[bookmark: _GoBack]PAIN MANAGEMENT FACILITY DATA REPORTING FORM

902 KAR 20:420 requires the Medical Director for each pain management facility licensed by the Office of Inspector General to report the following information on a quarterly basis within 30 days from the end of each quarter.  Please print or type.

Pain Management Facility Name: _______________________________________________________

Pain Management Facility Address: _____________________________________________________

____________________________________________________________________________________

Pain Management Facility License Number: _____________________________________________

Medical Director’s Name: _____________________________________________________________

Medical Director’s License Number: ____________________________________________________

Reporting Period: 	Year:  ___________________

XX 	January 1 – March 30
XX 	April 1 – June 30
XX 	July 1 – September 31
XX 	October 1 – December 31

1. 	Number of new patients seen and treated at the facility who are prescribed controlled substance medications for the treatment of chronic, non-malignant pain:

	________________________________________________________________________________

2. 	Number of repeat patients seen and treated at the facility who are prescribed controlled substance medications for the treatment of chronic, non-malignant pain:

	_______________________________________________________________________________

3. 	Number of patients discharged due to drug abuse:

	________________________________________________________________________________

4. 	Number of patients discharged due to drug diversion:

	_______________________________________________________________________________

5. 	Number of patients treated at the facility whose domicile is located somewhere other than in Kentucky.  A patient’s domicile is the patient’s fixed or permanent home to which he or she intends to return even though he may temporarily reside elsewhere.

	________________________________________________________________________________

I certify that the information given in completing this form is accurate and correct.

Signature of Medical Director: __________________________________________________________

Date: _______________________________________________________________________________

Submit to:

Office of Inspector General
Cabinet for Health and Family Services
275 East Main Street, 5E-A
Frankfort, Kentucky 40621
OIG 20:240-1, 6/12

