Name: _____________________________________
Chief Complaint
Headache
Arm Pain
Lower Back Pain

Facial Pain
Chest Pain
Abdominal Pain

Neck Pain
Upper Back Pain

Shoulder Pain
Mid Back Pain

Other: ___________________________________________________________________________________________________

History of Present Illness
Referred by: ______________________________________________________________________________________________
Pain Level (0-10): _______ Insurance (Medicare, BCBS, Cigna, etc.): _______________________________________________
Pain described as:

Aching
Numbing
Stabbing

Burning
Penetrating
Tender

Dull
Sharp
Throbbing

Nagging
Shooting
Unbearable

Pain frequency:

Always present

Often present

Occasionally present

Rarely present

Pain associated with:

Muscle spasms
Tingling

Nausea
Vomiting

Numbness
Weakness

Skin discoloration

Pain worse with:

Cough
Sitting

Lying Down
Standing

Physical activity
Walking

Sexual activity

Pain better with:

Taking medication
Physical activity
Standing

Drinking alcohol
Relaxation techniques
Walking

Heat application
Sexual activity

Lying down
Sitting

Self-assessment:

Feeling hopeless

Feeling helpless

Acutely ill

In poor health

Bracing qualifications:

Have you recently had an injury to the lower spine or nearby soft tissues?
Have you recently had surgery on the lower spine or nearby soft tissues?
Do you have weak spinal muscles or a deformed spine?
Is your pain worse when you rotate your trunk area?

Yes
Yes
Yes
Yes

No
No
No
No

Intake
Allergies (and reaction): ____________________________________________________________________________________
________________________________________________________________________________________________________
Medications (name, dose, frequency): _________________________________________________________________________
________________________________________________________________________________________________________
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Past Medical History
Other pain relief
modalities tried :
Helpful? ( Circle Y/N)

Bedrest: Y / N
TENS unit: Y / N

Biofeedback: Y / N

Chiropractic: Y / N

Heat: Y / N

Daily functioning:

Ability to work
Change in activites
affected
of daily living
Reduced participation in social activities

Surgical history:

Appendix removal
Cesarean section
Gall bladder removal
Hysterectomy
Tonsillectomy
Other: _____________________________________________________
__________________________________________________________________________________

Reported medical
history:

Asthma
Blood clot
Cancer (type) ______________________
Chest pain
Congestive heart failure
COPD
Coronary artery disease
Diabetes
Esophageal reflux
Gastric ulcer
Heart disease
Hepatitis (type) _____________________
Hiatal hernia
High blood pressure
High cholesterol
HIV infection
Kidney disease
Seizure
Stroke
Other: ___________________________________________________
__________________________________________________________________________________

Decreased ability to
concentrate
Sleep habits affected

Loss of interest or
pleasure
Unable to walk

Social History
Smoking history:

Current daily smoker; how much?____________________________________________________
Occasional smoker; how much?______________________________________________________
Prior smoker; how much and how long?_______________________________________________
When did you quit? _________________________________________________________________
Never smoked

Alcohol:

If yes, how much and how often? __________________________________
Alcohol use
Have you considered quitting?
Do you have a drink or two in the morning to get going?
Do you feel guilty about drinking?
Do you get angry when talked to about drinking?

Drug use:

Drug use

Marital history:

Married

Work history:

If yes, which drug(s) and how often?________________________________
Single

Divorced

Current OR Previous Occupation _________________________
Working part-time

Unemployed

Widowed
Working full time
Retired from work

Family History
Chronic pain in the family
Father:
Father deceased

Psychiatric disorders in the family
Cancer

Diabetes

High blood pressure

Heart attack

Other: __________________________________________________________________________
Mother:

Mother deceased

Cancer

Diabetes

High blood pressure

Heart attack

Other: __________________________________________________________________________
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Review of Systems
Systemic symptoms:

Chills
Recent weight gain

Feeling fatigued
Recent weight loss

Fever

Skin:

Change in skin color

Dry skin

Itching

Allergic or Immunologic:

Immunodeficiency disorders

Seasonal allergies

ENT:

Bleeding gums
Sinusitis

Hearing loss
Stiff neck

Hoarseness
Thyroid mass

Nose bleed

Head/Eye:

Blurry vision
Vertigo/dizziness

Double vision
Worsening vision

Head trauma

Headache

Pulmonary:

Cough

Coughing up blood

Sweating heavily at night
Cardiovascular:

Chest pain
Heart murmur

GI:

Difficulty breathing
when lying down
Leg swelling

Rash

Recurrent respiratory
infections
Wheezing

Shortness of breath

Difficulty breathing
with exercise
Palpitations

Fainting
Suddenly waking up
with shortness of breath

Constipation

Decreased appetite

Diarrhea

Difficulty swallowing

Heartburn

Hemorrhoids

Jaundice

Nausea

Red blood in stool

Vomiting

Vomiting up blood

Blood in the urine

Decreased urination

Inability to urinate

Increased urination

Kidney stones

Urinary incontinence

Endocrine:

Cold intolerance

Excessive drinking

Excessive eating

Heat intolerance

Musculoskeletal:

Bone pain

Joint pain

Joint swelling

GU:

Muscle aches
Neurological:

Electrical shocks

Decrease in range
of motion
Muscle shrinking
Involuntary
movement

Muscle weakness
Memory loss

Paralysis

Poor coordination

Seizures

Tremor

Psychological:

Anxious

Depressed

Hallucinations

Suicidal thoughts

Hematologic:

Blood clots

Easy bleeding

Easy bruising

Transfusions
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Brent Stewart, MD
Dear New Patient:
The enclosed Advanced Pain Medical Center (APMC) New Patient History form
is to be filled out in its entirety prior to your first appointment. Please bring the
following with you on your first visit:
1. Completed “New Patient History” form
2. Any MRI’s or other imaging studies you have in your possession. If you
have recently (i.e., in the past year) had any MRIs or images taken but
you don’t have the films or report, please call the MRI center where the
services were performed. Request that the facility send the report AND
actual films (usually on DVD).
3. You must bring a CURRENT PRESCRIPTION MEDICATION LIST from
your pharmacy and any prescription bottles that you may have. YOUR
PHARMACY WILL PRINT THIS LIST FOR YOU.
Please completely fill out the “Medical Records Release Form”. Hand-deliver or
mail this form to your primary care doctor or your previous pain medicine doctor,
if you had one. In order to treat you properly, we MUST have all RECORDS of
your previous treatment. They may provide you with the records or they will mail
them directly to us.
If you have any questions, please do not hesitate to call us at (352) 508-8668.
Thank you for the confidence vested in us.
Sincerely,

Brent Stewart, M.D.

194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Brent Stewart, MD
Confidentiality Statement - HIPAA
Your privacy is important to us. All medical records and interactions between doctor
and patient are entirely confidential, unless specified otherwise by an authorized legal
entity.
Outlined below is a brief summary of your rights and protections under the Health
Insurance Portability and Accountability Act (HIPAA). You can learn more about your
right from the website at http://www.hhs.gov/gov/hipaa/ or by calling 1-866-627-7748.
You have the right to the following:
Ask to see and get a copy of your health records.
Have corrections added to your health information.
Receive a notice that tells you how your health information may be used or
shared.
Decide if you want to give your permission before your health information can be
used or shared for certain purposes, such as marketing.
Request where you would like to be contacted.
Ask that your information not be shared. For example, you could ask your doctor
not to share your medical record with other doctors in the office.
If you believe your rights are being denied or your health information isn’t being
protected, you can:
File a complaint with your doctor.
File a complaint with the U.S. Government.
If it is necessary to reduce or prevent a serious threat to your health and safety, or the
health and safety of another individual or the public, your doctor has the obligation to
disclose and relevant information.
Patient Name/Legal Guardian: ____________________________________________
Patient Signature: ___________________________________ Date: _______________
194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Brent Stewart, MD
Appointment Cancellation Policy

In order to provide a more efficient schedule and to be fair to other patients needing
appointments, please know that Advanced Pain Medical Center enforces a cancellation / late
arrival / “no show” fee.
The cancellation / late arrival / “no show” fees are as follows:
- $50.00 for cancellation within 24 hours of clinic visits or for tardiness greater than 15
minutes or for missing your appointment
- $100.00 for cancellation within 48 hours of procedures, with a $300.00 charge for
cancellation within 48 hours of a spinal cord / peripheral stimulator trial. For a kyphoplasty, the
fee is $500. For a disc decompression, the fee is $500. For any sedation case, the fee is
$500. The fee applies if you miss your appointment and if you are greater than 15 minutes
late, as well.
Payment of this fee will be required prior to your next office visit.
Thank you for your cooperation and allowing us to provide your pain care.
Sincerely,

!
Brent Stewart, MD

I have read and agree to the above policy.

Patient Signature: _______________________________________ Date: _______________
194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558

Financial Policies
Thank you for choosing Advanced Pain Medical Center. To inform you of our financial policies,
we require that you read and sign this document prior to any treatment. If requested, we will provide a
copy of this document for your reference.
Insurance: We accept several insurance plans. If you are not insured by a plan with whom we have a
relationship, payment in full is expected at each visit prior to your seeing the provider. If you are
insured by a plan with whom we have a relationship but you don’t have an up-to-date insurance card,
payment in full for each visit is required until we can verify your coverage. We will reimburse you or
issue you a credit, based on your preference. Therefore, please bring your insurance card with you to
each visit. It will be your responsibility to inform us of any changes to your insurance policy. You are
responsible for any co-insurance, deductibles, or non-covered services not paid by your insurance
within the state’s required time limitation for patient healthcare claims. Any outstanding balance is due
upon receipt of a statement. Knowing your insurance benefits is your responsibility. Please contact
your insurance company with any questions you may have regarding your coverage.
Claims submission: We will submit your claims and assist you in any way we reasonably can to help
get your claims paid. Your insurance company may need you to supply certain information directly. It
is your responsibility to comply with their request. Please be aware that the balance of your claim is
your responsibility, whether or not your insurance company pays your claim. Your insurance benefit is
a contract between you and your insurance company; we are not party to that contract.
Coverage changes: If your insurance changes, please notify us before your next visit so we can make
the appropriate changes to help you receive your maximum benefits. If your insurance company does
not pay your claim in 45 days, the balance will automatically be billed to you.
Canceled Appointments: If you are not able to keep your scheduled appointment, please call our
office within 24 hours to reschedule. Tardiness of 15 minutes or more constitutes a missed
appointment. Failure to inform our office of a cancellation may result in a $50 “No Show Fee” for
office visits and $100-$300 fee for procedures, depending on the type. In the event that missed
appointments become habitual, Advanced Pain Medical Center will require that you pre-pay for your
future visit. You may also be discharged from the clinic. This will not be refunded if the subsequent
visit is cancelled without notice (or for tardiness), as above. Your insurance will not cover this charge.
Co-payments and deductibles: All co-payments and deductibles must be paid at the time of service.
This arrangement is part of your contract with your insurance company. Failure on our part to collect
co-payments and deductibles from patients can be considered fraud. Please help us in upholding the
law by paying your co-payment at each visit.
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Non-covered services: Please be aware that some – and perhaps all – of the services you receive may
be non-covered or not considered reasonable or necessary by Medicare or other insurers. You must pay
for these services in full at the time of visit.
Proof of insurance: All patients must complete our patient information form before seeing the
provider. We must obtain a copy of your driver’s license and current valid insurance to provide proof
of insurance. If you fail to provide us with the correct insurance information in a timely manner, you
may be responsible for the balance of a claim.
Assignment of insurance benefits: You hereby assign, transfer, and set over directly to Advanced
Pain Medical Center sufficient monies and/or benefits for basic and major medical to which you may
be entitled for professional and medical care, to cover the costs of the care and treatment rendered to
you in said clinic. You authorize Advanced Pain Medical Center to contact your insurance company or
health plan administrator and obtain all pertinent financial information concerning coverage and
payments under your policy. You direct the insurance company or health plan administrator to release
such information to Advanced Pain Medical Center. You authorize Advanced Pain Medical Center to
release all medical information (including, but not limited to, information on psychiatric conditions,
sickle cell anemia, alcohol and drug abuse, and HIV or other communicable diseases) requested by
your health insurance carrier, Medicare, other physicians or providers, and any other third-party payers.
Fees and Payment Arrangements: Payment will be due at the time of service. If you are unable to
pay the balance in full, you will need to make prior arrangements with the Office Manager. Failure to
comply with those arrangements will incur the addition of an 18% APR interest rate. Non-payment
will be grounds for termination as a patient of the Advanced Pain Medical Center. If any check
payments are returned for insufficient funds, there will be a $25 NSF fee. If a collection agency is
required, you will be responsible for those costs, as well. Specifically, you understand that in the event
your account is placed in collection status, any additional fees incurred will be added to your
outstanding balance. This includes, but is not limited to, late fees, collections agency fees, court costs,
interest, and fines. You understand that these additional fees will be your personal responsibility to pay
in full.
Forms: The completion of any forms, e.g. disability, school/work excuses, etc., require a $25 payment
per form. This must be paid in advance. Please allow 48 hours, not including weekends and holidays,
to complete these forms.
Copies of your Chart: After signing a records release form, you may obtain a copy of your chart. We
ask that you allow 24-48 hours for us to gather all your information. There will be a $1 per page
charge for the first 25 pages, then a $0.25 charge per page for the remaining pages. This will be due at
the time you pick up your records.
________________________________________
Patient Name (Please Print)

_______________________________
Date

________________________________________
Patient Signature
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Brent Stewart, MD
LIFETIME AUTHORIZATION INSURANCE ASSIGNMENTS AND AUTHORIZATION
TO RELEASE INFORMATION
1.

TREATMENT AUTHORIZATION: I, the below named patient, do hereby give Advanced Pain Medical
Center (APMC) consent for medical treatment.

2.

RELEASE OF INFORMATION: I do hereby authorize APMC to release to any third party payor any
medical condition and records concerning diagnosis and treatment when requested by such third party
for its use in connection with determining a claim for payment for such treatment and/or diagnosis.

3.

PHYSICIAN INSURANCE ASSIGNMENT OF BENEFITS: I hereby authorize and direct that my
insurance benefits for services provided be paid directly to APMC. If these benefits are not assigned to
APMC and received by me, I agree to forward, immediately upon receipt, to APMC all health insurance
and other third-party payments that I receive for services rendered. I also understand that I am
financially responsible for all non-covered services and balances.

4.

MEDICARE/MEDICAID: Patient’s certification authorization to release information and payment
request. I certify that the information given by me in applying for payment under Title XVIII/XIX of the
Social Security Act is correct. I authorize any holder of medical or other information about me to
release to Social Security Administration/Division of Family Services or its intermediaries or carriers any
information needed for this or a related Medicare/Medicaid claim. I hereby certify all insurance
pertaining to treatment shall be assigned to the physician treating me.

5.

I PERMIT A COPY OF THESE AUTHORIZATIONS AND ASSIGNMENTS TO BE USED IN PLACE
OF THE ORIGINAL, WHICH IS ON FILE AT THE PHYSICIAN’S OFFICE. This assignment will
remain in effect until revoked by me in writing.
FINANCIAL RESPONSIBILITY: I understand it is my responsibility to pay any co-payment prior to
being seen for an office visit. Deductible amount, co-insurance, or any other balance not paid by my
insurance or third party payor will be paid within a reasonable period of time, not to exceed 60 days. If
this account is assigned to a collection agency or attorney for collection and/or suit, I will be responsible
for reasonable attorney’s fees and costs of collection.

DATE:_______________ PATIENT NAME: _______________________________________
PATIENT SIGNATURE:_______________________________
Legal Guardian name/signature (if different from patient): ______________________________

194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Brent Stewart, MD
MEDICAL RECORDS RELEASE FORM
Patient name: _____________________________________ Date of Birth: ______________
Phone Number: ______________________________
I understand that this health information may include HIV-related information and/or information
relating to diagnosis or treatment of psychiatric disabilities and/or substance abuse and that, by
initialing this form, I am specifically authorizing that release of this information.
Initials: _______________

Date: ______________________

By

signing this form, I authorize you to release confidential health information about me, by
releasing a copy of my medical records, or a summary or narrative of my protected health
information, to the person(s) or entity listed below.
Name: Dr. Brent Stewart______________
Street: 194 NW 137th Drive, #100_______________________
City: Jonesville_______________ State: FL__________ Zip: 32669___

I do give permission for these records to be faxed to the above entity. Alternatively, they may
be emailed to appointments@comfortcompassion.com.
Please forward:
____Office Visits
____ Initial History and Physical
____ MRI Reports
____Lab Reports
____Correspondence
____ Insurance Information
____Other (please specify)______________________________________________________

Patient Signature: __________________________________Date:_________________
194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Opioid Agreement
I understand that this Agreement is essential to the trust and confidence necessary in a
doctor/patient relationship. I understand that, if I break this Agreement, my physician will stop
prescribing these pain medicines.
I will inform the physician of all other medications that I am taking. I will communicate fully
with my physician about the character and intensity of my pain, the effect of the pain on my daily
life, and how well the medicine is helping to relieve the pain. I understand that the risks of opioid
medications include, but are not limited to, diminished ability to think clearly, nausea/vomiting,
constipation, decreased coordination and ability to operate equipment (including vehicles),
sleepiness, emotional changes, slowed breathing (which could lead to death), dry mouth, lowered
hormonal levels, problems with pregnancy, withdrawal, tolerance, dependence, and addiction.
I will not use any illegal substances, including marijuana, nor will I misuse or self-prescribe/
medicate with legal, controlled substances. While alcohol consumption is legal, I will not consume
it while taking these medications, as I understand that it will interact with these medications. I will
not share my medication with anyone. I will not attempt to obtain any other pain medications from
any other provider, however short-term prescriptions for acute-care situations and also treatments
at acute-care facilities are allowed. I will safeguard my pain medication from loss, theft, or
unintentional use by others, including youth. I will only use current medications prescribed to me
by the physician(s) at Advanced Pain Medical Center.
I understand that lost or stolen medications will not be replaced. I agree that refills of my
prescriptions for pain medications will be made only at the time of an office visit during regular
office hours. No refills will be available during evenings or on weekends. I understand that, if I
miss an appointment, my prescription may not be refilled until my next clinic visit. When
requested, I will bring, within 24 hours, to the clinic any unused pain medicine. If the counts are
wrong, I understand that opiate pain medications may no longer be prescribed to me.
I agree that I will use my medicine at a rate and dose no greater that the prescribed rate
and dose. I also understand that the use of my medicine at a greater rate and/or dose will result in
my being without medication for a period of time. In this case, I understand that I may experience
withdrawal symptoms.
I authorize the provider and my pharmacy to cooperate fully with any city, state, or federal
law enforcement agency in the investigation of any possible misuse, sale, or other diversion of my
pain medication. I authorize my provider to provide a copy of this Agreement to my pharmacy,
primary care provider, insurer, and local emergency room. I agree to waive any applicable
privilege or right of privacy or confidentiality with respect to these authorizations. I agree that I will
submit to a urine, blood, or oral fluid test to determine my compliance with my program of pain
control medications. I understand that my physician will check the Prescription Drug Monitoring
Program website to verify that I am receiving controlled substances from only this clinic (with
exceptions for acute care).
I agree to follow these guidelines that have been fully explained to me. All of my questions
and concerns regarding treatment have been adequately answered.
Patient Signature: ___________________________________ |
|
|
|
Patient Name (printed):_______________________________ |
|
Date: _____________________________________________ |

Brent Stewart, MD, MBA
President
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Consent to Access the Prescription Drug Monitoring Program (PDMP)
The Florida Prescription Drug Monitoring Program (PDMP), known as E-FORCSE®
(Electronic-Florida Online Reporting of Controlled Substance Evaluation Program), was created
by the 2009 Florida Legislature in an initiative to encourage safer prescribing of controlled
substances and to reduce drug abuse and diversion within the state of Florida. The PDMP is a
database that collects and stores prescribing and dispensing data for controlled substances in
Schedules II, III, and IV. Section 893.055, Florida Statutes, requires health care practitioners to
report to the PDMP each time a controlled substance is dispensed to an individual. The
information is reported through the electronic system as soon as possible but no later than the
close of the next business day after the day the controlled substance is dispensed. This
reporting timeframe ensures that health care practitioners have the most up-to-date information
available.
In addition to practitioners and pharmacists, a law enforcement agency may request
confidential controlled substance dispensing information in the database during active
investigations regarding potential criminal activity, fraud, or theft regarding prescribed controlled
substances and that has entered into a user agreement with the Department. Also the
Department of Health Investigative Services Unit and Medicaid Fraud Unit investigators may
request information in the database to aid in the investigation of cases involving controlled
substances.
Accessing the PDMP record is an essential component to ensuring patient safety and
compliance.
I have read the above information, and I specifically authorize the physician(s) and/or
staff of Advanced Pain Medical Center (APMC) to access my information on the PDMP
database, even if I am not physically on the premises of APMC, provided that the information is
being used in furtherance of my healthcare and/or to be in compliance with other activities, as
required by law.

Patient Name: ______________________________________

Patient Signature: ___________________________________

Date: __________________

Brent Stewart, MD
My Protected Health Information Authorization
1. I authorize the use and/or disclosure of my protected health information for
whatever Advanced Pain Medical Center (APMC) deems necessary for my
medical care. To include but not limited to the following: Pharmacies, Hospitals,
Physicians Referred to, Physicians Referred by, Diagnostic Facilities, Nursing
Home, Insurance Companies, Work Comp Carriers, Health Facilities, and Family
members.
2. If you would like to EXCLUDE anyone from obtaining your health information (i.e.
Facilities, Family Members) please list those facilities and individuals below.
________________________________________________________________
________________________________________________________________
________________________________________________________________
________________________________________________________________
3. I understand that I have the right to revoke this authorization at any time. My
revocation must be in writing, and I am aware that my revocation is not effective
to the extent that the persons I have authorized to use and/or disclose my
protected health information have acted in reliance upon this authorization.
4. I understand that I have the right to inspect and copy my own protected health
information to be used to disclose. {In accordance with the requirements of the
federal privacy protection regulation found under 45 C.F.R. (164.524)}
5. I understand that I do not have to sign this authorization and that my refusal to
sign will not affect my abilities to obtain treatment from APMC, nor will it affect my
eligibility for benefits.

Patient Name/Legal Guardian: ____________________________________________
Patient Signature: ___________________________________ Date: _______________

194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Brent Stewart, MD
PAIN CARE EXPECTATION DOCUMENT
Advanced Pain Medical Center (APMC) is dedicated to interdisciplinary, ethical caring of the pain patient,
regardless of race, color, religion, gender, age, sexual orientation, or national origin. Agreed upon expectations
of patient and the clinic ensure that this clinic will meet the needs of all of our patients. With this understanding,
this clinic wants all of our patients to know and understand the following:
1. APMC is an interdisciplinary pain treatment center, which often requires evaluation by other health
professionals and may refer you to these and your primary physician as deemed necessary by your
clinical condition.
2. Medical records will be copied to your primary physician and other consultants and a release for
records will be obtained at your first visit.
3. Treatment may or may not be prescribed to you on your first visit to APMC, depending upon our initial
evaluation. You might be referred back to your primary physician.
4. You must sign a Release of Records permission form for all other treating physicians to APMC.
5. Once your treatment has been determined and agreed upon by you and the treatment team, you will be
expected to follow it. You have the right to refuse treatment at any time. If you refuse treatment, this
may result in your being referred back to your referring physician.
6. Please be advised that if Medication Management has been part of your treatment plan, this office has
a responsibility to monitor, control, and possibly discontinue use of certain medications for alternative
treatments, as determined by the doctor.
7. All medications have the potential to produce undesirable side effects. Narcotic pain medications will
always produce physical dependency, which is not the same as addiction, which may also occur. Other
common side effects, which may occur are sedation, mental clouding, constipation, and decreased
testosterone levels.
8. All patients receiving medications prescribed by APMC must take their medications as prescribed. Do
not take more medications than prescribed, as you may run out early. Early refills will not be
provided.
9. APMC believes that chronic pain is never an emergency and visits to the emergency room should be
minimized! You are encouraged to go to the ER ONLY in the case of new emergent pain, side effects of
prescribed pain medication or treatment, or medical emergency.
10. Patients complaining of a new pain, side effects of their medications or treatment, or any true medical
emergency are encouraged to call their primary physician/nurse practitioner on call, not the APMC
office, as this may need further workup to rule out important clinical conditions.
11. You must agree to receive your prescribed pain medications from one pharmacy registered with the
clinic. APMC must be notified in advance of any change in pharmacy,
12. You must agree not to receive any pain medications from any physician not associated with APMC,
unless prescribed by that physician during a hospital stay or for inpatient or outpatient surgery.

194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Brent Stewart, MD
PAIN CARE EXPECTATION DOCUMENT
13. You are responsible for your medications. No excuses for lost medication, stolen medication, dropped
medication, etc. will be accepted by APMC. This means that refills may not be made before the allotted
time of the prescription.
14. No refills of medications will be made after office hours, during weekends, or a holiday period. You must
be responsible for your own medications and make an appointment for your pain medication before that
medication will run out.
15. Telephone refills are strongly discouraged. APMC will make every effort to ensure that you will not run
out of your pain medications. If you know that you are going to run out of your pain medications, you
are responsible for making an appointment to refill your medications. Do not expect medication refills
after a phone call in less than 7 days.
16. Urine drug screens will be obtained prior to the first controlled substance prescription and at random
times throughout your treatment at the sole discretion of APMC.
17. If you are on chronic narcotic medications, you must understand that APMC may allow you to go
through narcotic withdrawal from your medications if you manage your pain medications irresponsibly
or illegally. Non-narcotic withdrawal medications may be prescribed, also.
18. Your questions will be answered by one of our professional staff members at scheduled appointments.
Unless there is an emergency, you are requested not to call APMC to have your clinical questions
answered.
19. Because of the increasing demands on APMC for pain management, you must understand that the
attending physician might not be present during your visit to APMC. Our Physician Assistant might see
you. The attending physician, however, will make the final decisions regarding any and all of your
treatment care plan.
20. Failure to abide by this understanding will be taken by the clinic to mean that you no longer wish to be
treated by APMC and/or that you will not abide by the rules of the clinic. In either case, failure to abide
may result in referral back to your referring physician for pain care.
21. If you demonstrate aggressive or otherwise inappropriate behavior, including the spoken word, APMC
reserves the right to terminate the relationship, at its sole discretion, immediately. You will then be
referred back to your primary physician for ongoing treatment.
I HAVE READ AND UNDERSTAND THE ABOVE DOCUMENT.
AND SATISFACTORILY ANSWERED.
Signature: ___________________________________

MY QUESTIONS HAVE BEEN ASKED

Date:_________________

Printed Name: ________________________________

194 NW 137th Drive, #100, Jonesville, FL 32669
Phone (352) 508-8668 Fax: (352) 433-4558
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Patient's Bill of Rights and Responsibilities
Section 381.026, Florida Statutes, addresses the Patient's Bill of Rights and
Responsibilities. The purpose of this section is to promote the interests and well being
of patients and to promote better communication between the patient and the health
care provider. Florida law requires that your health care provider or health care facility
recognize your rights while you are receiving medical care and that you respect the
health care provider's or health care facility's right to expect certain behavior on the part
of patients. You may request a copy of the full text of this law from your health care
provider or health care facility. A summary of your rights and responsibilities follows.
A patient has the right to the following:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Be treated with courtesy and respect, with appreciation of his or her dignity, and
with protection of privacy.
Receive a prompt and reasonable response to questions and requests.
Know who is providing medical services and who is responsible for his or her
care.
Know what patient support services are available, including whether an
interpreter is available if the patient does not speak English.
Know what rules and regulations apply to his or her conduct.
Be given, by the health care provider, information such as diagnosis, planned
course of treatment, alternatives, risks, and prognosis.
Refuse any treatment, except as otherwise provided by law.
Be given full information and necessary counseling on the availability of known
financial resources for care.
Know whether the health care provider or facility accepts the Medicare
assignment rate, if the patient is covered by Medicare.
Receive prior to treatment, a reasonable estimate of charges for medical care.
Receive a copy of an understandable itemized bill and, if requested, to have the
charges explained.
Receive covered medical treatment or accommodations, regardless of race,
national origin, religion, handicap, or source of payment.
Receive treatment for any emergency medical condition that will deteriorate from
failure to provide treatment, within the scope of the physician’s expertise.
Know if medical treatment is for purposes of experimental research and to give
his or her consent or refusal to participate in such research.
Express complaints regarding any violation of his or her rights.
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A patient is responsible for the following:
•
Giving the health care provider accurate information about present complaints,
past illnesses, hospitalizations, medications, and any other information about his
or her health.
•
Reporting unexpected changes in his or her condition to the health care provider.
•
Reporting to the health care provider whether he or she understands a planned
course of action and what is expected of him or her.
•
Following the treatment plan recommended by the health care provider.
•
His or her actions if treatment is refused or if the patient does not follow the
health care provider’s instructions.
•
Keeping appointments and, when unable to do so, notifying the health care
provider or facility.
•
Making sure financial responsibilities are carried out, including penalties for
missing or being tardy to the above appointments.
•
Following health care facility conduct rules and regulations.

I agree with and accept the above rights and responsibilities.

_____________________________________
Patient Name

_________________________
Date
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Authorization for Use of Information and Photographs, Radiographs,
and Video
Advanced Pain Medical Center is grateful to patients who are willing to share their
experiences to help others who may be dealing with similar issues. Photographs, x-ray images,
and videos are excellent methods to share this information. By way of this form, Advanced Pain
Medical Center requests consent for the use of photographs, radiographs, and video.
I understand that, in an effort to educate the public and to promote the services offered by
Advanced Pain Medical Center, I may be asked to submit to a photograph. I understand that
“photograph” may also include a radiographic (x-ray) image or a video. The purpose of the
photograph or radiograph is to illustrate pathology (what is wrong with me), the treatment of that
condition, and the result of that treatment. I also understand that physicians and staff will make
every reasonable effort to conceal my identity, but I accept that it is possible that I may be
identified. I UNDERSTAND THAT I AM NOT REQUIRED TO SUBMIT TO ANY PHOTOGRAPHY
OF ANY TYPE. I also understand that there will be no consequences to me should I refuse. My
treatment will not change, whether or not I sign this form.
Photographs taken of me or parts of my body, as well as details regarding medical services
that I have received at Advanced Pain Medical Center, can be used in any print or broadcast
media, including, but not necessarily limited to newspapers, pamphlets, educational films, internet,
and television, in order to inform the public about the various therapies offered by Advanced Pain
Medical Center. Further, I release and discharge Advanced Pain Medical Center, any employees
of Advanced Pain Medical Center, and all parties acting under their license and authority, from any
and all claims or actions that I have or may have relating to such use and publication, and all
rights, if any, that I may have in such photographs and details regarding medical services rendered
to me, including any claim for payment, in connection with any such use or publication. I hereby
waive any right to compensation for such uses by reason of the foregoing authorization. I and my
successors or assigns hereby hold Advanced Pain Medical Center and its personnel and affiliates
harmless from any and all liability which may or could arise from activities authorized by this
agreement.
I may cancel this authorization at any time, provided that the request is made in writing. I
understand that, once the photographic material has been released, it may not be withdrawn. I
further understand that, once my information is disclosed, it may no longer be protected by federal
and state privacy laws and therefore could be disclosed further by additional parties.
By placing my signature below, I consent to the use of photography at Advanced Pain Medical
Center.

Patient Signature: ________________________________________________________________

Patient Name (printed):____________________________________________________________

Date: __________________________________________________________________________
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Prescription opioids are sometimes used to treat moderate-to-severe pain.
Because prescription opioids have a number of serious side effects, it is
important for you to ask questions and learn more about the benefits and
risks of opioids. Make sure you’re getting care that is safe, effective, and
right for you.
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This pamphlet provides information about nonopioid alternative treatments
to manage pain. You and your healthcare practitioner can develop a
course of treatment that uses multiple methods and modalities, including
prescription medications such as opioids, and discuss the advantages and
disadvantages of each approach.
Pain management requires attention to biological, psychological, and
environmental factors. Before deciding with your healthcare practitioner
about how to treat your pain, you should consider options so that your
treatment provides the greatest benefit with the lowest risk.

Cold and heat. Cold can be useful soon after an injury to relieve pain,
decrease inflammation and muscle spasms, and help speed recovery. Heat
raises your pain threshold and relaxes muscles.
Exercise. Staying physically active, despite some pain, can play a helpful
role for people with some of the more common pain conditions, including
low back pain, arthritis, and fibromyalgia.
Weight loss. Many painful health conditions are worsened by excess weight.
It makes sense, then, that losing weight can help to relieve some kinds
of pain.

o increase
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Diet and nutrition. Chronic pain may be the result of chronic inflammation.
Some foods can increase inflammation and contribute to pain levels.
Reducing or eliminating foods that increase inflammation may provide pain
relief.

Yoga and tai chi. These mind-body and exercise practices incorporate
breath control, meditation, and movements to stretch and strengthen
muscles. They may help with chronic pain conditions such as fibromyalgia,
low back pain, arthritis, or headaches.

ues

Transcutaneous electrical nerve stimulation (TENS). This technique employs
a very mild electrical current to block pain signals going from the body to
the brain.

s

Over-the-counter medications. Pain relievers that you can buy without a
prescription, such as acetaminophen (Tylenol) or nonsteroidal
anti-inflammatory drugs (NSAIDs) like aspirin, ibuprofen (Advil, Motrin), and
naproxen (Aleve, Naprosyn) can help to relieve mild to moderate pain.
ten
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Treatments provided by Licensed
Healthcare Providers
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Physical therapy (PT) and occupational therapy (OT). PT helps to increase
eight.

flexibility and range of motion which can provide pain relief. PT can also
restore or maintain your ability to move and walk. OT helps improve your
ability to perform activities of daily living, such as dressing, bathing,
and eating.

Massage therapy. Therapeutic massage may relieve pain by relaxing painful
muscles, tendons, and joints; relieving stress and anxiety; and possibly
impeding pain messages to and from the brain.
Acupuncture. Acupuncture is based on traditional Chinese medical
Yoga and t
low bac
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concepts and modern medical techniques and provides pain relief with no
side-effects by stimulating the body’s pain-relieving endorphins. Techniques
may include inserting extremely fine needles into the skin at specific points
on the body.

Chiropractic care. Chiropractic physicians treat and rehabilitate pain,
diseases and conditions using manual, mechanical, electrical, natural
methods, physical therapy, nutrition and acupuncture. Chiropractors
practice a hands-on, prescription drug-free approach to health care that
includes patient examination, diagnosis and treatment.
Osteopathic Manipulative Treatment (OMT). Osteopathic physicians (DO)
are educated, trained, and licensed physicians, but also receive additional
training in OMT. OMT is a set of hands-on techniques used by osteopathic
physicians to diagnose, treat, and prevent illness or injury. OMT is often
used to treat pain but can also be used to promote healing, increase overall
mobility, and treat other health problems.

Behavioral interventions. Mental health professionals can offer many
avenues for pain relief and management. For example, they can help you
reframe negative thinking patterns about your pain that may be interfering
with your ability to function well in life, work, and relationships. Behavioral
interventions can allow you to better manage your pain by changing
behavior patterns.

Topical treatments and medications. Topical Agents, including Anesthetics,
NSAIDs, Muscle Relaxers, and Neuropathic Agents, can be applied directly
to the affected areas to provide needed pain relief and typically have a

minimal risk of side-effects due to low absorption of the medication into
the blood stream. Compounded topicals prepared by a pharmacist can be
customized to the patient’s specific needs.

Interventional pain management. “Interventional” procedures might include
an injection of an anesthetic medicine or steroid around nerves, tendons,
joints or muscles; spinal cord stimulation; insertion of a drug delivery
system; or a procedure to stop a nerve from working for a long period
of time.
Non-opioid anesthesia. Non-opioid anesthesia refers to the anesthetic
technique of using medications to provide anesthesia and post-operative
pain relief in a way that does not require opioids. Anesthetists can replace
opioids with other medications selected for their ability to block surgical
and post-surgical pain. By replacing opioids and incorporating the variety
of anesthetic and analgesic medications that block the process of pain,
anesthesia providers can provide a safer anesthetic that avoids the adverse
effects of opioids.
Discuss these alternatives with your healthcare practitioner and talk about the advantages and
disadvantages of the specific options being considered. Different approaches work better on
different types of pain. Some treatments for pain can have undesirable side effects while others
may provide benefits beyond pain relief. Depending on your insurance coverage, some options
may not be covered, resulting in substantial out-of-pocket costs. Other options may require
a significant time commitment due to the number of treatments or the time required for the
treatment. Good communication between you and your healthcare practitioner is essential in
building the best pain management plan for you.
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Helpful Hints and Links
When you are selecting a healthcare practitioner, you can verify their license and
find more information at: https://appsmqa.doh.state.fl.us/MQASearchServices/
Home

You can find more information at these links.
National Institutes of Health: https://nccih.nih.gov/health/pain/chronic.htm
Centers for Disease Control and Prevention: https://www.cdc.gov/drugoverdose/
pdf/nonopioid_treatments-a.pdf
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