
Patient	  Name:	   	   	   	   	   	   	   	   	   	  	  DOB:	   	   	  

	  
an	   injection	  or	  operation,	   is	  now	   indicated	   for	   further	  evaluation	  or	   treatment	  of	  your	  pain.	  There	   is	  no	  
guarantee	   that	  a	  procedure	  will	  cure	  your	  pain,	  and	   in	   rare	  cases,	   it	  could	  become	  worse,	  even	  when	  
the	  procedure	  is	  performed	  in	  a	  technically	  perfect	  manner.	  The	  degree	  and	  duration	  of	  pain	  relief	  varies	  
from	  person	  to	  person,	  so	  after	  your	  procedure,	  we	  will	  reevaluate	  your	  progress,	  then	  determine	  if	  further	  	  
treatment	  is	  necessary.

Your	  physician	  will	  explain	  the	  details	  of	  the	  procedure	  listed	  below.	  Tell	  the	  physicians	  if	  you	  are	  taking	  
any	  blood	  thinners	  such	  as	  Coumadin,	  Lovenox	  or	  heparin,	  as	  these	  can	  cause	  excessive	  bleeding	  and	  
a	  procedure	  should	  not	  be	  performed.

Alternatives	  to	  the	  procedure	  include	  medications,	  physical	  therapy,	  acupuncture,	  surgery,	  etc.

	  include	  increased	  likelihood	  of	  correct	  diagnosis	  and	  /or	  of	  decrease	  or	  elimination	  of	  pain.

Risks	  include	  infection,	  bleeding,	  allergic	  reaction,	  increased	  pain;	  nerve	  damage	  involving	  temporary	  or	  
permanent	  pain,	  numbness,	  weakness,	  paralysis	  or	  death;	  air	  in	  lung	  requiring	  chest	  tube;	  tissue,	  bone	  or	  
eye	  damage	  from	  steroids.	  	  Nerve	  destruction	  with	  phenol,	  Botox,	  alcohol,	  or	  radiofrequency	  energy	  has	  
risks	  of	  nerve	  and	  tissue	  damage.

	  	  	  	  	  
	  	  	  	  	  

	  
	  	  	  	  	  

	  	  	  	  	  

The	  incidence	  of	  serious	  complications	  listed	  above	  requiring	  treatment	  is	  low.	  	  Your	  physician	  believes	  the	  

and	  right	  to	  accept	  or	  decline	  to	  have	  the	  procedure	  done.

Epidural/Facet	  Joint,	  Medial	  Branch	  Nerve,	  Sacroiliac	  Joint,	  Selective	  Nerve	  Root	  or	  Lumbar	  	  
Sympathetic	  Injection/Block/Ablation:	   	  Low	  blood	  pressure,	  temporary	  weak/numb	  arm	  or	   leg,	  
headache	  requiring	  epidural	  blood	  patch.
Epidural	  or	  Spinal	  Opioid	  Injection:
Discogram,	  Nucleoplasty,	  Nucleotome,	  Decompressor,	  Endoscopic	  Discetomy	  or	  IntraDiscal	  	  
Electrothermal	  Therapy	  (IDET):	  	  Infection	  or	  discitis.
Stellate	  Ganglion	  Block/Ablation:
arm,	  air	  in	  lung.
Trigger	  Point	  Injection,	  Peripheral	  Nerve-Neuroma	  Block,	  Occipital	  Nerve	  Block,	  Intercostal	  
Nerve	  Block/Ablation:	  Air	   in	   lung	   requiring	  chest	   tube	   in	  hospital,	   local	  pain	   from	   tissue	  and/or	  
nerve	  irritation,	  dimpling	  of/depression	  in	  skin.
Radio	  Frequency	  Denervation:	  Nerve	  damage

	  
Catheter	  Im/Explantation:
pump;	  meningitis,	  nerve	  damage.
Joint	   Injection	   (	  Hip,	  Shoulder,	  Knee,	  Elbow,	  ect..):	  Bleeding,	   infection,	  allergic	   reaction,	  nerve	  
damage,	  increased	  pain.
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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. 
 

NOTICE OF PRIVACY PRACTICES PURSUANT TO 45 C.F.R. S 164.520 
 

1. Our Duties 
 

We are required by law to maintain the privacy of your Protected Health Information (“Protected Health 
Information”).  We must also provide you with notice of our legal duties and privacy practices with respect to 
Protected Health Information.  We are required to abide by the terms of our Notice of Privacy Practices currently in 
effect.  However, we reserve the right to change our privacy practices in regard to Protected Health Information and 
make new privacy policies effective for all Protected Health Information that we maintain.  We will provide you with 
a copy of any current privacy policy upon your written request, addressed to our Privacy Officer, at our current 
address. 

 
2. Your Complaints 
 

You may complain to us and to the Secretary of the Department of Health and Human Services if you believe that 
your privacy rights have been violated.  You may file a complaint with us by sending a certified letter addressed to 
“Privacy Officer” at our current address, stating what Protected Health Information you believe has been used or 
disclosed improperly.  You will not be retaliated against for making a complaint.  For further information you may 
contact our Privacy Officer, at telephone number 212-604-1332. 

 
3. Description and Examples of Uses and Disclosures of Protected Health Information 
 

Here are some examples of how we may use or disclose your Protected Health Information.  In connection with 
treatment, we will, for example, allow a physician associated with us to use your medical history, symptoms, injuries 
or diseases to treat your current condition.  In connection with payment, we will, for example, send your Protected 
Health Information to your insurer or to a federal program, such as Medicare, that pays for your treatment.  This 
allows us to obtain payment for the services we rendered on your behalf.  In connection with health care operations, 
we will, for example, allow our auditors, consultants, or attorneys’ access to your Protected Health Information to 
determine if we billed you accurately for the services we provided to you. 

 
4. Uses and Disclosures Which Require Your Written Authorization 
 

Uses and disclosures other than those involving treatment, payment, and health care operations, as well as those 
described in the following sections of this Notice, will only be made by obtaining a written authorization from you.  
You may revoke this authorization in writing at any time, except to the extent that we have taken action in reliance 
upon your authorization. 

 
5. Uses and Disclosures Not Requiring Your Written Authorization 
 

The privacy regulations give us the right to use and disclose your Protected Health Information if:  (I) you are an 
inmate in a correctional institution; (ii) we have a direct or indirect treatment relationship with you, (iii) we are so 
required or authorized by law.  The purposes for which we might use your Protected Health Information would be to 
carry out treatment, payment, and health care operations similar to those described in Paragraph 1. 
 
 
 

 

 

INFORMED CONSENT FOR PROCEDURE



I	  have	  read	  or	  had	  read	  to	  me	  the	  above	  information	  including	  the	  Pre-Procedure	  Patient	  Instruction	  page.	  	  I	  
understand	  there	  are	  risks	  involved	  with	  spinal	  procedure,	  to	  include	  rare	  complications,	  which	  may	  

accept	  them	  and	  consent	  to	  any	  procedure.

I	  also	  understand	  that	  one	  of	  the	  greatest	  risks	  involved	  with	  pain	  management	  procedures	  involves	  
various	  medications	  taken,	  allergies	  and	  my	  general	  medical	  condition.	  I	  will	  inform	  the	  doctor	  of	  	  
any	  blood	   thinning	  medication	   taken	  or	  any	  changes	   in	  other	  medications,	  allegeries	  or	  medical	  	  
condition	  prior	  to	  any	  procedure.

Physician	  Declaration:	  	  I	  and/or	  my	  assistant	  have	  explained	  the	  procedure	  and	  the	  pertinent	  contents	  of	  
this	  document	  to	  the	  patient	  and	  have	  answered	  all	  the	  patient’s	  questions.	  	  To	  the	  best	  of	  my	  knowledge,	  
the	  patient	  has	  been	  adequately	  informed	  and	  the	  patient	  has	  consented	  to	  the	  above	  described	  procedure.

Patient	  or	  His/Her	  Legal	  Guardian	  Signature

Physician

Date

Date

Witness
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