
IStmr~rook 
Medicine Stony BrookOrthopaedic Associates 

Dr. Umar New Patient Intake Form 

Date MRN ------ -----
Name DOB ---------------------- -----
Dominant Hand: □ Left Handed Sex: □ Male or □ Female 

o Right Handed 
Referring Physician: _________________________ _ 
Primary Physician: _________________________ _ 
Occupation: ___________________________ _ 
When was the last time you worked? ___________________ _ 
D Temporary Disability D Permanent Disability D Retired D Unemployed 
Are you currently under worker's compensation? D No O Yes 
Is there an ongoing lawsuit related to your visit today? □ No D Yes 
Chief Complaint: ________________________ _ 

Where is pain located? 

1/<W 
Left Right 

~ ~ ::e4 Lelt 
L.ell R,oht 

When is your pain at its worst? D Mornings □Daytime D Evenings O Middle of the night 
0 Always the same 
How often does the pain occur? D Constant O Changes in severity but always present 
□ Intermittent ( comes and goes) 
If pain "O" is no pain and "10" is the worst pain you can imagine, how would you rate your pain? 
Right Now ____ Toe Best It Gets ____ The Worst It Gets _____ _ 
Does pain radiate? If so where? ----------------------
How did your current pain episode begin? D Gradually D Suddenly 
Since your pain ~gan how has it changed? D Improved D Worsened D Stayed the same 
Does your pain awaken you from sleep? _________________ _ 
Do you experience weakness in the extremities? ----------------
Do you experience Bowel/Bladder incontinence? D Yes D No 
If yes describe: ---------------------------
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' Stoll! ~rook Medicme Stony BrookOrthopaedic Associates 
Dr. Umar New Patient Intake Form 

Previous· Treatments: -------------------------

Social History 
Alcohol Use: D Social Use D History of alcoholism D Current alcoholism □Never 

D Daily use of alcohol 
Tobacco Use: D Current user D Former user O Never used D Packs per day? ___ D 

How many years? ___ D Quit Date: __ _ 
Illegal Drug Use: D Denies any illegal drug use D Currently uses illegal drugs 

D Formerly used illegal drugs (not currently using) 

Allergies 
Do you have any drug/medication allergies? 0 Yes D No 
If so, please list all medications you are allergic to: 
Medication Name Allergic Reaction 

Topical Allergies: D Latex D Iodine D Tape DIV Contrast 

Please list all medications you are currently taking including vitamins. Attach 
additional sheet if required: 
Medication Name Dose Frequency 

Surgical History 
Please list any surgical procedures you have had done in the past including date: 

Date? --------------------- --------
_____________________ Date? _______ _ 

Date? --------------------- --------
Date? --------------------- --------

0 No surgical history. 
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' Stony Brook 
Medicine Stony BrookOrthopaedic Associates 

Dr. Umar New Patient Intake Form 

Family History 
Mark all appropriate diagnoses as they pertain to your first degree relatives: 
□Arthritis □Cancer □Diabetes 
□Headaches/Migraines □High Blood Pressure □Kidney Problems 

□Liver Problems □Osteoporosis □Rheumatoid arthritis 

D Seizures □ Stroke 
□Other Medical Problems: 

. D No family medical history 

Medical History 
Mark all appropriate diagnoses as they pertain to you: 
D Cancer-Type _________ D Diabetes -Type. ________ _ 

0 Anemia D Coronary Artery Disease 

D Peripheral Vascular Disease D Heart Attack 

0 Heart Valve Disorders D Asthma 
0 Hypothyroidism D Urinary Incontinence 

D GERD (Acid Reflux) D Gastrointestinal Bleeding 
D Multiple Sclerosis D Peripheral Neuropathy 

D Depression D Anxiety 
D Schizophrenia D Bipolar Disorder 

D No medical history 

D High Blood Pressure 

□ StokeffIA 

D Hyperthyroidism 
D Chronic Kidney Disease 

D Stomach Ulcers 

D Seizures 
□ Heart Attack 

Signature ___________________________ _ 
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Name _______________ _ Date ______ _ 

- - . .. 

Mark each box that applies Female Male_\ 
- . . .. 

1 . Family history of substance abuse • Alcohol [ ] [ ] 

• Illegal drugs [ ] [ ] 

a Prescription drugs [ ] [ ) 

2. Personal history of substance abuse • Alcohol [ ] [ ] 

• Illegal drugs [ ] · [ ] 

• Prescription drugs [ ] [ 1 

3. Age (mark box if 16-45 years) [ ] [ ] 

. 

4. History of preadolescent sexual abuse [ ] [ ] 

5. Psychological disease • Attention-deficit/ 
hyperactivity 
disorder, obsessive-
compulsive 
disorder, bipolar 
disorder, 
schizophrenia [ l [ ] 

■ Depression [ ] [ ] 

Copyright C Lynn R. Webster, MD. Used with permission. 

PainKn~g~org is sponsored by Professional Postgraduate Serviru •. 
Copyright C 2007 Professional Postgraduate SeJVices •. All rights reserved_ 

Supported by an educational grant from Endo Pharmaceuticals, Inc. 
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·sroNY BROOK ORTHOPAEDICS • 
PATIENT COITTRACTFOR THE L.ONG-TERM TREATMENT OF 
•. •• NON-MALJGAANT CHRONIC PAIN Wfrn NARCOTICS 

. ,.:.r 
Med. Rec.F. Patient Name: ____________ _ ------

: Treatment of non-IDalignant 9hrocic pa.in wiih long-rem, narcotic therapy is undertaken after an 
other trea:bnerd op!ions have failed. It is ll"!'lpartant !hat you understand that there are Federal and 
stam laws whet, govern the legality of this ~ce. and _wiB require you to fully cooperate witf} the 
prescnb!ng physician by fallowing the rules lisied below: 

1. • You 'will provide us with ·yf:1Jr old· records from prior pain physicians or physicians from 
whom Y?U received narrotics and any other medicaiions you received fur your pain. 

. . 
• 2. You \Wl·obtain prescrtptions fot all narcotics and other pain-re!ieving_m~ons you 1:1s13 

from·c:nly !he physicians in this office. N_ofify us in advance of acute needs {dental work, 
surgety}. • • • 

3 .. Get .is'·n~!ic an~ any othf:f-presaipfions that we write fillaj at·oQe pharmacy for 
·accurafe revJew. -· • . . 

4. • Op not·change your dose without prior discuss"iqn with your doc:for. If you need a stronger · 
dose of medicafi(?n if your pain worsens,-do not increase the amount of pills you take Of1 
your pwn. .. ......... . . . . . . . . 

5.· There·wi11 be no refi!Ilng of prescrtpfians by phone. There will be no early refills. The law 
requires a pafient to be evaluated while taking med"~on to ass~ quality care: 

. . . . 
s. You must obtain th~ consullafions with other.spec!afists as-rea>mmended. 

.,. 
7. Not showing for a schequled appointn:ient shows disregard for the doctortpafienf • 

relationship and negatively impacts Y.Our treatment You must caX to cancel an 
~ppoiritment and reschedule another· i;,ne .as soon as possible if you cannot come. 

. Medications~ not~ caned in for yotL Two no shows wiil be cause for a!SCharge._ 

8. Abstain from alc:ohotand IDegaJ drug use. • 

• 9. You may be asked to provide urine ~r ?lood specimens for drug ~g. Refusal to 
provide <;i sp~en wm result in medication tapering and discontinu~ii 

~ . 

• 10. If there is evidence that you are: . 

a obtaining narcotics from other physicians a multiple _pharmacies; 
. b. escalating the dose of medkal:ion; in an uncontrolled fashion wi!hout cf1S0.1ssion 

. with 1he·p~ physician; . 
c.. . hoarding naramc drugs; or. 
d • changing a prescrlplion (this is illegal and you can be arrested), • 

your narco!i: presaiptioR will no looger be renewed by the prescnbing physician ancf you 
wm be tapered off fhe nan:ofic treatment . . 

• 11. If you Jose your prescription a police report is requi"ed. If a mishap occurs-such as spilling 
your mecf,c;aoon iii.the sink, etc., ws will renew the medication once. If any of the above 
occur a sscond time your prescripfbn wil not be renewed UT7ti1 you are due. It is your . 
~lily to make sure this does not occur. • 

12. It is your res~nsibmty fu account for your medications taken and know ahead of time fhat 



_ you will need a refill by.aspecffic date.. Make your appointment for fflis at your office~­
Sc:heduJed appoin1ments aft: necessary ID a:ssme quality of care tc our pa:fienfs. 

.. , 

NOTCDMPLYINGWimCONTRAC'TRULESml.LACllVATEYOURD/SCHARGEJ • . . .. . 
WARNINGS: 

The use of narcofic drygs mzJ cause physical and psychological depehdern:a It may be veq 
cfiffiailt for you fD s1Dp faking these drugs. The!c:hronic use of fhese drugs is aisa associated.· 
wifh developing tolerance fo their effeds and the usual doses ltU:fY become inE!ffecfive over . 
fima. . . . . . 
The use ·of ,iaicofic drugs 'Nii limit your abilffies to perform certain skiIJed fasks sucfl p5 

. driving or operating mathine.ry, and attempting .to do so under the inffuence·of medicafion 
. • ma'f lead 1o· physical harm ~ you ·and ~ otheis. : - : 

• • . • Female· pafienfs of c:hiJdbearing age should consider that if .Ihey become pregnant while on 
• . narcotic therapy, fhey may-have children who are physically depen~g on narcotic drugs at 

birth. • 
. 

Ofher • side effects include constipafion and you m'iI'j need to -take a laxative fn maintain 
regular bowel movements.: • • 

• • * * 

. . 
I have read the above contract and warnings. I have discussed the abcye statement with my 
physician, Dr. __________ and he/she has answered all questions that I 
have fo my safisfacfion. I undersiand and agree to follow !he rules as siated above for the 
Jong-teem use of narcotic drugs for my pain problem. 

. . 
. • Plr.;umac:ylwilluse _______________ Phone_· ___ _ 

Address _________ -=----------------

Patient Name (please pnnt) Patient Signature ·. . 

Wifne;SS Name (pfease print) Witness SignabJre 

Date ___________ _ 
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'' Sk1ny Brook Medicine 

Department of Radiology 

Hospital Radiology Services 

Dear Patient, 

Thank you for choosing Stony Brook Medicine for your care and treatment. Please be 
advised that the Radiological Services provided here during this office visit are a Stony 
Brook University Hospital Service. 

If you are having x-rays taken as part of today's visit, your insurance carrier will be billed 
separately for the professional and technical portions of the x-ray as a Hospital Service. 
The technical portion of the bill covers the costs of equipment, supplies, the radiology 
technician and other hospital personnel. The professional portion covers the personal 
professional services of the radiologist (physician) who will interpret the radiological 
test. 

In addition to your usual co-payment for your doctor office visit, you may incur another 
co-payment for the hospital based x-ray services or based on your insurance carrier, the 
fees could be applied towards your Hospital Deductible. 

Please call your insurance carrier to determine your benefits related to outpatient 
hospital diagnostic services. 

Please acknowledge that you have read the above statement by signing below: 

SIGNATURE NAME OF PATIENT 

PRINT NAME 

DATE OF SERVICE 

HSC-L4-092. STONY BROOK, NEW YORK 11794-8420 TEL: 631-444-2420 FAX: 631-444-3443 


