
Full Life Center 
Pain &Depression Treatment Center 

Practice of Melynda (Mindy) Wallace, DNP, MSN, CRNA, NSPM-C 

Fax:603.843.8176 
Mailing Address: PO Box 1766 

Grantham, NH 03753 

Phone: 603.309.3902 
Located at: 151 Route 10N

Grantham, NH 03753 

Welcome to the Full Life Pain and Depression Treatment Center. 

You are not yet scheduled to be seen, but our office staff will call you after we receive your 
completed documents to set you up for a New Patient Appointment. 

We are pleased that you are interested in receiving care from Mindy. We need a few things from you 
along with these completed documents. Below is a list of what we also need and the multiple options to 
get the information back to us. 

We also need to know: 
Name:___________________________________  Date of Birth:___________________

Phone number(s): Mobile: ____________________ Home : _______________________

Your email address: _____________________________ 

Mailing Address: ________________________________

                                ________________________________

CHECK box if you do NOT have email 

** We ask that you bring ALL INSURANCE card(s) with you to the first appointment so 
that we can scan them into your chart.** 

Please BRING card with you 

Name of Insurance Primary: __________________________________________________
Policy#:._____________________________  Group#: ________________________________
Insurance Phone#: __________________________ 

Insurance Secondary: _________________________________________________________ 
Policy#:._____________________________  Group#_____________________________
Insurance Phone#: __________________________ 

Please note: We ask that you contact your insurance provider(s) to determine if Melynda Wallace, 
Faodail, and/or Full Life Center are considered 'In -Network' for you. If Mindy or our clinic is not listed 
with your specific plan, please check with your insurance carrier regarding how the claims submitted by 
us will be processed and paid. Your plan should also be able to tell you how much your co-pays are for 
each visit. 

Please call with any questions or rescheduling needs. 603-309-3902 



AUTHORIZATION TO DISCLOSE 
PROTECTED HEALTH INFORMATION 

Patient's Full Name Date of Birth Daytime Phone Number 

I authorize Full Life Pain and Depression Center/Melynda Wallace, APRN

To: Send/Disclose information to: ____ Receive Information from: ____ Discuss with: ____

Name: ______________________________________________ Phone: _________________

Address: ________________________ Fax: ____________________

Dates of care to be released: 

I UNDERSTAND THAT: 
to ________

For the following purpose(s): ___Transfer of Care   ___Personal  ___WorkersComp  __Continued Care  __Other 

Type of information requested: 

__ Complete record 
__ Consultations 

__ ER Reports __ Inpatient lnformation 
__ Laboratory Report 
__ MedicationRecords __ Office/Progress Note(s) 

__ RadiologyReport(s) 
__ Other 

• A fee for the cost of processing this request may be charged. At your request, we will provide you a copy of this form.
• I understand that my healthcare will not be affected if I do not sign this form, however to treat you properly it is

helpful to have as much info as possible.

• I hereby authorize Full Life Pain and Depression Center to use/disclose my individually identifiable health information as
described below (which my include photographs and/or information concerning treatment for drug/alcohol abuse, mental
hea!th,IIV/AIDS status, or genetic testing, if applicable). I understand that if the recipient authorized to receive the information
is not a covered entity, such as insurance company or health care provider the disclosed infonnation may no longer be protected
by federal and state privacy regulations and may be re-disclosed, I can revoke this authorization at any time by submitting a
request in writing to the Full Life Pain and Depression Center. This will not apply to any previously released information.

• This authorization expires one year from the date of signature, or on:_______________

Signature of Patient or Legal Representative /Guardian Date 

(A parent or guardian is generally required to sign for a patient under the age of 18. Patients age 12 to 17 may also be 
required to sign.) 

Printed Name of PatienVLega)Representative Authority or Relationship 

P: 603-309-3902
F: 603-843-8176

151 Route 10N Unit 2
Grantham, NH 03753



We at FULL LIFE PAIN AND DEPRESSION CENTER are making a commitment to work with you in
your efforts to get heal and have a better quality of life.

Please initial on each line below to confirm that you have read and understand our policies.

To help you in this work, we agree that:

_____We will help you schedule regular appointments for medicine refills. If we must cancel or change
your appointment for any reason, we will make sure you have enough medication to last until your next
appointment. However, making sure you have an appointment is also your responsibility. So be 
sure you have an appointment before you run out of medication.

_____We will strive to assure your treatments are as safe as possible. We will check regularly to make 
sure you are not having bad side effects. If you have a side effect, it is also your responsibility to 
inform us as soon as possible.

_____We will keep track of your prescriptions and test for drug use regularly, so you know you are 
being properly monitored and to comply with local laws.

_____If you overuse any medications we prescribe, we will help you find treatment to address this 
issue and prescribe medications to manage any withdrawal symptoms. We will help connect you with 
other forms of treatment as needed or wanted and we will work with any other providers you are seeing
as needed or requested.

_____We will help you set treatment goals and monitor your progress in achieving those goals.

_____We will do our best to work with your medical insurance providers to avoid you running out of 
medicine because of paperwork and other things they request. You may help by calling your insurance 
company if they are delaying your care or medications.

_____As a patient I agree inform the treatment team of any changes in my health, medications, or 
insurance at every appointment especially if I am placed on anticoagulants or if I become pregnant.

_____Insurance is becoming more difficult to work with every day. We cannot guarantee 
insurance will pay for ALL your care. You will be responsible to pay for any care you receive that
insurance does not cover.



Patient Consent for Use and Disclosure of Protected Health

Information

I hereby give my consent for the Full Life Pain and Depression Center to use and disclose protected 

health information about me to carry out treatment, payment, and health care operations. The Notice of 

Privacy Practices provided by the Full Life Pain and Depression Center, describes such uses and 

disclosures more completely.

I have reviewed the Notice of Privacy Practices prior to signing this consent. Full Life Pain and 

Depression Center reserves the right to revise its Notice of Privacy Practice at any time. A revised 

Notice of Privacy Practices may be obtained by forwarding a written request to Full Life Pain and 

Depression Center 151 Rte 10 N Unit 2 Grantham, NH 03753

It is our practice at the Full Life Pain and Depression Center to avoid leaving confidential information as

a message.

With this consent the Full Life Pain and Depression Center may mail to my home or other alternative 

location any items that assist the practice in carrying out treatment, payment, appointment reminders 

and statements. I have the right to request that the Full Life Pain and Depression Center restrict how it 

uses or discloses my personal health information to carry out treatment and payment options. The 

practice is not required to agree to my requested restrictions, but if it does, it is bound by this 

agreement.

By signing this form, I am consenting to allow the Full Life Pain and Depression Center to use and 

disclose my personal health information to carry out treatment and payment operations.

I may revoke my consent in writing except to the extent that the practice has already made disclosures 

in reliance upon my prior consent.

______________________________  _____________

Patient Signature  Date



Financial Policies 
We are committed to providing you with the best possible care, and we are pleased to discuss our 
professional fees with you at any time. Your clear understanding of our financial policy is important 
to our practice. Please ask us if you have any questions about our fees, policies or your financial 
responsibility. 

● All new patients are asked to complete our Patient Registration Form prior to seeing the doctor.
We request all established patients to inform us of any changes in name, address, phone number,
employer or insurance status/information. If we are NOT PROVIDED THE INFORMATION AT THE
TIME OF SERVICE, you are financially responsible for your balance.

● Based on your insurance benefits, your copay must be paid on the day of service for all new
patient visits, routine visits, med checks, and procedures. As a specialist, your copay here may be
higher than at your regular physician's office. Please check with your insurance.

● We accept cash, check, money order, American Express, Discover, MasterCard and Visa. Returned
checks are assessed a $25.00 return fee, and we will no longer accept checks from you.

● If payment CANNOT BE MADE AT THE TIME OF SERVICE our office will assist you with
RESCHEDULING to a date that is more financially convenient for you.

● NO SHOW APPOINTMENTS and appointments canceled with less than 24 business hours notice
are subject to a FEE.

● ALL no show fees and late cancellation fees MUST BE PAID before you can schedule a new
appointment.

● ALL BALANCES MUST BE PAID IN FULL PRIOR TO ANY PROCEDURE BEING SCHEDULED.
● All medical records requests will be processed within 30 DAYS.
● IF YOU WOULD LIKE A COPY OF YOUR RECORDS, THERE IS A FLAT FEE FOR EACH TIME A REQUEST

IS MADE FOR RECORDS.

Insurance 
● If you have been informed we do not take your insurance, or we are considered out of network,

you are financially responsible for your account balance.
● We may be on the list and not take your insurance policy or we may be out of network/not

preferred for YOUR specific plan.
● Prior Approvals for procedures may take time and we ask for your patience while we obtain

these for you. Prior Approvals are also not a guarantee of full payment from your insurance
company, copays, deductibles, and other specifics in your plan may pay a role in the amount you
pay.

● It is important to check your insurance plan in detail prior to your visit. If any information has
been updated or changed please tell us prior to being seen by the doctor.

● Many HMO's and PPO's require a written referral or referral number for the specialty care
provided in our office. Please make all necessary arrangements to obtain a referral prior to your
visit. It is YOUR RESPONSIBILITY to obtain a referral if required. Failure to do so may result in the
visit being charged to you, not insurance.

● Upon completion of your treatment ALL unpaid balances (AFTER INSURANCE PROCESSING) MUST
BE PAID WITHIN 90 DAYS. At this time if no attempt has been made to settle your debt the
account will be turned over to a COLLECTION AGENCY and will be subjected to a 25% collection
fee. A finance charge of 1.5% ($0.50 minimum) will be applied to all accounts greater than 60
days old. Our annual percentage FEE IS 18%



Work-Related Injuries or Auto Injuries 
● We MUST have a LIEN in place PRIOR to your appointment or YOU WILL BE RESCHEDULED.
● If you have a work-related injury or a lawsuit is involved, all visits and treatment must be approved

by the Workers Compensation agent or attorney assigned to your case. Please be sure to have this
information (adjuster's name, contact info, claim number, and claims) prior to your visit so we may
make arrangements accordingly. Any charges not approved by Workers' Compensation will be your
responsibility.

● If involved in an automobile accident, it is policy that we bill your medical insurance. We do NOT
have contract agreements with auto insurance companies.

● If you are represented by an attorney for a work or auto accident then we will require their name,
address, phone number and completed lien.

● All procedures are required to be PAID IN FULL at the time of service. We will give you the receipt
of payment that you can submit to your attorney or worker's comp for reimbursement. All office
visits will be submitted to your attorney and worker's comp.

● We have the right to obtain HPI and other information from labs, MRIs, CTs, and hospitals, etc. to
aid in your treatment.

___________________________________________________________________________________ 

Patient Signature Date 

__________________________________________________

Printed Name 
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Pain Clinic Questionnaire 

Filling out this form completely will make your first visit much more valuable for you. 

Name __________________________________ Date of Birth _______________ 

Primary Care Provider_______________________________________________ 

Person who referred you to this clinic __________________________________ 

Section I Current Pain 

Draw your Current Pain Locations 

PAIN DESCRIPTION (Please fill out all sections) 

Where is your pain? _______________________________________________________________________________ 

How long have you had this pain? Specific date if possible.  _______________________________________________ 

How did it start (gradually or was there a specific event or injury)? 
__________________________________________________________________________________________________ 

__________________________________________________________________________________________________ 
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Describe Your Pain: Circle all that apply. 

Burning 
Sharp 
Electric 
Dull 

Throbbing 
Shooting 
Tingly 
Hot 
Muscle spasm 
Numb 

Weakness 
Tingling, pins & needles 

Aching 
Sore 
Tight 
Cold/Icy 
Other: 

Please rate your pain by circling the number that best describes your pain at its WORST. 
0  1  2  3  4  5  6   7  8  9  10 

No Pain Worst Pain Possible 

Please rate your pain by circling the number that best describes your pain at its LEAST. 
0  1  2  3  4  5  6   7  8  9  10 

No Pain Worst Pain Possible 

What makes your pain worse? Circle all that apply. 
Coughing, sneezing Sitting Physical activity 

Sexual activity 
Other (describe)______________ 

Standing Lying down 
Walking Cold 

What makes your pain feel better? Circle all that apply. 
Relaxation Sitting 
Standing     

Eating 
Walking 
Medicines  
Other (describe)______________ 

Lying down 
Alcoholic drinks  Sexual activity 
Heat Cold 

Which statement best describes your Daily Pain? 
• Always present. May or may not vary in intensity.
• Usually present but have a few minutes without pain each day.
• Often present but have pain-free periods lasting for one to several hours.
• Occasionally present, but have pain once to several times a day, lasting a few minutes to hour.
• Occasionally present for brief periods, a few seconds to a few minutes, not every day.

Time of the day is your pain the worst? Circle all that apply. 
Morning, on arising   Evening 
Later in the morning    Bedtime/ Usual sleep hours 
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Which is worse, back/neck or pain in the arm/leg? ________________________________________________________ 

Since your pain began has it Increased, Decreased, or Stayed the same? 

Other Symptoms? Circle all that apply. 

Fever or Chills 
Falls 

Night sweating  
Skin discoloration 

Bowel or bladder problems 
Other: 

How would you rate your physical activity tolerance for basic living activities (dressing, bathing, cooking, etc)? 
No Limitations in Moderate Limitations in Significant Limitations in 

Basic Activities Basic Activities Basic Activities 

Does your pain interfere with your ability to walk? 
MILD MODERATE SEVERE 

No problems walking Completely Unable to Walk 

Does your pain interfere with your ability to climb stairs? 
MILD MODERATE SEVERE 

Climb Stairs Without Problems Completely Unable to Climb Stairs 

Does your pain interfere with your ability to manage grooming (bathing, dressing, brushing your teeth or hair)? 
MILD MODERATE SEVERE 

No Problems Completely Unable to Care for Myself 

Does pain interfere with your ability to carry everyday objects (bag of groceries, pot of water, etc.)? 
No Problems Moderate Problems Carrying Things Completely Unable to Carry Objects 

Do you use a cane, walker, or wheelchair, or other devices to move around? 
Never Sometimes At All Times 

Does your pain interfere with your ability to sleep? 
I Sleep Well /Bothers Sleep Some /Bothers Sleep a Lot /Completely Unable to Sleep 

Describe your sleep pattern. What time do you go to sleep? What time do you wake? Do you nap? Do you wake up 
at night? __________________________________________________________________________ 
__________________________________________________________________________________________ 

Does your pain interfere with your relations with other people? 
Not at All Somewhat/Sometimes At All Times

Do you feel depressed now?   _____ Does depression have anything to do with your pain? ________________________ 

What hobbies do you have, and can you still participate in them? _____________________________________________ 

Describe your daily activity from when you wake up in the morning: __________________________________________ 

How is your sleep? Do you sleep adequately? _____________________________________________________________ 

_________________________________________________________________________________________________ 

What do you usually do to manage your pain? _________________________________________________________ 

_________________________________________________________________________________________________ 

01/25
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PREVIOUS PAIN TREATMENT: 

Please list the pain clinics, surgeons, and specialists you have seen for your problem 

Have you had nerve blocks (injections or “cortisone shots”) for pain relief? Did they relieve your pain? 

1. ___________________________________________________________________________
2. ___________________________________________________________________________

Have you had surgery or hospitalizations for your pain?  Did it relieve your pain? 

1. ___________________________________________________________________________
2. ___________________________________________________________________________

Which of the following have you used for pain relief?  Did it relieve your pain? 

Physical Therapy __________________________________________________________________ 

Chiropractic /Osteopathic ___________________________________________________________ 

Heat / Ice ________________________________________________________________________ 

TENS/ Acupuncture________________________________________________________________ 

Bed Rest _________________________________________________________________________ 

Counseling/Therapy ________________________________________________________________ 

Other Treatments (Yoga, Meditation, Hypnosis, Traction, etc.) 
_________________________________________________________________________________ 

Have you had any ORAL or INJECTED steroids, cortisone, or prednisone in the past? If so, when? 
_____________________________________________________________________________________ 

Previous hospitalizations related to your pain? _____________________________________________________ 
_____________________________________________________________________________________________ 

Previous Surgeries 

Previous surgeries for your pain (include year and hospital or physician’s name if known) ______________________ 
______________________________________________________________________________________________ 

PAST PAIN HISTORY: Give dates for injuries please. 

• Motor vehicle injuries _____________________________________________________________________
• Work related injuries ______________________________________________________________________
• Other injuries or trauma ____________________________________________________________________
• Headaches/ Neck Pain _____________________________________________________________________
• Arm or shoulder pain ______________________________________________________________________
• Lower back or leg pain _____________________________________________________________________
• Joint or Arthritis pain_______________________________________________________________________

1. __________________________________________________________________________
2. __________________________________________________________________________ 
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Family Pain History Do you have any close family members who have pain problems?  If so, who and what problem do 

they have? ______________________________________________________________________________________ 

MEDICAL HISTORY 

Allergies List all drug, food, & environmental allergies. _________________________________________________

______________________________________________________________________________________________ 

Current Medications 
List all medications you currently take (prescription & non-prescription-including aspirin, Tylenol, etc.) Use back side if 
more space is needed.  Include vitamins, home remedies, herbal or homeopathic supplements, etc.  Please list all blood thinners 
(Coumadin, Aspirin, Vitamin E, Plavix, garlic etc), cortisone, & prednisone you are taking.  

Medication Dose Frequency Date Started 

ADD MORE ON BACK OF THIS PAGE IF NEEDED 

How long do your PAIN medications last in relieving your pain? Do you get relief from your medications? 
______________________________________________________________________________________________ 

Past Medications   What pain medications have you used in the PAST? Circle all you have tried. 
Opioids: Morphine/ Oxycodone / Hydrocodone / Hydromorphone / Buprenorphine /Codeine 
Nerve Pain Meds: Amitriptyline /Gabapentin/Neurontin Lyrica/Pregabalin /Topamax/Topiramate 
Cymbalta/Duloxetine Effexor/Venlafaxine / Oxcarbazepine/Trileptal 
NSAIDs: Tylenol /Ibuprofen / Naproxen/ Aspirin 
Muscle Relaxants: Flexeril/Cyclobenzaprine /Valium/Diazepam/ Ativan /Soma /Tizanidine 
Anti-Anxiety: Xanax/Alprazolam /Ativan/Lorazepam /Klonopin/Clonazepam 
Other: Herbals/ Vitamins /Cannabis /Topical medications 
Do you have constipation from any opioids if taken? ___________________________________________ 

REVIEW OF SYSTEMS AND PAST MEDICAL HISTORY 

Circle all that apply to you 

General weakness Frequent Infections or slow to Night sweats Thyroid disease: 

Fatigue 

Difficulty sleeping 

Dizziness 

heal 

Mood change with pain 

Intolerance to heat/cold 

Fevers or chills 

Diabetes: How long? 
__________ 

Hypothyroid     

Hyperthyroid 

Weight loss/gain 

Neurological 

Headaches / Migraines 

Fainting / Dizziness / Vertigo 

Weak / numb / tingling areas 

Memory problems 

Stroke 

Seizures or Epilepsy 
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Walking / Balance Difficulties 

Recent Falls? 

Vision or hearing problems Tremors or Tics  

Bowel or Bladder problems 

Heart 

Swelling of feet or hands Angina / Chest Pain / High blood pressure 

Leg pain when walking 

Cold arms, legs, hands, feet 

Varicose veins 

Palpitations 

Mitral valve prolapse 

Poor circulation 

Heart attack / Heart Failure 

Heart murmur 

Blood clots 

Lungs 

Shortness of breath at night or while walking Obstructive Sleep Apnea/ CPAP Covid-19 

Frequent Cough 

Wheezing 

Emphysema / COPD 

Tuberculosis 

Asthma 

Pneumonia or Bronchitis 

Musculoskeletal 

Falls anytime Stiff / Swollen / Red joints Osteoporosis 

Weakness Where? _______________ 

Neck or back pain 

Hand or Foot pain 

Muscle Pain 

Arthritis or Joint Pain 

Muscle spasm or cramps 

Reaching above head difficult 

Gout 

Scoliosis 

Rheumatoid arthritis 

Fibromyalgia 

Gastrointestinal 

Heartburn or Reflux Unable to control bowels Hiatal Hernia 

Chronic constipation or diarrhea 

Nausea / vomiting 

Irritable bowel syndrome 

Abdominal Pain 

Hepatitis or Liver Disease 

Other 

Easy bruising or bleeding Genital Problems Blood Disorder: _____________ 

Frequent urinary infections 

Skin Problems 

Skin Discoloration 

Urinary Incontinence/ Frequency/ 

Difficulty 

Kidney stones 

Cancer: What type? 

Lupus / Polio / HIV / Immune 

suppression 

Panic Attacks 

Agitation or Mood Changes 

Concentration problems 

Childhood: Happy / Unhappy / 

Neither 

Arrests or Jail sentence 

Stress 

(describe)_______________ 

Previous Psychiatric Treatment: Most 

recent visit ______________ 

Suicidal thoughts or Attempted Suicide 

(When) _______________ 

Past/Present Experiences (Circle those 

that apply) 

Flashbacks / Physical violence / Sexual 

Abuse 

Excessive Worrying 

Confusion 

PTSD 

Bipolar 

Anxiety 

Depression 

Attention Deficit Disorder (ADD 

or ADHD) 
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FAMILY MEDICAL HISTORY Circle all that apply. 
High Blood Pressure 
Severe Arthritis 
Chronic Pain 

Heart Disease / Stroke 
Bleeding Disorder 
Substance abuse 

Autoimmune disease 
Cancer 
Alcoholism 

Diabetes 
Muscle disease 
Osteoporosis 

SOCIAL HISTORY 

Where have you lived most of your life? ___________________________________________________________ 

Highest grade completed? ______________________________________________________________________ 

Marital Status:  Married   Civil Union   Single   Separated   Divorced   Widowed     

Do you live with:   Spouse       Significant Other      Parents   Alone      Other? _____________________________ 

Number and age of children? _________________________________________________________ 

Has your pain changed your relationship with your family?  Yes  No 

Smoking 

Have you ever smoked tobacco?  Quit _________________________________________________ 

Do you smoke now? No   Yes _______________________________________________________ 

How many packs per day? ____________ Cigars per day? _____________ Pipe? _______________ 

Alcohol 

Do you drink alcohol? No Yes  If yes, how many drinks per week?  ______________________________________ 

Have you ever had problems with alcohol? No Yes If yes, describe _______________________________________ 
_____________________________________________________________________________________________ 

Cannabis and other drugs: 

Do you use any street drugs/cannabis/marijuana? This is important. No If yes, what? 
_____________________________________________________________________________________________ 

Work History 

Employed:  Full-Time    Part-Time    Self-Employed  Unemployed  Retired  Disabled 

Describe your current or last job? _________________________________________________________________ 

When was the last day you worked “full duty?” ______________________________________________________ 

How many hours per week do you work? ___________________________________________________________ 

Does your work involve any of the following? 
Standing/Walking Yes No Lifting Yes No 
Driving/Sitting                              Yes        No Vibration Yes No 
Exposure to Fumes  Dust    Solvents  Noise    None 
Have you missed much work because of your current or past pain or illness?                    Yes         No 

Are you currently receiving wage compensation, disability pay or workman’s comp payments?  Yes   No 

If you have a work-related injury what is the date of your injury?  _______________________________________ 

Do you have an attorney or lawyer helping you with a lawsuit about disability, workers compensation, injury, or a 

pain-related legal matter? No   Yes  

01/25
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Describe your support people, church or religious affiliation, or other place where you get support, talk to someone, or can 

be yourself? _____________________________________________________________________________________ 

Treatment Goals and Major Concerns 

What would you like to accomplish with your visits here? What would you do if you had less pain? 
_______________________________________________________________________________________________ 

_______________________________________________________________________________________________ 

Patient Signature: _______________________________________ 




