Page 1

WELCOME AND THANK YOU FOR CHOOSING
SOUTHERN COAST SPECIALISTS!

Southern Coast Specialists offers team -based procedures from elite board-certified neurosurgeons and
pain management experts. We know that you want the most effective and least invasive solution possible.
Whether it is a five -minute procedure or same-day surgery, Southern Coast Specialists is committed to
delivering fast stress -free treatment.
We ask that you fill out the attached packet before your first appointme nt but if you are not able to
please arrive 30 minutes early to your appointment to allow time for all of the paperwork to be filled
out.
Please bring the following items to your first visit with us.
☐ New Patient Packet
☐ Current Driver’s License
☐ Valid Insurance Card
☐ All imaging disks and reports done in the last year on the area of issue
☐ Current medication(s) you are taking. Bringing in the prescription bottles is helpful but not required.

Please let us know if you have any questions or need directions to our office. Our website
SCSpecialists.com also has a link for directions and helpful patient info rmation. Thanks, and we
look forward to treating you.

SCSpecialists.com

PATIENT’S BILL OF RIGHTS FOR SOUTHERN COAST SPECIALISTS
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Southern Coast Specialists endorses a Patient’s Bill of Rights. It is an expectation that compliance with the
Patient’s Bill of Rights can contribute to an effective program for the patient.
1.

The patient has the right to considerate and respectful care.

2.

The patient has the right to obtain from their credentialed practitioner complete and current
information concerning the diagnosis, proposed treatment, and expected prognosis in terms that the
patient may reasonably be expected to understand. When it is not advisable to give to give such
information to the patient, the information should be made available to an appropriate person
(medical proxy) on the patient’s behalf.

3.

The patient has the right to receive the necessary information for medical decision making and the
granting of informed consent from the treating credentialed practitioner prior to the start of any
procedure or treatment. This information shall include at the minimum: the expected procedure or
treatment to be used, who will perform the procedure or treatment, what are the likely benefits from
the procedure or treatment, what alternatives exist if any, what are the likely risks from the
procedure or treatment, what may occur if no treatment is undertaken, and length of probably
duration of incapacitation if any is expected.

4.

The patient has the right to refuse any and all treatment to the extent permitted by law, and to be
informed of any medical consequences of this action.

5.

The patient has the right to every consideration of privacy concerning the medical care provided
except when there is an imminent risk to the individual or others, or when the practitioner is ordered
by a court to breach confidentiality.

6.

The patient has the right to examine and receive an explanation of the bill for professional services
rendered.

7.

The patient has the right to request contact with the Clinical Manager or Chief Operations Officer to
express suggestions and complaints and grievances, including those required by state and federal
regulations.

Grievance Information:
For any complaints, please contact our office at (843) 475-4702
You may also contact the State Department of Health at (803)898-DHEC (3432) or the website for the
Medicare Ombudsman at www.medicare.gov/claims-and-appels/file-a-complaint/complaints.
All pain management activities are to be provided with an overriding concern for the patient, and above all,
with the recognition of the patient’s dignity as a human being.

PATIENT GUIDELINES FOR SOUTHERN COAST SPECIALISTS
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Our mission is to offer you the highest quality care in a comfortable, efficient and safe manner. It is an expectation
that the patient’s compliance with the Patient Guidelines can contribute to an effective program for the patient.
•

Patient Conduct: It is the patient’s responsibility to be respectful of all the health care providers and staff, as well as
other patients.

•

Procedure Appointments: Patients are required to bring a responsible adult party to procedure appointments when
sedation is received. In this circumstance, the responsible party is to remain in the office for the duration of the
procedure, act as the patient’s driver post-procedure, and must remain with the patient for twelve (12) hours postprocedure.

•

Cancellations: If you are unable to keep an appointment, kindly call our office at least 24 hours prior to your
appointment. We can then reschedule your appointment to a more convenient time. A $25.50 fee will be applied to
all appointments not canceled within the 24-hour period.

•

Tardiness: Please arrive 15 minutes prior to your appointment time. It is important to have your New Patient forms
completed prior to your appointment. If the forms are not completed, or you are more than 15 minutes late for and
type of appointment, you WILL need to be rescheduled for a later date.

•

Repeated Missed Appointments and/or Late Appointments: We will be unable to schedule future appointments
for patients having two (2) missed appointments and/or cancellations without appropriate notice; particularly if we
feel that these missed appointments are adversely affecting our intervention/treatment plan.

•

Co-Payments: Co-payments and deductibles must be paid at the time of check-in. We accept cash, checks and debit
cards Visa, MasterCard and Discover.

•

Medication Prescribing Policy: We do not write for the following medications: Soma or Benzodiazepines
(Xanax/Valium). Prescribing responsibilities of these classes of drugs will remain with your primary care physician.
We may prescribe long-term narcotics at the provider’s discretion.

•

Medication Refill Policy: To ensure your medication needs are met in a timely manner, we request a 48-hour notice
for refill requests, and no refill requests can be taken after 12 PM on Fridays.

•

Patient Phone Calls: All patient phone calls or requests will be addressed by a nurse within 24 hours. We regularly
check the Nurse’s voice-mail throughout the day and will contact the patient as quickly as possible.

•

Patient Information Changes: If you have a change to your insurance, claims adjuster, attorney, primary treating
physician, or any other changes to your personal information, please supply us with the new information within 10
days of the change so we can keep your records up-to-date.

•

Insurance: You are responsible for knowing the coverage & benefits of your insurance carrier. If you are unsure of
these requirements, please verify your coverage & benefits prior to obtaining medical services. Insurance is
considered a method of reimbursing the patient for fees paid to the doctor and not a substitute for payment. It is
your responsibility to pay any deductible amount, co-insurance or any other balance not paid for by your insurance.
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Southern Coast Specialists
SCSpecialists.com

Your Information.
Your Rights.
Our Responsibilities.

Beaufort: 1055 Ribaut Rd. Suite 30
Bluffton: 16 Okatie Center Blvd S. Suite 201
Hampton: 1000 Pine St. W
Charleston: 9565 Hwy 78 Bldg 100

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.

You have the right to:

Your
Rights

Your
Choices

Our
Uses and
Disclosures

• Get a copy of your paper or electronic medical record
• Correct your paper or electronic medical record
• Request confidential communication
• Ask us to limit the information we share
• Get a list of those with whom we’ve shared
your information
• Get a copy of this privacy notice
• Choose someone to act for you
• File a complaint if you believe your privacy
rights have been violated

You have some choices in the way that we
use and share information as we:
• Tell family and friends about your condition
• Provide disaster relief
• Include you in a hospital directory
• Provide mental health care
• Market our services and sell your information
• Raise funds

We may use and share your information as we:
• Treat you
• Run our organization
• Bill for your services
• Help with public health and safety issues
• Do research
• Comply with the law
• Respond to organ and tissue donation requests
• Work with a medical examiner or funeral director
• Address workers’ compensation, law enforcement,
and other government requests
• Respond to lawsuits and legal actions
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➤ See page 2 for
more information on
these rights and how
to exercise them

➤ See page 3 for
more information on
these choices and
how to exercise them

➤ See pages 3 and 4
for more information
on these uses and
disclosures

Page 5

Your
Rights

When it comes to your health information, you have certain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or
paper copy of your
medical record

•• You can ask to see or get an electronic or paper copy of your medical record and
other health information we have about you. Ask us how to do this.

Ask us to correct
your medical record

•• You can ask us to correct health information about you that you think is incorrect
or incomplete. Ask us how to do this.

•• We will provide a copy or a summary of your health information, usually within 30
days of your request. We may charge a reasonable, cost-based fee.

•• We may say “no” to your request, but we’ll tell you why in writing within 60 days.
Request confidential
communications

•• You can ask us to contact you in a specific way (for example, home or office phone)
or to send mail to a different address.
•• We will say “yes” to all reasonable requests.

Ask us to limit what
we use or share

•• You can ask us not to use or share certain health information for treatment,
payment, or our operations. We are not required to agree to your request, and we
may say “no” if it would affect your care.
•• If you pay for a service or health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say “yes” unless a law requires us to share that information.

Get a list of those
with whom we’ve
shared information

•• You can ask for a list (accounting) of the times we’ve shared your health information
for six years prior to the date you ask, who we shared it with, and why.

Get a copy of this
privacy notice

•• You can ask for a paper copy of this notice at any time, even if you have agreed to
receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone
to act for you

•• If you have given someone medical power of attorney or if someone is your legal
guardian, that person can exercise your rights and make choices about your health
information.

•• We will include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make). We’ll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

•• We will make sure the person has this authority and can act for you before we take
any action.
File a complaint if
you feel your rights
are violated

•• You can complain if you feel we have violated your rights by contacting us using the
information on page 1.
•• You can file a complaint with the U.S. Department of Health and Human Services
Office for Civil Rights by sending a letter to 200 Independence Avenue, S.W.,
Washington, D.C. 20201, calling 1-877-696-6775, or visiting www.hhs.gov/ocr/
privacy/hipaa/complaints/.
•• We will not retaliate against you for filing a complaint.
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Your
Choices

For certain health information, you can tell us your choices about what
we share. If you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

In these cases, you have
both the right and choice
to tell us to:

• Share information with your family, close friends, or others involved in your care
• Share information in a disaster relief situation
• Include your information in a hospital directory
If you are not able to tell us your preference, for example if you are unconscious,
we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed to lessen a serious and imminent
threat to health or safety.

In these cases we never
share your information
unless you give us
written permission:

• Marketing purposes

In the case of fundraising:

• W
 e may contact you for fundraising efforts, but you can tell us not to
contact you again.

Our
Uses and
Disclosures

• Sale of your information
• Most sharing of psychotherapy notes

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Treat you

•• We can use your health information and
share it with other professionals who are
treating you.

Example: A doctor treating you for an
injury asks another doctor about your
overall health condition.

Run our
organization

•• We can use and share your health
information to run our practice, improve
your care, and contact you when necessary.

Example: We use health information
about you to manage your treatment and
services.

Bill for your
services

•• We can use and share your health
information to bill and get payment from
health plans or other entities.

Example: We give information about you
to your health insurance plan so it will pay
for your services.
continued on next page
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How else can we use or share your health information? We are allowed or required to share your

information in other ways – usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public health
and safety issues

• We can share health information about you for certain situations such as:
• Preventing disease
• Helping with product recalls
• Reporting adverse reactions to medications
• Reporting suspected abuse, neglect, or domestic violence
• Preventing or reducing a serious threat to anyone’s health or safety

Do research

• We can use or share your information for health research.

Comply with the law

•• We will share information about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we’re complying with federal privacy law.

Respond to organ and
tissue donation requests

• We can share health information about you with organ procurement
organizations.

Work with a medical
examiner or funeral director

• We can share health information with a coroner, medical examiner, or funeral
director when an individual dies.

Address workers’
compensation, law
enforcement, and other
government requests

• We can use or share health information about you:
• For workers’ compensation claims
• For law enforcement purposes or with a law enforcement official
• With health oversight agencies for activities authorized by law
•• For special government functions such as military, national security, and
presidential protective services

Respond to lawsuits and
legal actions

• We can share health information about you in response to a court or
administrative order, or in response to a subpoena.
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Our Responsibilities
• We are required by law to maintain the privacy and security of your protected health information.
• We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.
• We must follow the duties and privacy practices described in this notice and give you a copy of it.
• We will not use or share your information other than as described here unless you tell us we can in
writing. If you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you.
The new notice will be available upon request, in our office, and on our web site.
01/01/2020

This Notice of Privacy Practices applies to the following organizations.
Southern Coast Specialists

Privacy Official:Vanessa Logan 1055 Ribaut Rd. Suite 30 Beaufort, SC 29902 Phone: 843-476-4702 Fax:
843-476-4290 email:Vanessa.Logan@socopain.com
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Thank you for choosing Southern Coast Specialists for your health care needs. Our primary concern is that you receive the most
appropriate treatment to restore and maintain your good health; as with any type of medical care, understanding the financial impact and
responsibilities associated with that treatment is also important. It is important that you read this financial policy agreement before
receiving treatment
Southern Coast Specialists, accepts cash, VISA, MasterCard and AMEX. We will also bill your insurance carrier as a courtesy to you.
To be treated by Southern Coast Specialists, you must understand, agree to and initial the provisions set forth below:
I understand that if I need to reschedule my appointment, I must call Southern Coast Specialists to reschedule at least 24 hours before said
appointment. I understand that a $25.50 fee will be applied to all appointments not cancelled within a 24-hour period.
I understand that my healthcare policy is an agreement between myself and the insurance company. If the insurance company has not
paid my bill in full within 60 days of treatment, I agree to contact them to facilitate payment.
I understand that insurance copayments and deductibles are due prior to receiving treatment.
I agree that any payments sent directly to me are the property of the Provider. I agree to immediately forward to Provider all payments,
explanation of benefits and correspondence sent directly to me from all Third-Party Payors related to the care rendered by the Provider. I
agree that failure to do so will make me responsible for the entire billed charge (unless there are contractual obligations between Provider
and Third-Party Payor disallowing balance billing).
I understand that all treatment charges are my responsibility whether the insurance company pays or not. I understand that not all
services are a covered benefit and that I am financially responsible for and agree to pay all charges not paid by my insurance or Third-Party
Payor within 60 days from time of service. This includes, but is not limited to, deductibles and co-insurance unless there are contractual
obligations between Provider and Third-Party Payor disallowing balance billing.
I understand that I am financially responsible for any increased co-pays, deductibles and non-covered services provided on an out-ofnetwork basis. As a courtesy to our patients, Southern Coast Specialists will obtain any pre-authorization and/or pre-certification required
prior to services performed; HOWEVER, I understand that it is my responsibility to ensure these pre- authorization and/or pre-certifications
are obtained. This is not the responsibility of my Provider. I also acknowledge that no guarantees have been made by any employee of the
Provider, physician or other party about my treatment including whether it will be paid for by any Third-Party Payors and/or whether
Provider is in or out of my network with my Third-Party Payors.
I agree to fully cooperate with Providers to assist in their efforts to get claims paid on my behalf. It is my sole responsibility to verify the
status of my healthcare benefits directly from my Third-Party Payors. It is my sole responsibility to determine what portion of the care
rendered by the Provider will be covered by my Third-Party Payors and that by receiving said care; I agree to pay any and all charges not
paid for by my Third-Party Payor within 60 days of receiving said care. I unconditionally guarantee payment of these charges.
I agree to promptly notify Provider of any changes in my health insurance plan and/or coverage including changes to my address and/or
phone number. I understand that my failure to do so will make me fully responsible for the entire bill as this is not the responsibility of the
Provider. In consideration of the services furnished to me, I hereby agree to pay any balance due within thirty (30) days from presentation
of my bill and that Providers are not required to honor any limiting notations I make on a payment.
We appreciate your trust in us and thank you for the opportunity to serve your health care needs. If you have any questions or concerns
about our payment policies, please ask to speak with a financial counselor either by phone or in person.
ASSIGNMENT AND RELEASE: I authorize payment to be made directly to Southern Coast Specialists and fully understand that I am the responsible party for
all charges incurred by me or my dependents at this facility. I also authorize the release of any and all information required to collect and process my claims.
If legal action becomes necessary, I agree to pay all collection fees.

__________________________________________________________________________________________________
Responsible Party (Please Print)
Date
__________________________________________________________________________________________________
Responsible Party Signature
Witness Initial

1
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I authorize Southern Coast Specialists to view my prescription history. I understand that prescription history from multiple
other unaffiliated medical providers, insurance companies and pharmacy benefit managers may be viewable by my providers
and staff here and it may include prescriptions back in time for several years.
My signature certifies that I read and understood the scope of my consent and that I authorize the access.

Patient Printed Name: _____________________________
Patient or Guardian Signature: _____________________________________________ Date:_______________

Acknowledgement of Receipt of Notice of Privacy Practice: I hereby acknowledge that I received a copy of the Southern
Coast Specialists I have received, read and understand your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. I understand that this organization has the right to change
its Notice of Privacy Practices. I understand that I may request in writing that you restrict how my private information is used
or disclosed to carry out treatment, payment or health care operations. I also understand you are not required to agree to my
requested restrictions, but if you do agree then you are bound to abide by such restrictions.

Patient or Patient Representative Signature: ____________________________________________

May we phone, email, or send a text to you to confirm appointments? YES NO
May we leave a message on your answering machine at home or on your cell phone? YES NO
May we discuss your medical condition with any member of your family? YES NO
If YES, please name the members allowed:
______________________________________________________________________________________________
______________________________________________________________________________________________
This consent was signed by: (PRINT NAME PLEASE)__________________________________________________
Signature: __________________________________________________________ Date: _________________
Witness: ____________________________________________________________Date: _________________

2

Southern Coast Specialists, LLC
Neurosurgery, Spine & Pain
General Patient Information
Last Name:

First Name:

Middle Name:

Gender:

Patient’s race/ethnicity:

☐ Male

☐ Female

Street Address:

Mailing Address:

City, State, Zip Code:

Date of Birth:

Marital Status:

Social Security #:

Home Phone #:

Cell Phone #:

Work Phone #:

May we leave messages regarding your
healthcare?
☐ YES
☐ NO

May we leave messages regarding your
healthcare?
☐ YES
☐ NO

May we leave messages regarding your
healthcare?
☐ YES
☐ NO

Employment Status: ☐ Employed ☐ Disabled ☐ Retired
☐ unemployed

Email Address:
Primary Care Physician:

Do you have a cardiologist?
-

☐ Yes

☐ No

If Yes, what is the cardiologist’s name? _______________________

Insurance Information
Primary Insurance Provider
Name & ID:

Secondary Insurance Provider
Name & ID:

☐ Verified

☐ Verified

Tertiary Insurance Provider
Name & ID:

If this is a Workers’ Compensation case, please include your adjuster’s contact information:
Adjuster Name:

Adjuster Phone #:

Claim #:

☐ Auth Received

If you have an open legal case for your issue, please include your attorney’s contact information:

Attorney Name:

Attorney Phone #:

Pharmacy Information:
Pharmacy Name:

Pharmacy Phone #:

Pharmacy Address:

Person to notify, in case of emergency:
Name:

Telephone #:

Address, City, State, Zip Code:

Relationship:
May we talk to this person about your personal
health information?
☐ YES
☐ NO

SCSpecialists.com

Southern Coast Specialists, LLC
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Neurosurgery, Spine & Pain
Name: ____________________________
Using the diagram,
please mark where you
are experiencing pain by
writing the following
words to describe the
pain you’re experiencing
in that area;
spasm, aching, burning,
cold or hot, cramping,
dull, numb, pinching,
pressure, sharp, shock,
shooting, stabbing,
stinging, tingling, etc.
If the pain starts in one
area but it continues
down to another, please
draw a line from where it
starts to where it ends.

The pain you are experiencing first started … (circle all that apply)
after a car accident.

Pain began on: ____/____/____

after lifting something.

after surgery. (If so, what surgery?)

after a fall.

after a work-related incident. (please briefly describe)
Other: (please specify)

The pain you are experiencing tends to be … (please circle any/all that apply)
worse in the morning

worse in the evening

consistent throughout the day

worse when standing

worse when sitting

eased by applying heat

eased by applying cold

made worse when lifting

made worse by bending

helped by lying on my back

worse after standing for extended periods of time

Does pain cause you to require assistance performing any of the following activies…? (circle all that apply)
getting dressed
cooking / eating

using the restroom

bathing/showering

other (please specify) ______________________________

SCSpecialists.com

driving
none / not applicable

Southern Coast Specialists, LLC
Neurosurgery, Spine & Pain
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Using the diagram, what is the
level of pain you experience on
your worst days? ____/10

In the past six months, have you received physical therapy for/on the area of pain?
☐ Yes, on date: ____/____/____
- Facility Name: ____________________________
- Number of sessions? _______________________
- Did pain lessen/improve? ___________________

☐ No / Not Applicable

In the past 6 months, has there been imaging performed on the area(s) that you are experiencing pain?
☐ Yes, date performed: ___/___ (month/year)
What type of imaging was performed?
☐ X-Ray ☐ MRI ☐ CT Scan ☐ Other: _________

☐ No / Not Applicable

Facility Name: ________________________________

Are you currently taking a blood thinner?
☐ Yes; name of medication: __________________________________

☐ No / N. A.

Please list any/all medications you take, currently…
Medication Name & Dosage

Reason for taking

Prescribing Physician

Please mark all current and/or past health problems…
High Blood-Pressure

High Cholesterol

Heart Disease

Fibromyalgia

Prostate Problems

Trouble Breathing

Stroke / Ministroke

Heartburn

Ulcers

Kidney Problems

Acid Reflux

Liver Problems

Hepatitis

Diabetes

Seizures

Gout

Shingles

Osteoarthritis

Anxiety

Depression

Headaches

Diabetic Neuropathy

Reflex Dystrophy

Rheumatoid Arthritis

Drug / Alcohol Abuse

Cancer

Other: (please specify) ______________________________

SCSpecialists.com

Southern Coast Specialists, LLC
Neurosurgery, Spine & Pain
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Please list all allergies and/or intolerances, along with the reaction(s) you experience with each.

Have you ever had surgery or been hospitalized?
☐ Yes (please list reasons & dates)
☐ No / N. A.

Family History
Daughter

Son

Father

Mother

Maternal
Maternal
Paternal
Paternal
Grandfather Grandmother Grandfather Grandmother

Year of Birth
Year of Death
Diabetes?
Hypertension?
Heart
Disease?
Mental
Illness?
Have you ever smoked?
☐ Yes

Do you smoke now?

☐ No

☐ Yes

☐ No

How many per day? ___________

I quit __________ years ago

SCSpecialists.com
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Today’s Date:

Name:

REVIEW OF SYSTEMS
For new patients, established patients who may be having a new problem, or our patients who we haven’t seen for a
while, we need to update our records as to your general medical health. In each area, if you are not having any
difficulties, please check “No Problems.” If you are experiencing any of the symptoms listed, PLEASE CIRCLE THE
ONES THAT APPLY, or explain any that may not be listed. If you have any questions about this, please ask one of the
technicians, or your doctor.
Const. (Health in General)
❑ No Problems
change in appetite, chills, contraindicated medications, fatigue, fever, headache, lightheadedness, night sweats,
sleep disturbance, unexplained weight gain or weight loss, Other:
Allergic/Immunologic
❑ No Problems
AIDS, blistering skin, congestion, cough, HIV Positive, hives, itching, rash, sneezing, unusual reactions to
medication(s), food, animals or insects, watery eyes, wheezing, seasonal allergies,
Other:
Ophthalmologic
❑ No Problems
blurred vision, change in vision, diminished visual acuity, discharge, double vision, dry eye, eye pain, flashes of
light in visual field, floaters in visual field, itching and redness, loss of vision, pain, red eye, tearing, vision screen,
Other:
Ears, Nose, Mouth & Throat
❑ No Problems
blocked ears, decreased hearing, decreased sense of smell, difficulty swallowing, dry mouth, ear pain, hearing
screen, hoarseness, masses, nosebleed, pain, ringing in the ears, sinus pain, sore throat, swollen glands
Other:
Endocrinologic (Glands)
❑ No Problems
acne, cold intolerance, difficulty sleeping, dizziness, excessive sweating, excessive thirst, frequent urination, hair
loss, heat intolerance, hot flashes, irregular menses, weakness, weight loss.
Other:
GI (Stomach & Intestines)
❑ No Problems
abdominal pain, blood in stool, change in bowel habits, chronic constipation, colitis, constipation, decreased appetite,
diarrhea, difficulty swallowing, exposure to hepatitis, heartburn, nausea, rectal bleeding, stomach problems, vomiting,
weight loss. Other:
MS (Muscles, Bones, Joints)
❑ No Problems
arthritis, back problems, carpal tunnel, history of gout, joint stiffness, leg cramps, muscle aches, pain in shoulder(s),
painful joints, sciatica, swollen joints, trauma to arm(s), trauma to hip(s), trauma to knee(s), trauma to ankle(s),
weakness. Other:
Skin
❑ No Problems
acne, being treated with radiation, blistering of skin, changing moles, discoloration, dry skin, eczema, hair changes,
hives, itching, keloid formation, masses, moles, nail changes, rash on feet, skin cancer, skin lesions, skin oozing
Other:
Neurologic (Brain & Nerves)
❑ No Problems
balance difficulty, difficulty speaking, dizziness, fainting, gait abnormality, headache, irritability, loss of strength, loss
of use of extremity, low back pain, memory loss, new onset headache, pain, paralysis, seizures, stroke, tics ,
tingling/numbness, tremor. Other:
Psychiatric (Mood & Thinking)

❑

No Problems

anxiety, auditory/visual hallucinations, delusions, depressed mood, difficulty sleeping, eating disorder, feelings of
anxiety, feelings of depression, loss of appetite, mental or physical abuse, nervous breakdown, psychiatric
condition, substance abuse, suicidal thoughts. Other ___________________________________
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Patient Health Questionnaire-2
Over the past 2 weeks, how often have you been bothered by any of the following problems?
Little interest or pleasure in doing things.
0 = Not at all
1 = Several days
2 = More than half the days
3 = Nearly every day
Feeling down, depressed, or hopeless.
0 = Not at all
1 = Several days
2 = More than half the days
3 = Nearly every day
Total point score:
Information from Kroenke K, Spitzer RL, Williams JB. The Patient Health Questionnaire-2: validity of a two-item depression screener. Med Care. 2003;41:1284–1292

Source:
Thibault JM, Steiner RW. Efficient identification of adults with depression and dementia. Am Fam Physician. 2004;70:1101–1110
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AUDIT-C ASSESSMENT TOOL

Questions

0

1

2

3

4

1. How often do you
have a drink
containing
alcohol?

Never

Monthly or
less

2-4 times
a month

2-3 times
a week

4 or more
times a
week

2. How many drinks
containing
alcohol do you
have on a typical
day when you
are drinking?

1 or 2

3 or 4

5 or 6

7 to 9

10 or
more

3. How often do you
have six or more
drinks on one
occasion?

Never

Less than
monthly

Monthly

Weekly

Daily or
almost
daily

Total

502753v1

Score

SOAPP® Version 1.0-14Q
Name: ___________________________________________ Date: _______________
The following are some questions given to all patients at Southern Coast Specialists who are
on or being considered for opioids for their pain. Please answer each question as honestly as
possible. This information is for our records and will remain confidential. Your answers
alone will not determine your treatment. Thank you.

Please answer the questions below using the following scale:
0 = Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often

1. How often do you have mood swings?

0 1 2 3 4

2. How often do you smoke a cigarette within an hour after
you wake up?

0 1 2 3 4

3. How often have any of your family members, including parents
and grandparents, had a problem with alcohol or drugs?

0 1 2 3 4

4. How often have any of your close friends had a problem with
alcohol or drugs?

0 1 2 3 4

5. How often have others suggested that you have a drug or
alcohol problem?

0 1 2 3 4

6. How often have you attended an AA or NA meeting?

0 1 2 3 4

7. How often have you taken medication other than the way that it
was prescribed?

0 1 2 3 4

8. How often have you been treated for an alcohol or drug problem?

0 1 2 3 4

9. How often have your medications been lost or stolen?

0 1 2 3 4

10. How often have others expressed concern over your use
of medication?

0 1 2 3 4
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0 = Never, 1 = Seldom, 2 = Sometimes, 3 = Often, 4 = Very Often

11. How often have you felt a craving for medication?

0 1 2 3 4

12. How often have you been asked to give a urine screen
for substance abuse?

0 1 2 3 4

13. How often have you used illegal drugs (for example,
marijuana, cocaine, etc.) in the past five years?

0 1 2 3 4

14. How often, in your lifetime, have you had legal problems or
been arrested?

0 1 2 3 4

Please include any additional information you wish about the above answers. Thank you.
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