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ARIZONA PAIN MANAGEMENT & REHABILITATION
ESTELLE R FARRELL, D.O.

CONSENT FOR CARE

[, agree to be evaluated and treated at ARIZONA PAIN MANAGEMENT &
REHABILITATION by DR. ESTELLE R FARRELL, as deemed medically appropriate. | acknowledge that no
procedure will be performed without having been provided appropriate information regarding treatment and
possible side effects or consequences. Signing this document implies informed consent on the part of the
patient. In this arena, the practice is released from harm. Although the physician and staff will make efforts to
obtain my appropriate medical history and information, the Practice shall not be held responsible for issues of
omission or negligence on the part of the patient.

I, further acknowledge that the Practice is not functioning as my primary care/family physician, and if there
are issues dealing with my primary care or internal medicine, they may be referred to my primary care
physician by the practice. There may also be instances where the Physician of the practice will refer me to
additional specialty care and evaluation as needed.

As for my responsibility to the Practice, | agree to attend appointments and therapies as scheduled.
Multiple missed appointments, or inappropriate behavior may result in termination of services and referral to
their physicians. Failure to cancel or no show for appointments will be subject to a charge for that visit.

As part of your care, you may receive injections of one kind or another. Usually these are trigger point
injections into the motor point of various painful muscles. On occasion, a joint injection or Synvisc/Hyalgan
injection will be done. This consent for treatment acknowledges that there can be side effects from any
injection.

Side effects can include: allergic reactions, localized pain at the injection site or pain along the referral
pattern of the nerve or muscle injected. On rare occasions more serious adverse events have been
known to occur: fever, infection, muscle and bone atrophy, rash anaphylaxis, pnheumothorax, breathing
difficulty, sudden changes in blood pressure, convulsions, and death.

If a procedure is going to be done, a further discussion will ensue, but you are encouraged to ask questions.
We wish to empower you to seek a higher level of health by getting involved. Help us understand you.

PATIENT SIGNATURE DATE

9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
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ARIZONA PAIN MANAGEMENT & REHABILITATION
Estelle R Farrell D.O.

PAST MEDICAL HISTORY

Patient Name Age Date

Medical

[0 None [ Diabetes [JAsthma [CIHigh Blood Pressure [1Cancer [1Heart Disease [1High Cholesterol
LJAnxiety CIDepression
Other

Surgical
ONone OTonsillectomy OAppendectomy OHysterectomy COOHernia OGall Bladder CC-Section

O Arthroscopy OColonoscopy Other

Allergies to medication

ONone [OYes If yes, please explain

Current prescriptions and over the counter medications COONone @O See attached list
Name of Prescription/OTC/Herb mg dose #tablets/ per day problems Prescribed By
Patient Signature Date Physician Signature Date

9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
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ARIZONA PAIN MANAGEMENT & REHABILITATION
Estelle R Farrell D.O.

PAST MEDICAL HISTORY

Patient Name Age Date

Family History

Father OLiving Age [ODeceased Age Cause
Mother OLiving Age [ODeceased Age Cause
Sibling’s Number of Living Number of Deceased

Cause
Children Number of Living Number of Deceased

Cause

Other llinesses in family

Social History

OSingle OMarried, Years__ OWidowed ODivorced, Spouse’s Name

Smoke OONo [OYes/Previously

#Packs/day # of Years Stopped Smoking? Date

Alcohol ONone ORarely OOccasional wine with dinner OWeekends
O1-2 Drinks per day OMore than 2 per day

OTC Drugs ONone OAspirin OTylenol Olbuprofen OAleve OTums OMaalox OMylanta OPepcid AC
OAllergy

Exercise ONone OYes What and how frequently?

Substance Abuse CONone OMarijuana OIV Drug Abuse Other

Patient Signature Date Physician Signature Date

9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
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9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295

PAIN DRAWING

PATIENT NAME: DATE

Using the numbers given below mark the areas on your body where you feel the described sensations.
Include all affected areas.

1 Aching 2 Numbness 3 Pins and Needles 4 Burning 5 Stabbing 6 Other

R
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9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
Pain in arm (s) compared with neck [ ]|Worse [ |[Same [ JLess

Pain in leg (s) compared with back [ |Worse [ |[Same [ JLess

Modified McGill Pain Questionnaire

Please pick words that describe your pain. Try and be selective in marking those that apply

Throbbing [ ] None [ ] Mild [ ] Moderate [ ] Severe
Shooting [ ] None [ ] Mild [ ] Moderate [ ] Severe
Stabbing [ ] None [ ] Mild [ ] Moderate [ ] Severe
Sharp [ ] None [ ] Mild [ ] Moderate [ ] Severe
Cramping [ | None [ ] Mild [ ] Moderate [ ] Severe
Gnawing [ ] None [ ] Mild [ ] Moderate [ ] Severe
Burning [ ] None [ ] Mild [ ] Moderate [ ] Severe
Aches [ ] None [ ] Mild [ ] Moderate [ ] Severe
Heavy [ ] None [ ] Mild [] Moderate [ ] Severe
Tender [ ] None [ ] Mild [] Moderate [ ] Severe
Splitting [ ] None [ ] Mild [ ] Moderate [ ] Severe
Exhausting [ | None [ ] Mild [ ] Moderate [ ] Severe
Sickening [ ] None [ ] Mild [] Moderate [ ] Severe
Fearful [ ] None [ ] Mild [] Moderate [ ] Severe
Punishing [ ] None [ ] Mild [ ] Moderate [ ] Severe

Patient Signature
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ARIZONA PAIN MANAGEMENT & REHABILITATION
Estelle R Farrell D.O.

Pre-Evaluation Questionnaire

Name Date

We thank you very much for answering a few questions before your visit today.
1.) Status: If this is not your first visit, please tell us how you are doing.

[ BETTER [ JSAME [ WORSE
2.) Pain Level: Please select the number that best describes your level of pain.
120 14© []6® [18® [110®
3.) Emotional State: Please select the face that most describes how you feel today.
0o Oo© 0o O® O®

4.) Injection/Manipulation Response: How long did it last/help you?

How much does chronic pain limit your ability to perform the following activities?

Physical Activities Lower Body

Walking [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Climbing Stairs [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Kneeling/Bending [ JAbletodo [ ]Somewhat [ JA Lot [ JKeeps me from doing
Physical Activities Upper Body

Carrying Groceries/Packages [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Reaching up for something on shelf [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Turning your head [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Personal/Household Care

Bathing/Dressing yourself [ JAbletodo [ ]Somewhat [ JA Lot [ Keeps me from doing
Getting in or out of bed/chair [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Performing housework [ JAbletodo [ ]Somewhat [ JA Lot [ Keeps me from doing
Work

Concentrating on your job [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Working with your hands [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Performing tasks at work [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Social Activities

Visiting with family/friends [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Getting out of the house [ JAbletodo [ ]Somewhat [ JA Lot [ |Keeps me from doing
Pursuing hobbies/recreational activities [ JAble to do [ ]Somewhat [ JA Lot [ |Keeps me from doing

On a typical night, does pain affect your ability to sleep: [ _[Yes [ J[NO Because of my pain, | get (chose from the following
L JA. 25% less sleep than usual [ ] B. 50% less sleep than usual [ ] C. 75% less sleep than usual [_]D. No sleep at all

9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
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REVIEW OF SYSTEM

Patient Name

Age Date

Do you now or have you had any problems related to the following systems?

CONSTITUTIONAL
Weight Gain [ ]Y [N
Night Sweats [ ]Y []N

Chills [JY [JN

GENITOURINARY
Change in stream []Y []N
Bathroom at night [ ]Y [N

Blood inurine []Y [N

Other Other
Comments: Comments:
EYES MUSCULOSKELETAL

Double Vision []Y []N
Cataracts [ ]Y [N

Glaucoma []Y []N

Bone Pain [ ]Y [ JN Muscle Pain [ ]Y []N
Joint Pain []Y [N

Other Other

Comments: Comments:

EARS/NOSE/THROAT INTEGUMENTARY (SKIN)

Hearing Changes [ ]Y [N Sore Throat [ ]Y [N Rash [ ]JY []N Lumps or Bumps []Y []N
Sinus Problems[ ]Y [N Moles, Skin Tags[ Y [IN

Other Other

Comments: Comments:

CARDIOVASCULAR NEUROLOGICAL

Chest Pain [ ]Y [N Swellingin Ankles[ ]Y []N
Irregular Heartbeats [ |Y [N

Other
Comments:

Tremors [ ]Y [ JN Dizzyspells [ ]Y []N
Numbness/Tingling [ ]Y []N

Other
Comments:

PSYCHOLOGIC
Do you feel anxious [ ]Y [N
Are you often unhappy [ ]Y [N

Depressed [ ]Y [IN

RESPIRATORY
Wheezing [ ]Y [JN Frequentcoughs [ ]Y [N
Shortness of breaths [ Y [N

Other Other
Comments: Comments:
ENDOCRINE GASTROINTESTINAL

Excessive thirst [ J]Y [ ] N
Tired/sluggish [ ]Y []N

Too hot/cold [ ]Y [N

Abdominal pain [ ] Y [ ] N  Nausea/Vomiting [ ] Y [ ] N
Indigestion/Heartburn [ ] Y [ ] N

Other Other
Comments: Comments:
HEMATOLOGIC/LYMPHATIC ALLERGIC/IMMUNOLOGIC

Swollen Glands [ ] Y [ ] N Bruising [ J]Y [N
Lumps or Bumps[ ] Y [ ] N

Other
Comments:

Hay Fever [ ]Y [ JN Drug allergies [ ]Y [N
Food allergies [ ]Y [N

Other
Comments:

Physician Comments:

Patient Signature

Physician Signature

9180 East Desert Cove, Suite 103 Scottsdale, Arizona ® Phn: 480.659.2301 = Fax: 480.659.2295




ARIZONA PAIN MANAGEMENT & REHABILITATION

ESTELLE R. FARRELL D.O.

APPOINTMENT CANCELLATION POLICY

Our office staff strives to schedule appointments in a professional, timely manner in order to
allow quality care for all our patients. When a patient does not keep the appointment reserved
for them, this deprives another patient from receiving treatment in that reserved time slot.
Therefore, it is the patients’ responsibility to remember their own appointments and since we no
longer place reminder calls, we do however send out an email with your appointment date and
time. Please make sure that we have your current and correct email address.

We ask that you call at least 24 hours before your appointment to cancel or reschedule. If it is
after our office hrs, please leave a voicemail message. Patients who call to cancel their
appointments on the same day as the appointment will be charged a no show fee. The no show
fee for a missed or late cancellation is $100.00.

The cancellation fee for Electromyography (EMG) testing is $300.00 since we need to schedule
out at least 1 hour for this test and the Fee for same day cancellation of an Ultrasound is $150.

Date Patient Signature

9180 E Desert Cove Suite 103, Scottsdale, AZ 85260 Tel: 480-659-2301 Fax: 480-659-2295



Office Financial Policies

Dear Patient, we would like to let you know of a couple significant financial issues with your visit today.

Co payments are due upon check in

e Cash-Pay or “Boutique” services need to be paid at the time of service

e Any additional payment arrangements need to be worked out in advance with the
management.

e Cash-Pay Patients, we require payment prior to being seen

No Show and Cancellations

e No-show fees are charged as follows: $100 for all no-shows or cancellations within 24
hrs of appointment.

e EMG no- show or same day cancellation is charged $300 no exceptions

e Ultrasound no-show or same day cancellation is charged $150 no exceptions

e Itis the responsibility of the patient to remember their appointment date/time

Lien/Personal injury patients:

e There is a $100 Lien filing fee at the start of care
e See additional form for payment arrangements

Worker’s Compensation

o Worker’s Comp patients, must have a list of approved codes for billing, case #,
caseworker contact and award letter

Insurances Not currently Accepted:

Pacificare , Greatwest , ACCHS, Tricare,Cigna
Should you require a copy of our contracted plans, please ask for it

Lab work and other outside services
All lab work and other outside services are paid directly to those facilities, we do not
quote their charges nor do we collect for them.
If a Saliva test is performed in our office, there is a charge of $20 billed to the patient
since Insurance does not cover this test

Payment arrangements:

e Mu Medical, the billing service, has some standard protocols for payment plans and cost
reduction.

Dr. Farrell and her staff are available for discussion on payments as well.

Payment plans for automatic deduction/check by phone can be set up for a small fee.
Post dated checks are accepted but not to exceed 1 week from date of service
NSF/returned check fee’s apply ($50 minimum)

Patient Signature Date
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ARIZONA PAIN MANAGEMENT & REHABILITATION
ESTELLE R FARRELL, D.O.

Patient Consent And Agreement For “Off-Label” Pain Treatment

REASON FOR THIS CONSENT AND AGREEMENT

All prescription drugs in the United States have a label approved by the United
States Food and Drug Administration. This label provides an indication and
dosage for the drug, but neither physician nor patient is legally bound to follow
them. Pain Treatment is virtually impossible unless the physician prescribes one
or more medications that are for an indication or dosage not listed on the drug
label.

CONSENT AND AGREEMENT

The undersigned acknowledges that pain control cannot be achieved without “off-
label” use of one or more drugs. The undersigned furthermore accepts all risks
and complications that may occur from off —label use, since the benefit of ain
control cannot otherwise be achieved. The undersigned agrees to waive all
liability against the physicians and clinic who provide pain treatment.

SPECIFIC OFF-LABEL USES

Any and all off-label use of drugs are covered by this consent including, but not
limited to the following:
1. Actiq® for non-cancer pain.
2. The use of antidepressants, anti-epileptics, muscle relaxants,
tranquilizers, and nutriceuticals for pain relief.
3. The administration of sustained release preparations of morphine and
oxycodone used more frequently than every 12 hours.
4. Maximal dosage of opioids is to be determined by therapeutic effect
rather than any arbitrary, published maximal dosing levels.
5. Topical use of morphine, methadone, naloxone, carisoprodol, and
ketamine.

| , the undersigned to the above and release
the physician and clinic of all liability for off-label use of drugs.

Patient Signature Date

9180 East Desert Cove, Suite 103 Scottsdale, Arizona = Phn: 480.659.2301 = Fax: 480.659.2295
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REQUEST FOR RELEASE OF MEDICAL RECORDS

DATE:
TO: PATIENT:
(Name of Hospital or Physician) (Print or Type)
Street Address City, State, ZIP Code

Dear Doctor:
I authorize you to forward medical information in your records regarding my evaluation/treatment to
the physician office listed below. Please forward this information as promptly as possible. Thank

you for your assistance.

Patient Name: D.O.B.

Social Security Number:

Authorized Signature: Date:

Send records to:

ARIZONA PAIN MANAGEMENT & REHABILITATION
ESTELLE R. FARRELL, D.O.

DESERT COVE, SUITE 103

SCOTTSDALE, AZ 85260

Phn: (480) 659-2301

Fax: (480) 659-2295

9180 E. Desert Cove, Suite 103 « Scottsdale, AZ 85260 * Phn 480.659.2301 « Fax 480.659.2295 « www.az-pmr.com



AZ Pain Management & Rehabilitation
Estelle R Farrell D.O.

INSTRUCTIONS FOR RELEASE OF PERSONAL HEALTH INFORMATION

PATIENT NAME:
DATE OF BIRTH:

l, acknowledge that | have seen and read AZ Pain Management &

Rehabilitations privacy practices.

| give permission to AZPM&R to communicate messages regarding my healthcare, medications

appointments, referrals, labs and x-ray results and other tests as follows: (please check all that apply)

___ You may leave a message on my home and/or cell phone voicemail

___You may leave a message and/or speak with

__You may NOT communicate my health care information with

___lhave a POA (power of attorney) and will give the office a copy.

Patients Signature

Date

9180 East Desert Cove, Suite 103 Scottsdale, Arizona Phn: 480-659-2301 Fax:480-659-2295



(PLEASE PRINT) Home Phone (
— Patient Information —

N SS/HIC/Patient ID #
ame Last Name First Name Middle Initial '

Address Cell Phone ( )
City Zip

Sex(OM [OF Age Birthdate [ Married O widowed [ Single ] Minor
[ Separated O Divorced [ Partnered for years

Patient Employer/School Occupation

Employer/School Address Employer/School Phone (

Whom may we thank for referring you?

In case of emergency who should be notified? Phone (
L e 7 J = 2 Z o

— Primary Insurance -

Person Responsible for Account

Last Name First Name Middle Initial
Relation to Patient Birthdate Soc. Sec. #

#  Address (If different from patient’s) Phone (
City Zip
Person Responsible Employed by Occupation

Business Address Business Phone (___ )
Insurance Company.

Contract # Subscriber #

&1 Names of other dependents covered under this plan

Is patient covered by additional insurance? [ JYes [No

Subscriber Name Relation to Patient Birthdate

Address (If different from patient’s) _ Phone (
City Zip
Subscriber Employed by . Business Phone (

Insurance Company Soc. Sec. #

Contract # Subscriber #

Names of other dependents covered under this plan

= =

e

— Assignment and Release —

I certify that I, and/or my dependent(s), have insurance coverage with and

Name of Insurance Company(ies)

assign directly to Dr. all insurance benefits, if any, otherwise payable to me for services rendered. I understand
that I am financially responsible for all charges whether or not paid by insurance. I authorize the use of my signature on all insurance submissions.

The above-named physician may use my health care information and may disclose such information to the above-named Insurance Company(ies)
and their agents for the purpose of obtaining payment for services and determining insurance benefits or the benefits payable for related services.
This consent will end when my current treatment plan is completed or one year from the date signed below.

Signature of Patient, Parent, Guardian or Personal Representative




ARIZONA PAIN MANAGEMENT & REHABILITATION
ESTELLE R FARRELL, D.O.

INFORMATION FOR NEW PATIENTS BEING SEEN FOR PAIN MANAGEMENT

1. Itis your responsibility to obtain and have your provider send/fax your most recent medical records
concerning your medical problem(s) prior to being seen.

Your records need to be reviewed by our Physician prior to being seen.

3. If you are from out of state or a cash pay patient, we require a $50 deposit, that will be non-refundable
should you not show up for your appointment. This deposit will be applied towards your co-pay or
your bill at the first appointment.

4. We will need names, numbers and addresses for your current treating physicians. We have the right to
send office notes to your Primary Care Physician, Referring Physician, or another Physician as deemed
necessary.

5. We recommend that you also bring any available imaging (CT, X-Ray, MRI, U/S, etc.) and the reports if
you have them. Since we do not store any films in the office, you will be taking them with you after
your appointment.

6. Bringin all of your medications with you that you are taking as well as a list of them.

7. We reserve the right not to see or treat you. If we choose not to see you, the co pay will be returned.
This does not apply once you have been seen.

8. If you are seen on an initial exam, we are not required to accept you as a patient for treatment in the
office. You will, however, still be responsible for your bill.

9. We will NOT prescribe narcotic medications on your first visit. It is your responsibility to make sure
that you have enough medication until we prescribe them for you.

10. If we are considering the prescription of narcotic medications, a urine drug screen will be required.
This must be done at the same visit.

11. Once we prescribe the narcotic medications, a narcotic agreement form will need to be filled out, so
please know your pharmacy phone number.

12. If you are a patient that has a family member or other person taking care of you, we must have a
signed Power of Attorney on file to share information with that individual.

13. Dr Farrell may at times refer a patient to Lab Express for lab work or to AZTMJ for eval & treatment,
both facilities are owned and operated by family members. Dr Farrell does not have ownership, any
financial interests nor does she receive any monetary compensation from either of the above entities.

14. This is our office policy, and reflects federal and state guidelines. Only the treating physician may
modify this.

Patient Signature: Date:

Staff Initial:



AZ Pain Management & Rehabilitation
9180 E Desert Cove, suite 103
Scottsdale, AZ 85260

Dear Patient,

This notice is to let you know that if you receive an injection which includes:
Cyanocobalamin (B-12), Marcaine and/or Homeopathic medication, we have
found that after billing insurance (Medicare, all commercial plans, Workers
Comp.) in the past, these medications were not being covered or paid for. We
regret to inform you that beginning January 1, we will be charging all our patients
$20 for these medications at time of service. We apologize for this inconvenience
and thank you for your understanding.

Dr Estelle R Farrell and Staff

Patient Signature Date



SF-12 Questionnaire

Patient Name

Patient Signature Date

In general, would you say your health is:
___Excellent (1)

___Very Good (2)

___Good (3)

__ Fair(4)

___Poor (5)

Does your health limit you in these activities? If so, how much?

Moderate activities, such as: moving a table, pushing a vacuum cleaner, bowling, or playing golf:
___Yes, limited a lot (3)

__Yes, limited a little (2)

__No, not limited at all (1)

Climbing several flights of stairs:
__Yes, limited a lot (3)

_ Yes, limited a little (2)
___No, not limited at all (1)

During the past 4 weeks, have you had any of the following problems with your work or other regular
activities as a result of your physical health?

Accomplished less than you would like:
__Yes(2)
—No(1)

Were limited in the kind of work or other activities:
___Yes(2)
__No (1)

During the past 4 weeks, were you limited in the kind of work you do or other reqular activities as a result
of any emotional problems? (such as feeling depressed or anxious)

Accomplished less than you would like:
___Yes(2)
—No (1)

Didn’t do work or other activities as carefully as usual:
___Yes(2)
—_No(1)

During the past 4 weeks, how much did pain interfere with your normal work? (including both
work outside the home and housework)



___Notatall (1)
___Alittle bit (2)
___Moderately (3)
___Quite abit(4)
___Extremely (5)

How much of the time during the past 4 weeks...

Have you felt calm and peaceful?
___All of the time (1)

___ Most of the time (2)

___Some of the time (3)
___Alittle of the time (4)
___None of the time (5)

Did you have a lot of energy?
___All of the time (1)

___ Most of the time (2)
___Some of the time (3)
___Alittle of the time (4)
___None of the time (5)

Have you felt downhearted and blue?
___All of the time (1)

___ Most of the time (2)

___Some of the time (3)

___Alittle of the time (4)

___None of the time (5)

During the past 4 weeks, how much of the time has your physical health or emotional problems
interfered with your social activities? (like visiting with friends, relatives, etc)

___All of the time (1)

___ Most of the time (2)
___Some of the time (3)
___Alittle of the time (4)
___None of the time (5)



The CAGE and CAGE-AID Questionnaires

(with questions regarding to drug use, include illegal drugs as well as the use of
prescription drugs other than prescribed)

Do you drink alcohol? Yes No

Have you ever experimented with drugs? Yes No

In the last three months, have you felt you should cut down or stop drinking or using drugs?

Yes No

In the last three months, has anyone annoyed you or gotten on your nerves by telling you to cut
down or stop drinking or using drugs?

Yes No

In the last three months, have you felt guilty or bad about how much you drink or use drugs?

Yes No

In the last three months, have you been waking up wanting to have an alcoholic drink or use
drugs?

Yes No

Patient Name

Patient Signature Date




SOAPP®-R

The following are some questions given to patients who are on or being considered for
medication for their pain. Please answer each question as honestly as possible. There
are no right or wrong answers.
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1. How often do you have mood swings?
O O O O O
2. How often have you felt a need for higher doses
of medication to treat your pain? o o o o
3. How often have you felt impatient with your o o 5 5
doctors?
4. How often have you felt that things are just too
overwhelming that you can't handle them? o o o o
5. How often is there tension in the home?
O O O O
6. How often have you counted pain pills to see
how many are remaining? o o o o
7. How often have you been concerned that people
will judge you for taking pain medication? o o o o
8. How often do you feel bored?
O O O O
9. How often have you taken more pain medication
than you were supposed to? o o o o
10. How often have you worried about being left
alone? o o o o
11. How often have you felt a craving for
medication? o o o o
12. How often have others expressed concern over
. . O O O O
your use of medication?

©2009 Inflexxion, Inc. Permission granted solely for use in published format by individual
practitioners in clinical practice. No other uses or alterations are authorized or permitted by
copyright holder. Permissions questions: PainEDU @inflexxion.com. The SOAPP®-R was
developed with a grant from the National Institutes of Health and an educational grant from Endo
Pharmaceuticals.
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13. How often have any of your close friends had a
problem with alcohol or drugs? o o o o o
14. How often have others told you that you had a 5 5 5 5
bad temper?
15. How often have you felt consumed by the need
to get pain medication? o o o o
16. How often have you run out of pain medication
early? o o o o
17. How often have others kept you from getting
what you deserve? o o o o
18. How often, in your lifetime, have you had legal
problems or been arrested? o o o o
19. How often have you attended an AA or NA
meeting? o o o o
20. How often have you been in an argument that
was so out of control that someone got hurt? o o o o
21. How often have you been sexually abused? 5 5 5 5
22. How often have others suggested that you have
a drug or alcohol problem? o o o o
23. How often have you had to borrow pain
medications from your family or friends? o o o o
24. How often have you been treated for an alcohol
or drug problem? o o o o

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

©2009 Inflexxion, Inc. Permission granted solely for use in published format by individual
practitioners in clinical practice. No other uses or alterations are authorized or permitted by
copyright holder. Permissions questions: PainEDU @inflexxion.com. The SOAPP®-R was
developed with a grant from the National Institutes of Health and an educational grant from Endo
Pharmaceuticals.
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