Texas Spine
Corsultants, LLP

Chlef Complalniiialn Praoblem:

When did your current problem start? /.
Have yout ever had similar problems before? [Cyes [na Ifyes, please explain:

Date: Height: Woelaht
Name: _

Lost First A8
DOH: Age:

Andrew E. Park, M.D.

Ploase complete this form. Your catefu! answers wlil halp us to urderstand your presenting problem and deslgn
the best treatment program for you.

J.

{monih/day/year)

USING 5YMAOLS BELOW, MARK DRAWING ACCORDING TO YOUR PAIN, INCLUDE ALL AFFECTED AREAS
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CHECKICIRCLE/HIGHLIGHT-ANY THAT APPLY

ARE YOU GETIING:
Better

Warse
13 Unchanged

LDOES PAIN COME ON:
Sudden!

] Gradually

RE YOU USUAL

Miig discomfort

El Modemata discomfort
{1 severe discomfort

PAIN 1S:
[ ] Conslant
[0 Good & bad days

Beck

PAIN IS WORSE IN THE:
Moming (Sam--Naon)
Afternoon (1-8)
Night (8 pm —Gam)



Aseyouworking? Cyes [Ino  Ifnot, whea did you stop?
Is this problam the result of an on-the-job Injury? Clyes Clno
15 this problem the result of a motor vehlcle accldent (MVA)? Clyas Cno  Ifyes, please check, clrcle ane of the following:

MVAIDrver.(ss120) NMVAIPassenger [E312.9)
Motorcycllst (ss102) Notarcyele/Passengar [Ep10.3]
MVA vs, Hika (EB135) MVA vs, Pedestrlan: (20147 Padestrian Hit By Car (£8127)

I thls problem the result of a fali? [lyes [lno [fyes, please check, olrela one of the followlng:

AtHoma [£888.8) Stairs (g980.9) Chalr (gas842) Commode [E8E4.5)
Sidewalk/Curh (2880.1) Tree (E5B4,5) Ladder (2681.0) +  Seoffolding (E881.Y)
Snow Skl (E883.9) Snowboard (£3854) Inllno SKate (Ege4.1) Skatshoard (E8852)
Water Skis [£835.4)

Witich JNCREASES your pain/discomfort? Please chack ar clrale.

Standing Sitting Walking Bending forward Bending backward
Lying on back Lying on stomach Lying on side Rising from sitling
Caughlng Sneezlng Urination Bowel movement

Which DEGREASES your palnfdiscomfart? Please check or clrcle,

Standing Siting Waiking Bendlng forward Bending backward
Lying on hagk + Lylng on stamach Lying on slde Rislng from sitting
Coughing Sheezing Urination Bowal movament

What Is the appraximate amount of.tlma you can perform the followlng actlvities?

Sk minutes Stand minules Wak ____ __ minules
Please chack all of {he traatments you have tried for'yaur paln and thea cheek the appropriate eolumn:
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Have you hiad surgery for this paln? Yes_. orNe__
Ifyes, what prosedure? - When? : Did it Help? Yes. _or No___




Medlcations: Usa the back of this page if addilional space s needed, Remember antiblotics, bload thinners,
Insulin and hearl medlcations,
Frequanay

Nama Strangth  Fragquatcy Name . &frangth

1. i

3

Pharmacy Name/Number:

REQ ONAL A ES|EXERCISEHORBIES:

Running Walking Cycling Galf Yoge  Tresdmill Eiffpileal Machine Welghtfiiing

Aerblcs class Other___

Pleass do not wiite belowthls space

Physlclan has reviewed the form ahd acknowladges the findings:

Signalure—Andrew E, Park, VD



PRYSICIAN FINANCIAL DISCLOSURE FORM

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

agreements with the following entities:

Allez Spine aka Phygen Opargo

Alphatec PDP Holdings

Arapaho Financial, LLC Pine Creek Medical Center
Cobalt Medical Opportunity Fund I Play Safe Skin Care, LLC
DiFusion Safe Guidance, LLC

Houston Lab
Methodist Hospital for Surgery

Saint Camillus Medical Center
St. Teresa Medical, Inc.

Methodist Hospital Real Estate Titan Spine

Methodist MOB TSC Anesthesia
MONRYV, PLLC Ulrich USA

National Neuromonitoring Ultra-Management, LLC
Neuro Pro, LL.C Wade Pain

New Era Orthopedics Zimmer Spine

If you are referred to any of these entities or any other entity related to Texas Spine Consultants, L.L.P.,
Dr. Andrew Park may receive direct or indirect remuneration. If you have any questions regarding this
paragraph, please discuss them with Dr. Park directly.
In treating your condition, 1 may prescribe an Orthofix bone growth stimulator. T 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 suppl%er, 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 [ 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, Lie TSC Policies & Consent to Treat
(Please initial all sections, sign and date form)

FINANCIAL RESPONSIBILITY AGREEMENT:

Initials

| agree to assign insurance benefits to Texas Spine Constltants, We bill all primary insurance companles that we are contracted with as “network®
providers as a courtesy to our patients,

| acknowledge full financial responsibility for services rendered by Texas Spine Consultants and authorize transfer of all unpaid amounts to me, which
includes, but is nol limited to, Co-pays, Deductibles, Co-insurance, Pre-existing Clauses, excluded conditions and/or termination of coverage. | agree to
pay all tegal fees including attorney and court fees as wall as collection costs in the event of default payment of charges that are my financial responsiblity.
I further authorize and request all Insurance payments be made direclly to Texas Spine Consultants,

In treating your condition, [ may prescribe an Orthofix bane growth stimulator. 1 am a supplier of Orthofix products. If you choose to obtain the Orthoflx
bone grawth stimulator directly from me, | may eam a profit for the device. You may choose not to receive the Orthofix bone grawih stimulator directly from
me and may instead obtain another device that Is the same or similar from anather supplier, including Orthofix directly,

CONSENT OF TREATMENT:

Initials

| authorize Texas Spine Consuitants Physicians and the Physician's Assistanls to evaluate and freat me or my family member for any arthopedic illness or

injury for which | seek medical care. | have read and understand the above clinic polictes and | further acknowledge that | accept the terms ouflined in
each of the above policies.

PHYSICIAN ASSISTANT CONSENT:

Initials
This facillty has on staff Certified Physiclan Asslstants {PA-C) to assist in the deflvery of orthopedic medical care. | acknowledge a Physician Assistant is
not a physician. A PA-C s licensed by the state medical board and under the supervision of a physician can diagnose, treat, and monitor common acule
and chronic diseases as well as provide health maintenance care. “Supervislon® 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 ate within the
scope of pracfice for a PA-C upan request, | hereby acknowledge the above information and consent to the services of a Cerfified Physician Assistant for
my health care needs. [understand that at any given time | can request to see lhe Physician instead of the PA-C.

MEDICATION POLICY CONSENT:

Initials
[ authorize Texas Spine Consuitants Physicians and the Physiclan's Assistants to oblain a medication history andfor list of current medications via my
pharmacy for medical records.

HIPAA POLICY:

Initials
| have read and acknowledge the HIPAA Policy

MISSED APPQINTMENTS / UNTIMELY CANCELLATIONS:

Initials
Missed appointments represent a cost to us, to you, and to ather 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 avaid being charge. If you miss your scheduled appointment, you will receive a $25.00 charge at
your next scheduled appointment. Excesslve abuse of scheduled appointments may result In discharge from the praclice.

__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 lo any fees
that your financial inslitulion may charge you. These balances must be paid in full prior o your next appointment.

DISABILITY OR INSURANCE FORMS:

Initials
There will be a charge of $10.00 per page for the complelion of madical forms. Payment is due at the time that you pick up the forms. Please allow 7-10
days for the completion of these farms,

Signature: Date:

10.16.23



Telemedicine Informed E&?ﬂﬁ*‘

Consent Py Cofngfor Teans

Telemediclne services involve the use of sacure Interactlve videoconferencing
equipment and devices that enable health care providers to deliver health caras
senvices to patients when located at different sites.

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

2. 1 understand that | will not be physically in the same room as my heaith care provider. | will be nofified of
and my consent obtained for anyona cther than my healthcare provider present In the room.

3. 1 understand that there are patential risks to using technology, including service interruptions,
interception, and technical difficulties. :

a. Ifitis determined that the videoconferencing equipment andfor connection is not adequate, |
understand that my health care provider or | may discontinue the {elemedicine visit and make other
atrangements to continue the visit.

4. | understand that | have the right to refuse to participate or declde to stop participating In a telemedicine
visit, 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 fime by contacting Texas Spine Consultants, LLP at 214-370-3535.

5. | understand that the laws that protect privacy and the confldentiality of health care Information apply to
telemedicine services.

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

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

b. 1understand that 1 will be responsiblg for any out-of-pocket costs such as copayments or

_ colnsurances that apply to my telemedicine visit.

¢. 1understand that health plan payment policies for telemedicine vislts may be different from policies
for In-person visits.

7. |understand that this document will become a part of my medical record.

By signing this form, | attest that | (1) have personally read this form {or had it explained tc me) and fully
understand znd agree to its contents; (2) have had my questions answered to my safisfaction, and the
risks, benefits, and alternatives to telemedicine visits shared with me In a language | 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

® 2013 Texas Madical Assoclatlan. All rights reserved.

The Texas Medical Assodation acknowledges the Texas Medlcal Assoclation Spectal Funds Foundalion I E %;,"E

for lts support of this document through funds awarded by The Physiclans Foundation. %{%ﬂ%su
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Texas Spine Consultants
Prescription Policy

Texas Spine Consultants diagnoses and treats conditions of the spine. We may preseribe
medications far you to help relieve the paln, These medications, when used properly, can help
patlents feel better and lead more productive lives. These medlications can also be misused,
causing harm to patients and others. For this reason, the State of Texas and the Federal Drug

Enforcement Administration regulate the use of medications. Texas Spine Consultants follows
those laws.

Our pollcy:

1.
2,

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

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

Ceriain controlled substances such as Oxycontin, MS Contin and Percocet are written
for a 30 day supply. It Is necessary to make monthiy follow up appointments in order to
rehceive a refill. By law, controlled substance medications cannot be refilled over the
phone.

Refills for prescriptions listed below may be refilled every three months, As a result, if
you were not seen [n the hosplital or office, prescriptions cannot be refilled.

Sleep alds such as: Amblen

Anti-inflammatories such as: Vioxx, Bextra, Celebrex
Narcotles such as: Hydrocodone, Percocet

Muscle Relaxers such as: Soma, Robaxih, Flexeril

If your prescription bottle indicates that you have refills remalning, contact yaur
pharmacy directly, If there are ho refills left, you will need to contact our office and
schedule an appointment.

. Refills will not be authorized at night, on weekends or holidays. Be sure to plan ahead

6
7.
8
9

to make sure yau have enough 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 belleve you may be pregnant, discover you are pregnant at any time, or plan to

become pregnant, it is your responsibliity to Inform thls office immediately.

10. Urinary drug screens will oceur prior to any narcotic regimen and approximately every

three months following,

1 have read the above prescription pollcy and | am aware of the nacessary steps In order to
have prescription(s) refllied,

Signature. Date

51972021



Andrew Park, M.D.

Robert Viere, M.D.

Michael Hennessy, M.D.

Chester Donnally, M.D. -

¥ 4 > 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 vaice mail or answering machine with detailed message AND call
back number

D OK to leave message with call back number only

I:l 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-worker{s). Please specify who:

1 authorize the release of medical information to the following:

Name Relationship Phane

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




