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Riverside Pain Physicians FINANCIAL POLICY

Thank you for choosing our practice. We are committed to the success of your medical treatment and care, and to working with you to 
utilize health care dollars wisely. As part of this commitment, we provide several services as a courtesy to you, as outlined below:

If you have: You are responsible for: As a courtesy to you, our staff will:

An HMO (Including Medicare HMOs) with 
whom we are contracted

1) Obtaining a referral from your primary care 
physician
2) Payment of Co-pays and Deductibles at the 
time of service

File an insurance claim on your behalf

An HMO with whom we are not contracted Understanding your co-pay responsibility File an insurance claim on your behalf

Point of Service (POS), Preferred Provider 
Organization (PPO) Plan, or Indemnity Plan 
with whom we are contracted

1) Obtaining a referral from your primary care 
physician (if applicable)
2) Payment of the patient responsibility at the 
time of service

File an insurance claim on your behalf

Commercial, PPO, or any Plans with whom we 
are not contracted

Payment of the patient responsibility at the time 

Many insurance companies base their payment 
on “usual and customary charges.” The patient 
may be responsible for any amount above 
“usual and customary.”

File an insurance claim on your behalf

Medicare without secondary “Medigap” policy Payment in full of deductible and 20% 
coinsurance at time of service

File a Medicare claim on your behalf

Medicare with secondary policy Payment of remaining deductible and 
coinsurance secondary insurance claim

Secondary Insurance Supply policy information, and pay coinsurance 
and deductible amounts

File secondary insurance claims on your behalf

No Insurance Payment in full prior to service We offer a discount from standard fees.

Workers Compensation Provide us with the accident date, claim 
number, attending physician, employer, 

File an insurance claim on your behalf

Compensation), PIP, or LOP
Providing correct information regarding 
accident, attorney and legal case.

File claims to your attorney or other responsible 
party.

As a courtesy, we will also call your insurance company ahead of time to determine eligibility, deductibles, coinsurance, and obtain 
approval. This does not guarantee reimbursement. The patient or “responsible party” remains fully responsible for eligibility, and for the 
entire amount of the bill.

Billing
The bill from the physician(s) includes professional fees for service provided. It does not include hospital or surgery center charges, 
if applicable. You will continue to receive statements as long as there is a balance on your account. You remain fully responsible for 

account may be sent to a collection agency if not paid in full within 180 days (6 months). If sent to collections, a collection fee of an 
additional 30% will be added to your bill. To avoid this, please call the billing company and make prior arrangements for payment.

I have read, understand, and agree to the above Financial Policy. I understand that charges not covered by my insurance company, 
applicable co-payments, and deductibles are my responsibility. I understand that failure to pay my account may result in my account 
being forwarded to a collection agency and restrictions on scheduling appointments.

I authorize the provider to release pertinent medical information to my insurance company when requested or to facilitate payment of a 
claim.

______________________________            ______________________________            ______________________________
Patient Signature Printed Name Date
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Pain Management Agreement

The purpose of this Agreement is to prevent misunderstanding about certain medicines that you will be taking for pain 
management. This agreement is intended to protect your access to controlled substances and protect our ability to prescribe 
for you. This is to help both you and your doctor to comply with the law regarding controlled pharmaceuticals. This agreement 

The long-term use of controlled substances such as opioids, benzodiazepines, tranquilizers, and barbiturate sedatives is 

risk of an addictive disorder developing or relapse occurring in a person with a prior addiction. The extent of this risk is not 
certain.

Because these drugs have potential for abuse or diversion, strict accountability is necessary when the use is prolonged. For 
this reason, the following policies are agreed to by you, the patient, as consideration for, and a condition of, the willingness 
to treat your chronic pain.

authorization is obtained for an exception. I understand that multiple prescribing sources are illegal in Florida. I will not 
obtain pain medications from any other physicians. Doing this will constitute a breach of this contract and will immediately 
end any and all responsibility on behalf of my physician for further care.

I will communicate fully and honestly with my doctor about the character and intensity of my pain, the effect of the pain on 
my daily life, and how well the medicine is helping to relieve the pain. I am expected to inform the pain clinic of any new 
medications or medical conditions, and of any adverse effects that I experience from any of the medications that I take. 

I understand that the risks associated with controlled medications include dependence, addiction, tolerance and constipation, 
sleep changes, potential for increased pain, risk to unborn children, withdrawal, and changes in appetite, coordination, 
sexual desire and sexual performance.

Physicians. I understand that my urine and/or blood may be tested at any time for levels of controlled substances in my 

share, sell or trade my medication with anyone. I will not alter my prescriptions under any circumstance, and understand that 
you keep copies of all prescriptions. I agree to keep all medications out of the reach of others, including pets and children, 
as they may be hazardous or lethal to such individuals. 

I agree to safeguard my pain medicine from damage, loss or theft and understand that damaged, lost or stolen medicines 
I will not discard or 

destroy any medications
Narcotics cannot be prescribed after hours / 

on weekends.

Even if I am on stable doses of controlled medication, I agree to schedule and keep regular appointments with my physician 
as part of my routine medical care. I understand that I am responsible for monitoring and scheduling ahead of time to ensure 

treatment. I agree to bring medications in for a pill / patch count whenever requested.

I agree not to drive, use heavy machinery, or perform any potentially dangerous activities that require my full concentration 
following the initiation or any changes in my medications. I understand that I should not resume such activities until  I have 
been on a stable dose without side effects.

I agree to take all scheduled medications exactly as prescribed and not to exceed the maximum daily dose on medications. 
If I overuse medications without your explicit permission, they will not be replaced early. I further agree to inform my 
physician of any emergency medical treatment during which I received pain medications.
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I understand that if I break any portion of this Agreement, my doctor may stop prescribing these pain-control medicines and 
may not elect to discharge me from the clinic. In this case, my doctor may taper off the medicine over a period of several 
days, as necessary, to avoid withdrawal symptoms. Also, a drug-dependence treatment program may be recommended. 

physician prior to changing my pharmacy for any reason.

Pharmacy
Address
Phone

I authorize the doctor and my pharmacy to cooperate fully with any city, state or federal law enforcement agency, including 

authorize my doctor to provide a copy of this Agreement to my pharmacy. I agree to waive any applicable privilege or right 

Riverside Pain Physicians without order of clerk or court. I give my consent for the physicians and staff to speak with my 
pharmacist and other physicians to exchange pertinent information regarding any medical condition. 

All of my questions and concerns regarding pain medication prescribing have been adequately answered. A copy of this 

and that I have read, understand, and accept all of its terms.

Patient Sign: Date:
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Riverside Pain Physicians New Patient Database
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Functional Rating Index
In order to properly assess your condition, we must understand how much your pain has affected your ability to manage everyday 

activities.  For each item below, please circle the number which most closely describes your condition right now.

1. Pain Intensity

2. Sleeping

3. Personal Care (washing, dressing, etc.)

4. Travel (driving, etc.)

5. Work

6. Recreation

7. Frequency of Pain

8. Lifting

9. Walking

10. Standing

Name ________________________________________________ Total Score______________
PRINTED

________________________________________________ __________________
PRINTED Date

0

No pain Mild pain Moderate 
pain

Severe 
pain

Worst 
possible 

pain

1 32 4 0

Can do all 
activities

Can do 
most 

activities

Can do 
some 

activities

Can do 
a few 

activities

Cannot 
do any 

activities

1 32 4

0

Perfect 
sleep

Mildly 
disturbed 

sleep

Moderately 
disturbed 

sleep

Greatly 
disturbed 

sleep

Totally 
disturbed 

sleep

1 32 4 0

No pain Occasional 

of the day

Intermittent 

of the day

Frequent 

of the day

Constant 

of the day

1 32 4

0

restrictions
Mild 

restrictions

Moderate 

to go slowly
need some 
assistance

Severe 

100% 
assistance

1 32 4 0

No pain 
with heavy 

weight

Increased 
pain with 

heavy weight

Increased pain 
with moderate 

weight

Increased 
pain with 

light weight

Increased 
pain with 

any weight

1 32 4

0

No pain on 
long trips

Mild pain 
on long 

trips

Moderate 
pain on long 

trips

Moderate 
pain on 

short trips

Severe 
pain on 

short trips

1 32 4 0

any 
distance

Increased 
pain after 1 

mile

Increased 
pain after 
1/2 mile

Increased 
pain after 
1/4 mile

Increased 
pain with all 

walking

1 32 4

0

Can do usual 
work plus 

unlimited extra 
work

Can do usual 

extra work

Can do 
50% of 

usual work

Can do 
25% of 

usual work

Cannot 
work

1 32 4 0

No pain 
after 

several 
hours

Increased 
pain after 
several 
hours

Increased 
pain after 

1 hour

Increased 
pain after 
1/2 hour

Increased 
pain 

with any 
standing

1 32 4

Patient Name: 
Date of Birth:



Patient Name: 
Date of Birth:



Patient Name: 
Date of Birth:



Patient Name: 
Date of Birth:



Patient Name: 
Date of Birth:



OWNERSHIP NOTICE TO PATIENTS

a health care facility in which the physician has an ownership interest, Florida passed a law (the 
“Patient Self-Referral Act of 1992,” FL Statute Section 455.654). Under this law, I must disclose my 
ownership in this facility and tell you about alternative places where you may go to obtain these 
services. This disclosure is intended to help you make a fully informed decision about your health 
care. You have a right to obtain healthcare items or services at a location or from the provider or 
supplier of your choice, including the facility in which I am owner. I assure you that you will not be 
treated differently if you do not choose the facility listed below in which I have an ownership interest.

We have ownership interest in the following providers:

Riverside Surgical Center

Alternative facilities in which we do not have ownership:

NOTICE OF POLICY REGARDING ADVANCE DIRECTIVES

Advance directives are not honored at this facility and in the event of an emergency or life-threatening 
situation, advanced cardiac life support procedures will be instituted in every instance and patients 
will be transferred to a higher level of care.
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Jacksonville, Florida 32244 

, Florida 32  

Jacksonville, Florida 32256

Jacksonville Beach

Jacksonville, Florida 32250 
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