






IX. Pain Assessment

Do you experience pain as part of your daily life? Yes No

If yes, please describe the location(s), onset, duratio�, and characteristics of your pain:

If yes, on a scale of Oto 10, (0 = no pain, 10 = the worst pain) how would you rate your pain? 

Have you ever had pain injections? If yes, when? 

What type of injection? 

X. Handedness
Are you: Right handed Left handed 

XI. Do you have a Health Care Proxy? Yes No 

If yes, please list: 

XII. HIPAA Release (please check one)

I do __ do not __ consent to allow Neurepair to share the above information with other providers 

involved in my care, as well as to disclose and obtain all medical records, including lab tests, diagnoses, 
treatment, and billing pertinent to my care. I consent to release my medical information to payore involved 
in my medical care. 

XIII. Emergency Contact

Name: _________________ _ Phone: _____________ _ 
Relation: ________________ _ Alt. Phone: ____________ _ 

I do __ do not __ consent to allow Neurepair to share information with my emergency contact, including but not 

limited to all medical records, diagnoses, and treatment. 

I attest that the information on this form is accurate to the best of my knowledge: 

Patient signature Date completed 

I have reviewed the above information: 

Provider signature Date completed 
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Q)D NEUREPAIR 

PATIENT CONSENT AUTHORIZATION 

Consent for Treatment: I voluntarily consent to the rendering of care, including treatment and 

performance of diagnostic procedures when warranted. I understand that I am under the care and 

supervision of the attending physician, and it is the responsibility of the staff to carry out the 
instructions of such physician(s). Yes No 

Authorization for Medical Treatment: This authorization or photocopy hereof, will authorize you to 

furnish all information you may have regarding my condition while under your observation or 
treatment, including the history obtained, X-ray and physical findings, diagnosis, and prognosis. You are 

authorized to provide this information in accordance with the Florida "NO FAULT" auto insurance law 
(Chapter 71-252 F.S.) Yes No 

Authorization to Photograph or Video: This authorization or photocopy hereof, will authorize you to 

be photographed for treatment purposes related to your healthcare, professional activities, insurance 
claims and patient condition. Yes No 

Consent to Treat Minor Child: I am the parent .or legal guardian of the patient and do hereby consent 

to any medical care of the providers of NeuRepair Brain and Spine Wellness Centers to determine what's 
necessary for the welfare of my child while said child is under their care. 

Yes No 

Parent or Guardian Consent to Accompany Minor Child: I am the parent or legal guardian of the 
patient (minor child) and authorize the following individual to accompany my child to their medical 
office visits in my absence: __________________________ _ 

First name Last name 

(Must provide photo ID that matches this individual's name) 

Patient's Printed Name: __________________________ _ 

Patient of Guardian Signature: ________________ Date: ______ _ 

Witness Signature: _________ � __________ Date: ______ _ 

Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight



Julia Demeo
Highlight


