
 
      JAFFE ETHICAL ADDICTION AND PAIN CARE LLC: HIPAA                                 

COMPLIANT MEDICAL RECORDS RELEASE REQUEST     

 

Patient’s Name__________________________________________________Date of Birth_____________________ 

Address________________________________________________________ Social Security No:_______________ 

Medical Records: I hereby authorize __________________________________________(“Releasor”) to 
disclose the following: 

 [ ]-ALL Medical Records, I request the release of my complete health record, which may or may 
not include protected health information (PHI) and electronic protected health information (ePHI) 
protected under HIPAA.  

 [ ] Restrictions- Medical information relating to diagnosis and treatment of alcohol or drug abuse, 
mental illness, STD’s, or HIV/AIDS shall  [ ] Be included  [ ] Not be included. 

 [ ] Limitations/ Specific Medical Records:____________________________________________________ 

Recipient: My medical records shall be disclosed to the following Individual/Entity: 

Todd B. Ja4e MD/ Ja4e Ethical Addiction and Pain Care LLC.   928-892-5776 Phone 

4830 SR Hwy 260 Suite 103, Lakeside, AZ 85929                              928-495-5514. Fax 

Email: info@ja4epaincare.com 

Purpose of Release: Transfer of care, permanent. Expiration: This authorization expires after production 
of all records requested. 

I understand that signing this authorization is voluntary, and that my treatment will not be conditioned 
upon whether I sign this authorization. I also understand that I have the right to revoke this authorization 
at any time by writing to the Releasor, except where disclosure may have already been made based upon 
my original permission. I understand that the information disclosed pursuant to this authorization may be 
subject to re-disclosure by the recipient and may no longer be protected by HIPAA. I will receive a copy of 
this authorization after I have signed it. A copy of this authorization is as valid as the original.                                              
  

_____________________________________________                   _____________________________                         
Patient or Authorized Representative Signature                               Date of Signing  

_____________________________________________                        
Printed Name 

 

Authorized Representative Relationship to Patient (if not Patient) 

mailto:info@jaffepaincare.com


          JAFFE ETHICAL ADDICTION AND PAIN CARE LLC  
                    Patient Demographics 

 

Purpose of this form:  To have your information on file to:  identify you in our o:ice, to have an 
emergency contact on record, to contact your doctors and insurance companies for information 
used in your treatment and billing, and to identify your preferred pharmacy. 

Patient Information 

First Name ___________________________   MI _______      Last Name ______________________ 

Birth Date _________________ Age _______ Sex ______     Social Security ___________________ 

Marital Status ___________________________________     Home Phone  # ____________________ 

Cell Phone # ____________________________________      Work Phone # ____________________ 

Home Address __________________________________      City _____________________________ 

State _________________ Zip Code ________________       Email ____________________________ 

If you have a resuscitation limitation, please provide us with documentation.  Otherwise, all 
patients are considered for resuscitation in an emergency. 

Race     [   ] White  [   ] American Indian/Alaskan Native       [   ] Native Hawaiian/Pacific Islander  

      [   ] Black/African American           [   ] Decline to specify 

      [   ] Other 

Ethnicity/culture/heritage [   ] _____________________________        [   ] Decline to specify  

Primary Language      [    ]  English           [   ]   Spanish           [    ]   Other 

Emergency Contact Information                   Person Name and relationship _______________________ 

                  Phone Number _____________________________________  

Primary Care Physician                                        

Name ______________________________________ Phone Number ________________________ 

 Referring Provider Information 

  Name _____________________________________ Phone Number _________________________ 

How did you hear about us? 

Claims 

Do you have an open Workers Compensation claim related to this visit?   [    ]  Yes   [    ]  No 

Do you have an open car accident injury claim related to this visit?    [    ]  Yes.  [    ]  No 



          JAFFE ETHICAL ADDICTION AND PAIN CARE LLC  
 

Pharmacy 

 Name ____________________________ Phone Number ____________________________ 

Insurance Company #1                                  Policy #                              Group #                           Phone # 

 

 

Insurance Company #2                                   Policy #                               Group #                         Phone # 

 

 

 

Name of Present Pain Management physician _______________________________________ 
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                          Ja$e Ethical Addiction and Pain Care , LLC 

               Opioid/Buprenorphine Patient Prescriber Agreement 

   This Patient Prescriber Agreement (PPA) is designed to: 

1) Create an open conversation between the patient and the prescriber 
about the risks, benefits, and limitations of these medications for the 
treatment of pain; 

2) Be used as a decision making tool before an opioid medication is used for 
acute or chronic pain; 

3) Ensure the appropriate, safe and legally compliant usage of opiate 
medications. 

  Part 1: For the Patient; Will Opiates Help My Pain? 

  Check oH each area after discussing with your physician/prescriber. 

     1)__Pain is diHerent in each individual. Opiates do not “treat” pain, they  

 alter your perception of pain in the “lateral (dopamine) pathways”.  
Newer studies show “Around the Clock” usage should be reserved for 
cancer related pain only. Frequency and dosage (usually no more than 
three times a day) is determined by response to initiation of the 
medication. The benefits should outweigh the side eHects of continuing 
to use the medications.  

2)__I hope opioid medicines will reduce my pain, making it easier to: 

   ___Return to work  _ 

   ___Improve my sleep   

  ___Climb stairs             

   ___Walk short/longer distances        

   ___Do daily chores.  
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3) I agree to participate by trying to: 

            ___Start a light/moderate exercise program    

           ___Lose weight and Eat a Pain Diet    

          ___Stop smoking or other negative habits.                                      

                                    Opioid/Buprenorphine PPA 

1)___My prescriber and I may also try alternative  or additional    

Treatments for my condition, including; 

    ___Non-opioid medications, over the counter as well as prescription         
 medications; 

    ___Physical Therapy, Exercise and Massage Therapy,  Acupuncture; 

    ___Self Management Techniques and Coping Strategies such as 

Meditation, Stress Reduction,  Counseling, Coaching and  Support  
Groups, and attention to good sleep habits; 

    ___Discussion of Surgical or Interventional Pain Procedures. 

2)___I will be made aware of opioid medications side eHects: 

__a) Dependence- Within days the body can become  physically 
dependent with withdrawal symptoms such as; runny nose, chills, aches, 
diarrhea, sweating, nausea and vomiting and insomnia. This can be 
lessened with the drug Suboxone, which also treats pain. Physical 
Dependence and Tolerance require medically supervised weaning. 

          ___b) Tolerance- Defined as needing more drug to get the same 

          amount or less pain relief than previously. This is an indication  

          of a need to detoxify from the medication just as if dependent. 
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___c) Addiction- Defined as continuing to use a medication despite 
negative consequences. This includes using in a fashion other than as 
prescribed (injecting instead of orally), or obtaining from an illicit source, 
exaggerating your pain to get more drug, or not reporting negative side 
eHects. My prescriber will help me to reduce and detoxify from the 
medication, and obtain alternate ways to control my pain. 

3)___Table 1- Opioid Side E*ects: The table below lists common and                                       

potential opioid side eHects and the percentage of occurrence. 

Opioid Side E*ect       Frequency/Incidence 
Addiction Potential  Up to 30% or higher 
Sleep Apnea, Insomnia                25-75% 
Confusion/Memory Problems        Varies from Study to Study 
Constipation        30-40% 
Depression (New or Pre-
existing) 

Most studies report about 30%-
40% 

Drowsiness 15-20%, may lessen over time 
Dry Mouth/Dental Caries/Loss 
of Teeth 

Up to 50%, suggested to carry 
an alcohol free Fluoride 
mouthwash and use often 

Intestinal Blockage Fortunately <1-2% per year 
Itching Depends on opiate, may go 

away 
Lowered Testosterone and 
Other Hormones, Infertility and 
Impotence 

25-75%, may respond to 
hormone replacement therapy 

Nausea or Vomiting 0-50% 
Overdose Leading to death <1% Per Year (Used as Directed) 

Higher with Methadone 
Dependence 65-95% after 5 days 
Tolerance Believed to be <40% 
Unexpected Increase in Pain Believed to be <15% 
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                  Opioid/Buprenorphine PPA 

4)___Opioid medication WILL impair my judgement and response  

           time. I understand that while on these medications I am  

           cautioned not to drive, operate machinery, or sign important  

           documents. I understand that people do, and if I choose to do  

           so, I do so at my own risk. 

5)___Taking even small amounts of alcohol, or sleeping pills, anti- 

           histamines, or anti-anxiety medications while on opiate  

           medications can increase the chances of side eHects,   

           especially accidental overdose.  

6)___Routine and random pill counts, calls for oHice visits for an  

           evaluation for possible misuse or mixing of medications is  

           a part of opiate medication management. I agree to provide  

           a sample if requested of urine, blood or saliva. 

7)___I agree to discuss with my prescriber past history of myself  

and my family, especially past and present use of any habit                
forming substances before we try to treat my condition with     

an opiate medicine. This includes the use of tobacco and alcohol. 
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8)__Having discussed the above issues and information, a  

            decision about using opioid medicine was reached.                                                                                                                   

         ____Yes, we have agreed to try an opioid for my condition. We   

        will proceed with the discussion below. 

         ____No, we will not use opiates and therefore will not continue 

                  With the discussion. 

PART 2: FOR THE PATIENT: My Promise to use Opioids Safely 

Now that my prescriber and I have agreed that I will try an opioid medicine, I 
understand that I need to take an active role in my own health care to get the 
most benefit and reduce the chance of side eHects from using an opioid 
medicine. My prescriber wants me to have the following information so that I 
may have the best possible pain reduction while also protecting my health and 
reducing the chances of possible harm to myself and others while I am taking 
an opioid medicine. 

1)____ I told my prescriber about all the medicines I am taking, including 
any prescription, over-the-counter and herbal medicines. I will also 
discuss with my prescriber any new medicine that I take in the 
future. Some medicines and other substances, such as alcohol, 
sleeping medicines, antihistamines and anti-anxiety medicines can 
increase the chance of accidental overdose. If I use these 
medicines along with an opioid medicine, they can cause death! My 
prescriber will provide Narcan for home use. It is my responsibility to 
be sure this is provided and stays current. 

 

 



 6 

 

2)____ If I start to have more pain or other unusual or severe side eHects, I 
will contact my prescriber right away. We may need to change the 
dose or try a diHerent opioid medicine. I will not make any changes 
to the opioid medicine without first talking to my prescriber. This is a 
felony! It may also indicate a need for a break from the medication. 

3)____ I will tell my prescriber if I am pregnant or planning to become 
pregnant. Taking opioid medicine during pregnancy will harm my 
unborn baby. 

4)____ I will not share this opioid medicine with other people. My prescriber 
and I have selected this opioid medicine for me, and it is only for me. 
It is against the law to share an opioid medicine with other people. 
Sharing an opioid medicine with another person can cause serious 
harm to them, including death, and it is a felony for both the other 
person and me. 

5)____ I will keep my opioid medicine in a secure place where other people, 
especially children, cannot reach it. If someone accidentally takes 
some of my opioid medicine or I accidentally take too many doses, I 
will contact my prescriber or call the Poison Control Center at 1-
800-222-1222.  Adult prescriptions are the first drug most children 
take. 

6)____ I will remove expired, unwanted or unused opioid medicine from my 
home to avoid accidentally harming children, other adults, or 
myself. 
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7)______I may be able to drop oH unused opioid medicine through                         

a “medicine take-back program”. A “medicine take-back program”  

is an oHicial place and time for dropping oH unused opioid and  

other medicines. 

8)_____If I cannot find a “medicine take-back program” or if I  

      want to remove the medicine from my home right away,  

      I can flush my opioid medicine down the toilet. 

9)____My opioid medicine can also be mixed with cat litter or  

                coHee grounds and thrown out with the household trash. 

Part 3: For the patient and the prescriber. 

1)_____My prescriber and I have discussed all the items on this checklist. 

2)_____We both agree that an opioid pain medicine is the best choice for my 
condition at this time. 

3)_____My prescriber and I agree that we will go over this checklist again in the 
future. 

Patient Name________________________________ 

Date________/_____/________ 

Patient signature______________________________________ 

 

 


