
     Chart #Appt Date/Time: 

Middle Initial Last Name 
______________________________________________________________ ______________ 

Address State Zip Code 
___________________________________________ _______ ____ 

Email Preferred Language SSN Date of Birth 

_______________________________________ ______________________________________ _ 
Driver’s License State       Primary Phone                Phone Type  Secondary Phone Phone Type

____________________________________ ________ __________________________________ 
Gender 

 Male   ___ Female 
Ethnicity 
___ Hispanic/Latino   ___ Not Hispanic/Latino   ___ Declined

Race ___ White ___ Black or African 
American 

___ American Indian 
or Alaskan Native 

___ Asian ___ Native Hawaiian or 
Other Pacific Islander 

___ Hispanic 

Employer Name Employer Phone 
_________________________________________________________________________________________________ 
Emergency Contact Name Emergency Contact Phone Relationship to Patient

_________________________________________________________________________________________________ 
Referring Physician Primary Care Physician 

_________________________________________________________________________________________________ 

Primary Insurance Member # Group # 
_______________________________________________________________________________________________
Primary Insured Name SSN Relationship          Date of Birth        Gender
____________________________________________________________________________    ___ Male   ___ Female 
Secondary Insurance Member # Group # 
________________________________________________________________________________________________
Primary Insured Name SSN Relationship Date of Birth        Gender
____________________________________________________________________________  ___ Male   ___ Female 
Financial Responsibility Information 
Responsible Party Name Relationship to Patient Primary Phone

____________________________ ___________ 
Address  City State Zip Code 

__________________________________________ _____ 

Pharmacy Name  Pharmacy Phone Pharmacy Address
_________________________________________________________________________________________________ 

Patient/Guardian Signature _______________________________________________ Date: ________________

SSN

Address Line 2  City

___ Declined 

Address Line 2 Line 2     

First Name

Patient Information

Insurance Information 

Preferred Pharmacy 

Appt Provider

Patient Information Form

Appt Comments: 
Patient Information 

Marital Status
_________________  

INTEGRATED PAIN & NEUROSCIENCE, LLC



SIGNATURE ON FILE, ASSIGNMENT OF BENEFITS, FINANCIAL AGREEMENT, ACKNOWLEDGEMENT OF 
PRIVACY PRACTICES, DISCLOSURE OF FINANCIAL INTEREST  

1. MEDICARE: I request that payment of authorized Medicare benefits be made on my behalf to Integrated Pain and Neuroscience,
LLC for services furnished by Integrated Pain and Neuroscience, LLC. I authorize any holder of medical information about me
to release to Medicare and its agents any information needed to determine these benefits or the release of medical information
necessary to pay the claim. If I have other insurance coverage, my signature authorizes releasing the information to the insurer
or agency shown. Integrated Pain and Neuroscience, LLC accepts the Medicare allowable determination of the carrier as the full
charge, and I am responsible only for the deductible, coinsurance and non-covered services.

2. PARTICIPATING INSURANCE AND RELEASE OF INFORMATION: I understand that Integrated Pain and
Neuroscience, LLC may use and disclose medical information about me for services and procedures so they may be billed and
collected from an insurance agency or other third party. Integrated Pain and Neuroscience, LLC may also tell my health plan
and/or referring physician about a treatment I am going to receive to obtain prior approval or to determine whether my plan will
cover the treatment, to facilitate payment, or the like.

3. NON-PARTICIPATING WITH PATIENT’S INSURANCE: The undersigned agrees that I am individually obligated to pay
the full charges of all services rendered to be by Integrated Pain and Neuroscience, LLC if I belong to a plan that Integrated Pain
and Neuroscience, LLC does not participate with.

4. NON-COVERED SERVICES: The undersigned accepts full financial responsibility for all items and services which are
determined by my insurance plan not to be covered.  The undersigned agrees to cooperate with Integrated Pain and Neuroscience,
LLC to obtain necessary healthcare service plan authorizations.

5. FINANCIAL AGREEMENT: I agree that in return for the services provided to the patient by Integrated Pain and Neuroscience,
LLC. I will pay my account at the time service is rendered or will make financial arrangements satisfactory to Integrated Pain
and Neuroscience, LLC for payment.

6. FINANCE CHARGES: I agree to pay a finance charge of 1% per month, compounded, for any balance I am responsible for
which is over 60 days old. I also agree to pay for any returned check fees incurred by Integrated Pain and Neuroscience, LLC. It
is the policy of Integrated Pain and Neuroscience, LLC to charge a non-refundable fee no less than $25.00 for checks that are
returned. I understand that Integrated Pain and Neuroscience, LLC has the right to charge a non-refundable fee of no less than
$25.00 for any missed appointment (visit, orientation, consultation, procedure, etc.) not cancelled 24 hours in advance.  I also
agree that if I am the parent/guardian bringing a child in for treatment that I am responsible for all fees incurred by the child. If
an account is sent to a collection agency or attorney for collection, I agree to pay collection expenses and reasonable attorney’s
fees as established by the court and not by a jury in any court action. Any benefits of any type under any policy of insurance
insuring the patient or any other party liable to the patient is hereby assigned to Integrated Pain and Neuroscience, LLC. If
copayments and/or deductibles are designed by my insurance company or health plan, I agree to pay them to Integrated Pain and
Neuroscience, LLC. However, it is understood that the undersigned and/or the patient are primarily responsible for the payment
of my bill.

7. ACKNOWLEDGEMENT OF PRIVACY PRACTICES: I hereby acknowledge that I have received a copy of the Notice of
Privacy Practices for Integrated Pain and Neuroscience, LLC. There is also a copy posted in the office. I understand that if I have
questions or complaints regarding my privacy rights that I may contact the Privacy Officer.

8. CONSENT: I hereby authorize the doctors and staff of Integrated Pain and Neuroscience, LLC to administer or perform medical
treatment including procedures or services as the may deem necessary or reasonable, including laboratory services and diagnostic
procedures. Additionally, I authorize Integrated Pain and Neuroscience, LLC to obtain my medication history.

9. DISCLOSURE OF FINANCIAL INTEREST: Louisiana law requires physicians to disclose to a patient, when the physician
refers the patient to another health care provider or facility, that the physician has a financial interest in that entity. The purpose
of this disclosure is to notify you that Eric Royster, MD has an ownership interest in Old Gretna Pharmacy, LLC and The Wellness
Corner, LLC. Dr. Royster also has an ownership interest in Alliance Surgery Center, LLC.  If you are referred to one of these
entities and have any questions, please discuss this with your physician directly.  You have the right to choose a different entity
or choose not to receive the services by letting the doctor know prior to the referral.

PATIENT SIGNATURE ______________________________________________________________________________________ 
SIGNATURE OF PATIENT’S REPRESENTATIVE______________________________________________________________  
RELATIONSHIP TO PATIENT_______________________________________________________________________________  

PATIENT NAME (PRINT)____________________________________________________ DATE__________________________ 



Van Le
Typewritten text
Name: 



 

 



Date: ame 
-----

Where is your worst pain? 

Picase shade painful arcas: 

Pain History: 

INTEGRATED 
PAIN AND NEUROSCIENCE 

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

1 r 11 

Date of Birth: 

Any changes since last visit? Improving Same Worsening 

Rate your pain: (Circle words and number that de cribe your experience) 

Usually: o 1 2 

Mild 

3 4 5 6 7 

Moderate 

8 

Severe 

9 

-----

Location: no change in Iocation change in Iocation _______________ _

neck upper back lower back abdominal b uttock 

f lank g eneralized righ t leg 1 eft leg right arm left arm 

Radiation of Pain: no change to ( Left / Right / Both) arm(s) to ( Left / Right / Both) leg( ) 

Ouality: 

From: To: 
---------- ----------

no change in quality change in quality _______________ _

aching burning 

sharp 

cramping 

stabbing 

dull numbncss 

tightncss 

pounding 











Social History 

Education: 

Occupation: 

Caffeine intake: 

Marital Status: 

Exercise level: 

Smoking status: 

Smoking (PPW = packs per week, PPD = packs per day): 

Has smoked since age: __________ _ 

Tobacco years of use: 

Chewing tobacco: 

Alcohol intake: 

lllicit drugs: 

Auto related injury? 

Work related injury? 

Yes No 

Yes No 

Picase list any family history (cancer, heart disease, hypertension, Alzheimcr's, etc.) 

Condition Relation 
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