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i ANTI—AGING
{7 PAIN MANAGEMENT

DIRECTIONS TO FORD CENTER FOR PAIN MANAGEMENT

1) Heading “South” on 75.....
a) Take Exit #25... After coming down the exit ramp... turn RIGHT
b) Go to the FOURTH traffic light and turn RIGHT.... (Rite-Aid Drug Store on right).
c) Go to the NEXT traffic light and turn LEFT.... (20t Street and Keith).
d) Our office is in the large, red brick building on the left. (Oakmont Building).
e) Use the SECOND driveway on the LEFT.

2) Heading “North” on Interstate 75.....
a) Take Exit # 25.... After coming down the exit ramp.... Turn LEFT
b) Go to the THIRD traffic light and turn RIGHT... (Rite-Aid Drug Store on Right).
c) Go to the NEXT traffic light and turn LEFT... (20t Street and Keith).
d) Our office is in the large, red brick building on the left. (Oakmont Building).
e) Use the SECOND driveway on the LEFT..

3) Coming in from Highway 64....

a) Take Highway 60 North (the Bypass) to Cleveland.

b) You will come to a traffic light with a BP gas station on your left.

c) Count that as “Number 1”traffic light and go to the FIFTH light. Turn LEFT there, which will
be the Keith Street. o

d) Go to the FIRST traffic light (20th and Keith) and turn LEFT.

e) Our office is in large, red brick building on the left. (Oakmont Building).

f) Use the SECOND driveway. :

4) Heading SOUTH on Highway 11....

a) Highway 11turns into KEITH STREET. When you get to the traffic light with Wal-Mart on
the right, count that as “Number 17 traffic light. Then go to the SEVENTH traffic light (20t
and Keith) and turn LEFT.

b) Our office is the large, red brick bmldmg on the left. (Oakmont Building).

¢) Use the SECOND driveway.

5) Heading NORTH on Highway 11....
a) Highway 11 turns into KEITH STREET. Look for the Post Office on the LEFT.
b) When you pass the Post Office on left, turn RIGHT at the next traffic light (20t and Keith).
¢) Our office is the large, red brick building on the left. (Oakmont Building).
d) Use the SECOND driveway. . .
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Welcome... Ford Center for Pain Management, PLLC

PATIENT INFORMATION FORM

Patient’s Name ' " Date
{First) (Mtdd_le) o {Last)
Marital Status: Ma'rried’:l SingleD Divo_l%cedD '.WidowedD. Legally Separated D Othe_r D
Social Security Number - - | Date of Birth . . / / Feméle D Male D
Phone Numbers:  Home | — Cell
Address: .
Employed D Self-Employed D Unemployed D Retired D Disavbled.D Student D
Employer’s Name/Address:
Referring Physician: - _ Primary Care Physician:

Referring Physician’s Address & Phone No.:

Emergency Contact: ) Relationship: ‘ Phone No.:
Primary Insurance Company: G Policy Number:
Group Number: Policy Holder: Self D Spouse D

If spouse is the primary policy holder, please provide: Spouse’s Name :

Spouse’s §S No.: - - Spouse’s Birth Date: / /
Secondary Insurance Company: . Policy Number:
Group Number: Policy Holder: 'Selfl:l or Spouse | "

| authorize the release of medical Information to insurance company and payment benefits to Dennis C. Ford, M.D. and...

I, the undersigned, hereby consent to and authorize the administration and performance of all treatments, the administration of any needed anesthetics;
the performance of such procedures as may be deemed necessary or advisable in the treatment of this patient, the use of prescribed medication; the
performance of diagnostic procedures, the collection and process of specimens and performance of other medically accepted laboratory test, all of which
the judgment of the attending physician or their assigned desfgnees, may be considered medically necessary or advisable. | fully understand that thisis
given in advance of any specific diagnosis or treatment. | intend this consent to be continuing in nature even after a specific diagnosis has been made and
treatment recommended. The consent will remain in full force until revoked in writing.

1 understand that [ am financially responsible for charges not covered by this authorization. A photocopy of this authorization shall be considered as valid
as the original. )

Patient’s Signature ' ' __Date
(or responsibie party)

2020 Keith Street, N.W., Suite C, Ciéveland, TN 37311 - (423) 614-0535 - Fax (423) 614-0545




Ford Center for Pain Manégement

Patient Name: ' ' Today’s Date___ / _/
(You must list ALL meds. you are now takmg to receive prescriptions!)

Medication Name Strength . Dosage ; Prescribing MD & City

Ex: Neurontin | 300 mg |3X/day |Dr.J. Doe,Cleveland




Ford Center for Paln Management, PLLC
Initial Evaluation

NAME: ' . DATE:

Referring M.D. :

Primary Care M.D. :

Primary pain complaint:

Location of pain (Where is your pain?):

Radiation (Does is spread anywhere else?): .

Present since (How long have you had this pain?):

Severity of pain (How bad is it?): Mild [:l Moderate D Severe D

Frequency (How often do you experience:th(‘s pain?):

Duration (How long does it last?):

Precipitation factors (What brings it on?): __

Prior treatment for pain: Medication D Surgery D Nerve Block D TENS D

Physical Therapy [:] Acupuncture l:l Occupational Therapy D
Psychological Therapy D Biofeedback/Relaxation Therapy D

Other:
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BRIEF PAIN INVENTORY

DATE . / /-. . TIME: .

NAME: L. . L ‘
LasT - FIRST T MIDDLE INTTIAL

Throughout our li;/cs, most of us have had-pain from time to time (such as minor headaches,
sprains, and toothaches). Have you had pain other than these everyday kinds of pain today?
1. Yes 2. No - '

On-the diagram, shade in the areas whcrc you feel pain. Putan X on Lhe area that hurts the
most.

Please rate your pain by circling the oncnumber that bcst dcscrxbcs your pain at its WORST in
* the last 24 hours.

0 ] 2 .3 4 5 - 6 7 8- 9 __10
NO.PAIN . . : : - PAIN AS BAD
: . N : AS YOU CAN

’ : . IMAGINE

‘Please rate your pain by cu'clxng the one numbcr that best describes your pain at its LEAST in

the last 24 hours,

0 1 y 3 4 5 < 6 7 8 9 10

NQ PAIN . : ) PAIN AS BAD

’ AS YOU CAN
: IMAGINE

Please rate your pam by cu'clmg the one number Lhal best describes your pain on the AVERAGE

.0 1 2 3 . 4. 5 6 .7 8 9 10
NO PAIN . . PAIN AS BAD
: . . s AS YOU CAN

’ : IMAQINE

Please mtc your pain by circling the one number that tells how much pain you have NOW.

0 -1 2 3 ‘4 - .5 6 - 7 8 9 10
NO PAIN. : . : : . PAIN AS BAD
. " : . . AS YOU CAN

IMAGINE

What t:catpicnts or medications are you recelving for your pain? .








































