Welcome !!!
Here is your new patient paperwork, please fill out before your upcoming
appointment and arrive 15 min early to finalize your registration.
We will need a copy of your ID and Insurance cards when you come in. We will also
be collecting any co-pays, so please be prepared to pay.
If you have CDs or reports for any current studies, please make sure you bring them
with you.
We have underground parking and there is also street parking.
Our parking structure only accepts cash.
If for any reason you need to cancel or re-schedule your appointment, make sure
you do it 24 hours in advance to avoid a $25.00 late cancellation/no show fee.
Thank You

I welcome!
NAME:

-------------------------------------

Home Address:---------------------------------Telephone: ______________

Mobile· __________

Date of Birth: ____ ________

SSN:

------------

Email Address:-------------- ------------------Occupation: ________________

Employer_____________

Work Phone: ______________
Female

□

□ Single □ Widow(er)
□ Domestic Partnership

□ Married
□ Divorced

Male D

Name of Spouse (if applicable): _________________________

Referring Physician: _______________

Phone: ________

Primary Care Physician: ______________

Phone: ________

EMERGENCY CONTACT (not living at the same address)
Name:----------------------------------Relationship:___________________________
Home Phone: ______________

Alternate Phone: _____________

WORKER'S COMPENSATION
Did your injury happen on the job?

Date of Injury: ___________

Yes/ No

Did you report the accident to your employer?

(if applicable)

Yes I No

Worker's Compensation Carrier: ________ _______________
Adjuster's Name & Number:________________________
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Raymond Neurosurgery and Spine
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Pasadena, California 91105
(626) 535-9552
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Dear Patient,
Controlled substance medications (opioid medications, tranquilizers, sedatives, etc.)
have a high potential for misuse. There has been a significant increase in the
scrutiny over prescribing of such medications by federal and state authorities over
the past several months as a result of multiple recent overdose deaths attributed to
these medications. The goal of the measures implemented by the authorities is to
curtail the use of these medications.
Opiate pain medications are designated for temporary relief of pain to help improve
physical and vocational functioning. They are not designed to be used long-term.
Long term use renders these medications largely ineffective due to development of
tolerance, and exposes patients to dangerous side-effects.
Our healthcare providers, Dr. Fineman and Jennifer Birch, NP take the use of these
medications very seriously and therefore are instituting the following policies and
patient responsibilities.
I, _________________________________________ as a patient of Dr. Fineman have the
(Print Patient Name)
responsibilities listed below:
1. I will take my medication as prescribed
2. I will not change or increase how I take my medication without the prior
approval of Dr. Fineman/ Jennifer Birch, NP.
3. I will not obtain pain medications or any other controlled substances from
any other physician.
4. I will inform other healthcare providers of all medications I am taking.

5. I will arrange for refills only during office hours and give a 72-hour prior
notice. I understand same day refills cannot be done and provider has 72
hours for refills. I will only use one pharmacy and any lost prescriptions may
result in tapering or discontinuation of my pain medications.
6. Any forged, sold or abused prescriptions will result in discontinuation of the
medications and possible dismissal from the practice. I will consent to
random drug screening to assure I am only taking the prescribed drugs. I
understand that drug screening is a laboratory test of my urine or blood to
determine what drugs I am taking. Failure to submit to testing at the time of
the request may result in a discontinuation of my medications.
7. I will not use illegal, street or another person’s drugs and understand if I test
positive for the above, my medication will be discontinued.
8. I will not share my medications with others.
9. I will not drive while on controlled substances, as controlled substances will
impair my judgment.
10. If I am found to be fraudulently refilling, using or abusing any prescribed
medications or in possession of any illegally obtained prescriptions, I
understand that I will be dismissed from the practice and the appropriate
authorities contacted.
11. I understand I will only be prescribed pain medications for up to 90 days
after surgery. If I require medication for longer than 90 days, I may be
referred to a pain specialist for further care and pain management.
Furthermore, I understand it is our office policy to not give pain medication
unless surgery is performed.
I have read and fully understand the above policies and my responsibilities as
a patient.

Patient Signature: ___________________________________

Date: ______________________

Witness: _____________________________________________

Date:_______________________

Raymond Neurosurgery and Spine
630 South Raymond Avenue, Suite 301
Pasadena, California 91105
(626) 535-9552
www.raymondneurosurgery.com

AUTHORIZATION FOR USE/DISCLOSURE
OF HEALTH INFORMATION
FOR FAMILY MEMBERS
Authorization for Use/Disclosure of Information: I voluntarily consent to authorize my health care provider Raymond
Neurosurgery and Spine to use or disclose my health information to the recipient(s) that I have identified below.
Recipient: I _____________________________authorize my health care information to be released to the following recipient(s):
Name:_______________________________________

Relationship ____________________

Name:_______________________________________

Relationship ____________________

Name:_______________________________________

Relationship ____________________

Information to be disclosed: I authorize the release of the following health information: (check the applicable box below)
q

All of my health information that the provider has in his / her possession, including information relating to any medical
history, mental or physical condition and any treatment received by me.

q

Only the following records or types of health information:
*_________________________________________________________________________________________.

Redisclosure: I understand that my health care provider cannot guarantee that the recipient will not redisclose my health
information to a third party. The third party may not be required to abide by this Authorization or applicable federal and state law
governing the use and disclosure of my health information.

__________________________
Signature

_________________
Date

_________________________
Signature of Witness

If Individual is unable to sign this Authorization, please complete the information below:
___
Name of Guardian/ Representative

______
Legal Relationship

______
Date

____
Witness

Refusal to sign/right to revoke: I understand that signing this form is voluntary and that if I don’t sign, it will not affect the
commencement, continuation or quality of my treatment at Raymond Neurosurgery and Spine. If I change my mind, I understand
that I can revoke this authorization by providing a written notice of revocation at the address listed below. The revocation will be
effective immediately upon my health care provider’s receipt of my written notice, except that the revocation will not have any
effect on any action taken by my health care provider in reliance on this Authorization before it received my written notice of
revocation.
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