Delaware Valley Pain and Spine Institute
Welcome Letter

Dear Patient,

" Thank you for choosing Delaware Valley Pain & Spine Institute. We look forward to providing
you with exceptional care. To ensure your first visit goes smoothly, please review the
information below carefully.

Before Your Appointment

Please visit our website and download the New Patient Registration Forms. All paperwork
should be completed prior to your appointment whenever possible. Completing your forms in
advance allows us to spend more time addressing your healthcare needs during your visit.

Arrival Time

All new patients are required to arrive 30 minutes prior to their scheduled appointment time.
This allows sufficient time for registration, insurance verification, and review of your medical
information.

What to Bring

Please bring the following items with you to your appointment:
Valid photo identification

Current insurance card(s)

Medication card (if applicable)
Completed new patient paperwork (if not submitted in advance)

Prior Imaging Studies
If you have had any imaging studies related to your condition, including:

MRI

CT Scan
X-rays
Ultrasound
Bone Scan

You are required to obtain a copy of the imaging disc/CD and the corresponding radiology
report from the imaging facility where the study was performed and bring them to your

. appointment. Failure to provide imaging studies may delay evaluation and treatment
recommendations. :



Delaware Valley Pain and Spine Institute
Welcome Letter

Previous Pain Management Treatment
- If you have previously been treated for pain by another physician, pain management specialist,
orthopedic provider, neurologist, neurosurgeon, chiropractor, or other healthcare provider, please
contact that office and request that they fax the most recent office notes related to your treatment.
Medical records should include, at minimum:

o The last several office visit notes

» Procedure reports (if applicable)

o Relevant treatment records

Please have records faxed to our office prior to your appointment whenever possible.
Appointment Cancellation Policy

We understand that situations may arise requiring you to reschedule or cancel an appointment.
We respectfully request a minimum of 24 hours' notice for all appointment cancellations.

Appointments canceled with less than 24 hours' notice, as well as missed appointments
("no-shows"), may be subject to a cancellation fee.

Important Reminder

Incomplete paperwork, failure to arrive on time, or failure to provide requested records and
imaging may result in your appointment being delayed or rescheduled.

If you have any questions prior to your appointment, please contact our office. We appreciate the
opportunity to participate in your care and look forward to meeting you.

Sincerely,

Delaware Valley Pain & Spine Institute
Patient Services Department



DELAWARE VALLEY PAIN AND SPINE INSTITUTE
MEDICAL RECORDS REQUEST

Patient Name: Date of Birth:
Phone Number:; Date of Request:
Records Requested From:

Physician/Facility:

Fax Number: Phone Number:

Please provide the following records for the above-named patient:

O Last two (2) office visit notes

O All imaging reports / results

O Physical therapy evaluations, treatment notes, progress notes, and discharge summaries
D Operative reports and surgical reports (if your office performed surgery on this patient)
O Any additional records relevant to the patient's diagnosis and treatment

O

Please send records to:

Delaware Valley Pain and Spine Institute

Fax: Phone:

Address:

City: State; PA. Zip Code
OR

O Patient (Provide copies directly to the patient listed above)

Patient Authorization: | hereby authorize the release of the medical records listed above
to Delaware Valley Pain and Spine Institute or directly to me, the patient, as indicated
above. This authorization is voluntary and may be revoked in writing at any time except to
the extent action has already been taken in reliance upon it. :

Patient Signature: N o Date:

Adopted 6/2026



Preferred Office
Trevose

Chalfont, :
Marlton N) i

- DATE:

(PLEASE PRINT CLEARLY)

PATIENT NAME:

DATE OF BIRTH: AGE:

SOCIAL SECURITY #:

GENDER: [IMALE [ FEMALE {OTHER

EMAIL ADDRESS

MARITAL STATUS: _-SINGLE ' MARRIED WIDOW " DIVORCED :!SEPARATED

PHONE #:

SECONDARY PHONE #;

STREET ADDRESS:

cy:

STATE; 2IP CODE:

E-MAIL:

QCCUPATION:,

EMPLOYER;

EMPLOYER PHONE:

EMERGENCY CONTACT:,

EMERGENCY CONTACT NUMBER:

RELATIONSHIP:

REFERRING PHYSICIAN:

PHONE NUMBER:

PRIMARY CARE PHYSICIAN:

PHONE NUMBER:

WHOM MAY WE THANK FOR REFERRING YOU?

PRIMARY INSURANCE COMPANY:

SUBSCRIBER ID:

GROUP:

IF OTHER THAN THE PATIENT, PLEASE TELL US ABOUT THE POLICY HOLDER

POLICY HOLDER’S NAME;,

POUICY HOLDER'S DATE OF BIRTH:

POLICY HOLDER'S PHONE #:

RELATIONSHIP TO PATIENT:

PGLICY HOLDER'S EMPLOYER;,

STREET ADDRESS OF POLICY HOLDER;

EMPLOYER PHONE #: ___

CITY:

STATE;

2IP CODE:

SECONDARY INSURANCE COMPANY:

SUBSCRIBER 1D:

GROUP:



NAME OF INSURANCE CO

CNY STATE

OATEOFINJURY____ CLAIMNUMBER

ADJSUSTER NAME AND &

WCASS DOCUMENT,

CITY AND STATE WHERE INJURY OCOURED

EMPLOYER NAME AND ADDRESS,

APPROVED INJURIES

YOU HAVE AN ATTORNEY YES

PLEASE PROVIDE ATTORNEY INFORMATION

INAME OF INSURANCE CD

AUTO ACCIDENT (NFORMATION

PHONES

cary STATE __

DATE OF INJURY

CLAIM NUMBER

ADIUSTER NAME

PHONE & FAX &

CITY AND STATE WHERE INJURY GCCURED

APPROVED INJURIES

ATTORNEY YES NO

ATTORNEY NAME

PHONE#,

ATTORNEY ABDRESS

INSURIES SUSTAINED AND APPRIOVED FOR REATMENT:




mmmnﬂmmmmmw?mmmmwmmmmmmmomsos
SUCH SERVICES. IN THE EVENT OF DEFAULY, Mmmmmmwmm INCLUDING ATTORNEY FEES.

Date Patient or Responsible Party Signature




PRACTICE POLICIES

DISCLOSURE NOTICR: mmm«mmmmmwnam&mmwmwmm»m
quwmummammmmwamm: - -

ATDVPS, OUR MISSION IS TO DELIVER HIGH-QUALITY RMEDICAL CARE, O HELP US ACHIEVE GUR GOAL AND SERVE YOU BETTER, WE REQUEST
THAT ALL PATIENTS ADHERE TO THE FOLLOWING ADVINISTRATIVE POLICIES, YOUR CCOPERATION IS GREATLY APPRICIATED AND HELPS
ENSURE A SSAOOTH EXPERIENCE FOR EVERYONE. PLEASE BE AWARE THAT KON-COMPLIARCE WITH THESE POLICIES MAY RESULT IN
ADDITIONAL FEES AND DELAYS IN YOUR APPOINTMVIENT. THARK YOU FOR YOUR UNDERSTANDING AND COOPERATION.

To ensure the Hghest qualy and continulty of care, our practica utiizas 8 collsborative cere model. This means that, in addition to seeing your
Mmmmhmmedouwmmmmmwmmumdm
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ammm«umum»mtmwfom«pmmmmmm

wmmm«anmmmmmmwnmmmmmmmmmmmm
physician and our advanced practice providers.

HIPAA

THIS IS A IMEDICAL CONSENT REQIIRED BY LAW TO ENSURE THAT YOU ARE AWARE OF THE WAYS IN WHICH DELAWARE VALLEY PAIN AND SPINE
MAY USE YOUR HEALTH (NFORMATION FOR TREATMENT.

patiiye S0V PIVCTOSING INFORIMATION FOR TRE RN CARE OPERAJIONS

LAW IS AUTHORIZED YO USE AND DISCLOSE YOUR MEDICAL INFORMATION FOR TREATMENT, PAYMENT, AND HEALTHCARE GPERATIONS.
mwmvmmmsmmpmmmvnmummtmmmmwumwsnmmmm
mmmmmw.mmummrmmmmm.mmmmmonmuwm
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PRIVACY ROTICE FOR ADDITIONAL INFORMATION.
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LIS O NOW DEIAWARE WALLEY PAIN AND SPINE US| DIS0L DUR PERSONASL NEALTH INFORMATION,
DELAWARE VALLEY PAIN AND SPINE TO RESTRICT THE MEDICAL| ToN OR SHARED ABOUT YOU FOR \TMENT, PAYMENT, AND
mmmmmmumummmmmmmmmmmwmmno'rmwuum
REQUEST, WE ARE BOUND TO FOLLOW ITY.

SSei oS I REWERE YTHIR CONSENY. YOU CAN REMOVE YOUR CONSENT AT ANVTIME, AS LONG AS YOU DO SO IN WRITING.YOUR REMOVAL
Omemm»mwmmmmwmwmvmpmmmﬁmmmmmmmme
mmmmmmmmmwemmmmwumm
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Bsate Patient Signature




Ipt IR PERSOLVAL HEL NFORMATION, PLEASE INDICATE IF YOU ARE GIVING PERMISSION TO DISCUSS
YOUR I'IEAI.TI'I INFORMATCON WITHA MBHBERS OF YOUR FAMILYORA FRIEND. Please print.

Name_ Relal!onﬂ:tp 5L phoned
Name: __Relationshlp Phone &
Date Patient Signature

PRACTICE POMCIES

APPOINTMENT TIME

ALL NEW PATIENTS ARE REQUIRED TO ARRIVE 30 MINUTES PRIOR TO THEIR SCHEDULED APPOINYMENT TIME. RETURNING PATIENTS ARE
REGUIRED TO ARRIVE 15 MINUTES PRIOR TO YOUR APPOINTMENT TIME.

FINANCIAL POLICY
e ITISYOURRESPONSIBILITY TO CANCEL OR RESCHEDULE YOUR OFFICE VISIT WITH A MINIMUM OF 24-HOURS ADVANCED NOTICE.
FAILURE TO DO SO MAY RESULT IN A $25 FEE FOR OFFICE VISITS AND $50 FEE FOR PROCEDURES.

o  [FYOU FAIL TO KEEP YOUR SCHEDULED APPOINTMENT, DVPSI RESERVES THE RIGHT TO CHARGE A $25.60 FEE FOR OFFICE VISITS AND
$50 FEE FOR PROCEDURES.

®  WE ACCEPT CASH, CREDIT CARD, DEBIT CARD, AND CHECKS. THERE i$ A $50.00 FEE FOR RETURNED CHECKS

BAEDICATION REFILLS

®  DVPSIREQUIRES ALL PATIENTS TO SiGN AN OPIOID AGREEMENT PRIOR TO RECEIVING PRESCRIPTIONS FOR CONTROLLED SUBSVANCES.,
MANDATORY URINE SCREENING AND COMPREHENSIVE URINE TESTING IS REQRIIRED.

. mmmmwmmwmmmmnﬁo;mmm,.
° .usmmmmammmammnummm

L2 mw:mmvmmmmmmwmmo&mmmu

®  PLEASEALLOW ONE WEEK FOR YOUR INSURANCE TO AUTHORIZE YOUR MEDICATION. PLEASE CHECK WITH YOUR
PHARMACY FOR UPDATES.

»  MEDICATIONS PRESCRIBED DURING YOUR OFFICE VISIT WILL BE ELECTRONICALLY SENT TO YOUR PHARMACY BY
‘THE END OF THE VISIT DAY.



IT IS YOUR RESPONSIBILITY TO OBTAIN REFERRALS, IF NECESSARY, FROM YOUR PRIMARY PHYS!CIAN BEFORE YOUR CFFICE VISIT. FAILURE
TO DO SO MAY REQUIRE YOU TO RESCHEDULE YOUR APPOINTMENT, wsnmsamasmmmmm.

WHILE DVPS) WILL GBTAIN ALL AUTHORIZATIONS REQUIRED BY YOUR INSURANCE wmwmavmum T ISYOUR-

. RESPONSIBILITY TO OBTAIN THE APPROPRIATE REFERRAL, WHEN NECESSARY, FOR THE PRUCEDURE: REFERRALS ARE REQUIRED FOR ALL

HMO INSURANCES.
IMAGING AND TESTRESULTS
' IMAGING ORDERED BY THE PRACTICE THAT REQUIRE AUTHORIZATIONS ARE GBYAINED BY DVPSI AUTHORIZATION SPECIALISTS, IF YOUR
(NSURANCE REQUIRES AN AUTHORIZATION, YOU MUST PROVIDE THE FOLLOWING OR WE WILL BE UNABLE TO PROCESS AN
AUTHORIZATION.

©  NAME AND ADDRESS OF FACILITY
NPl NUMBER OF FACILITY

ALLTEST RESULTS WILL BE REVIEWED AT YOUR FOLLOW-UP VISIT. IT iS YOUR RESPONSIBILITY TO SCHEDULE A FOLLW- UP VISIT (N
ORDER TO REVIEW YQUR RESULTS.

PLEASE BRING TO YOUR GFFICE VISIT ALL IMAGES AND REPORTS THAT APPLY TO YOUR COMPLAINT. THE DISCS ARE USUALLY PROVIDED
BY THE [MAGING FACILITY, BUT (N CERTAIN CIRCUMSTANCES, YOU MAY NEED TO REQUEST A COPY YOURSELF.

PLEASE SIGN BELOW (NDICATING YOU HAVE READ DELAWARE VALLEY PAIN AND SPINE INSTIVUTE'S PRACTICE POLICIES [N FULL.

Date Patient Signature

Date of Birth Patient Name Printed

Ravised Apri] 2026
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Questionnaire for Patients

e\ia Ds

We apologize for any inconvenience; however, this questionnalre is necessary and
required for patients on Medicare or over the age of 60.

Patient Name: DOB: Todays Date:
’ Please Print

1) Do you currently have a diagnosed history of depression or bi-polar disorder?
Yes No

2) Do you currently smoke? Yes No

3) If you answered yes, do you wish to receive smoking cessation information?
Yes, No

4) Do you have an Advanced Care Plan, or do you have someone designated decision mahafulﬂlling your medical
wishes?
Yes No, Who is your decision maker ?

S) Haveyou ever had a Dexa Scan? Yes No {(Women Only)
{If you have had a dexa scan please have a copy faxed to our office)

6) Have you ever been diagnosed with Osteoporosis? Yes No

7) Have you had a recent vertebrae fracture ? Yes, No,

8) Do you take medication for osteoporosis ? Yes No

9) Do you have high blood pressure? Do you currently take blood pressure medication?

10) Are you diabetic? Yes No If yes, do you take medication?

11) If you answered yes, was you AIC greater than 9%?

12) Do you feel safe in your home or living environment? Yes No

13) Have you fallen more than 2xIn the past year? Yes No

14) If you answered yes, do you feel this is due to lack of any of the following?

Strength Gait Balance

15) Your current Helight, Weight

Thank you June2026
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(PLEASE PRINT)
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Xatigue
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Name: Date of Birth:
Email: Best Phone Number;
Helght: Weight Age:

Referring Physician: Ph:
Primary Care Physiclans: Ph:
Who referred you to the practice;
Paln History
What Is your primary complaint?
How long have you had your current pain symptoms? weeks months years

Please shade areas where you are hurting:

Circle the Average Pain Intensity:
(no plln) {300 2 3 4 5 6

What is the lowest pain score this week?

Paln Symptom/Quality:
How would you describe your pain?
(Please check all that apply)
OBurning OSharp CICutting
OThrobbing  OCramping CIDull/Aching
DOshooting OPressure  OConstant
OOccaslonally CINumbness DTingling

7 8 9 10  (mauled by bear)

What is the highest pain score this week?

* What makes the pain better?

What makes the pain worse?

i L www.dvpsi.com
DVPSI: Personalized Restorative Medicine, Multidisciplinary and State of Art Care
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‘Numbness: Yes/No Where:
'Wéakne;s:,_ Yes/ No . Where:
History of Prior Treatments:

O OTC Medications (Tylenol Advil)

O Prescription Medications (non-opioids) - please circle medications below

Gabapentin (Neurontin) Lyrico Cymbalta NSAIDS Other Antidepressants
O oOpioids/Narcotics

Please list previous oplolds tried:

DPhysical Therapy  ClChiropractic Therapy DAcupuncture CITENS unit
DTopical Crearn OHome Exercise Program  [Back/Neck/Other Brace  [IMassage
Oother:

Past Medical History:

Have you had any of the following health problems (Please check all that apply)?

O Heart attack ClCoronary Artery Disease CIChest Pain

DlAtrial Fibriltation OHeart valve placement Deep Veln Thrombaosis

Oloiabetes Ostroke OHypertension '

DAsthma or Wheezing CIcoPD {Emphysema /Bronchitis)

DiKidney Disease Oluver Disease Oseizure or Epllepsy

DBleeding Problem OIbepression DAnxiety

OIThyrold Disease

DlArthritis (specify location)

DlCancer {what type)

DJother conditions/diseases

Past Surgical History

Please list all surgeries and provide approximate dates:

o www, dy
OVPSI: Personalized Restorative

Medicine, Muhtidisciplinary and State of Art Care



Current Medications

Name Dose Frequency Name Dose | Frequency

Please list any DRUG ALLERGIES:

SOCIAL HISTORY

FAMILY LIFE: Please specify living arrangements:
OlLiving alone OLiving with friends DlLiving with spouse/ partner
DOlLiving with spouse/ partner and children OlLiving with children [ Living with other

CURRENT EMPLOYMENT STATUS: Please check one:
DEmployed Full-time [ Employed Part-time Ostudent
CIpisability CRetired Ounemployed OFull time Parent/Homemaker

SUBSTANCE ABUSE

Do you currently use tobacco products? Olves CINo

Did you previous use tobacca products? Clyes ONo

Do you currently or have you previously been treated for illicit drug or alcohol abuse? [lyes Cno

FAMILY HISTORY: Please specify any medical or psychlatric conditions common in your family and who
suffers with these ailments:

Condition; Specific family member(s):
Condition: Specific family member(s):
Condition: Specific family member(s):

COVID VACCINATED Olves Ono

www.dypsi.com
DVPSI: Personalized Restorative Medicine, Multidisciplinary and State of Art Care



_REVIEW OF SYSTEMS: Please check all items you feel apply to you:

DIRecent gain of weight:
ClRecent loss of weight:
Crever

pounds over waeks/mnnths/vears
pounds over weeks/months/years

[Dizziness

DCIpifficulty swallowing ClLoss of Consciousness CIpifficulty walking
CIbouble or blurry vision Oseizures CIMuscle weakness
DONausea OVomiting Olconstipation
DOlotarrhea ClHeart burn ClAdrenal Disease
ClEasy or excessive bruising ClEasy or excessive bleeding Oshortness of Breath
OCIRash CiDiabetes

OGenital pain Dpifficulty urinating

CIHypothyroidism OHyperthyroidism

CcChest pain [CHeart palpitations

ClJoint stiffness CIDecreased Range of Motion

Opain in extremity (specify): CIswelling (specify):

PHARMACY INFORMATION PHONE
ADDRESS

www.dvpsi.com

DVPSI: Personalized Restorative Medicine, Multidisciplinary and State of Art Care



