
Chima Ohaegbulam, MD 
Spine Surgery, Neurosurgery 

 
Converse 4  617 754 6025 
125 Parker Hill Avenue  FAX 617 754 6026 
Boston, MA 02120  spineboston.com 

Dear _________________________________________ 
 
You have been scheduled for an initial evaluation with Dr. Ohaegbulam on 
___________________. 
 
This appointment will be at his office at the New England Baptist Hospital in Boston. 
The address is given at the top of this letter. Directions to our office are available on our 
website spineboston.com .  
 
Attached is a new patient questionnaire that should be filled out prior to your 
appointment. 
 
You will need to bring your most recent MRI or equivalent study to your appointment, as 
well as any other clinical information your referring doctor may have asked you to bring 
along. It will not be possible to see you without these images. A CD would be preferred 
to printed films. 
 
If you need to reschedule your appointment, please try to give us at least 2 days’ notice to 
allow us time to move other urgent patients up into your time slot. 
 
Please do not hesitate to contact us at the numbers at the top of this letter with any 
questions. 
 
We look forward to meeting you, 
 
The Office of Dr. Chima Ohaegbulam 
 

A checklist for your appointment 
 

o CD with your most recent MRI/CT scan 
o Referral faxed in advance to 617-754-6026, if required by your insurance 
o New Patient Packet, completed prior to arrival, or we may have to reschedule 
o Driver’s License for identification 
o Health Insurance card 
o Co-pay required by your insurance: cash or personal check only 

 



Chima Ohaegbulam, MD PC 
Spine Surgery, Neurosurgery                                                                

 
Patient_________________________________________________________________        Sex:  M   F 
                     Last    First    Middle 
 
Date of Birth______/______/______         Age______       Social Security # ______-______-______ 
 
Address____________________________________________________________________________ 
                     Street      City  State  Zip Code 
 
Preferred Phone !    (_____) _____-_______ ��Cell  or ��Home    
Alternate Phone !   (_____) _____-_______ ��Cell  or ��Home  
Work !   (_____) _____-_______  E-Mail   ______________________________________________ 
 
Employer___________________________________________________________________________ 
                         Name                           Address                                                       ! 
 
Next of Kin/ Emergency Contact_________________________________________________________ 
 Relationship to Patient _____________________________________!  (____) _____-_______ 
 
Referring Physician______________________________________________ Fax __________________ 

Address_________________________________________________!  (____) _____-_______  
 
Primary Physician_______________________________________________ Fax __________________ 

Address_________________________________________________!  (____) _____-_______ 
 
 
Primary Insurance      Secondary Insurance 

Ins Co._____________________________   Ins Co.________________ ____________ 
ID#_______________________________   ID#______________________________ 
Group#____________________________   Group#___________________________ 
Subscriber_________________________   Subscriber__________________________ 
SSN of Subscriber___________________   SSN of Subscriber____________________ 
Ins. Address________________________   Ins. Address_________________________ 
__________________________________   ___________________________________ 
 
For Workers’ Compensation Cases: 
Insurance____________________________________________ Claim #______________________ 
Date of Injury______/______/______ Date Last Worked______/______/______ 
Billing Address_______________________________________________________________________ 
Adjuster__________________________________ PH_____________________FX_______________ 
RN Manager______________________________ PH_____________________FX_______________ 
Attorney____________________________________________________________________________ 
                             Name                                              Address                                           ! 
 
I hereby assign to the physician for medical services rendered to me or my dependents.  I understand that I am 
responsible for any amount not covered by my insurance(s). 
 
Signature_____________________________________________________ Date______/______/______ 
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Date:____ - ____ - _______ 
 
 
 
 
Name_____________________________________________________________________ Age__________  
Date of Birth ____/____/_______  Sex: □  M   □  F  Weight in pounds:________ Height:________  
Ethnicity:  □  Hispanic/Latino    □  Non-Hispanic/Latino 
Race:  □  White  □  Black/African-American  □  American  Native/Alaska  Native  □  Asian  □Native  Hawaiian/Pacific  
Islander  
Primary Language: _____________________ 
 
What is/are your primary symptom(s) leading to this evaluation? 
 Please list one or two dominant symptoms (for  example  “back pain, and left foot numbness”), NOT your diagnosis 
or  MRI/CT  findings  (such  as  ‘herniation’  or  ‘stenosis’). For example, is the primary complaint pain, weakness, 
numbness, difficulty walking or something else? Does it affect your left or right side, or both equally? 
 
 
 
____________________________________________________________________________________________
________________________________ 
 
 
 
 
Insurance approval for many operations cannot be obtained without demonstrating that a reasonable trial of non-
surgical treatments has been attempted 
 
Have you had physical therapy so far?  □  No      □  Yes   
 If yes, for approximately how many weeks?__________ When?____________ 
 
Have you tried anti-inflammatories such as ibuprofen regularly (not Tylenol)? □  No      □  Yes 
 If yes, which drug(s)? ________________________________ For how many weeks?___________ 
 
Have you had any spinal steroid injections? □  No      □  Yes   

If yes, when? ______________ 
 
 
 
 
 
 

Medication    Dose/# per day          Medication                     Dose/# per day 

1. ________________________________________ 5. ______________________________________ 

2. ________________________________________ 6. ______________________________________ 

3. ________________________________________ 7. ______________________________________ 

4. ________________________________________ 8. ______________________________________ 
 

Patient Information 

Prescription Medications (please list pain 
medications first, then others) 

Non-surgical Treatment 



  Patient Name _________________________________ 
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                Over-the-counter Drugs/Vitamins                                                           Herbal Preparations 

1. _______________  4. _______________        1. _______________  4. _______________ 

2. _______________  5. _______________        2. _______________  5. _______________ 
 
 
  
 
 
 
(Please indicate  all conditions that you have or have had) 
□  None  □  Depression  □ Emphysema □  Asthma 
□  Stroke □  Bleeding Difficulties  □ Diabetes □  Arthritis  (Type):  ______________ 
□  High Blood Pressure  □ Stroke □ Hepatitis □  HIV positive 
□  Heart  Disease    (please  explain)_________________________________ 
□  Cancer (Type/Treatment)  ________________________________________________________________  
□  Other (specify) __________________________________________________________________________ 
 
 
 
 
 
□  No  known  drug  allergies 1. ____________________ 3. ____________________ 
□  Latex 2. ____________________ 4. ____________________ 
□  Tape 
 
 
 
Type of Surgery     Year   Type of Surgery    Year 

1. __________________________________________ 4. ___________________________________________ 

2. _______________________________________  5. ________________________________________ 
 
 
 
Type of Surgery     Year   Type of Surgery    Year 

1. __________________________________________ 4. ___________________________________________ 

2. _______________________________________  5. ________________________________________ 

3. _______________________________________ 6. ________________________________________ 
 
   

 
 
□  Heart  Disease            □  Diabetes          □  Stroke            □  Cancer              □  Significant spine disease 
□  Other__________________________ 
 
 
 

Previous other Operations 

Past Medical History  

Previous Spine Surgery 

Non-Prescription Medications 

Allergies/Type Of Reaction 

Family History (immediate relatives) 
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(Please circle appropriate listings) 
Tobacco Use 
□ Never 
 
□ Quit Smoking 
When ________ 
 
□  Cigarettes 
Packs per day _____ 
 
□  Chewing  tobacco 
□  Pipe 
□  Cigars 
 
 
 

Alcohol Use 
□ None 
□ Socially 
□ Daily 
___ # of drinks a week 

Drug Use 
□ Marijuana 
□ Cocaine 
□ Amphetamines 
Other____________ 

 

Have you ever been 
treated for 
alcohol dependence? 
□ No         □ Yes 
If yes, when? _______ 
 

Have you ever been 
treated for 
drug addiction? 
□ No                  □ Yes 
If yes, when? _______ 
 

Marital Status 
Single 
Married 
Divorced 
Widowed 
# of children  ______ 

 
 
 
Please indicate your highest level of education: 
□ Grade School  □ High School   □ College   □ Post Graduate 
 
 
 
 
 
Are  you  currently  employed?  □  No                  □  Yes 
Employer _______________________________ Job Title ________________________________ 
 
Are  you  retired?  □  No                  □  Yes 
 If  yes, what was your primary occupation prior to retirement?  ______________________ 
 
Are  you  currently  disabled?  □ No                  □ Yes 
 If    yes,  are  you  disabled  as  a  result  of  your  current  symptoms?    □  No                  □  Yes 
 
Are  your  current  symptoms  the  result  of  a  work  related  injury:  □  No                  □  Yes 
 If yes, what was the date of the injury? _____________________ 
 
 
Have you altered your job as a result of the problem that brought you here today? □Yes □No 
If yes, please explain:_____________________________________________________________________ 
 
If you are currently out of work as a result of your symptoms, for how long have you been out? __________ 
 
Would you describe your work in general as involving: 

□  no  exertion □  minimal  exertion □  moderate  exertion □  heavy  exertion 
 
 
 

Social History  

Education 

Occupational History 



  Patient Name _________________________________ 
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(Please indicate any of the following you currently experience) 
General 
□  Weight  loss ____ lbs. 
□  Weight  gain ____ lbs. 
□  Fever 
□  Fatigue 

Eyes 
□  Pain 
□  Discharge 
□  Light  sensitivity 
□  Blurred  vision 

ENT 
□  Sore  throat 
□  Hoarseness 
□  Ear  ringing 
□  Nose  bleeds 

Respiratory 
□  Wheezing 
□  Cough 
□  Shortness of breath 
 

Cardiovascular 
□  Chest  pain 
□  Fainting 
□  Feet  swelling 
□  Palpitations 
 

Gastrointestinal 
□  Abdominal  pain 
□  Nausea 
□  Vomiting 
□  Diarrhea 
□  Blood  in  stool 

Genitourinary 
□  Frequency 
□  Hesitancy 
□  Flank  pain 
□  Painful  urination 
□  Blood  in  urine 

Neurological 
□  Headache 
□  Confusion 
□  Numbness 
□  Slurred  speech 
□  Seizure 

Musculoskeletal 
□  Joint  swelling 
□  Joint  redness 
□  Joint  pain 
□  Gait  problems 

Skin/Breast 
□  Rash 
□  Itching 
□  Sores 
□  Abscess 
□  Discharge 

Endocrine 
□  Excess  sweat 
□  Excess  thirst 
□ Excess hot 
□  Excess  cold 

Hematologic/Lymphatic 
□  Bleeding  tendencies 
□  Lymph  node  swelling 
□  Easy  bruising 

Psychological 
□  Anxiety 
□  Depression   
□  Severe  stress 
□  Panic 

For Female Patients 
□  Are  you  pregnant?      □Yes  □No 
□  Date  of  last  period 
 ___________ 
 

Explanation or other 

 
 
 
 
 
 
Name __________________________________________________ Relation to patient ____________________ 
Daytime phone _______________________ Evening phone ____________________________ 
 
 
Information Provided By:  

 ________________________________________________________________________ 
                                        Signature of Patient or Family Member                    Relationship to Patient               Date 

Emergency Contact Person Or Caregiver 

Review Of Systems  



 
 

 
 

CERVICAL INTAKE 
 
Please circle the number that corresponds to your average NECK pain over the last few days. 
 

 
 
Please circle the number that corresponds to your average ARM pain over the last few days. 
 

  
 
 
 
Please mark an X next to the ONE statement that best describes your condition. 
 
Pain Intensity (in the past week)  
□ I have no pain at the moment. 
□ The pain is very mild at the moment. 
□ The pain is moderate at the moment. 
□ The pain is fairly severe at the moment. 
□ The pain is very severe at the moment. 
□ The pain is the worst imaginable at the moment. 
 
Personal Care (Washing, Dressing, etc.) (in the past week)  
□ I can look after myself normally without causing extra pain. 
□ I can look after myself normally but it causes extra pain. 
□ It is painful to look after myself and I am slow and careful. 
□ I need some help but manage most of my personal care. 
□ I need help every day in most aspects of self care. 
□ I do not get dressed, I wash with difficulty and stay in bed. 
 
Lifting (in the past week) 
□ I can lift heavy weights without extra pain. 
□ I can lift heavy weights but it gives me extra pain. 
□ Pain prevents me from lifting heavy weights off the floor, but I can manage if they are  
          conveniently positioned, for example on a table.                          
□ Pain prevents me from lifting heavy weights, but I can manage light to medium weights if they  
          are conveniently positioned. 
□ I can lift very light weights. 
□ I cannot lift or carry anything at all. 
 
Reading (in the past week)  
□ I can read as much as I want to with no pain in my neck. 
□ I can read as much as I want to with slight pain in my neck. 
□ I can read as much as I want with moderate pain in my neck. 
□ I can’t read as much as I want because of moderate pain in my neck. 
□ I can hardly read at all because of severe pain in my neck. 
□ I cannot read at all 
 
 
 
 
 
 
 
 



 
 
Headaches (in the past week) mark only one answer. 
□ I have no headaches at all. 
□ I have slight headaches which come infrequently. 
□ I have moderate headaches which come infrequently. 
□ I have moderate headaches which come frequently. 
□ I have severe headaches which come frequently. 
□ I have headaches almost all the time. 
 
Concentration (in the past week) mark only one answer. 
□ I can concentrate fully when I want to with no difficulty. 
□ I can concentrate fully when I want to with slight difficulty. 
□ I have a fair degree of difficulty in concentrating when I want to. 
□ I have a lot of difficulty in concentrating when I want to. 
□ I have a great deal of difficulty in concentrating when I want to. 
□ I cannot concentrate at all. 
 
Work (in the past week) mark only one answer. 
□ I can do as much work as I want to. 
□ I can only do my usual work, but no more. 
□ I can do most of my usual work, but no more. 
□ I cannot do my usual work. 
□ I can hardly do any work at all. 
□ I can’t do any work at all. 
 
Driving (in the past week) mark only one answer. 
□ I can drive my car without any neck pain. 
□ I can drive my car as long as I want with slight pain in my neck. 
□ I can drive my car as long as I want with moderate pain in my neck. 
□ I can’t drive my car as long as I want because of moderate pain in my neck. 
□ I can hardly drive at all because of severe pain in my neck. 
□ I can’t drive my car at all. 
 
Sleeping (in the past week) mark only one answer. 
□ I have no trouble sleeping. 
□ My sleep is slightly disturbed (less than 1 hour sleepless). 
□ My sleep is mildly disturbed (1-2 hours sleepless). 
□ My sleep is moderately disturbed (2-3 hours sleepless). 
□ My sleep is greatly disturbed (3-5 hours sleepless). 
□ My sleep is completely disturbed (5-7 hours sleepless). 
 
Recreation (in the past week) mark only one answer. 
□ I can engage in all my recreation activities with no pain at all. 
□ I can engage in all my recreation activities with some pain in my neck. 
□ I can engage in most but not all of my usual recreation activities because of pain in my neck. 
□ I can engage in a few of my usual recreation activities because of pain in my neck. 
□ I can hardly do any recreation activities because of pain in my neck. 
□ I can’t do any recreation activities at all. 
 



 
 
 
 

LUMBAR INTAKE 
 
Please place a hash-mark (!) along the line at the point that corresponds to your average BACK pain over the last 

few days. 
 

 
 
Please place a hash-mark (!) along the line at the point that corresponds to your average LEG pain over the last few 

days. 
 

 
 
 
 
 
Please mark an X next to the ONE statement that best describes your condition. 
 
Pain Intensity (in the past week) 
□ I can tolerate the pain I have without using painkillers. 
□ The pain is bad but I manage without painkillers. 
□ Pain killers give complete relief from pain.  
□ Pain killers give moderate relief from pain. 
□ Pain killers give very little relief from pain. 
□ Pain killers have no effect on the pain, I do not use them. 
 
Personal Care (Washing, dressing, etc. in the past week) 
□ I can look after myself normally without it causing extra pain.  
□ I can look after myself normally, but it causes extra pain. 
□ It is painful to look after myself and I am slow and careful. 
□ I need some help but manage most of my personal care. 
□ I need help everyday in most aspects of self-care. 
□ I do not get dressed, wash with difficulty, and stay in bed. 
 
Lifting (in the past week) 
□ I can lift heavy weights without extra pain. 
□ I can lift heavy weights but it gives extra pain. 
□ Pain prevents me from lifting heavy weights off the floor, but I can manage if they are conveniently  
        positioned, e.g.: on a table. 
□ Pain prevents me from lifting heavy weights, but I can manage light to medium weights if they are  
        conveniently positioned. 
□ I can lift only very light weights. 
□ I cannot lift or carry anything at all.  
 
Walking (in the past week) 
□ Pain does not prevent me from walking any distance. 
□ Pain prevents me from walking more than 1 mile. 
□ Pain prevents me walking more than ½ mile. 
□ Pain prevents me walking more than ¼ mile. 
□ I can only walk using a cane or crutches. 
□ I am in bed most of the time and have to crawl to the toilet. 
 
  
 
 
 



 
 
 
Sitting (in the past week) 
□ I can sit in any chair as long as I like. 
□ I can only sit in my favorite chair as long as I like. 
□ Pain prevents me from sitting more than 1 hour. 
□ Pain prevents me from sitting more than 30 minutes. 
□ Pain prevents me from sitting more than 10 minutes. 
□ Pain prevents me from sitting at all. 
 
Standing (in the past week) 
□ I can stand as long as I want without extra pain. 
□ I can stand as long as I want but it gives me extra pain.  
□ Pain prevents me from standing more than 1 hour. 
□ Pain prevents me from standing more than 30 minutes. 
□ Pain prevents me from standing more than 10 minutes. 
□ Pain prevents me from standing at all. 
 
Sleeping (in the past week) 
□ Pain does not prevent me from sleeping well. 
□ I can sleep well only by using tablets (medication). 
□ Even when I take tablets I have less than 6 hours of sleep. 
□ Even when I take tablets I have less than 4 hours of sleep. 
□ Even when I take tablets I have less than 2 hours of sleep. 
□ Pain prevents me from sleeping at all. 
 
Sex Life (in the past week) 
□ My sex life is normal and causes no extra pain. /  Not applicable. 
□ My sex life is normal but causes some extra pain. 
□ My sex life is nearly normal but is very painful. 
□ My sex life is severely restricted by pain. 
□ My sex life is nearly absent because of pain. 
□ Pain prevents any sex life at all. 
 
Social Life (in the past week) 
□ My social life is normal and gives me no extra pain 
□ My social life is normal but increases the degree of pain. 
□ Pain limits my more energetic activities, e.g.: dancing, etc. 
□ Pain has restricted my social life and I do not go out as often. 
□ Pain has restricted my social life to home. 
□ I have no social life because of pain. 
 
Traveling (in the past week) 
□ I can travel anywhere without extra pain. 
□ I can travel anywhere but it gives me extra pain. 
□ Pain is bad but I manage journeys over 2 hours. 
□ Pain restricts me to journeys less than 1 hour. 
□ Pain restricts me to journeys less than 30 minutes. 
□ I can only travel to the doctor or hospital. 
 
                                                         

Work Status 
□ Full time □ Part time □ hrs/wk □ Disabled□  Unemployed □  Retired□  Student 

 
Medications 

□ Prescription- Anti- Inflammatory □ Prescription- Narcotics □ Prescription- Muscle Relaxant 
□ Non- prescription, over the counter □ None  
 

 



______________________________ 
 
    Your Health and Well-Being                                                     4. During the past 4 weeks, how much of the time 
______________________________                                                  have you had any of the following problems   
                                                                                                              with your work or other regular daily activities 
This survey asks for your views about your health. This information will help                                          as a result of any emotional problems (such as 

keep track of how you feel and how well you are able to do your usual                                                      feeling depressed or anxious)? 
activities. Thank you for completing this survey!  
                                                                                                                                                                                                                        All of       Most    Some    A little    None 
For each of the following questions, please mark an Χ  in the one box that best                                                                                            the          of the    of the    of the      of the 
 describes your answer.                                                                                                                                                                                   time         time      time      time        time 
                                                                                                                                                                                                  
1.  In general, would you say your health is:                                     a. Accomplished less  
     Excellent      Very Good      Good     Fair     Poor                            than you would like…........�….….�……..�…....�….....�  
          �                �                �         �         �   
                                                                                           b. Did work or other  
                                                                                              activities less carefully 

      2. The following questions are about activities you                             than usual……………….…�……..�…..…�……�…..…�  
might do during a typical day. Does your health 
now limit you in these activities? If so, how                                         
much?                                                                                                5. During the past 4 weeks, how much did pain  
                                                                                                               interfere with your normal work (including work 
                                                                      Limited        Limited    Not limited                      both outside the home and housework)?  
                                                                          a lot           a little        at all 
                                                                                                                          Not at all   A little bit   Moderately  Quite a bit   Extremely 

a. Moderate activities such as moving                                                                              �              �               �               �              �  
a table, pushing a vacuum cleaner,  
bowling or playing golf……………………�………..�……….�  
                                                                                                        6. These questions are about how you feel and how 
b. Climbing several flights of stairs……….�……..…�…..…...�                      things have been with you during the past 4 weeks. 
                                                                                                             For each question, please give the one answer that 
                                                                                                             comes closest to the way you have been feeling.  

    3.During the past 4 weeks, how much of the time have you 
had any of the following problems with your work or regular                      All of     Most     Some     A little   None    
daily activities (housework, gardening, etc.) as a result of your                                         the       of the    of the    of the   of the 
physical health?                                                                                                                                        time      time      time      time     time 
                                                                                                                              
                                                    All of      Most    Some     A little     None                   a. Have you felt 
                                                          the          of the   of the     of  the      of the                      calm and peaceful?...........�…..….�…….…� ...........� .….....�  
                                                         time         time      time       time         time                               
                                                                                                                                               b. Did you have a lot  
a. Accomplished less than                                                                                                     of energy?........................�……....�…….....�…..….�….….�                      

you would like……………..….�……....�…...…�….......�…..….�  
                                                                                                     c. Have you felt down- 

b. Were limited in the kind                                                                                                    hearted and depressed?....�……....�………�…...…�…..….�   

         of work or other activities….…�…...…�…..….�……....�…..…�  
 
                                                                                               7. During the past 4 weeks, how much of the time has 
                                                                                                   your physical health or emotional problems interfered 
                                                                                                   with your social activities (like visiting friends,  
                                                                                                    relatives, etc.)? 
                 
                                                                                                       All of           Most of         Some of      A little of        None of  
                                                                                                                                          the time        the time         the time      the time          the time 
                                                                                                                                               

                                                                                                                                            �              �            �            �            �  
 



 Chima Ohaegbulam, MD PC 
Spine Surgery, Neurosurgery                                                                

 
 
 
Dear Patient 
 
SUBJECT: Medication Policy 
 
We have a strict policy regarding medications.   
 
No prescriptions will be written for a patient unless they are scheduled for surgery. 
Medications otherwise will need to continue to be prescribed by one’s Primary Physician or 
other referring provider. 

 
Following surgery, prescriptions will be provided for a maximum of 90 days, with rare 
exceptions. 

 
We do not provide chronic narcotic medication management. For patients who are on 
chronic narcotic medication prior to surgery, it is recommended that they speak with their 
current prescribing provider about taking over prescriptions if still necessary a few weeks 
postoperatively.  

 
Our policy is that each patient who requires a renewal on any medications will need to 
contact this office requesting a refill at least 5 days prior to running out of medication.   
Please indicate the name(s)/strength of the medication and dosage, as well as the date that 
your current script will run out with each written request.  

 
It may be possible to fax prescriptions for non-controlled substances. For those drugs, 
please provide the name, address and phone number of the pharmacy you want to pick up 
your prescription from.  

 
Please avoid waiting until you have run out of medications to call. Various 
circumstances may make it impossible to provide prescriptions at short notice.  

 
Sincerely, 

 
Chima Ohaegbulam, M.D.   
 
 
Patient Name: ______________________________________________________  
 
Signature:________________________________________Date:______________ 



         Chima Ohaegbulam, MD PC 
Spine Surgery, Neurosurgery                                                                

 
NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT 

 
 
I understand that under the Health Insurance Portability and Accountability Act of 1996 
(HIPAA), I have certain rights to privacy regarding my protected health information.  I 
understand that this information can and will be used to: 
 

• Conduct, plan, and direct my treatment and follow-up among the multiple healthcare 
providers who may be involved in that treatment directly and indirectly. 

 
• Obtain payment from third-party payers, or as a result of a liability or worker’s 

compensation claim. 
 

• Conduct normal healthcare operations such as quality assessments and physician 
certifications. 

 
I have been informed of your Notice of Privacy Practices containing a more complete 
description of the uses and disclosures of my health information.  I have been given the right to 
review such Notice of Privacy Practices prior to signing this consent.  I understand that this 
organization has the right to change Notice of Privacy Practices from time to time and that I may 
contact this organization at any time at the address below to obtain a current copy of the Notice 
of Privacy Practices. 
 
I understand that I may request in writing that you restrict how my private information is used or 
disclosed to carry out treatment, payment, or health care operations.  I also understand that you 
are not required to agree to my requested restrictions, but if you do agree then you are bound to 
abide by such restrictions. 
 
Patient Name: __________________________________________________________ 
 
Signature: ______________________________________________________________ 
 
Relationship to Patient: _________________________________________________ 
 
Date: __________________________________________________________________ 
 

OFFICE USE ONLY 
I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy Practices 
Acknowledgement, but was unable to do so as documented below: 
Date:  Initials:  Reason: 

 


