpful?
· Aspirin or Tylenol
· Anti-inflammatories: Type: _______________________________________________________
· Muscle relaxants: Type: __________________________________________________________
· Narcotic-type pain killers: Type: ___________________________________________________
· Other ________________________________________________________________________

 (
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What has been tried and found of no use?
· Aspirin or Tylenol
· Anti-inflammatories: Type: _______________________________________________________
· Muscle relaxants: Type: __________________________________________________________
· Narcotic-type pain killers: Type: ___________________________________________________
· Other ________________________________________________________________________
What has been tried and not tolerated?
· 	Aspirin or Tylenol
· Anti-inflammatories: Type: _______________________________________________________
· Muscle relaxants: Type: __________________________________________________________
· Narcotic-type pain killers: Type: ___________________________________________________
· Other ________________________________________________________________________
What side effects did you have? _______________________________________________________________

Therapy response
	Heat/Cold	___helps a lot		___helps a little		___no difference	___hurts
	Exercise	___helps a lot		___helps a little		___no difference	___hurts
	Stretching	___helps a lot		___helps a little		___no difference	___hurts

Therapy – Please check therapies you have had, dates and by whom
· Massage therapy, dates _______________________Clinic / Provider ______________________
· Chiropractor, dates __________________________Clinic / Provider ______________________
· Acupuncture, dates __________________________Clinic / Provider ______________________ 
· Physical therapy dates _______________________ Clinic / Provider ______________________
· Epidural steroid injections, dates _______________Clinic / Provider ______________________
· Surgeries performed for this pain? 

Surgery			 Date		       Surgeon			Results
	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	



Past Medical History
	Prior and current medical conditions
· Diabetes
· Hypertension
· Heart disease
· Cancer
· Infections
· Joint disease
· Stomach disorders
· Other (Please describe below)
______________________________________________________________________________
______________________________________________________________________________


 (
GI
Heartburn
Nausea
Vomiting
Ulcers
Liver disease
Hepatitis Type ______
Changes in bowel habits
Diarrhea
Hard stool/constipation
Blood with bowel movements
Colitis
Colon polyps
Hemorrhoids
Yellow skin/eyes
GU
Loss of bladder control
Painful urination
Frequent urination at night
Frequent urinary infections 
Difficulty with erections
Kidney stones
ENDOCRINE
Diabetes, how long? ____
Thyroid problems/goiter
) (
MUSCULOSKELETAL
Joint pain, where? 
_____________________
Back pain
Osteoporosis
Muscle spasms, where? _____________________
Arthritis
Multiple sclerosis
Polio
Gout
SKIN
Skin cancer, type: _____________________
Sores that won’t heal
NEUROLOGIC
Severe headaches, how often? _______________
Migraines
Dizziness
Double vision
Trouble with memory
Ringing in ears
Numbness, where? _____________________
Weakness, where? _____________________
Seizures/Epilepsy
Poor coordination
Stroke
Mini stroke
) (
GENERAL HEALTH
Unintentional weight loss, 
how
 much? ______
Unintentional weight gain, 
how
 much? ______
Excess fatigue (tiredness)
Chills
Fever
Sweats at night
Loss of appetite
Dizziness
EYES
Glaucoma 
Vision changes
EARS, NOSE, THROAT
Loss of hearing
Infections
Sinus problems
Mouth lesions
Tonsillitis
Difficulty swallowing
Allergies
Dentures
CARDIAC/VASCULAR
Chest pain
Irregular heart rate
Heart murmur
Pain in legs with walking
Need to sleep upright at night
High blood pressure
Swelling of the ankles
Varicose veins
Heart failure
Heart attack
High cholesterol
) (
Check (X) symptoms/conditions that you have or are being treated by another physician for:
)

































 (
HEMATOLOGIC
Anemia
Cancer, type ____________
AIDS/HIV
Lupus
Bleeding problems
Rheumatic fever
Blood transfusion
)




 (
RESPIRATORY
Pneumonia, when ________
Emphysema/COPD
Chronic cough
Asthma
) (
PSYCHOLOGIC
Depression
Anxiety/nervousness
Panic attacks
Trouble falling asleep
Trouble staying asleep
Chemical/alcohol problems
)





 (
FOR WOMEN ONLY:
Number
 of pregnancies _________
Number 
of births ______________
Number of
 miscarriages _________
)





	Current Medications
	Dose
	When Started

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	



Drug Allergies: _______________________________________________________________________

Substance Use History

Daily and weekly intake of alcohol:
	 Never use or used		  Rare		 Occasional		 Frequent

	Have you ever had a problem controlling alcohol use?  Yes 	  No

Tobacco use history: 

	  Never use or used		 Recently quit	 Still using

Other street drug use:
	 Never use or used		 Recently quit	 Still using
	
Amount, form and frequency: ___________________________________________________________

Family History

Parent and sibling health: _______________________________________________________________

Family history of pain issues: ___________________________________________________________

Family members on disability: ___________________________________________________________

Social History

Marital status and history

	 Single	 Married	 Divorced	  Divorced, re-married	 Widowed

Do you live with:

	 Spouse	 Partner	 Parents	  Siblings	 Caregiver	 Alone


Education—highest level achieved:
	
	 Grade ___		 GED/High school		  College		 Post-graduate

Financial Strains


	 Severe	  Moderately severe		 Normal		  None major
 (
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VOCATIONAL HISTORY

Current employment: __________________________________________________________________
Is this job still available to you?   Yes 	  No
Are you currently working but in a modified capacity?  Yes      	 No
Previous employment: _________________________________________________________________
Job satisfaction:  excellent	  good	 fair		  poor


	Language:

	
Ethnicity:           Hispanic/Latino           Not Hispanic/Latino           Refuse to Report


	
Race:        American Indian/Alaska Native          Asian          Black/African American        White       
                 More than 1 race                                 Pacific Islander                  Refuse to Report                                                              





Is there anything else that we should know about you or your medical problems?

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________


_______________________________________________________________________
Signature of Patient							       Date


_______________________________________________________________________
Signature of Dr. Bliss							       Date
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Authorization to Disclose/Release Health Care Information
) 


Individual Information:

______________________________________________		__________________________
PRINT Name of Patient						Date of Birth

Information May Disclosed By:	_______________________________________________________
(Information Requested From)	Name of Organization or Person Releasing Information

					_______________________________________________________
					Street Address, City, State, Zip

Information May be Disclosed To: 	NORTHWEST SPORTS & SPINE_______________________________
(Information to be Sent To)		Name of Organization or Person Releasing Information

					15404 E. SPRINGFIELD AVE, SUITE L201 SPOKANE VALLEY, WA 99037
Street Address, City, State, Zip

(509) 868-0938				(509) 892-9998_______
					Daytime Phone			 	Fax

What kind of information do you want disclosed?  Please check one box. Please note: copy fees may apply.
Information from the most recent two years 
	All Information from date: ______/______/________ to date ______/______/________
	Information regarding a specific diagnosis, condition or treatment (please specify) _________________
	____________________________________________________________________________________

Why are you asking for this health information to be disclosed?  Please check one box.
AttorneyInsurance  Doctor/MedicalMedical Leave   Personal  Other, please specify________

Authorization:  Information released may include information regarding the testing, diagnosis, or treatment of HIV/AIDS, sexually transmitted diseases, chemical dependency and or mental/psychiatric illness.  I give my specific authorization for this information to be released.

Rights:  Generally, Northwest Sports & Spine and any other entity covered by the Health Insurance Portability and Accountability Act of 1996 may not condition treatment, payment or eligibility for benefits on whether I sign this authorization.  I may revoke this authorization in writing.  Once the information I have authorized to be disclosed is disclosed, it may no longer be protected under health information privacy laws.  If I revoke my authorization, it will not affect any actions already taken by Northwest Sports & Spine based on this authorization.

Expiration:  This authorization expires 90 days from the date signed or on the following date:  ___/___/_____

SIGNATURE: ____________________________________________________________	Date: ___/___/_____

Relationship to Patient:  Self	 Legal Guardian	 Authorized Representative
SIGNATURE OF MINOR:  ___________________________________________________ Date: ___/___/_____
				Signature of Minor is Also Required if the minor is between the ages of 13-17
 (
HIPAA Notice of Privacy Practices
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.  
                                          
 PLEASE REVIEW IT CAREFULLY.
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This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or required by law.  It also describes your rights to access and control your protected health information.  “Protected health information” is information about you, including demographic information, that may identify you and that relates to your past, present or future physical or mental health condition and related health care services. 

USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION


Your protected health information may be used and disclosed by your physician, our office staff and others outside of our office that are involved in your care and treatment for the purpose of providing health care services to you, to pay your health care bills, to support the operation of the physician’s practice, and any other use required by law. 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related services.  This includes the coordination or management of your health care with a third party.  For example, your protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat you. 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care services.  For example, obtaining approval for a hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain approval for the hospital admission.
Healthcare Operations:  We may use or disclose, as-needed, your protected health information in order to support the business activities of your physician’s practice.  These activities include, but are not limited to, quality assessment, employee review, training of medical students, licensing, fundraising, and conducting or arranging for other business activities.  For example, we may disclose your protected health information to medical school students that see patients at our office.  In addition, we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician.  We may also call you by name in the waiting room when your physician is ready to see you.  We may use or disclose your protected health information, as necessary, to contact you to remind you of your appointment, and inform you about treatment alternatives or other health-related benefits and services that may be of interest to you.

We may use or disclose your protected health information in the following situations without your authorization.  These situations include:  as required by law, public health issues as required by law, communicable diseases, health oversight, abuse or neglect, food and drug administration requirements, legal proceedings, law enforcement, coroners, funeral directors, organ donation, research, criminal activity, military activity, and national security, workers’ compensation, inmates and other required uses and disclosures.  Under the law, we must make disclosures to you upon your request.  Under the law, we must also disclose your protected health information when required by the Secretary of the Department of Health and Human Services to investigate or determine our compliance with the requirements under Section 164.500.  Other Permitted and Required Uses and Disclosures will be made only with your consent, authorization or opportunity to object unless required by law.  You may revoke the authorization, at any time, in writing, except to the extent that your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization. 

YOUR RIGHTS
The following are statements of your rights with respect to your protected health information.
You have the right to inspect and copy your protected health information (fees may apply) – Under federal law, however, you may not inspect or copy the following records:  Psychotherapy notes, information compiled in reasonable anticipation of, or used in , a civil, criminal or administrative action or proceeding, protected health information restricted by law, information that is related to medical research in which you have agreed to participate, information whose disclosure may result in harm or injury to you or to another person, or information that was obtained under a promise of confidentiality.
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You have the right to request a restriction of your protected health information – This means you may ask us not to use or disclose any part of your protected health information for the purposes of treatment, payment or healthcare operations.  You may also request that any part of your protected health information not be disclosed to family members or friends who may be involved in your care or for notification purposes as described in this Notice of Privacy Practices.  Your request must state the specific restriction requested and to whom you want the restriction to apply.  Your physician is not required to agree to your requested restriction.
You have the right to request to receive confidential communications – You have the right to request confidential communication from us by alternative means or at an alternative location.  You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice alternatively i.e. electronically. 
You have the right to request an amendment to your protected health information – If we deny your request for amendment; you have the right to file a statement of disagreement with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal.
You have the right to receive an accounting of certain disclosures – You have the right to receive an accounting of all disclosures except for disclosures: pursuant to an authorization, for purposes of treatment, payment, healthcare operations; required by law, that occurred prior to April 14, 2003, or six years prior to the date of this request. You have the right to obtain a paper copy of this notice from us even if you have agreed to receive the notice electronically. We reserve the right to change the terms of this notice and we will notify you of such changes on the following appointment. We will also make available copies of our new notice if you wish to obtain one.

COMPLAINTS
You may complain to us or to the Secretary of Health and Human Services if you believe your privacy rights have been violated by us.  You may file a complaint with us by notifying our Compliance Officer of your complaint. We will not retaliate against you for filing a complaint. We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and privacy practices with respect to protected health information. We are also required to abide by the terms of the notice currently in effect. If you have any questions in reference to this form, please ask to speak with our HIPAA Compliance Officer in person or by phone at our main phone number.

Please sign the following Acknowledgement Form.  Please note that by signing below you are only acknowledging that you have received or been given the opportunity to receive a copy of our Privacy Practices. 

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT FORM

Patient Name _________________________________________________ Date of Birth __________________

Patient Signature/Legal Representative __________________________________________________________

Relationship to Patient _______________________________________________________________________

Today’s Date _________________________________________
 (
OFFICE USE ONLY
I attempted to obtain the patient’s signature in acknowledgement on the Notice of Privacy Practices Acknowledgement, but was unable to do so as documented below:
Date: _____________________ Initials: ____________ Reason: ___________________________________
)
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