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Past/Current Pharmacologic Trials;

Opleds: Type

Nsalds:

Muscle Relaxants:

Anticonvulsants:

Antidepressants:

Topicals (le: cream, patches):
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Sterolds (Oral):

If female, are you pregnant?

Current Medlcatians:

Reviewing Physician Signature



Texas Spine Consultants
TSC Policies & Consent to Treat
(Please Initia) all sections, slgn and date farm)

Coibaeier

Initlals, FINANCIAL RESPONSIBILITY AGREENVIENT:
| agree ta asslgn Insurance benefits to Texas Spine Consultants. We bill all primary Insurance companles that we are
contracted with as “network” providers as a courtesy to our patients.

1 acknowladge full financlal responsibility for services rendered by Texas Spine Consultants and authorlze transfer of all unpald
amounts to me, which Inciudes, but Is not limited to, Co-pays, Deductibles, Co-Insurance, Pre-existing Clauses, excluded
canditions and/or termination of coverage. ! agree to pay all lagal fees including attorney and court fees as well as collection
costs In the event of default payment of charges that are my financlal responsibility.

| further authorize and request all insurance payments be made directly to Texas Spine Consultants.

Inittals CONSENT OF TREATIMENT:

| authorize Texas Spine Consultants Physlcians and the Physician’s Assistants to evaluate and treat me or my family member for
any orthopedic iliness or Injury for which | seek madical care. | have read and understand the above clinfc pollcles and | further
acknowledge that | accept the terms outlined in each of the above policles.

Initfals PHYSICIAN ASSISTANT CONSENT;

This facillty has on staff Certlfled Physlcian Assistants {PA-C} to asslst in the delivery of orthopedic medical care. ! acknnwledge
a Physician Assistant Is not a physician, A PA-Clsllcensed by the state medical board and under the supervision of a physiclan
can dlagnose, treat, and monltor common acute and chronlc diseases as well as provide health malntenance care.
“Supervision” does NOT require constant physlcal presence of the supervising physiclan, but rather averseelng and accepting
responslbility 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, | hereby acknowledge the above Information and consent to the services of a Certlfled Physlclan Assistant
for my health care needs, [ understand that at any glven time | can request to see the Physlclan instead of the PA-C,

Initials MEDICATION POLICY CONSENT:
I authorize Texas Spine Consultants Physicians and the Physiclan’s Assistants to obtain @ medication history and/or list of
current medicatipns via my pharmacy for medical records,

Initials HIPAA Polley:
| have read and acknowledge the HIPAA Policy.

Initials Missed Appolntments / Untimely Cancellations:

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

Initials Returned Checks/Rejected ACH \Withdrawals:
A 530,00 charge wlll be added to your accaunt for any checks returned or ACH withdrawals re]ected by your bank for any

reason in addition to any fees that your flnancial institution may charge you. These balances must be pald In full prior to your
next appointment,

Initials Disabllity or Insurance Forms:

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.

Slenature: Date:




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 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.

| 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

Work 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-warker(s). Please specify who:

l 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




Texas Spine Consultants
Prescription Pollcy

Texas Spine Consultants diagnoses and treats conditions of the spine. We may prescriba
medicatlons for you to help relieve the paln. These medications, when used properly, can help
patients feel better and lead more productive lives. These medications can also be misused,
causing harm fo patients and others. For thls reason, the State of Texas and the Federal Drug
Enforcement Administration regulate the use of medications. Texas Spine Consultants follows
those laws.

Our policy:

1.
2,

Written prescriptions will not be replaced if lost, stolen or misplaced.

Prescriptions are to be taken as directed. In other words, do not change the frequency
of the dose unless otherwise directed by a Texas Spina Consultants professional. ifa
change does occur, this will be noted in your chart,

Certain conirolled substances such as Oxycontin, MS Contin and Percocet are written
for a 30 day supply. It is necessary to make monthly follow up appointments in order to
recelve a refill. By faw, controlled substance medications cannot be refilled over the
phone.

Refills for presctiptions listsd below may be refilled every three months. As a result, if
you were not seen in the hospital or offlce, prescriptions cannot be refilled.

Sleep alds such as: Amblen

Anti-inflammatories such as: Vioxx, Bextra, Celebrax
Narcotics such as: Hydrocodone, Percocet

Muscle Relaxers such as: Sama, Robaxin, Flexeril

If your prescription bottle Indicates that you have refills remalning, contact your
pharmacy directly. If there are no refills left, you will need to contact our office and
schedule an appointment.

Refills will not be authorized at night, on weeksnds or holidays. Be sure to plan ahead
to make sure you have enaugh pills.

Before your visit to Texas Spine Consultants, please check your supply of medication.
If you need a refill, please ask, '

Refill requests for prescriptions not prescribed by a Texas Spine Consultants physician
will not be authorized. -

If you believe you may be pregnant, discover you are pregnant at any fime, or plan o
become pregnant, it is your responsibility to infarm this office immediately.

10, Urinary drug screens will accur prior to any narcotic regimen and approximately every

three manths following.

| have read the above prescription ‘policy and | am aware of the necessary steps in order to
have prescription(s) refiiled.

Signature Date

5/19/2021



Telemedicine Informed , ﬂgrgsmngggn
Cons ent Physichkns Cadng for Texang

Telemedicine services Involve the use of secure Interactive videoconferencing
equipment and devices that enable health care providers to deliver health care
senvices to patlents when located at different sites.

1. | understand that the same standard of care appiles to a telemedicine visit a5 applies to an in-person
visit.

2. | understand that ] will not be physlcally in the same room as my health care provider. | will be notified of
and my consent oblained for anyone other than my healthcare provider present in the reom.

3. ] understand that there are potentiat risks to using technology, Including service interruptions,
interception, and technical difficulties,

a. Ifitis determined that the videoconferencing equipment and/or connection is not adequate, 1
undarstand that my health care provider or I may discontinue the telemedicine visit and make other
arrangements to continue the visit.

4, | understand that | have the right to refuse to participate or decide to stop participating in a telemedicine
vislt: and that my refusal will be documented in my medical record. | also understand that my refusal will
not affect my right to future care or treatment.

a. |may revoke my-right at any time by contacting Texas Spine Consultants, LLP at 214-370-3535.

5. l'understand that the laws that protect privacy and the confidentlality of health care information apply o
telemedicine services.

8. | understand that my health care information may be shared with other individuals for scheduling and
billing purposes.

a. lunderstand that my insurance carrler will have access to my medical records for quality
review/audit.

b. 1understand that | will be responsible for any out-of-pocket costs such as copayments or
coinsurancas that apply to my telemedicine. visit.

c. |understand that health plan payment policies for telemedicine visits may be different from policles
forin-person visits,

7. | understand that this dacument will become a part of my medieal record.

By signing this form, ] attest that | (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 satisfactlon, and the
risks, benefits, and alternatives to telemedicine visits shared with me In a language I understand; and (3) am
logatad in the slate of Texas and will be in Texas during. my telemedicine visit(s).

Patient/Parent/Guardian Printed Name Patient/Parent/Guardian Signature

Witness Signature ' Date

© 2018 Texas Medical Assoclatlon. All rights reserved.

The Texas Medlcal Assoclation acknowledges the Texas Medical Associalion Special Funds Fopndation T cians:
for its support of thls decument through funds awarded by The Physicians Foundatlon, FQUNDATION
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PHYSICIAN FINANCIAL DISCLOSURE FORM

Pursuant to Federal and Texas Law, please note that Dr. Heidi Lee has

financial/consulting agreements with the following entities:

e Texas Health Surgery Center Addison

If you are referred to any of these entities or any other entity related to Texas Spine
Consultants, L.L.P., Dr. Heidi Lee may receive direct or indirect remuneration. If you have any

questions regarding this paragraph, please discuss them with Dr. Heidi Lee directly.

ACKNOWLEDGEMENT
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)



