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Advanced Pain [onsultans, PA

Kenneth H. Rogers, DO

Stephen S. Boyajian, DO

Date:

Dear Patient:

Welcome from the staff at Advanced Pain Consultants, P.A.

This will confirm your appointment with Dr. Rogers and Dr. Boyajian on

at ,in our office. lfr order for Dr. Rogers and Dr. Boyajian to
perform a contprehensive assessment on this visit, we must have all information pertinent to
your condition. Please bring the actual films and written results of all diagnostic studies (MRt,

CT Scans, etc); as well as any lab test results with you. PIease bring a written statement,
signed by your doctor, requesting a "pain management consultation" and advising of their
reason for this request. We develop an individualized plan of care for each of our patients
which may consist of diagnostic testing, interventional care, consultations, and possibly

medication. Please be aware we do not always prescribe pain medication for every patient
we see, especially on the first visit.

Please complete the enclosed registration forms before you arrive, and bring with you at the
time of your appointment. AIso bring your health insurance cards, two forms of identification
(driver's license and social security card) and all referral/pre-certification forms that may be

required by your health insurance carrier. AII co-pqy;will be collected at the time of the office
visit. Please be prepared to pay by cash, check made'payable to "APC", or credit card (Visa,

MaterCardorAmericanExpress). lfthisisanAutoorWorkman'sCompensationclaim,wewill
need your Auto or Workman's Compensation case number, as well as the name, address and

telephone number of your claims representative. For,Auto and Workman's Compensation, we
will require your health insurance information and referral or pre-certification forms, if
applicable, in the event that your claim is rejected.

We have enclosed directions to our office and we look forward to seeing you. lf you [rave any
questions, please call. lf for any reason you are unable to keep your appointment, please notify
our office at Ieast 24 hours prior to the appointment. Your assistance will be appreciated.

S in ce re ly,

Advanced Pain Consultants, PA
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PAYMENT POLICY

TO OUR PATIENTS

Advanced Pain Consultants will make every effort to billyour insurance carrier for payment.

However, we would appreciate your cooperation with the following:

1-. All co-pays are due atthe time ofyourvisit. Weaccept cash, checks and credit cards.

7. Referrals must be presented before your visit - payment for services denied by

insurance due to lack of referral will become the patent's responsibility and obligations

must be satisfied before subsequent visits can be scheduled.

3. Those services denied by your insurance as billable non-covered are your responsibility.

4. We cannot carry your balance over an extended period of time, nor are we able to

extend "credit" to our patients. All balances remaining after insurance payment are

payable in full within thirty days of billing.

5. To insure the maximum use of our provider's time, and offer the best treatment for our

patients, we charge SZS for "late cancellation (less than 24 hours) or no-show

appointments.

6. There will be a $ZS charge for all checks returned by the bank and for non-sufficient

funds. Aftertwo incidents, the patient will be put on a "cash only''status.

We value you as a patient and will continue to act as your advocate in billing your insurance

company and hope you will make every effort on your part to assist us in obtaining

reimbursement.

Again thank you for your continued cooperation.
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DIRECTION TO THE VOORHEES OFFICE

OFFICE LOCATION : 326 N. ROUT 73, VOORHEES, NJ 08043

TELPHONE#: 856-489-9822

lF YOU ARE TRAVELING NORTH ON ROUTE 73 (FROM BERLTN AREA TOWARDS MARLTON)THE OFFTCE

WILL BE ON THE RIGHT, SHORTLY AFTER THE DINER AND DIRECTLY AFTER DELONG ELECTRIC.

lF YOU ARE TRAVELING SOUTH ON ROUT 73 (FROM MARLTON AREA TOWARDS BERLTN) THE OFFTCE

WILL BE ON THE LEFT. YOU WILL HAVE TO PASS THE OFFICE MAKE A U-TURN AT THE LIBERARY

RESTAURANT AND TRAVEL BACK TOWARDS MARLTON AREA. THE OFFICE WILL BE ON THE RIGHT

SHORTLY AFTER THE DINER AND DIRECTLY AFTER DELONG ELECTRIC.

GPS DIRECTIONS MAY NOT BE ACCURATE IF USING GPS DO NOT PUT

NORTH JUST USE 73



Patient fnforneation

First Name

PATIENT REGISTRATION

(PLEASE PRINT CLEARLY}

MI ----.-. __. _- Last

Address

zip City State

Telephone( ) _Atrternate Telephoue(

Sex

Birthdate_ I _/ _
Social Security No. Marital Status _S_M_D_W_separated

Emplovment Informatiou (ARE you cuRRENTLy woRKrNG? yes no)

Employer's Nam.e

Address

Zip-- City

ferri

Referying

Address

Physician: Last Name

State_ Telephone ( )-Ert

First Title

City

Primary Care Phys: Last Name

Address

State_ Zip_Telephoae ( )=_-=-=-Ext
First Title

City State_ Zip_Telephone ( )_=--=--Errt

Workman's Com

Is this condition related to:

Auto Accident? .-=--..- yes - 
-.'-n'o

Workmau's Compensation? yes _=-no
Date of Injury or Auto Accident

Insurance Co. Nam.e Claim No.

Address

Zip Citw

Policy No.

Case Manager's Narne

Adjuster's Name _

Telephone ( )___-Ext

Birthdate_ _/ __/ _Soc. Sec. #

State

Phone No-

Phone No.

Policy }lolder's Name



Atto.rney Iuformation

Last Name First--- 

- 

Title

Legal Practice Name

Address

City

Health Insurance Information

State_ Zip_ Telephone ( ) Ext_

Primary Insurance Name

Address

Zip_ City

Subscriber's Narne

Relation to Patient

Secondary Insurance Name.

State_ Telephone ( )

Birthdate_ I 

-/ 

_ Social Security No.

Policy No. Group No.

Ext

Address

Zip_ City State- Telephone ( )-Ext

Subscriber's Na-e Birthdate- I 

-/ - 

Social Security No.

Relation to Patient Policy No.

Prescription Information

Do you have a prescription plan? _yes 

-no 

Name of Plan

Name of Pharmacy Telephone ( )

Group No-

Address City State-Zip

AUTHORTZATION F'OR. TIIE RELEASE OF. INFORMATTON A}ID ASSIGN}IENT OF BENEFITS

I hereby authorize nay insurance carrier to roake payrnents directly to ADVANCED PAIN
CONSULTANTS, P.A., for any provider services that they may furnish to nne. I understand that I arr
respousible for all cllarges not paid by -y insurance or not covered by assignrnent. This assignment
wiII remain in effect uutil revoked by nee in writing. I also authorize the release of all r:ecords required
to act on this request.

I request that payraent of authorized medical benefits be rnade either to rne or oD my behalf to
ADVANCED PAIN CONSULTANTS, P.A. I author"ize any holder of medical or other information about rne
to release to the Health Care Financiog Administration and its agents any inforrnation needed to
deterrnine these beneflts or benelits for related services.

Sigaature of Patient or Authorized Person Date Relationship to Patient



Patie nt's

USiNG

Aching

Name
Date

THE SYMBOLS GIVEN BI]LOW, N,IARK THE AREAS OX VOiIN BODY WHEREYCU FEEL THE DESCRIBED SENSATIONS.
INCLLIDE AI,L AFFECTED AREAS.

JLJST TO COI\4PI-ETE THE PICTURE, PLEASE DRAW YOUR FACE.

Numbness Pins & Needles

-:=-: oooooooooooo

Buming Stabbing Other

xxxxxxx ///llll

BACK
FRONT

Pain in arm(s) compared with neck
Pain in ieg(s) comparecl witjr back

w-orse
\VOISC

same
same

less
less

on the follorving li,e, i,dicate thc intc.sity of your pain, overaii:

No pairr

Page C)ne
Worst possible pain



Patient's Name I)ate

I{EALlll Q UITSTIONNAIRE FORM

PATIENT NAME:

DATE OF BIRTH:

DATE:

CURRENT AGE:

NAME OF INDTVIDUAL COMPLETING THE I{EALTH QUESTIONNAIRE FORM:

PLEASE FILL OUT TI{IS OUESTIONNAIRE IN ITS E]'{TIRETY.
It will assist us in understanding the full impact that your pain conditio, tr* ,ora" upon your life,

,.1 and help us in planning your recovery.

Y hirr) ursroRy,

Where are you experiencing your pain?

When did your pain first appear?

What makes your pain better?

What makes your pain worse?

----- Pt oxarnplcgradualonset
injrry, accident, illness)

List all of the physicians / clinicians and their specialties that have been involved in thc treatment
of your pain. I-ist approxirnate dates of trcatment (beginning to end) and clieck "yes" if you are
still treating u,ith them and "no" if you have discontinued treatment rvitli them,

PHYSICIAN SPIICIALTY PEIUODOFTITEATMITNT CURI{IINTLY'|REATIhIG

( )YES

( ) YIrS

( )YES

( )No

( )No

ONO
I'AGIr T'WO



Patient's Name
Date

HE.ALTH QUESI-IONNAIRI FORM

\Mlich statements describe your current employrnent situation? circle all that apply.

Currently working Student

On paid leave Ifomemaker

On unpaid leave Unemployed, unable to find work

Disabled and lor retired because of my Unemployed due to pain problempain problem

Disableci due to a health problem not Other _ please speciiy:
related to my pain

Are you already on or planning to appry for any of the folrowing programs ? (prace an ..X,, nextto any that apply)

Already on it Applied for it planning to apply for it

SOCIAL SECURiTY

PzuVATE DISAB]LIry

WORKER'S COMPENSATION

OTHER: .^-
(ptease speclfy)

Do you think that the fauit for your pai, condition is: (circre arl that appry)

Yours Yorrr employer Co-Worker Another person Nobody

Have you hired a Iawyer because of your pain condition?

No, I have not hired a iarvyer

Yes, I hat,e and the matler is in litieation

Yes, I have and the inatter has becn setllecl

i'AGIr IrOUR



Patient's Name
Date

HEALTH QUESTIONNAIRE FORM

lf not working now, how long has it been since you stopped? (please specify in how many days, weeks,months or years)

What is your primary occupation? lf you are not working, what was your primary occupation? (pleasebe as specific as possible)

lsyourcurrentjobthesameoneyouhadwhenyourcurrentpainsymptomsstarted? 
pleasecirclethe

answer that applies:

Occupation:

1,. Yes, the exact same job

2' Yes, but my job was modified orthe hours reduced because of my pain

3. No, I have changed jobs because of my pain

4. No, I have changed jobs but for reasons unrelated to my pain

5. Not working now

Have you ever used arcohor, marijuana or other substances? ( )yES ( )NOlf you ever used the above, please indicate the substance, the amount used and the frequency withwhich you used it:

PAGE FIVE



Patient's Name

Date

HEALTH QUESTIONNAIRE FORM

Past Medical Historv

Hospitalizations/surgery: (ptease incrude at for irness, injury and/orsurgery)

Reason
Date

Location

Reason
Date

Location

Reason
Date

Location

Reason
Date

Location

Reason
Date

Location

PAGE SIX



Patient's Namc

Mother
Father
Matemal Grandmother
Maternal Grandfather
Paternal Grandmother
Patcrnal Grandfather
Sibling
Sibling
Children
Children

Has anyone in your family had...?

Cancer

Heart Disease

Lung Disease

Liver Disease

Kidney Disease

Intestinal / Colon Disease

Skin / Connective Tissue Disease

Date

I-IEALTH QUESTIONNAIRE FORI\4

Agc

Farnily Ilistory

AIive?
Yes No Maior lllness/Cause of Death

Y N=-_=_--
YN
YN
YN

YN
YN
Y1\

YN
YN
YN

Yes

Y
Y
1

Y
Y
Y
Y

No

N

Type?

N
_t\

N
N
N
N

Do you drink alcohol?

Do you use tobacco?

Are you single?

Do you live alone?

Y (yes) - amount:

Y (yes) amount:

married? widorv(er)? divorced?

live with significant otliers?

N (no)

N (no)

I)o you currently see a psychologist, psychiatrist, or other rncntal health ltrolcssiolal?
Y (yes) (Nanic)____ N (no)

PAGE STIVIIN



l-\t!.lJ_L\_tu atrlurva\1 (u!1CUt! dltbwUl{S,l u1.1r dlr_l,r_v] an-L1t!,\ r 1\i1_1},1-C_,

1- Consrrtuhonal Symptoras I] No problems

;;. .*n, fl::recurrenlfever rr 1

generai weaioress
hay fever

;.;.. 
"vqluauor 

ijnasaipoilps
l\/^.-JL

2 bk- il rvo probrems }. ":1, / Throat [] No h-oblems
[ ] teettr] dry skrn I I teeth 

- 
loose

r -^^..--^_! , [] denturesdry Skil t I Luuur 
- 

luusc =-IIOne
re curent rashes l] 1:ntures _ful_l _parlra_i
o.a,.-_ tl bleedr-ng gums
U\ 

'l 
lJq

itchirlg d:y mouth

t] changes in skl color
sore ttrroat

I ] cha:rges tn hair or na.ils
hoarseness

::S: :::: :l;,:,'#it'#:"' _ i I 3il:I"..J,TlJ,:''.?il.

3 ir'ril;il;;&c7r##;rrc , No problems i] n'S,f:*ffj_ry;_
t] swol-len glalds 7 r.L,--+ / D--^^^!^ r , i7. Chest / Bre asts [ ] No h-oblems/ u1 UaJLD

l"_:-:11o-9 :::-, (aner:da) [] breast masseseasy bruising..uur= [] breast surgeryeasybleeding [t ^],--+slow to heal after cuts
chest slrrgery

] ottie:.eqplain
h-rstory blood tralsfirsion(s) t I uuru. u^Prd-r-L 

-erilarged gla:rds .q p-._
ij ;##u 

6rdrlLr'\ B' RespiratorJr [ ] No h-oblems
| | smoker nack/s)ne. .i

[ ] HfV posrtive
I ] on blood ttrirllers

4. Head / Face I] ivo probleras
headaches

OI

smoker_pack(s)per day since
recurrent cough
chronic bronchjtrs
emphyser:aa

. rl

history head injury no residual problems I I ;I":ffi;tj"ffi1"e 
puJmonarv disease

hristory head in_lury uattr residui prot_,1ems i i iri.r.Uo"r=
[] wheezurg

facial pain I I

.rrrirr D , 9. Cardiac / penphera_l _Vascular

Tic douloureux R L | ] hea.-t,,trouble5. Eyes [] No Problems 

-

swelli:rg of feet
[] nearsighted high blood pressure
[ ] farsighted chest paut
IJ wear glassesI I wua 6rdbrcs i] heart attack

conju-nctrvrtis R L nitral valve prolapseglaucoma R L iir.-.-, r ,--Jr1 rnurulur
double r.ision va-lnrlar surgery-__ " 

q4 
i] blurred lesion i i f,"rrt i-aIure6. trar / lVose / Mouth shortness of breath vnth walkirg"".{ry46

P,T_JI l?-f:Y:-: , penpheral vascular [] No probtems
I j hard of hearilg I? L poor clrcrtlation rn alm R L
[ ] hearng ards R L blooci clots il a:m li Lf'equent earaches R L i] ,,rr-r.o"" veins R L

:t:i. ear discharge R L i j poo. cu-culatrou ur legs It Lveflgo r r Lr^
- I I blood cioru r,n lcg p L

taringrng il ears It L

lliJf;ii,IliJir ilo p".ui,r..,.. 10 
,,].;::"'.1;*]-;-7;L*,,_,,"=o,,azara,

srnus drscharge
patrc-Erha.l,r,-/GastrotltesL'rra1/Abdor,-ilr:al
a:.li, livcr cLisca s c:

nasal drschargr: i ] ;:"1 
-rvui L!r('dil-

1 I ,,orOJj, lLr:paLiUS ACL.;e _ Inarr:livc
repeai.. cl nosi:blcr:ds I j l,isio-,r,.]:ru.ihcc due i_o ]ivcr cjisca;.



]\4 t,1,rulr.L r11J 1ur(Y ].age z
history jaundjcc due to gallbladoer
gallbladder problems

Gastrointestinal IJ ]'fo Problems
loss of appedte
abdomhal pain
problems Nrth gas
heartburn
recurlent nausea
recur-rent diarrhea
recurrent consflpaLion
ulcer
hiatal hernia
regurgitation
reflux
indigestion
L:-istory vor" i tin g bio o d
blood in stools
loss of control of bowels

Urinary [] No Problems
frequent urination
rr j ffi culty with urination
buming on urination
rrrabil:-ty to control uri:aation
loss of conlrol
blood in urine
kidney stones

Ge:rital / Reproductive
MaLe [] No h-oblems
] discharge

pain le testicles
h:-mps in tesicles
hydrocele
s exu a1ly transrn i ited diseas e {s)

] sexual dysfunction
Fema1e [] N" Probiems

[ ] rneastruadon Regular_kregular_
first day last mensh-uai pe:rod:_ l_l_

1'A'1'lEN'I' NA,\1IE-
clisease 14.I{usculoskeleral [] I{o Problems

uruscie cram.ps
stiff joints
srvellng ofjoirts
se n er a-lLed ar-Jrrit,is
lLcuuatoid allrLus
fibroml,Cpa sl.ndromc '

osteoporosis
neck pain
upper bach pain
loq, back pain
hceJ spurs
gout
rl i lfi cu 1t; ri'ith walkjrr g
cold upper extemitjes R
cold lower ex'h-emities R

15
pain in feet

Neurotogical /
Neurological I

L
T),

Psychiatric
] No hoblems
recurrent hea-daches

11

1a
L'

fi;equent or
fairetr-ag
blackouts
stroke
d:zry spel1s
gait diffi.culties
SE]'zLLrES

epilepsy
tremors
neuropathy
wealcness

'.^-^1.,^i-Pa dyJf J

Psycbratric
probi eras with con cen tratjon
con-fusion
probleras wi*Jr tlinkLng or '*rought process
probleins withr memory
,t-'------.1uLlJr UJJUU

tl premenstrua-l syrrdrome, srnce
re current vaginal dis charge
num.berpregnanies_ rniscarriages_
abortions

C esare a-n se clion(sJ,numb er
on hor.rnones
hislory carlcer of uterr-rs - ovaries
sel'ra-l dysfuncL:on
s exu a-lly 1.21srn j tted dis e ase (s)

Endocrine t ] ItioProblems
E:lcessive thist or unrralron
heat intolerarrce
cold urtolerancc
cha:rge in hat or glove size
tJeyroid trouble IJndera ctrve_ Ovcra cbr-c-
sl-lga'r diabetes- sjncc
jnsuhl dependcnt ycs / n"
rliseasc of pilurtar'r gla:rc1
,lisl:e..;e of aCrr;rtr:l glalrl

[ ] ar;cious
[] shalry
[ ] agitated

i6.AJlergies / Tr-nrn-uloLogic
AJJergcs t ] No Probleros
I arug::llergres

[] food allsrgsg

[ ] envrron'neenlal allergres

TrnmunoloS3c [ ] No Problems
inmunologic
AJDS
iupus

13.

disor ders

I
I

IJ



HEAI-TH SURVEY

Date Of Birth:Home Phone:

6. Are you on all or of the da
7. Do you smoke

a. lf yes how much and hovr lon
B. Do you have any lu

Patient Name:
Heiqht: Weiqht: Sex: Male Female

Work Phone:
Physician: Procedure Date:
1. Are you currently taking qny medication, supplements PLACE AN "X" IN THE BOX THAT APPLIES

herbals or vitamins? Please List Below or provide List
s and Frequen

d Short of breath with

Qs_ygu have a C-Pap Machine?
9. Have you ever had any of the following

medical problems:
a. Recent Cancer
b. Recent Chemo/Radiation

d. Kidney Disease
e. Liver Disease (Hepatitis)

2. Do you have any ALLERGIES to medication YES

oR SHELLFISH ( IOD|NE

m. Active lnfections or Open Sores
3. Do you take any of tJre following medicatjons: 10. lf you have,answered "yEs" to#2-Z
a. Diuretics(Water Pills) or Potassium (KCL a.Do any of these conditions limit
b. Elood Thinner (except Aspirin) chest pressure with acti

c Do you see a Doctor for any of these problems?
d. lf Yes, date of last visit

Doctor's Phone #
Steriods (Prednisone, Cortisone a. Any changes in your health since last visit

4. Have you ever had any of the following heart
or related problems:

'l 1. ls there a possibility of
a. Date of last menstrual period

a. Heart Disease (Blocked arteries 12. Have you ever had an operation on I
b. Blood Vessel Disease
c- Heart Attack (MI

d- Valve Problems (Murmur

d. Blood Vessels
f. Heart Failure

5. Do you get short of breath when you lie flat 13. Have you had a problem with anesthesia
other than nausea?

14. Has any blood relative had problems had
anesthesia other than nausea?

15. lf yes to # 12 or 13, what problem:
a Chronic cough or mucus(Chronic Bronchitis

Re.rised 7i03



N'A'ITE,I\-[ F],4MI]: I)ATE

Sa.ne You Tried The Following Ilor Your Pain?

Imfervention Duration of trcrrtmcnt o/, Ilesponse
(Please include dates ilknown)

I I{SAIDS:
n Aspirin
[1 Naproxen
n Ibuprofen
tl Tylenol
tr Mobrc
D Celebrex
tr Other:

Opioids:
n Percocet

E Vicodin
n Morphine
tl Oxycodone
tr Dilaudid
E Fentanyl
n Oxymorphone
n Tramadol
E Butrans Patch
tr Other:

n Neuropathic Pain Meds:
Ll Lwrca
tl Cymbalta
n Gabapentin
u-J.l\ trtld

n Other:

Corrs ei"vaiive Trcatrnents :

I Physical Therapy
I Home Exercises
I Aqua fherapy
n Yoga
E Therapeutic i\4assage

tr Ciriropractic
tr Acupuncture
T--] /1+L ^.-.rl r/ Lllg1 .

that I have lried 1o address nl1'p Lirl isrLitrs.

I

t,l

DA i'I



.&
AF
Advanced Pain [onsultan6, PA

Kenneth H. Rogers, DO

stephen s' Bovaf ian' Do 
New patient Notification

Date

Dear

The physician who referred you for a consultation with Dr. Boyajian and Dr. Rogers would like
their opinion about the best way to diagnose and treat your chronic pain. please do not
assume that they will use the same diagnostic methods or treatments that you have had in
the past or are using currently. THERE ls No GUARANTEE THAT you wtLL RECEIVE ANy
PRESCRIPTIONS AFTER YOUR CONSULATION lS COMPLETED. All medication decisions,
diagnostic methods, and treatment decisions will be based on the opinions of Dr. Boyajian
and Dr. Rogers, and not of your previous prescribing physician.

Dr. Boyajian and Dr. Rogers have very advanced training and each physician has over twenty-
five years of experience diagnosing and treating very challenging and complex patients with
chronic pain. They strive to use their expertise and pain management science to help all of
their patients.

By signing below, you are acknowledging your acceptance of our policies and terms.

Patient/Representative Signatu re Date


