






PHYSICIAN FINANCIAL DISCLOSURE FORM 

Pursuant to Federal and Texas Law, please note that Dr. Michael Hennessy has financial/consulting 

agreements with the following entities:   

• Methodist Hospital for Surgery

• Mustang Neurodiagnostic, PLLC

• Redline Enterprises, LLC

• Spine Surgery Services, PLLC

If you are referred to any of these entities or any other entity related to Texas Spine Consultants, L.L.P., 

Dr. Michael Hennessy may receive direct or indirect remuneration.  If you have any questions regarding this 

paragraph, please discuss them with Dr. Hennessy directly. 

ACKNOWLEDGEMENT 

In treating your condition, I may prescribe an Orthofix bone growth stimulator. I am a supplier of Orthofix 

products. If you choose to obtain the Orthofix bone growth stimulator directly from me, I may earn a profit for 

the device. You may choose not to receive the Orthofix bone growth stimulator directly from me and may 

instead obtain another device that is the same or similar from another supplier, including Orthofix directly. 

I acknowledge and agree that I have reviewed this disclosure in its entirety which has been 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) 



1. I understand that the same standard of care applies to a telemedicine visit as applies to an in-person 
visit.

2. I understand that I will not be physically in the same room as my health care provider. I will be notified of 
and my consent obtained for anyone other than my healthcare provider present in the room.

3. I understand that there are potential risks to using technology, including service interruptions, 
interception, and technical difficulties.
a. If it is determined that the videoconferencing equipment and/or connection is not adequate, I 

understand that my health care provider or I may discontinue the telemedicine visit and make other 
arrangements to continue the visit.

4. I understand that I have the right to refuse to participate or decide to stop participating in a telemedicine 
visit, and that my refusal will be documented in my medical record. I also understand that my refusal will 
not affect my right to future care or treatment.
a. I may revoke my right at any time by contacting Texas Spine Consultants, LLP at 214-370-3535.

5. I understand that the laws that protect privacy and the confidentiality of health care information apply to 
telemedicine services.

6. I understand that my health care information may be shared with other individuals for scheduling and 
billing purposes.
a. I understand that my insurance carrier will have access to my medical records for quality

review/audit.
b. I understand that I will be responsible for any out-of-pocket costs such as copayments or 

coinsurances that apply to my telemedicine visit.
c. I understand that health plan payment policies for telemedicine visits may be different from policies 

for in-person visits.
7. I understand that this document will become a part of my medical record.

Telemedicine Informed 
Consent 

© 2019 Texas Medical Association.  All rights reserved. 

The Texas Medical Association acknowledges the Texas Medical Association Special Funds Foundation 
for its support of this document through funds awarded by The Physicians Foundation. 

NOTICE: This information is provided as a commentary on legal issues and is not intended to provide advice on any specific legal matter. This information should NOT be considered 
legal advice and receipt of it does not create an attorney-client relationship. This is not a substitute for the advice of an attorney. The Office of the General Counsel of the Texas 
Medical Association provides this information with the express understanding that (1) no attorney-client relationship exists, (2) neither TMA nor its attorneys are engaged in providing 
legal advice, and (3) the information is of a general character. Although TMA has attempted to present materials that are accurate and useful, some material may be outdated and 
TMA shall not be liable to anyone for any inaccuracy, error or omission, regardless of cause, or for any damages resulting therefrom. Any legal forms are only provided for the use of 
physicians in consultation with their attorneys. You should not rely on this information when dealing with personal legal matters; rather legal advice from retained legal counsel should 
be sought. 

RELEASED: March 2020, Texas Medical Association 

Telemedicine services involve the use of secure interactive videoconferencing 
equipment and devices that enable health care providers to deliver health care 
services to patients when located at different sites.   

By signing this form, I attest that I (1) have personally read this form (or had it explained to me) and fully 
understand  and agree to its contents; (2) have had my questions answered to my satisfaction, and the 
risks, benefits, and alternatives to telemedicine visits shared with me in a language I understand; and (3) am 
located in the state of Texas and will be in Texas during my telemedicine visit(s). 

______________________________________     __________________________________ 
Patient/Parent/Guardian Printed Name    Patient/Parent/Guardian Signature  

______________________________________       __________________________________ 
Witness Signature                   Date     



Texas Spine Consultants 

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

_____FINANCIAL RESPONSIBILITY AGREEMENT: 
Initials 

I agree to assign insurance benefits to Texas Spine Consultants.  We bill all primary insurance companies that we are contracted with as “network” 
providers as a courtesy to our patients. 

I acknowledge full financial responsibility for services rendered by Texas Spine Consultants and authorize transfer of all unpaid amounts to me, which 
includes, but is not limited to, Co-pays, Deductibles, Co-insurance, Pre-existing Clauses, excluded conditions and/or termination of coverage.  I agree to 
pay all legal fees including attorney and court fees as well as collection costs in the event of default payment of charges that are my financial responsibility.  
I further authorize and request all insurance payments be made directly to Texas Spine Consultants.   

In treating your condition, I may prescribe an Orthofix bone growth stimulator. I am a supplier of Orthofix products. If you choose to obtain the Orthofix 
bone growth stimulator directly from me, I may earn a profit for the device. You may choose not to receive the Orthofix bone growth stimulator directly from 
me and may instead obtain another device that is the same or similar from another supplier, including Orthofix directly. 

_____CONSENT OF TREATMENT: 
Initials 

I authorize Texas Spine Consultants Physicians and the Physician’s Assistants to evaluate and treat me or my family member for any orthopedic illness or 
injury for which I seek medical care.  I have read and understand the above clinic policies and I further acknowledge that I accept the terms outlined in 
each of the above policies. 

_____PHYSICIAN ASSISTANT CONSENT: 
Initials 

This facility has on staff Certified Physician Assistants (PA-C) to assist in the delivery of orthopedic medical care.  I acknowledge a Physician Assistant is 
not a physician.  A PA-C is licensed by the state medical board and under the supervision of a physician can diagnose, treat, and monitor common acute 
and chronic diseases as well as provide health maintenance care.  “Supervision” does NOT require constant physical presence of the supervising 
physician, but rather overseeing and accepting responsibility for the medical services provided.  A list of services may be provided that are within the 
scope of practice for a PA-C upon request.  I hereby acknowledge the above information and consent to the services of a Certified Physician Assistant for 
my health care needs.  I understand that at any given time I can request to see the Physician instead of the PA-C. 

_____MEDICATION POLICY CONSENT: 
Initials 

I authorize Texas Spine Consultants Physicians and the Physician’s Assistants to obtain a medication history and/or list of current medications via my 
pharmacy for medical records. 

_____HIPAA POLICY: 
Initials 

I have read and acknowledge the HIPAA Policy 

_____MISSED APPOINTMENTS / UNTIMELY CANCELLATIONS: 
Initials 

Missed appointments represent a cost to us, to you, and to other patients who could have been seen in the time set aside for you. If you are unable to 
keep your appointment, please give 24 hours’ notice to avoid being charge. If you miss your scheduled appointment, you will receive a $25.00 charge at 
your next scheduled appointment.  Excessive abuse of scheduled appointments may result in discharge from the practice. 

_____RETURNED CHECKS / REJECTED ACH WITHDRAWALS: 
Initials 

A $30.00 charge will be added to your account for any checks returned or ACH withdrawals rejected by your bank for any reason in addition to any fees 
that your financial institution may charge you. These balances must be paid in full prior to your next appointment. 

_____DISABILITY OR INSURANCE FORMS: 
Initials 

There will be a charge of $10.00 per page for the completion of medical forms. 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





 Andrew Park, M.D. 
  Robert Viere, M.D. 

Michael Hennessy, M.D. 
Chester Donnally, M.D. 

Heidi Lee, M.D. 
A.J. Rush, M.D. 

 
 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 health  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.   

I authorize your office to contact me in the following manner: 

Check all that apply 

Home Phone # ___________________ 

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

 OK to  leave message with call back number only 

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

 
Cell Phone # ______________________ 

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

 OK to  leave message with call back number only 

 OK to send a text message appointment reminder 

 OK to send a text message with a call back number only 
 
Work Phone # ______________________ 

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

 OK to  leave message with call back number only 

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

I authorize the release of medical information to the following: 
Name Relationship Phone 

   
   

 
Printed Name of Patient ________________________________________________________________ 
Signature of Patient or Parent or Guardian _________________________________________________ 
Date Completed _______________________________________________________________________ 




