
NEW PATIENT REGISTRATION FORM 
Date: 
Email Address: 
Preferred Provider: 

Patient Information 
Last Name: First Name: Ml: 

Date of Birth: Age: SSN: 

Address: 

City: State: Zip Code: 

Please check 
primary phone 

Home Phone□
  

Work Phone□
Martial Status:

Single     Married     Divorced     Widowed     Other  

Cell Phone□ 
Gender:
□Male □Female

Race: Ethnicity Preferred Language: 

Occupation: Employer: 

Primary Insurance Information □Check if same as patient
Primary Insurance Name: 

Name of Policy Holder: DOB: SSN: 

Relationship to the patient: Employer: 

Policy#: Group#: 

Secondary Insurance Information (Only if Applicable) 
Secondary Insurance Name: 

Name of Policy Holder: DOB: SSN: 

Relationship to the patient: Employer: 

Policy#: Group#: 

I hereby authorize the offices of Michael A. Castillo, MD, to release any medical information required during the course of examination and treatment to my 
insurance company, and I permit payment to the practice from my insurance for any benefits due for their services rendered. I recognize and accept 
responsibility for services rendered regardless of insurance coverage. This includes but is not limited to coinsurance, copayment, deductible, and non-covered 
services. I understand that I am responsible for all charges incurred regardless of the insurance status. I agree to pay for services incurred after the patient 
has been charged for the office visit, such as labs, medical supplies, etc. I agree to pay my bill in full for services rendered by Michael A. Castillo, MD and 
providers. 

Patient Signature: Date: 

Front
Highlight

Front
Highlight

Front
Highlight

Front
Highlight



MICHAELA. CASTILLO. MD 

Opioid Agreement & Medication Guidelines 

Patient Name: Date of Birth: 
---------

All patients are required to sign this medication agreement prior to possibly receiving any opioid prescription (s).

Failure to follow these rules and regulations could result in your dismissal/discharge from the practice. 

I agree to and understand the following pain treatment plan 

I will receive my opioid medication(s) only from Dr. Michael Castillo or from my primary care doctor with permission 

from Dr. Castillo 

I agree to take my medication(s) as prescribed. I will not take extra medication without contacting Dr. Castillo first. 

If a medication/prescription is stolen a police report must be provided 

I agree to keep all scheduled appointment and arrive 30 minutes prior to appointment time unless informed differently. 

I understand If I'm late I will have to be rescheduled. Two or more missed or same day cancellations may be grounds for 

dismissal. 

I agree to bring my medication(s) prescribe by Dr. Castillo with me to all office visits in the original bottles. 

I agree to keep my medication(s) safe at all times. 

I agree to abstain from alcohol or illegal drugs uses while taking opioids. Drinking alcohol, using illegal drugs or taking 

sedatives or hypnotics (that have not been prescribed by Dr. Castillo) with opioid can puts me at risk for respiratory 

depression, low blood pressure or death 

I agree to periodic/random drug screen. 

I agree not to drive, operate machinery or serve in the public sector if I feel impaired or have medication related 

drowsiness. 

I agree to never share, sell or exchange medication(s). 

I understand forging or falsifying prescription(s) will result in immediate dismissal and will be reported to the proper 

authorities 

I agree to bring my medication(s) prescribe by Dr. Castillo with me to all office visits in the original bott.les. 

I agree to maintain a patient relationship with a Primary Care provider in Arizona 

I agree to comply with all aspects of the recommended treatment plan 

(medications, procedures, physical therapy etc.) 

I will inform all other providers (.dentist. urgent care. primary care. pharmacy etc.) of this opioid agreement. 

I understand that ALL medication refills will be by appointment ONLY. There are no early. weekend. holiday or evening refills 

I understand it is my responsibility to make my next medication refill appointment prior to leaving the office. 

I understand If I miss my scheduled appointment it can take up to or greater than 2 weeks to be re-scheduled. 

I understand that it is my responsibility to notify the office of any Insurance changes prior to my appointment. 

I understand that Dr. Castillo may choose to taper my medication(s) if: 

a) I have significant side effect to opioid.

b) My opioid dosage has escalated without adequate pain relief

c) I am Non-Compliant with the terms of this agreement

I have read the entire agreement and had all my questions and concerns answered and addressed. By signing this 

document I agree to the following guidelines set forth by Dr. Michael Castillo, in the event I receive an opiod prescription. 

Patient Signature Date 

Dr. Castillo Staff Member Signature Date 

*** Please Read and Initial Each Statement***



**Water Only up to 2 hour prior to the procedure** 

Patient Signature: _________________________    Date: ____________________ 

Instruction for Procedures 
Please read the following as it is instructions for possible in office procedures. The following instructions
refer to medications that may increase bleeding risk during a procedure. There are risks of stopping some 
medications.  

Medication Guidelines:  
It is important that you discuss these risks with your prescribing physician (PCP, Cardiologist 

etc.) prior to stopping any of these medications. 

Procedures Requiring Medications to be HELD:  
Epidural, Stellate, Sympathetic, Radiofrequency Ablation, Pump or Stimulator Trials and Implants 

✓ Xarelto (rivaraxaban), Lovenox & Subcutaneous Heparin, Aggrenox or Persantine (dipyridamole) must be

stopped 24 hours prior to your procedure. If abnormal renal function 48 to 72 hours prior.

✓ Eliquis (apixaban) Pradaxa (dabigatran) Savaysa (edoxaban) must be stopped 3 days prior to your procedure,
unless otherwise discussed and arranged with you physician.

✓ SGLT2s should be stopped 3 days prior to your procedure

✓ Coumadin (warfarin), Plavix (clopidogrel), Brilianta (trigrelor) must be stopped 5 days prior to your

procedure, unless otherwise discussed and arranged with you physician.

✓ Aspirin and all aspirin containing products (including Bayer, Ecotrin , Alka Seltzer etc.) should be stopped

7 days prior to your procedure (unless otherwise discussed and arranged with your physician)

✓ Trental (pentoxphylline) should be stopped 7 days prior to your procedure.

✓ Ozempic, and GLP-1s should be stopped 7 days prior to your procedure

✓ Ticlid (ticlopidine HCL) should be stopped 14 days prior to your procedure.

✓ All non NSAIDS COX-2 non-steroidal anti-inflammatory drug (Advil, Motrin, Ibuprofen, Nuprin, Alvev, Naproxen,

Relafen, Voltaren, Lodine, Mobic etc) should be stopped 4 days prior to your procedure.

✓ All over the counter vitamin/mineral/supplements should be stopped 14 days prior to your procedure.

Please note that it is recommended that you continue all other medication as prescribe (Blood
Pressure etc) including pain medications

If you are an INSULIN dependent diabetic, it is a generally recommended to half the dose of your 
insulin on the morning of your procedure, however you should contact your primary care provider 
for exact instructions. Please bring a snack for after your procedure.  

If you are started on antibiotics, please call the office to re-schedule your procedure 

**No eating 6 hours prior to any PROCEDURE** 

In signing this procedure medication and fasting instructions guide that if I do receive injections in the future I 
will be responsible for following the instructions, and understand I will be responsible for paying a $50 
cancellation fee for not following the pre-procedure instructions.





                         Release of Information 
  

 
Acknowledgment of Receipt of Privacy Notice 

 
 

I hereby acknowledge that I have been presented with a copy of the notice of Privacy 
Practices and I release any and all medical information to be used in accordance with 
the above practice. 

 
I authorize Michael A. Castillo, MD to discuss my medical progress with the following 
people. 
 
Name & Relationship: _____________________________________________________ 
 
Name & Relationship: _____________________________________________________ 
 
Name & Relationship: _____________________________________________________ 
 
Name & Relationship: ____________________________________________________

     May we leave results on your answering machine and/or voicemail? (circle one) 
 
 
                  
       

Signature (Patient or if minor Signature of parent or guardian) Date 
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                Financial Policy 
  

Thank you for choosing Michael Castillo, M.D., as your healthcare provider. We are committed to the 
success of your medical treatment and care. Please carefully review this Financial Policy, initial each 
section, and sign the agreement to indicate your acceptance of its terms. 

 

Payment is Due at the Time of Service 
1. All co-payments, deductibles, coinsurance, and fees for non-covered services are due at the time of service unless 

you have made payment arrangements in advance of your appointment. We accept cash, checks, and credit 
cards. 

 
2.  We designate accounts Self-Pay under the following circumstances: (1) patient does not have health insurance 

coverage, (2) patient is covered by an insurance plan that our providers do not participate in, (3) patient does not 
have a current, valid insurance card on file, or (4) patient does not have a valid insurance referral on file. 

 
3.  We request at least 24-hours advanced notice be given to the office if you will be unable to keep your scheduled 

appointment. You will be charged a fee for each incident.  The first incident there is a $50.00 fee, second incident 
has a $150.00 fee and third incident has a $200.00 fee.  These charges are your personal responsibility and will not 
be billed to any insurance carrier. Patients who repeatedly "no show" for appointments may be discharged from 
the practice. 

Initial: 

Proof of Insurance 
1. It is your responsibility to notify the Practice in a timely manner of changes in your health insurance coverage. If 

the Practice is unable to process your claim within your health insurance carrier's filing limits, or lack of your 
response to insurance carrier inquiries due to untimely notice, you will be responsible for all charges. 

 
 

Referrals & Authorizations 
         Initial: 

1. The Practice has specific network agreements with many, but not all, insurance carriers. It is your responsibility to 
contact your insurance carrier to verify that your assigned provider participates in your plan. Your insurance 
carrier's plan may have out-of network charges that have higher deductibles and co-payments, which are your 
responsibility. 

 

2. If you have an HMO plan we are contracted with, you need a referral or authorization from your primary care 
physician. Without an insurance required referral, the insurance company will deny payment for services. If we 
are unable to obtain the referral prior to your appointment, you will be rescheduled or asked to pay for the visit 
in advance. 

 
3. The Practice may provide services that your insurance carrier's plan excludes or requires prior authorization. If 

determined that a prior authorization is required, we will attempt to obtain such authorization on your behalf. 
Ultimately, it is your responsibility to ensure that services provided to you are covered benefits and authorized 
by your insurance carrier. 

 
Initial: 
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 Financial Policy 
Billing and Refunds 

1. If we must send you a statement, the balance is due in full within 30 days of the statement date.

2. If you have an outstanding balance over 120 days old and have failed to make payment arrangements (or become
delinquent on an existing payment plan), we may turn your balance over to a collection agency and/or an attorney
for collection. This may result in adverse reporting to credit bureaus and additional legal action. The Practice
reserves the right to refuse treatment to patients with outstanding balances over 120 days old. You agree, in
order to service your account or to collect any amounts you may owe, we may contact you at any telephone number
associated with your account, including cellular numbers, which could result in charges to you. We may also
contact you by text message or e-mail, using any e-mail address you provide.

3. If you make an overpayment on your account, we will issue a refund only if there are no other outstanding
balances for medical services on your account or any other account(s) with the same financial
responsible party.

Initial: 

Additional Information 
1. The Privacy Rule allows you to receive a copy of your personal medical and billing records and allows the

Practice to require individuals to complete and sign an Authorization for Disclosure and Release of Medical
Records Form.

Initial: 

2. The Practice will respond (at the provider's discretion) to requests for the completion of certain medical forms
(FMLA, Short Term Disability & Temporary Disability Parking Permit) assuming the patient is in good standing
and has been active with the Practice for six (6) months consecutively. All requests require an office visit.

Initial: 

3. By initialing this section, I acknowledge that I have received and reviewed, or have been given the opportunity to
receive and review, a copy of the Practice's Notice of Privacy Practice, Public, Statement of Patient's Rights and
Advanced Directive Statement.

Initial: 

    Agreement and Assignment of Benefits 

I have read and understand the Financial Policy for Michael A. Castillo, M.D., and I agree to abide by its 
terms. I hereby assign all medical and surgical benefits and authorize my insurance carrier(s) to 
issue payment directly to the Practice. I understand that I am financially responsible for all services 
I receive from the Practice. This financial policy is binding upon me and my estate, executors 
and/or administrators, if applicable. 

Signature (Patient or if minor Signature of parent or guardian) Date 
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        Patient’s Rights and Responsibilities 
  

 
       CONFIDENTIALITY 
 
1. It is the policy of Michael A. Castillo, MD, PC. to treat all patient information confidentially. This includes patient 

records and conversations. We will investigate any reported violation of this policy. If you have any questions, 
please ask a front desk representative for information. Dr. Castillo makes every effort to provide our patients with 
an environment which is safe, private, and respectful of our patient's needs. If you have a complaint about our 
services, facilities, or staff, we want to hear from you. We will do everything we can to see that your experience 
with us is professional in every way. 

 
        ISSUES OF CARE 

 
1. Dr. Castillo is committed to your participation in care decisions. As a patient, you have the right to ask questions 

and receive answers regarding the course of clinical care recommended by any of our health providers, including 
discontinuing care. We urge you to follow the healthcare directions given to you by our providers. However, if you 
have any doubts or concerns, or if you question the care prescribed by our providers, please ask. 

 
        ADVANCE DIRECTIVE NOTIFICATION  
 
1. In the State of Arizona, all patients have the right to participate in their own health care decisions and to make 

Advance Directive or execute Power of Attorney that authorize others to make decisions on their behalf based on 
the patient's expressed wishes when the patient is unable to make decisions. Michael A. Castillo, M.D., PC 
respects and upholds those rights 
 
However, unlike in an acute care hospital setting, Michael A. Castillo, M.D, PC does not perform "high risk" 
procedures. While no procedure is without risk, most procedures performed in this office are considered to be 
minimal risk. 
 
Therefore, it is our policy, regardless of the contents of any Advance Directive or instructions from a health care 
surrogate or attorney-in-fact, that if an adverse event occurs during your treatment at this office, we will initiate 
resuscitative or other stabilizing measures and transfer you to an acute care hospital for further evaluation. 
 

       PATIENT RIGHTS  
 
1. The patient has the right to receive information from health providers and to discuss the benefits, risks, and    

costs of appropriate treatment alternatives. Patients should receive guidance from their health providers as to the 
optimal course of action. Patients are also entitled to obtain copies or summaries of their medical records, to have 
their questions answered, to be advised of potential conflicts of interest that their health providers might have, 
and to receive independent professional opinions. 
 

2. The patient has the right to make decisions regarding the health care that is recommended by his or her 
healthcare provider. Accordingly, patients may accept or refuse any recommended medical treatment. 
 

3. The patient has the right to courtesy, respect, dignity, responsiveness, and timely attention to his or her needs, 
regardless of race, religion, ethnic or national origin, gender, age, sexual orientation, or disability. 
 

4. The patient has the right to confidentiality. The health provider should not reveal confidential communications or 
information without the consent of the patient, unless provided for by law or by the need to protect the welfare of 
the individual or the public interest. 
 

 
 
 
 



        Patient’s Rights and Responsibilities 
  

 
 
 
5. The patient has the right to continuity of health care. The healthcare provider has an obligation to cooperate in the 

coordination of medically indicated care with other health providers treating the patient. The health provider may 
discontinue care provided they give the patient reasonable assistance and direction, and sufficient opportunity to 
make alternative arrangements. 
 

6. Good communication is essential to a successful health provider-patient relationship. To the extent possible, 
patients have a responsibility to be truthful and to express their concerns clearly to their health providers. 
 

7. Patients have a responsibility to provide a complete medical history, to the extent possible, including information 
about past illnesses, medications, hospitalizations, family history of illness and other matters relating to present 
health. 
 

8. Patients have a responsibility to request information or clarification about their health status or treatment when 
they do not fully understand what has been described. 
 

9. Once patients and health providers agree upon the goals of therapy, patients have a responsibility to cooperate 
with the treatment plan. Compliance with health provider instructions is often essential to public and individual 
safety. Patients also have a responsibility to disclose whether previously agreed upon treatments are being 
followed and to indicate when they would like to reconsider the treatment plan. 
 
 
 

 
 

              Signature (Patient or if minor Signature of parent or guardian)  Date 
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Instructions for in-office Procedures 
  

 
If you and your provider have decided to do an in-office procedure, the following instructions are VERY IMPORTANT to 
follow.  These instructions will be provided to you again upon scheduling. 
 
BLOOD-THINNERS (ANTICOAGULANTS):  
You will need your prescribing provider’s permission before stopping any of the following medications, especially if you 
have a stent.  Unless you and your provider have discussed and made prior arrangements.   If your procedure is 
cancelled for any reason, call your provider, because you may need to restart the blood-thinning medications. The 
following is a list of blood-thinners and recommended timelines to discontinue prior to procedure: 
 
 14-days prior:    Ticlid (ticlopidine HCL) 

               All over the counter vitamins/minerals/supplements 
 

 7-days prior:    Trental (pentoxphylline) 
                                  Aspirin and all aspirin containing products (including Bayer, Ecotrin, Alka Seltzer, etc.) 
 
 5-days prior:    Coumadin (warfarin), Plavix (clopidogrel), and Brilianta (trigrelor)  
 
 4-days prior:   All non-NSAIDS COX-2 non-steroidal anti-inflammatory drug  

                    Advil, Motin, Ibuprofen, Nuprin, Aleve, Naproxen, Relafen, Voltaren, Lodine, Mobic, etc. 
 
 3-days prior:   Eliquis (apixaban), Pradax (dabigatran), Savaysa (edoxaban) 
 
 24-hours prior:  Xarelto (rivaraxaban), Lovenox, Subcutaneous Heparin, Aggrenox, Persantine 
 
Insulin Dependent Diabetic:  
The recommendation is to take half the dose of your insulin on the morning of your procedure.  Please bring a snack for 
after your procedure.  If you have any questions or concerns regarding this recommendation, please reach out to your 
prescribing provider.  
 
Antibiotics: 
Should you start taking antibiotics prior to your scheduled procedure, please contact the office immediately.  Your 
procedure will need to be rescheduled for 10-days after the antibiotic dose.  ABSOLUTELY NO INFECTIONS!    
 
Day of Procedure: 
 Take all other medication as prescribed such as blood pressure including pain medications 
 6-hours prior: No food or liquids other than water 
 2-hours prior: Nothing else by mouth including water 
 
Sedation: 
If you decide to have sedation for your procedure, please make sure you have a driver accompanying you.  Public 
transportation is NOT allowed.  NO Uber, Lyft, taxi, or bus 

 
Please contact the office and cancel your procedure if you have no pain, have an active infection, not 

feeling well or if there is a scheduling conflict. 
 
      
I have read and understood the instructions for in-office procedures. 
 
 
 
 
Signature:      Date:
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Patient Name						      Chief  Complaint

Pain Description

What number on the pain scale (0-10) best describes your pain right now?
What number on the pain scale (0-10) best describes your worst pain?
What number on the pain scale (0-10) best describes your least pain?

Where is your worst area of  pain located?
Does this pain radiate? If  so, where?
Please list any additional areas of  pain:

Onset of  Symptoms

Approximately when did this pain begin?
What caused your current pain episode?
How did your current pain episode begin?
  Gradual	 Suddenly

Use this diagram to indicate the location and type
of  your pain. Mark the drawing with the following
letters that best describe your symptoms:

    “N” = numbness
    “S” = stabbing
    “B” = burning
    “P” = pins & needles
    “A” = aching

Pain Description - Check all of  the following that describe your pain:
  Aching		  Numbness		  Spasming		  Throbbing
  Cramping		  Shock-like		  Squeezing		  Tingling/Pins & Needles
  Dull			  Shooting		  Stabbing/Sharp	 Tiring/Exhausting
  Hot/Burning

Pain Frequency
What word best describes the frequency of  your pain?  Constant	     Intermittent
When is your pain at its worst?   Mornings	     During the Day	 Evenings	 Middle of  the night



Diagnostic Tests and Imaging

Pain Treatment History

Anesthesia History

Patient Name						      DOB

Mark all of  the following activities that are adversely/negatively affected by your pain



Allergies

Patient Name						      DOB

Current Medications



Past Surgical History

Patient Name						      DOB

Past Medical History



Patient Name						      DOB

Family History

Social History



Patient Name						      DOB

Review of  Sypmtoms



Patient Name							       DOB
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MICHAELA. CASTILLO. MD 


Opioid Agreement & Medication Guidelines 


Patient Name: Date of Birth: 
---------


All patients are required to sign this medication agreement prior to possibly receiving any opioid prescription (s).


Failure to follow these rules and regulations could result in your dismissal/discharge from the practice. 


I agree to and understand the following pain treatment plan 


I will receive my opioid medication(s) only from Dr. Michael Castillo or from my primary care doctor with permission 


from Dr. Castillo 


I agree to take my medication(s) as prescribed. I will not take extra medication without contacting Dr. Castillo first. 


If a medication/prescription is stolen a police report must be provided 


I agree to keep all scheduled appointment and arrive 30 minutes prior to appointment time unless informed differently. 


I understand If I'm late I will have to be rescheduled. Two or more missed or same day cancellations may be grounds for 


dismissal. 


I agree to bring my medication(s) prescribe by Dr. Castillo with me to all office visits in the original bottles. 


I agree to keep my medication(s) safe at all times. 


I agree to abstain from alcohol or illegal drugs uses while taking opioids. Drinking alcohol, using illegal drugs or taking 


sedatives or hypnotics (that have not been prescribed by Dr. Castillo) with opioid can puts me at risk for respiratory 


depression, low blood pressure or death 


I agree to periodic/random drug screen. 


I agree not to drive, operate machinery or serve in the public sector if I feel impaired or have medication related 


drowsiness. 


I agree to never share, sell or exchange medication(s). 


I understand forging or falsifying prescription(s) will result in immediate dismissal and will be reported to the proper 


authorities 


I agree to bring my medication(s) prescribe by Dr. Castillo with me to all office visits in the original bott.les. 


I agree to maintain a patient relationship with a Primary Care provider in Arizona 


I agree to comply with all aspects of the recommended treatment plan 


(medications, procedures, physical therapy etc.) 


I will inform all other providers (.dentist. urgent care. primary care. pharmacy etc.) of this opioid agreement. 


I understand that ALL medication refills will be by appointment ONLY. There are no early. weekend. holiday or evening refills 


I understand it is my responsibility to make my next medication refill appointment prior to leaving the office. 


I understand If I miss my scheduled appointment it can take up to or greater than 2 weeks to be re-scheduled. 


I understand that it is my responsibility to notify the office of any Insurance changes prior to my appointment. 


I understand that Dr. Castillo may choose to taper my medication(s) if: 


a) I have significant side effect to opioid.


b) My opioid dosage has escalated without adequate pain relief


c) I am Non-Compliant with the terms of this agreement


I have read the entire agreement and had all my questions and concerns answered and addressed. By signing this 


document I agree to the following guidelines set forth by Dr. Michael Castillo, in the event I receive an opiod prescription. 


Patient Signature Date 


Dr. Castillo Staff Member Signature Date 


*** Please Read and Initial Each Statement***
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