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Dear ___________________________                                                              Date _______________________
We would like to welcome you to the offices of Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A.
This is to confirm your appointment in our  ( Towson   ( Owings Mills office scheduled for _______________________ at ____________ ( am   ( pm.  Please be advised that you are required to contact this office by 12:00 pm on the day before your appointment to confirm your scheduled appointment.  If we are unable to confirm this appointment, it may be cancelled in order to accommodate other patients on our waiting list. If you call the office after-hours to confirm or cancel your initial appointment, please leave a message on extension 112. 
We would recommend that you bring with you, at the time of your initial appointment, any medical records, X-rays, MRI’s you may have relative to your current problem.  If you do not have any records, we will request them from the appropriate doctors at the time of your initial visit.  In an effort to respect your time commitments and efficiently complete your initial assessment, we would appreciate your completing the enclosed forms and bringing them with you at the time of your first appointment.  Remember, the more information you provide, the more beneficial your visit will be.

In addition to your medical records you must bring with you:

· Photo identification (driver’s license, passport, government issued ID card).
· Utility bills or other correspondence showing current residence/name if your photo ID does not reflect current address and/or name change.
· Current insurance card(s).
· Medical referral (if your insurance requires).
· Medical co-pay/co-insurance (co-pays are due in full at the time of the visit).
· List of all medications (prescription and over-the-counter) including strength and frequency.
Please be advised that the significance of your visit will include a New Patient Initial Office Consultation, and a determination as to whether we are mutually compatible to ensure that our goals are the same. We are under no obligation to prescribe medication during the initial consultation.

Please anticipate being in our office approximately three to four hours on your first visit.

We are looking forward to working with you, and we thank you for choosing Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A. to evaluate your condition.

Sincerely yours,

Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A.

PHYSICAL MEDICINE
     ∙     ELECTRODIAGNOSTIC STUDIES     ∙     PHYSICAL THERAPY     ∙     PSYCHOSOCIAL COUNSELING
OCCUPATIONAL MEDICINE     ∙     SPORTS MEDICINE     ∙     HOLISTIC WELLNESS     ∙     RECONDITIONING     ∙     MYOFASCIAL INJECTIONS
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Dear Patient:

Welcome to our offices.  We are looking forward to working with you so that you may join the ever-increasing group of patients who have been pleased with our care and who have done well as a result of our combined approach of management.

We want you to understand our policies to avoid future miscommunication.   This practice does not provide primary care services.  We strongly encourage you to have a Primary Care Physician, in all cases, who will be available for this purpose.  

It is our policy that this office will not fill, or refill, any medication over the telephone.  In order to properly care for you, we will need to have access to your chart.  Therefore, it will be necessary for you to come into the office if you need a refill.

As a service for patients, we do have calling hours available so that you can talk to Dr. Rosen, but we would prefer that you save your questions for the time of your next follow-up visit. Dr Rosen will be available for brief telephone consultations to clarify the recommendations and care that you will be receiving in our office, and for any other questions or comments, during his normal calling hours every Tuesday and Thursday between the hours of 8 am and 11 am @ 410-494-4949.    
It is our feeling that there are no emergencies in this practice.  In situations where you would like to leave a message for the Doctor, you can leave a voicemail message for them.  Dr. Rosen’s extension number is 300, Dr. Hoffberg’s ext. is 302, Dr. Theodore’s ext. is 304, Dr. LaCount’s ext. is 306, and Dr. Harry’s ext. is 310. Under no circumstances will a Doctor be able to handle a telephone call from a patient during our busy office hours.  Your call may be turned over to a Medical Assistant or a Physician Assistant, if absolutely urgent, but again, we would encourage you to write down your questions and discuss these with the Doctor or Physician Assistants who are available five days a week.  
In many cases, there will be a Social Worker who is assigned to your case, and if you have any problems we would encourage you to contact Marcia Donald, ext. 320; Rose Edwards, ext. 322; Marge Wolpert, ext. 325; Wendy Smith, ext. 326, or Rosie Behr, ext. 329 to discuss any specific problems you are having.

We would encourage you to always schedule your appointments in advance since there are occasions when our schedule will not accommodate last minute fit-ins.  In the event that you need to be fit in, we will make every effort to service you as quickly as possible, but we have to take regularly scheduled patients first.  I am sure that this is a policy that you would want to have in effect if you already have an established appointment.  Unfortunately, there are times when we are running late, and we would encourage you to always bring reading materials or other work materials with you so that you can use the time productively.

We would further direct your attention to the white Patient Information loose-leaf binder in each of the consultation and waiting rooms.  We would encourage you to read the material enclosed so that you will understand better who we are, what we do and why we do it.

Sincerely Yours, 

Rosen-Hoffberg Rehabilitation & Pain Management Associates, P.A.

ROSEN-HOFFBERG REHABILITATION & PAIN MANAGEMENT ASSOCIATES

Norman B. Rosen, M.D and Howard J. Hoffberg, M.D.

Ruxton Towers, Suite 201

8415 Bellona Lane

Towson, Maryland 21204

410-821-7775 (Receptionist)

410-821-7779 (Physical Therapy)
General Location: Intersection of Charles St. (Rte. 139) & the Baltimore Beltway (Interstate 695).

· From Annapolis, Glen Burnie, Catonsville and Route 70:

1. On the Baltimore Beltway (Interstate 695), drive toward Towson.  

2. Take exit 25, Charles St. (Rte. 139).

3. From the exit ramp, use the right fork to drive south on Charles St.

4. Turn right at the 1st traffic light onto Bellona Ave.

5. Make an immediate right turn onto Bellona Lane.

6. Turn right entering Ruxton Towers (high rise apartment building) property.

7. The parking lot is on your right.

8. Enter the building through the Professional entrance (at the end of the building).

9. Proceed down the hallway, past the elevator, to suite 201 on the right.
· From Essex, Dundalk, and Bel Air:

1. On the Baltimore Beltway (Interstate 695), drive toward Towson.

2. Take Exit 25, Charles St. (Rte. 139).

3. At the end of the exit ramp, turn left at the stop sign following “H” sign.

4. At the next intersection/round about turn left onto Charles St. 

5. Turn right at the second traffic light onto Bellona Ave.

6. Follow steps 5-9 from above.
· From Baltimore City:

1. Drive north on Charles St.

2. Turn left at the traffic light onto Bellona Ave. (this intersection is 1.8 miles north of Greater Baltimore Medical Center and just after going under the only bridge).

3. Follow steps 5-9 from above.
· From York and Harrisburg, PA:

1. Drive south on Rte. 83 toward Baltimore.

2. Exit at the Baltimore Beltway (Interstate 695) bearing left toward “Towson/New York”.

3. Take the first exit (Charles St./Rte. 139) and continue traveling south.

4. Turn right at the 1st traffic light onto Bellona Ave.

5. Follow steps 5-9 from above.
The Physicians Pavilion at Owings Mills

10085 Red Run Boulevard, Suite 404

Owings Mills, Maryland 21117

410-END PAIN (363-7246)
· From 795:
Take exit 4 (Owings Mills Blvd.), going south toward Town Center/Randallstown.  Continue on Owings Mills Blvd., turn left onto Red Run Blvd.  Cross Painters Mill Road into the Owings Mills Corporate Campus.  Take the first right into the parking lot of The Physicians Pavilion.
· From Reisterstown Road:

Turn onto Painters Mill Road and travel 1.1 miles.  Turn left into the Owings Mills Corporate Campus and make the first right into the parking lot of The Physicians Pavilion.

· From Liberty Road:Turn onto McDonough Rd. heading north and follow for 1.7 miles.  Bear left onto Painters Mill Road and continue for another 0.8 miles.  Make a right into the parking lot of The Physicians Pavilion.
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PLEASE READ AND SIGN THE FOLLOWING

DEALING WITH YOUR INSURANCE COMPANY

Compliance with your insurance company and their guidelines can be most important.  Since every Insurance plan has its own special requirements, it is impossible for us to be familiar with each and every plan.  It is your responsibility as the patient to be familiar with your individual coverage.  We will be happy to complete all of the necessary forms to submit to your insurance company, along with any required documentation.

It is important for you to become an informed consumer relative to your insurance coverage.  If your insurance company requires pre-certification, pre-authorization or referrals for services, it is your responsibility to obtain those authorizations and to notify both the business office and the doctor.

If there is a change in the status of your insurance coverage (insurance company changes, plan changes, or a loss of coverage) you must notify our business office immediately.  You will be responsible for any and all charges incurred at this time.  YOU MUST NOTIFY THE BUSINESS OFFICE OF ANY CHANGE IN YOU INSURANCE COVERAGE.  Failure to notify the business office could result in an outstanding balance.

Please contact the business office if you have any questions about pre-certification or about your statement, and please always feel free to discuss your concerns directly with your doctor.

We are here for you, and it is our pleasure to be of service to you.





______________________________(Seal)





Date

Signature of Patient





__________________________________





Date

Signature of Witness
Notice of Privacy Practices

	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.


YOUR INFORMATION IS CONFIDENTIAL.  ROSEN-HOFFBERG REHABILITATION AND PAIN MANAGEMENT ASSOCIATES, P.A., MAINTAINS POLICIES TO ENSURE THE SECURITY AND CONFIDENTIALITY OF YOUR PERSONAL INFORMATION.

Uses and Disclosures:

Treatment.  Your health information may be used by staff members or disclosed to other health care professionals for the purpose of evaluating your health, diagnosing medical conditions, and providing treatment.

Payment.  Your health information may be used to seek payment from your health plan, from other sources of coverage such as an automobile insurer, or from credit card companies that you may use to pay for services.  We may disclose health information to the extent authorized by, and necessary, to comply with law relating to Worker’s Compensation, or other similar programs established by law.  The information on or accompanying your bill may include information that identifies you as well as your diagnosis.

Health Care Operations.  Your health information may be used, as necessary, to support the day-to-day activities and management of Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A.
Law Enforcement.  As required by law, our health information may be disclosed to law enforcement agencies or public health authorities charges with preventing or controlling disease, injury or disability, without your permission, to support government audits and inspections, to facilitate law-enforcement investigations, and to comply with government-mandated reporting.

Public Health Reporting.  Your health information may be disclosed to public health agencies as required by law.

Other uses and disclosures require your authorization. Disclosure of your health information, or its use, for any purpose other than those listed above requires your specific written authorization.  If you change your mind, after authorizing a use or disclosure of your information, you may submit a written revocation of the authorization.  However, your decision to revoke the authorization will not affect or undo any use or disclosure of information that occurred before you notified us of your decision.

Individual Rights:
You have certain rights under the federal privacy standards.  These include:

· The right to request restrictions on the use and disclosure of your protected health information.

· The right to receive confidential communications concerning your medical condition and treatment.

· The right to inspect and copy your protected health information.

· The right to amend or submit corrections to your protected health information.

· The right to receive an accounting of how and to whom your protected health information has been disclosed.

· The right to receive a printed copy of this notice.

Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A. Responsibilities

We are required by law to maintain the privacy of your protected health information and to provide you with this notice of privacy practices.

We also are required to abide by the privacy policies and practices that are outlined in this notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend to modify our privacy policies and practices.  These changes in our policies and practices may be required by changes in federal and state laws and regulations.  The revised policies and practices will be applied to all protected health information that we maintain.

Requests to Inspect Protected Health Information: As permitted by federal regulation, we require that requests to inspect or copy protected health information be submitted in writing.  You may obtain a form to request access to your records by contacting Penny Schwarz, Privacy Officer, or the Receptionist.

Comments or Complaints
If you would like to submit a comment or complaint, or would like additional information about our privacy practices, you can do so by sending a letter outlining your concerns to:

Penny Schwarz

8415 Bellona Lane #204

Towson, Maryland 21204

410-821-7775, ext. 200 

If you believe that your privacy rights have been violated, you may either file a report with Penny Schwarz at the location listed above or with the Office for Civil Rights, U.S. Department of Health and Human Services (OCR).  The address of the OCR is:







SEE NEXT PAGE  (  (  (
Office for Civil Rights

U.S. Department of Health and Human Services

200 Independence Avenue, S.W.

Room 509F, HHH Building

Washington, DC  20201

You will not be penalized or otherwise retaliated against for filing a complaint with either our Privacy Officer or the OCR.

Effective Date:
This Notice is effective on or after April 14, 2003.

Consent to Use and Disclosure of Protected Health Information

Use and Disclosure of Your Protected Health Information

Your protected health information will be used by Dr. Norman B. Rosen, Dr. Howard J. Hoffberg and the Staff of Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A., and/or disclosed to others for the purposes of treatment, obtaining payment, and supporting the day-to-day health care operations of the practice.

Notice of Privacy Practices

You should review the Notice of Privacy Practices for a more complete description of how your protected health information may be used or disclosed.  You may review the Notice prior to signing this Consent.

Requesting a Restriction on the Use or Disclosure of Your Information

You may request a restriction on the use or disclosure of your protected health information.

Dr. Norman B. Rosen and/or Dr. Howard J. Hoffberg may or may not agree to restrict the use or disclosure of your protected health information.

If Dr. Norman B. Rosen and/or Dr. Howard J. Hoffberg agree to your request, the restriction will be binding on Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A.  Use or disclosure of protected information in violation of an agreed-upon restriction will be in violation of federal privacy standards.

Revocation of Consent
You may revoke this Consent to the Use and Disclosure of your Protected Health Information.  You must revoke this Consent in writing.  Any use or disclosure that has already occurred prior to the date on which your revocation of consent is received will not be affected.

Reservation of Right to Change Privacy Practices

Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A., reserves the right to modify the privacy practices outlined in the notice.

Signature  (Consent to Use and Disclosure of Protected Health Information)

I have reviewed and understand the Consent to Use and Disclosure of Protected Health Information form and have received a copy of the Notice of Privacy Practices.  I give my permission to Dr. Norman B. Rosen, Dr. Howard J. Hoffberg and Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A., to use and disclosure of my health information in accordance with the office policies and procedures.




_________________________________




Name of Patient (Print or Type)




_________________________________




Signature of Patient



Date ________________




_________________________________




Signature of Patient Representative

Date ________________




_________________________________




Relationship of Patient Representative to Patient

**************************************************************************************

The Federal Government now restricts Dr. Norman B. Rosen, Dr. Howard J. Hoffberg and the Office Staff of Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A., from discussing your health information and condition with other family members or persons… unless you specifically give your written permission.

By my signature below, I grant Dr. Norman B. Rosen, Dr. Howard J. Hoffberg and/or the Staff of Rosen-Hoffberg Rehabilitation and Pain Management Associates, P.A., permission to discuss my protected medical information with the following individuals.

_______________________________

______________________________

_______________________________

______________________________

Date: ___________________

Signature of Patient _________________________
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CANCELLATION/NO-SHOW POLICY FOR INITIAL CONSULATATION AND FOLOW-UP VISITS

●
If you are unable to keep an appointment, please have the courtesy to cancel


as far in advance as possible.  We are aware that last minute cancellations are


sometimes necessary, however we would like you to inform us as soon as possible


about your need to cancel.

●
There is NEVER any excuse for not showing up for a scheduled appointment without


the courtesy of a phone call.  Not attending a scheduled appointment is unacceptable


and is disrespectful.

●
Please be advised that we charge a $25.00 fee for each missed appointment.

Missed appointment fees will not be covered by your insurance company.


Currently we do not impose a charge if we are notified prior to your appointment


about a cancellation.  We would request that if you will not be able to keep your


appointment, you inform us as soon as possible.

●
If you are calling to cancel an appointment at our Towson or Owings Mills, please call 410-821-7775 Ext. 111.

I have reviewed and understand the “cancellation/no show” policy

____________________________
    _________________________         ____________
Name of Patient (Print)

    Signature of Patient                           Date

___________________________          _________________________
   ____________
Name of Witness (Print)

    Signature of Witness                         Date


Rosen-Hoffberg, Rehabilitation and Pain Management Associates, PA           New Patient Office Visit (page  1 of 5)

Name___________________________________  Age _____ Today’s Date____________________ Acct #_______________ 

Email address:________________________________________________________________ 

Home #  _______________________ Cell #_________________________ Emergency phone # _____________________
Dear Patient:  If you have Internet access, you can speed up your processing time in the office by   

   downloading and completing these five pages from your own home at your own leisure. You can 

   also download the Pain Log, your follow-up form, and other information from us via the Internet.

(Circle responses)             

1.  Who is your family physician?   (You should have a primary care physician to whom we will send     

            periodic reports concerning your progress.  _____________________________________________________
      Address, and phone number________________________________________________________________

2.  Who referred you to this office?    Circle, if same as above         Primary Care        Other M.D.      

          Insurance company             Attorney          Another patient ________________________________________

      Name, address, and phone  number of your referral source______________________________________

             _____________________________________________________________________________________

3.  List all other doctors that you have seen for this illness.  (Use separate sheet of paper if necessary.)
      ________________________________________________________________________________________

      ________________________________________________________________________________________  

4.  Why are you here today?  (Describe as much as you can about your concerns and your needs.)   

          PAIN              WEAKNESS            DISABILITY MANAGEMENT            

          OTHER _______________________________________________________________________________

        (If you have copies of previous medical notes or consultation reports, bring them with you. It is always

        a good idea to keep your own chronology of illnesses and medication history in your own personal files

        so that you will have them ready should you need them in the future.)

      A.   Pain:    Yes     No           If yes, Where is your pain located?   (Circle all involved areas)    

               Total body pain        Headaches         Other Head Face Jaw          Neck          

               Shoulder:  Right / Left  / B      Upper extremity:  Right / Left  / Both      Hands:   Right / Left / Both    

               Chest               Abdomen                  Upper Back                Lower Back:  Buttock Right /Left / Both        

               Groin             Pelvis              Flank:  Right / Left / Both                   Hip and Legs   Right /Left /Both

               Other_______________________________________________________________________________

            Pain rating?    (0=none(((10= worst pain ever):      0  1  2  3  4  5  6  7  8  9  10 today ___________

             How long have you had this pain?__________________________

            Pain description:  (Circle all that apply) Is the pain?   Constant    intermittent    Soreness   Aching    

                Sharp   radiating   shooting    throbbing      burning     tingling      numbness   other __________________

            Worse in AM  PM  or at night? _________Does it interfere with sleep?  Y / N   Do you snore?  Y / N

            How many hours of sleep do you get at night? __________hours     Do you use  sleep meds? Y/ N  

            Any Change in Pain frequency during past week?      Better     No change     Worse   

                     If worse, why?  _____________________________________________________________________

            Do any of the following affect your pain level? Lifting? Bending?   Stooping?  Reaching?  

             Sitting?  Standing? Other? _______________________________________________________ 

             What makes your pain better? ____________________________________________________

           How long can you?   Sit_____ Stand____ Walk _____Stairs _____Drive_____ Sleep _____Write/Type____

            How much can you?  Lift_____ Carry_____ Push/Pull ______Bend _____Kneel _____Overhead reach____​

           Are you using a corset, SI belt, TENS unit, cane, walker, other___________________________

           Are your current medications helping you?___________________________________________

Additional comments: 

Rosen-Hoffberg, Rehabilitation and Pain Management Associates, PA            New Patient Office Visit (page 2 of  5)
 Date ___________   Name of Patient _________________________________   Account __________________
  If you have Pain?       Please complete pain drawing by marking with an “X” to indicate where you hurt

Use arrows where your pain radiates.  Use an “N” to represent areas of numbness.  Use “W” for weakness.  

                                               Right  FRONT   Left                                   Left   BACK   Right    
                               
[image: image1.png]A4




B.  Weakness?   Y     N      If yes Where? _______________ Fatigue           Numbness            Poor sleep    
     C.  Disability management?        Stroke          Amputation             Confusion                 Anxiety           

           Depression     Breathing problem        Smoke cigarettes        Other Substance        Neuropathy

     D.   Other_____________________________________________________________________________          

5.   Did your symptoms start after an accident or injury?   Yes / No      

      If yes, indicate by circling    Auto acc    Work-related    Sports-related    Other Liability    Other_______

      If accident related, what is date(s) of accident or accidents and what body part(s) involved

      Date of accident(s)______________describe_________________________________________________

          ____________________________________________________________________

6.  Have you been hospitalized for this problem?  Yes   No    If yes, list dates of hospitalizations and   

         why?.  If  you had surgery, when, and where did you have surgery and  by whom? _______________    

      _____________________________________________________________________________________

      _____________________________________________________________________________________

7.  Any other hospitalizations?  Yes/ No    Use separate sheet of paper to list all, if necessary    

       ____________________________________________________________________________________

       ____________________________________________________________________________________

     Additional comments: 
Rosen-Hoffberg, Rehabilitation and Pain Management Associates, PA            New Patient Office Visit (page 3 of 5)
Date ____________   Name   _______________________________________________ Acct   __________________

8.  ROS Review:  Circle all that apply:    
       Are you  Angry?   Anxious?     Depressed?   Frustrated?   Hopeless?     Sad?    Tearful?    Other
       Do you have any problems with:  Anemia?     Appetite?   Arthritis?      Weakness/ Fatigue?        

       Bowel or Bladder?    Breathing problems?     Cancer?     Cardiac problems/ hypertension? 

       Circulation?          Diabetes?     Drowsiness?      Fever?      Kidney problems?       Migraine?     

       Sexual function?     Speech?      Swallowing?     List all Allergies________________________
               If female, are you pregnant?  Yes / No / Possibly

9.   Does anyone in your immediate family (blood relatives) suffer from any of the above?  Y /  N
      What problem?_____________________________  Who?_________________________________
10a. What medications are you taking from other doctors?   (include dosage and purpose of all meds,  
        including over the counter medications and supplements)   

     Medicine                                    dose size    frequency               purpose of meds                   any side effects?          Prescribing MD
     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________

     _______________________________________________________________________________________________________
10b.  What medications are you taking from us (if applicable)?      

        Medicine                                             Dosage             Freq                             Side effects if any      

------------------------------------------------------------------------------------------------------------------------------------------------  

------------------------------------------------------------------------------------------------------------------------------------------------

------------------------------------------------------------------------------------------------------------------------------------------------
Additional comments:
Case Management and Coordination of Care

11.  Are you receiving Physical Therapy? Yes / No   Where? __________________________________________          

           How Often? ________ Start Date_________ Last appointment ___________ Next appt_______________

           Is it helping?    Yes / No    Total number treatments received in past month?  _________

           If not currently receiving P.T., why not? _________________________________________________

12.  Are you receiving or have received….?  (Circle all that apply) 

            Chiropractic      Massage       Acupuncture      Epidural or Facet Injection      Nerve blocks    
            If yes, from whom and when, approximately?  Name, address and phone number   

           ______________________________________________________________________________

Rosen-Hoffberg, Rehabilitation and Pain Management Associates, PA            New Patient Office Visit (page 4 of5)   Date____________    Name_______________________________________________    Acct_________________
13.   Benefits of treatment?  Feeling better overall      No better     Worse      Other___________________

              Stronger        Better function      Better range of motion     Feeling looser      Feeling more confident  

              Less pain    Other__________________________________________________________________

14.  Have you received Trigger point injections in past?   Yes/ No:   Helpful?   Yes/No      

         When and where were you last injected and by whom? _______________________________________

            ________________________________________________________________________________

Function and Social Issues

15.  Work status:   Are you working now,   or planning to go back to work?      Yes    No  

           If working, are you working       Full-time     Part time      Hours per day? ____________________

           If not working, and planning to go back to work, do you have a job to go back to?  Yes / No
16.  If not working, date last worked____________     Receiving Unemployment/ Disability benefits   Y / N

             Circle appropriate:       Disabled      Retired     Volunteer     Homemaker      Caretaker     Student

17.  Vocational Rehab  Yes/ No      Applying for disability? Yes/ No    Is an attorney representing you? Yes / No

18.  Mental Health Counseling?  Yes/ No   From whom? __________ Last appt _________ Next Appt______________

        If not from here, from whom:      Name_________________________________ phone _______________________

        ______________________________________________________________________________________

19   Are there any recent significant changes in your Social or living situation?    Y   N

       ______________________________________________________________________________________

20.  Are there any recent significant changes in your Family History?    Y   N   

       ______________________________________________________________________________________              

21.  What are your goals of treatment?     Reduce meds      Better pain control     Lose Weight 

         Increased Activity or tolerance    Return to Work     Better sleep      Improved mood     Stop smoking

         Better coping    Stress management     Improved Fitness     Other_________________________________

         _____________________________________________________________________________________

22   What activity limitations are there?     Work    Recreation      Household chores      Other_______________

       ______________________________________________________________________________________

23.  Do you Smoke tobacco?  Yes/ No       Do you drink alcohol?  Yes / No        Use Illicit drugs?  Yes/ No
24.  Any other questions or issues that you want to discuss today?   ___________________________________ 

_________________________________________________________________________________________

 Notes and additional comments
Patient signature ________________________  Med Assist initial ________ PA initial ________ MD initial____________

                                                                                                       Dr. Norman Rosen          Dr. Howard Hoffberg

                                                                                                       Dr. Chandra LaCount      Dr. Roger Theodore

                                                                                                       Dr. James Hooper           Dr. James Harry

As a  service, Dr Rosen will be available for brief telephone consultations to clarify the recommendations

 and care that you will be receiving in our office, and for any other questions or comments, during his normal 

calling hours every  Tuesday and Thursday  between the hours of 8 am and 11 am  @ 410-494-4949.    

We do not do telephone refills under any circumstance.  

Please read the following which relates to our treatment program:

1.  Our treatment philosophy is one of maximum Wellness. We utilize a 3E approach through Education Exercise and  

 Effort.  We are only as good as you allow us to be. 

2.  Good pain control comes from your being an empowered patient and an informed consumer. To achieve 

these goals,  you should exercise at least 30-40 minutes a day 4-6 days per week in order to get and to stay well.  

3. The main role of your home exercise program is to increase your efficiency and your endurance so that

your overall quality of life will be better.  

4.  If you don’t use it, you WILL LOSE IT!!!  You should exercise up to 30-40 minutes a day 4-6  days a week to 

BE, AND STAY well.  Start a regular walking or swimming program.  Or buy a pedometer and count the number

of steps you walk.  Discuss walking goals with your doctor or therapist.

5.  The purpose of physical therapy is to improve your Range of Motion and your flexibility, so that your

home exercise program will be more effective.    

6.  The second goal of physical therapy is to improve your strength and your overall function 

7.  Keep in mind that the purpose of all injections is to improve your range of motion so that your 

            physical therapy and your home exercise program will be more effective. 

8.  The purpose of pain pills is to increase your activity and home exercise tolerance. The stronger 

      and more flexible you are, the less pain pills you will need, and the less frequent your doctor visits will be.

9.   Exercise is the best path to WELLNESS and DURABILITY.
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