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                               OCA Official Form No.: 960 
AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION PURSUANT TO HIPAA 

[This form has been approved by the New York State Department of Health] 
 

Patient Name Date of Birth Social Security Number  

Patient Address 

I, or my authorized representative, request that health information regarding my care and treatment be released as set forth on this form: 
In accordance with New York State Law and the Privacy Rule of the Health Insurance Portability and Accountability Act of 1996 
(HIPAA),   I understand that: 
1. This authorization may include disclosure of information relating to ALCOHOL and DRUG ABUSE, MENTAL HEALTH 
TREATMENT, except psychotherapy notes, and CONFIDENTIAL HIV* RELATED INFORMATION only if I place my initials on 
the appropriate line in Item 9(a).  In the event the health information described below includes any of these types of information, and I 
initial the line on the box in Item 9(a), I specifically authorize release of such information to the person(s) indicated in Item 8. 
2. If I am authorizing the release of HIV-related, alcohol or drug treatment, or mental health treatment information, the recipient is 
prohibited from redisclosing such information without my authorization unless permitted to do so under federal or state law.  I 
understand that I have the right to request a list of people who may receive or use my HIV-related information without authorization.  If 
I experience discrimination because of the release or disclosure of HIV-related information, I may contact the New York State Division 
of Human Rights at (212) 480-2493 or the New York City Commission of Human Rights at (212) 306-7450.  These agencies are 
responsible for protecting my rights. 
3. I have the right to revoke this authorization at any time by writing to the health care provider listed below.  I understand that I may 
revoke this authorization except to the extent that action has already been taken based on this authorization. 
4. I understand that signing this authorization is voluntary. My treatment, payment, enrollment in a health plan, or eligibility for 
benefits will not be conditioned upon my authorization of this disclosure.  
5. Information disclosed under this authorization might be redisclosed by the recipient (except as noted above in Item 2), and this 
redisclosure may no longer be protected by federal or state law. 
6. THIS AUTHORIZATION DOES NOT AUTHORIZE YOU TO DISCUSS MY HEALTH INFORMATION OR MEDICAL 
CARE WITH ANYONE OTHER THAN THE ATTORNEY OR GOVERNMENTAL AGENCY SPECIFIED IN ITEM 9 (b). 
7. Name and address of health provider or entity to release this information: 

8. Name and address of person(s) or category of person to whom th is information will be sent: 
 
9(a).  Specific information to be released: 
        ! Medical Record from (insert date) ___________________ to (insert date) ___________________  
        ! Entire Medical Record, including patient histories, office notes (except psychotherapy notes), test results, radiology studies, films, 
             referrals, consults, billing records, insurance records, and records sent to you by other health care providers.  
        ! Other:  __________________________________                                              Include: (Indicate by Initialing) 
                        __________________________________                                               ________ Alcohol/Drug Treatment 
                                                                                                                                        ________ Mental Health Information 
Authorization to Discuss Health Information                                                                ________ HIV-Related Information 

 (b) ! By initialing here ____________ I authorize ________________________________________________________________ 
                                                    Initials                                                             Name of individual health care provider 

         to discuss my health information with my attorney, or a governmental agency, listed here: 
         ______________________________________________________________________________________________________ 
                                                                      (Attorney/Firm Name or Governmental Agency Name) 
10.  Reason for release of information: 
       ! At request of individual 
       ! Other: 

11.  Date or event on which this authorization will expire: 
 

12.  If not the patient, name of person signing form: 13.  Authority to sign on behalf of patient: 

All items on this form have been completed and my questions about this form have been answered. In addition, I have been provided a 
copy of the form.   
 
  ______________________________________________  Date: _____________________________ 
   Signature of patient or representative authorized by law.   

 *   Human Immunodeficiency Virus that causes AIDS. The New York State Public Health Law protects information which reasonably could 
identify someone as having HIV symptoms or infection and information regarding a person’s contacts. 
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Name ________________________________  DOB _________  Age _____  Sex _____ 
Weight ___________  Height __________ 
Referred by ____________________________ 
CC: ___________________________________ 
 

About Your Pain 
 

On the drawings, please mark the areas of your body where you feel the pain. 
 
                                                         

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

    Right                     Left            Left                  Right  
 
 
 
 
 

Please mark an “X” on your body where you feel the pain at its worst. 
 

 
For what reason are you referring to our office? 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
HPI: 
1. When did the pain start? ____________________________________________________________________________ 
2. Did your pain develop: ! Suddenly or ! Gradually? 
3. Since your problem has begun, is the pain: ! Increasing ! Decreasing ! Not Changed 
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4. Were there any events that incited your pain? 

! Lifting   ! Twisting   ! Fall   ! Bending   ! Pulling    
! No apparent cause   ! Work injury   ! Sport injury 
! Other _________________________________________________________________ 

5. Please describe your pain. Place a circle in the column that represents the degree to which you feel that type of pain.  
    None = 0,  Mild = 1,   Moderate = 2,   Severe = 3 
 
Throbbing    0 1 2 3 
Shooting    0 1 2 3 
Stabbing    0 1 2 3 
Sharp     0 1 2 3 
Cramping    0 1 2 3 
Gnawing    0 1 2 3 
Hot-Burning    0 1 2 3 
Aching     0 1 2 3 
Heavy     0 1 2 3 
Tender     0 1 2 3 
Splitting    0 1 2 3 
Tiring-Exhausting   0 1 2 3 
Sickening    0 1 2 3 
Fearful     0 1 2 3 
Punishing-Cruel    0 1 2 3 
 
6. Please mark below, how bad your pain in NOW 
 

 
7. Please, evaluate the intensity of your total pain experience. Please a circle corresponding to your pain. 
0 No Pain 1 Mild          2 Discomforting          3 Distressing          4 Horrible          5 Excruciating 
 
8. Does your pain awaken you from sleep?     ! YES     ! NO 
9. Does the area of your pain ever change color?     ! YES     ! NO 
10. Is there area of your pain sensitive to soft touch or clothing?   ! YES     ! NO 
11. Have you ever been hospitalized for your pain problem?   ! YES     ! NO 
12. Have you ever had surgery for this problem?     ! YES     ! NO 
If yes, please describe: 

_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
Medications you have tried before for pain: 

_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

13. Do you experience weakness? 
If yes, where?  

_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
 
14. How often is the pain present?  ! Constant     ! Frequent     ! Occasional     ! Rare 
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15. What makes the pain increase (+) or decrease (-)? 
Standing____  Walking____   Sitting____   Manipulations____ 
Traction____  Bending forward____  Bending backward____  Physical Therapy____ 
Heat____  Cold____   Weather changes____  Bed rest____ 
Injections____  Stimulation/Trials____  Acupuncture/Tens Units____ 
Other, please explain 

_________________________________________________________________________________________________
________________________________________________________________________________________________ 
 

16. Circle the numbers below that best describe how pain has interfered with your daily functioning: 
                                                  Does Not Interfere ------------------------------------Completely Interferes 

General Activity 1 2 3 4 5 
Mood 1 2 3 4 5 

Walking Ability 1 2 3 4 5 
Normal Work Routine 1 2 3 4 5 

Relations With Other People 1 2 3 4 5 
Sleep 1 2 3 4 5 

Enjoyment of Life 1 2 3 4 5 
Ability to Concentrate 1 2 3 4 5 

Appetite 1 2 3 4 5 
 
17. Have you had any of these to help with your pain? 

Procedure Yes No When? 
X-Ray ! !  
CT-Scan ! !  
MRI ! !  
EMG ! !  
Myelogram ! !  
Discogram ! !  
 
18. What types of other doctors have you seen for this condition? 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
 
19. Do you have any additional information that would be helpful in understanding your problem? 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
About your health 

1. Please check if you experience any of the following symptoms: 
Symptom Yes No Comments 
Recent significant weight loss ! !  
Recent significant weight gain ! !  
Difficulty sleeping ! !  
Increased fatigue ! !  
Fever ! !  
Rashes  ! !  
Night sweats ! !  
Sore throat ! !  
Difficulties hearing ! !  
Ringing in the ears ! !  
Blurred or double vision ! !  
Frequent headaches ! !  
Bleeding problems ! !  
Chest pain ! !  
History of heart attack ! !  
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Irregular heart beat/palpitations ! !  
High level of stress/anxiety ! !  
Shortness of breath ! !  
Cough ! !  
Wheezing ! !  
History of tuberculosis ! !  
Constipation ! !  
Nausea ! !  
Diarrhea/bowel incontinence ! !  
Stomach pain/heartburn ! !  
Jaundice ! !  
Difficulty voiding/bladder incontinence ! !  
Depression ! !  
Suicidal ideation ! !  
Joint pains or swelling ! !  
Dizziness ! !  
Lightheadedness ! !  
Are you pregnant or do you think you might be? ! !  
 
2. Please circle any of the following medical conditions that you have. 

Diabetes  Angina Heart Attack Thyroid 
Disease 

Pacemaker High Blood 
Pressure 

Stroke 

Asthma Sleep Apnea Artificial Joints Bronchitis Cancer Emphysema Arthritis 
Kidney 
Disease 

Liver Disease Seizure 
Disorder 

Stomach 
Ulcers 

Anemia Hiatal Hernia 

 
 
Please list here if you have other medical problems. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

3. Have you had any recent infections or hospitalizations?  !Yes  !No 
If yes, please describe and list dates. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

4. List surgeries you have had including approximate years. 
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

 
5. Have you had general anesthesia before? !Yes  !No 
If yes, were there any problems from it?____________________________________________________________________ 
 
6. List medications you currently take (include herbal remedies and blood thinners). 

Name Dosage Name Dosage 
    
    
    
    
    
    
 
 
7. Are you allergic to or had any bad reactions from the following? 
Medication Yes No 
Local anesthetics (novecaine)  ! ! 
Penicillin ! ! 
Aspirin ! ! 
Codeine ! ! 
Other: 
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8. Are there any medical problems running in your family? Please indicate mother or father side. 

_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________ 

9. About your social history. Please mark all which apply. 
!Single !Divorced !Widowed !Married !Student 
!Employed !Unemployed !Retired !Disability/Work Comp 
 
Occupation__________________________________________________________________________________________ 
Do you have any lawsuits pending regarding your pain?  !Yes  !No 
Who do you live with?_________________________________________________________________________________ 
Do you have any children? (how many)___________________________________________________________________ 
Do you exercise?  !Daily   !Weekly  !Monthly  !Never 
What type of exercise do you do?________________________________________________________________________ 
Do you have a history of substance abuse?  !Yes  !No 
If yes, what___________________________________________________________________________________________ 
Do you currently smoke? !No !Yes_____packs per day for_____years 
Did you quit smoking? !<1 year !>1 year !<5 years !<10 years 
Do you drink alcohol? !No !Yes !Daily  1-2x per week  !1-2x per month 
 
PATIENT SIGNATURE_______________________________________DATE__________________ 
 
REVIEWED BY______________________________________________MD, DATE_____________ 
 



T (631) 847-0200   
F (631) 847-3525

www.scolimd.com

206 E. Jericho Turnpike, Huntington Station, NY 11746 
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