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Age: .
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Chester J. Donnally, 1II; M.D.

Please completa this form carefully, Your answers wiil help us better underitand your prosenting problem nnd
deslgn the best treatment program foryou, .

Who referred you?,_

Me]p Concem:

How long tras this baen an Issue? {Approximate date)

Was there 3 specific avent that atared it? [ Jyes Cno Ifyes, please explaln:

USING SYMBOLS BELOW, MARK DRAWING AGCORDING TO YOUR

PAIN, INCLUDE ALL AFFECTED AREAS
1. Electrical: AWA ) 4. Pins/needles; ooo - 7. Dullk bDb

2. Sherp/stabbing; sss 5. Achefsore: AAA 8. Numb: nnn
3, Tingling: 00t 6. Throbbing: TTT
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DOES PAIN COME DNy «BAINIS:; - PAIN IS WORST RE YOU GETTING
Ll suddeny [7] Constant When | wake up ] Better
[ Gradualy . L] @ood & bad days After | have heen active [1worse .
y Bofore1 go ta sleep [] Urchanged



Occupation: (|f retired, prior occupation)

Araycl on disabllity? (Year, condition)

[s his problem the result of en on-thevob Injury? [Clyes [no

is this problem the resuil of & motor vehicle accldent (MVA)? [lyes [lne (Date}
is this problem the result ol fali? [Jyes Clno (Date) -

Wirleh INGREASES your palnfdiscomfort? Pleass check or clrcle.

Standing Slting " Walking Bending forward Bending backward
Lylng on back Lying on stomach Lyirig on side Rising from &liting
Covghing Sneezing Urlnatlon Bowel movement
Which DECREABES your paln/discomfort? Blease cheak ar elrele,
Standing Sitting Walking Bending forward Bending backward
Lylng on back Lylng on slomach LyIng cn slde Rlsing from siting
Coughing Sneezing " Urination Bowal movement
What Is the approximate amount of time you can perfarm the following acilviiies?
Sit minates Stand minutes Walk minutes
Please check all reatments you have trlad for your pafn and then check the appropriate column:
Treatment Date No Relief | Moderate | Excellent
(approx.) .___| Rellef Relief
O | PhystealfOceupational Therapy & 0O O
. O |Heat/lce 0 g a
0 | Traction” ] g g
O |njections (Back or neck only (MD nams?) O 0 |
O |QralSterolds O 0 0
[J |B3raceer Collar a n} ]
O | Message D0 s ol
0O | Chiropractic Maniptlation [Whom?) 0 O =
[1 | Other. ] | g

List all prior splne surgeries {approximate year):




Medleations; Usa the back of this page if additional epace is needed.
Remembsr antibictics, blood thinners, asplrin, Insulln, heart medications, csteoporosls medceationl

Nama Strangth  Frequency Neme Strength  Frequency
[ 7. '
7 ' .
3. B.
4. 10.
[ 1.
8. 12,
Pharmacy NameMNunber:_
Occupatlon (employer) Highest Education Leves
) ES) E{OBEIES:
Running Walking Cycling Golf Yoga  Treadmil Eilptical Machine | WWelghtlfing

Anfoblzs class Other,

Phyelclan has reviewed the form and acimowledges the findings:

Slgnature- Chester J. Donnally, i, MD



PHYSICIAN FINANCIAL DISCLOSURE FORM

Please note that our provider Dr. Chester Donnally has/had a consulting agreement for education or

financial agreement with any of following entities:

National Neuromonitoring-DRF
Guardian Neurology

Donnally Spine PA

LSDC

Methodist Hospital for Surgery
Texas Spine Consultants

Texas Medical Premium, LLC
Elsby Enterprises, LLC

Special Surgery DFW, LLC

If you are referred to any of these entities or any other entity related to Texas Spine Consultants, L.L.P.,
Dr. Chester Donnally may or in the past has receive(d) direct or indirect remuneration. If you have any

questions regarding this paragraph, please discuss them with Dr. Donnally directly!

Also, if treating your condition requires fusion, you might be prescribe an Orthofix bone growth
stimulator. Dr. Donnally is a supplier of Orthofix products. If you choose to obtain the Orthofix bone growth
stimulator directly from the office, TSC may earn a profit for the device. You may choose not to receive the
Orthofix bone growth stimulator for fusions directly from TSC and may instead obtain another device that is the

same or similar from another supplier, including Orthofix directly.

ACKNOWLEDGEMENT

I acknowledge and agree that I have reviewed this disclosure in its entirety which was given to me at the
time of initial contact. I acknowledge and agree that I have been given the opportunity to ask any questions and

had all my questions answered to my satisfaction.

PATIENT SIGNATURE (OR PERSONAL REPRESENTATIVE) DATE

.

PRINTED NAME

PERSONAL REPRESENTATIVE’S AUTHORITY (IF APPLICABLE)



Texas Spine Consultants

Consultants, te TSC Policies & Consent to Treat
(Pleass initial all sections, sign and date form)

FINANCIAL RESPONSIBILITY- AGREEMENT:
Iniials .
1 agreg o assign Insurance benefits to Taxas Spine Consultants. We bili all primary Insurance companiss that we ara contracted with as "network”
providers as a courtesy o our palients,

| acknowiedge full financial responsibility for senvices rendered hy Texas Spine Consultants and aulhorize transfer of ali unpald amounts to me, which
includes, but is not limited to, Go-pays, Deductibles, Co-Insurance, Pre-existing Clauses, excluded conditions andfor termination of coverage, [ agree to
pay all legel fees Including attomey and court fees as well as collsction costs In the event of dafaulf payment of charges that are my financlal responsibility.
1 further suthoriza and request al insurdnce payments be made direclly fo Texas Spina Consullants.

In treating your candition, | may presctibe an Orthofix bone growth slimulator, | am a suppller of Orthofix products, If you choose to abtaln the Orthofix
bone growth sYmulator directly from ma, | may eam a profit for the devica, You may chaose not fo receive the Crthofix bons growth stimulater directly from
me and may Instead obtaln another device that Is the same or simlar from another suppller, Including Orthafix diectly.

CONSENT OF TREATMENT:

Initials ]
| authorize Texas Spine Consultants Physictans and the Physfcian's Assistants o evaluale and treat me or my famlly member for any orthopedic liness or

Injury for which | seek medical care. | have read and understand the above elinfe policles and | furthér acknowledge that [ accept the terms cullined In
each of the above policles, .

—PHYSICIAN ASSISTANT CONSENT:

Initials
This facliity hes on staff Certified Physlélan Assistants {PA-C) to assist n the delivery of orthopedic medical care, | acknowledge a Physlclan Asslstant Is
nota physician., APA-Cls licensed by the state medlcal board and under the supenviston of a physlelan can dlagnose, treat, 2nd monltor common scule
and chronls diseases as well as pravide health maintenance care. “Supenvision® does NOT require constent physical presence of the supervising
physician, bul rather oversesing and accepting responsibility for the medical services provided. A list of services may be provided thal are within the
scape of practice for a PA-C upon request. | hereby acknowiedge the,above Information and cansent to the services of a Cerlified Physidian Asslstant for
my health care needs, 1 understand that at any given time | can request 1o see the Physician instead of the PA-C.

MEDICATION POLICY CONSENT:
Inltfals -
{ authorize Texas Spine Consultants Physlclans and the Phystclan's Assistants to obtaln a medication history andfer list of current medications via my
pharmacy for medical records.

HIPAA POLICY;
Initials
1 have read and acknowiedge the HIPAA Policy

MISSED APPOINTMENTS / UNTIMELY CANCELLATIONS:
Initials

Missed appoiniments represent a cost o us, lo you, and to olher patients who could have been seen in the time set aside for you, If you are unable fo
keep your appolniment, please give 24 hours' nollca o avald belng charge. If you mliss your scheduled appolntment, you will cecelve a $25.00 charge at
your next scheduled appolntment. Excesslve abuse of scheduled appolntments may result in discharge from the praclice.

I RETURNED CHECKS / REJECTED ACH WITHDRAWALS:
Inftinls

A $30.00 charge will be added to your dccount for any checks refurned or ACH withdrawals reJected by your bank far any reasan in sddition to any fees
that your financlal Institution may charge you. These balances must be pald In full prior to your next appolniment.

DISABILTY OR INSURANCE FORMS:
Inifials

There will be a charge of $10.00 per pa'ge for the complellon of medical farms. Payment Is due at the time that you pick up the forms. Please allow 7-10
days for the completion of these forms. )

Signature: Date:

10.16.23



Telemedicine Informed TS MICAL
Consent ' . Fiing ot Toany

Telemadlicine servicas involve the use of secure Interactiva videaconferencing
equipment and devicss that enable health care providers fo deliver health eare
services fo patlents when lovated at differant sites.

1.1 Iupfers!and that the same etandard of care applles to a lelemsadicine vislt ag applies to an In-persen
vist

2. lunderstand that | will not he physically in the same reom as my health care pravider, 1wl be nofified of
and my consent obtained for anyons other than my healtheare provider present In the room.

3. [ understand that there are potentlel fisks to using {echnolagy, Ineluding service interruptions,
Interception, and technteal difffoulties, .

a, lfltls determined that the videssonferancing equipment andior eonnaction Is not adaguate, |
understand that my health care provider ar | may discontinua the telemedicina visit and makn ather
anangements to contihue tha visik,

4. 1 understand that 1 have the right fo rafuse to participate or declde to stop partlelpating In 2 telemedicine
vist, and that my refusalwil be docummentad in my medical recard, | also undarstand that my refusal vadll
not affect my right to future cara orreatmant.

8, Imay revake my right at any fime by contaciing Texas Spina Consuflants, LLP at 214-370-3535,

5. | undetstand that the laws that protect privacy and the confidentlalily of health care Information apply tn
lalemedicine sewicas. . )

6, | understand that my health care Informatian may be shared with other Individisals for schedullig and
bilny purposes.

% lunderatand thal my Insuranca carrier will hava access te my medical records for quality
reviewfaudit,

b. lunderstand that 1 will be rasponsibla for any out-of-pocket costs such as copayments ar
calnsurances that apply ta my telsmadicing visit, :

¢ | understand that health plan payment pollcles for telemediclie visits may ba different from palicles
for In-person visits, .

7. 1tnderstand that thie document will become a part of my medical recard,

By slgning this form, | attest that [ (1) have persomally read this farm (or had it explalred to me) and {ully
undarstand and agres to its contents; (2) have had my quesllons answered to my sallsfaction, and the
rsks, benefits, and alternatives to telsmedicine visits shared with me in a langugpge | understand; and (3) am
located In the state of Texes and will be In Texas during my telemeticine visii(s).

PallenVParentGuardian Printed Name PatlantiParentGuardlan Signatre

Witness Signatura ' Data

@ 2018 Texas Mudical Asseelalion. Allsights reserved.

The Texus Medleal Assaciallan acknowladges the Texes Medlca! Assorlaion Specta) Funds Foundaton 8
for lts support ol thls document thratgh funds avaidad by The Physlcians Foundalion, Wum‘:“ fau

STl bfsomalbn s provided na a 930 s 8 i . ed
m "“"’*"lgm;,“? ;:'E; ml?mgn!n 'l:mum;?llndb:haiegutm'uﬁmun :nwn ““’,,h"““,‘%g ‘:Nng;mn?ﬂmummr‘?m
ﬁi‘bﬂﬂﬁﬂlmu ok crpreiavnsersianin [T et e)0rar TH Mﬂj‘mnﬂil J:]

e, 24 )0 ks o o] hari, ALz T Eas acimmh;im;immrm’alm mnm:“’mmm"ﬁmmmmumﬁs

EyoD fof ey (RS ECTtERY, GaTE o EANTED, Fpgidian Eftery damzpns i fama o ooy proskted T o e
Eﬁ'ﬂmbmﬂaﬂm Wi mj:ngvmm.\'w H &hnmﬁﬁm;ym pm!%%a%m%m coaneef shogtd

REVFASED: Birch 202D, Yotan Medieal Asse clatlan



Texas Splrie Consvltants
Prescription Policy

Texas Spihe Consultants diagnoses and resls conditions of tha spine, We may prescriba
medicalions for yau to help ralleva the paln, Thess medlcations, when used groperly, can help
patlents feel hetter and lead more productiva lives. These medications can also ba misused,
causing harm to patlents and others, For thls reason, the ‘Stats of Texas and the Federal Drug
Enfur:?emant Adminlstration regulate tha use of medicalions, Texas Splne Conaultants follows
those Jews.

Our palley:

1. Wrilten prescriptions will not be replaced IF lost, stolan or misplaced:

Z Prescrlptions are to be taken as directed. In otherwords, do not change the fraquency
of the dose unless olherwise diracted by a Texas Spine Constitanta professional, ifa
change doas poour, this wil be noted in ysur chart, . )

3. Ceraln oontralled subslanzes such as Oxycontin, M8 Cantin and Percocat ate writlen
for a 30 day supply. it Is Recetsaty lo make monthly follow up appolntments in order to
n;‘eelva arefll, Bylaw, controfled substanve medicelions cannot be refilled over the
phaone,

. 4. Refilg for prescriptions Isted below may be refiiled every three months. As a reslt, #
you were not seen In tha hospltal or office, prescriplions cannet be refillad,

= Sleep aldgsuch as; Amblan

»  Anflinfammatories such as: Viow:, Bexira, Celebrex
v Nareofics such as: Hydrocodone, Percocet

» Muscle Relexars such as; Soma, Robaxin, Flaxerl]

5. Wfyour prescription bottle Indicates that you have refills remaining, contaet your
pharmacy dirsefly. f there ars no refills left, you will nead to contact our office and
schedule an appointment.

€. Refllls wil nat ba authorized ot night, onweekends or holldays. He sure ta plan shead
to make stire you have enpugh pills.

7. Bafore your visit {o Texas Splite Consulldnls, plesse check your supply of medicafion.
1f you need a refll, pluase ask,

B, Relll requests for preseriptions not presciibed by & Texas Spine Consultants physician
will not ba authorized,

8, [f you belleve you meay ba pregnant, discover yout era pregnant at any time, or plan to
become preghant, 1t Iz your responsibllity te Inform this office Immediately.

10, Urinary drug screens will dceur prior fo any narpotis regimen and approximately svery
thrae months followinp. .

{ rave read the above prescription pollcy and | am awnare of the nacessary aleps In urderto
kave prescription(s) reflled.

Slgnatura____ ; ) Date__

5719021



Andrew Park, M.D.

Robert Viere, M.D.

Michael Hennessy, M.D.

Chester Donnally, M.D.

’ Heidi Lee, M.D.

Texas Spine, A.J. Rush, M.D.
Consultants, LLP

Comprehensive Care of Neck and Back Disorders
Phone: 214.370.3535 / Fax: 214.370.0004
www. TSCspine.com

Communication Consent
We respect your privacy and the privacy of your protected heaith information. Please help us by giving

us guidelines as to how you would like to be contacted by our office. You may revoke or change this
information at any time by completing a new form. We will ask you annually to update the information
by completing a new form.

| authorize your office to contact me in the following manner;
Check all that apply

Home Phone #

D OK to leave message on voice mail or answering machine with detailed message AND call
back number

D OK to leave message with call back number only

D OK to leave a message with family member(s). Please specify who:

Cell Phone #

D OK to leave message on voice mail with detailed message AND call back number
D OK to leave message with call back number only
D OK to send a text message appointment reminder

D OK to send a text message with a call back number only

Worl Phone #

D OK to leave message on voice mail with detailed message AND call back number
D OK to leave message with call back number only

D OK to leave a message with co-worker(s). Please specify who:

| authorize the refease of medical information to the following:

Name Relationship ’ Phone

Printed Name of Patient
Signature of Pattent or Parent or Guardian
Date Completed




