Date: Helght: Welght:
Name: —

Last Flrst M.l
DOB: Age:

Texas Spine
Consultants, LLP

A.J. Rush, M.D.

Please complete this form. Your careful answers wil§ halp us to understand your presenting problem and design
the best treatment program for you.

‘Chie! Complalnt/Maln Problem:

When did your current problem start? / / ‘{month/day/year)

Have you ever had simllar problems before? Oyes Tno It yes, please explain:,

USING SYMBOLS BELOW, MARK DRAWING ACCORDING TO YOUR PAIN. INCLUDE ALL AFFEGCTED AREAS
{Please draw In your lace):

ache/sore: »»» dull: DDD sharp: sss throbbing: TTT numb: nnn
cramplng: ccc prassure: ppp tingling: Xxx  plns/negdles: ooo stabblng: /
burning: BBE shooling: +++
Nock Patn: Circle Saverily
Love!

012345678910
mingr moderslo sevete

Patntn arm{s) compared 16 nesk
Wesse Than
Sameas
Lessthan______

Upper Back: Clrcla Soveriy
Paln Lovel
012345678910
minot medorala Severa

Low Back Pain; Gliclo Scverity
Paln Lovol
012345678810
minar moderale severa

Paln inTeg{s} comparad to tack
Worse than
Same as } —

Front Less than

CHECK/CIRCLE/MIGHLIGHT ANY THAT APPLY

ARE YOU GETTING: ARE YOU USUALLY.IN: AlN [S WORSE IN THE:
[0 Beter ] Mlid discomforl i ] Morning [6am — Noon)
O Worse [ Moderate discomfort [] Afterncon (1 —8)



[0 Unchanged (O Sevare discomiort [ Night (8 pm - 6am)

DOES PAIN COME ON: EA"IN [
L) Suddenly ‘L] Gonslant
[ Gradually [} Good & bad days

Are youworking? CJyes Clno  If not, when did you stop?”

Isthis probleny the result of an on-the-job Injury? [Jyes [(Ino

ls.this problem the result of a motor'vehicle accident (MVA)? [yes [no  If yes, please check, circle one of he following:

MVA/Driver (E812.0) MVA/Passenger (E812.1)
Motorcyellst (Ee10.2) Moloreycle/Passengar (E810.3)
MVA vs, Blke [E813.6) MVAVs. Pedestrian (E814.7) Pedestrlan Hit By Car (8127

Is this problem the resultof a (all? Clyes [Cno  If yes; please chack, clicle one of the following:

At Home (Es88:8) Stalrs (E830.9) Chalr (E84.2) Commode {E824.6)
Sldewalk/Curb (E880.1) Tree (E884.9) Laddér (€88i.0) Scaffolding (gas1.1)
Snow SKls {E885.9) .Snowboard {E885.4) Inlind Skate {£865.1) Skateboard (Evss.2)

Water Skls (Ea35.4)

Which INCREASES your pain/discomfort? Please check or circle.

Standing Siiting- Walking Bendlng forward Bending backward
Lying on back Lylng on stomach Lying on slde Rislng from sitting
Coughing Sneezing Urination ’ Bowel movement

Which DECREASES your pain/dlscomfort? Please check or clrcle.

Staniding Sliing Walking Bending forward Bending backward
Lying on back Lying on stomach Lylng on sidé Rising from silting
Coughing. Sneezing Urlnatlon Bowel movement

What Is the approximate amount of time you can petform the followlng activilles?

Sh minutes Stand minules Walk minutes

Pleass check-all of the treatments you have tried.tor your paln and then chack the appropriate column:
T Treat l Date No " Modorate Excellent
reaimen {approx) Rellef Rellef Rellef

°hysicaiféccupallonal Therapy = L | ]

t | | Heat/lce

[_] | Traction ' )

A_' Injections (back or nack only)

TENS . [ ]
Ultrasound

Brace or collar | g ]

Massage
Psychotherapy ]
' Chiropractlc [ | . B

Oor

[

|
|

!

Other j ) ) ] [ |




Medicatlons: Use the back of this page If additional space Is needsd, Remember antiblolics, biood

thinners, Insulin and heart medications.

Name Strangth  Frequency Name Strength

Fraquency

1.

Pharmacy Name/Number;

RECREATIONAL ACT IVITIES/EXERCISE/HOBBIES:

Runnlag Walklng Cycling Goll Yoga Traadmill Elliplical Mactina
Welghtlifing

Aerobles class

Other,

Please do not wille-below this space

Physiclan has reviewed the form and acknowledges the Tindings:

Signature - A.J. Rush, MD



PuyYSICIAN FINANCIAL DISCLOSURE FORM

Pursuant to Federal and Texas Law, please note that Dr. A.J. Rush has financial/consulting agreements

with the following entities:

e Consultant Orthofix/ Sea Spine « Royalties and Consultant Osseous
« Consultant Augmedics Fusion Systems
¢ Consultant Theragen » National Neuromonitoring

o Consultant Axis Spine

If you are referred to any of these entities or any other entity related to Texas Spine Consultants, L.L.P.,
Dr. Rush may receive direct or indirect remuneration. If you have any questions regarding this paragraph,
please discuss them with Dr. Rush directly.

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 eamn 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.

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)



Texas Spine Consultants

Texas Spine
Consultants, LLP TSC Policles & Consent to Treat
(Please Initial all sections, sign and date form)

FINANCIAL RESPONSIBILITY AGREEMENT:
Initlals
| agree to assign insurance benefits to Texas Spine Consultants. We bill all pimary insurance companies that we ate contracted with as “network”
providers as a courfesy {o our patients.

| acknowledge full financial responsibility for services rendered by Texas Spine Consultants and authorize transfer of all unpaid amounts fo me, which
includes, but is-nol limited to, Co-pays, Deductibles, Co-insurance, Pre-gxising Clauses, excluded conditions and/or termination of coverage. | agree to
pay all legal fees including attorney and court fees as well as coflectlon costs in the event of default payment of charges that are my financlal responsibility.
| further autharize and request all insurance payments be made directlly lo Texas Spine Consultanls.

In treatlng your condition, | may prescribe an Orthofix bone growth stimutator. | am a supplier of Orthofix products. if you choose to obtain the Orfhofix
bone growth stimulator directly from me, | may eam a profit for the device. You may choose not to receive the Orthofix bone growth stimulator directty from
me and may instead obtain another device that is the same or similar frem another supplier, including Orthofix directly.

CONSENT OF TREATMENT:

Initials
[ authorize Texas Spine Consultants Physicians and the Physiclan’s Assistanls to evaluate and treat me or my family member for any orthopedic illness or

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

PHYSICIAN ASSISTANT CONSENT:

Initials
This facility has on staff Certified Physlcian Assistants (PA-C) to assist in the delivery of orthopedic medical care. 1acknowledge 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 monilor common acute
and chronic diseases as well as provide heaith maintenance care. "Supervision® doas NOT require constant physical presence of the supervising
physiclan, 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. | hereby acknowledge the above Information and consent to the services of a Certified Physician Assistant for
my heallh care needs. | understand that at any given fime 1 can requesl lo see the Physician instead of the PA-C.

MEDICATION POLICY CONSENT:

Initials
{ authorize Texas Spine Consultants Physicians and the Physiclan's Assistants to obtain a medication histery andlor list of current medications via my
pharmacy for medical records.

HIPAA POLICY:

Inifials
I have read and acknowledge the HIPAA Policy

. MISSED APPOINTMENTS / UNTIMELY CANCELLATIONS:

Initials
Missed appointments represent a cost to us, to you, and lo ather palients who could have been seen in the time set aside for you. If you are unable to
keep your appaintmant, please give 24 hours' nofice to avaid belng charge. If you miss your scheduled appaintment, you will receive a $25.00 charge at
your next scheduled appointment. Excessive abuse of scheduled appointments may result In discharge fram 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 rejecled by your bank for any reason tn addition o any fees
that your financial insfitution may charge you. These balances must be pald in full prior fo your next appointment.

DISABILITY OR INSURANCE FORMS:

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

Signature: Date:

10.16.23



ASSOCIATION

Consent P o e

1 Telemedicine Informed mem

Telemedicne services involve the tse of secure Interactive videoconferencing
equipment and devices that enable heaith care-providers to deliver heaith care
services 1o patients when locatad at different sites,

1.1 Iurlxdersland that the same standard of care applles to a ielemedicine visit as applles to an in-person
visit.

2. 1 undetstand that 1 will not ba physically In the same room as my heaith care provider. ] wili be notified of
and my consent obtained for anyone cther than my healtheare provider present In the room.

3. ] understand that there are potential risks to using technolagy, Including service Interruptions,
Interception, and technical difficullies. '

a. IMtls determined that the videsconferencing equipment andfor connection Is nol edequate, |
understand that my health care provider or | may discontinue the telemedicine visit and make other
arrangements to continue the vistt.

4. L understand that | have tha right to refuse o parficipate ordeclde lo stop parficlpating In a telemedicine
visit, and that my refusal wilt be documented in my medical record. | also understand that my refusal will
not effect my right to future cars or lreatment.

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

5, | understand that the Jaws that protect privacy and the confidentlality of health cara information apply to
telamediclne services.

6.  undersiand that my health care Information may be shared with other individuals for scheduling and
bliing purposes,

a, lunderstand that my Insurance catrier will have access to my medical records for quality
revisw/audit.

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

_ eolnsurances that apply to my telemedicine visit,

¢. lunderstand that health plan payment policies for telemedicina vislits may be different from policlas
for In-person viells.

7. 1understand that this document will become a part of my medical record.

By slgning this form, [ attest that | (1) have personally read this form (or had it explained to me) and fully
understand and agrse to Its confents; (2) have had my questians answered to my satisfaction, and the
rigks, benefits, and altemnatives to telemedicina visits shaved with me In 2 language | understand; and (3) am
located In the stale of Texas and will be In Texas during ny telemedicine. visit(s).

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

Witness Signalure Date

® 2019 Taxas Modical Asseciation. Al rights reserved,

The Texas Medical Assodiation acknowledges the Texes Medieal Assoslation Spectat Funds Foundallon ,T“E ICIANS
for ts suppart of Ihis docament through funds awarded by The Physiclans Foundation, REAT
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Texas Spine Consultants
Presctiption Pallcy

Texas Spine Consultants diagnoses and freats conditions of the spine. We may preseribe
medicalions far you to help rellave the paln. These medicatlons, when used properly, can help
patients feel better and lead more productive lives. These medigations can also be misused,
causing harm to patlents and others, For this reasen, the State of Texas and the Federal Drug
Enforcement Administralion regulate the use of medications. Texas Spina Consuitants follows
those laws.

Our pollcy:

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

2. Prescriptions are to be taken ag directed. [n other words, do not change the frequency
of the dose unless othetwise directed by a Texas Splne Consultants professional. if a
change does accur, this will be noted Int your chart.

3. Ceriain controlled substances-such as Oxycontin, MS Contin and Percocet are written
for a 30 day supply. It s necessary {o make monthly follow up appointments in orderto
raceive a reflll, 8y law, controlled substance medicatlons cannot ba refilled over the
phone.

4, Refills for prescriptions listed below may be refliled avery three months, As a result, if
you ware not seen In the hosplta! or offics, prescriptions cannot be refilled.

Sleep alds stich as: Amblen
Antl-Inflammataries. such as: Vioxx, Bextra, Celebrex
Narcotlcs such as: Hydracodone, Percacet

Muscle Relaxers such as: Soma, Robaxin, Flexeril

5. Ifyour preseription botfle indicates that you have refills remalning, contact your
phamacy direcily. If there are no refilis left, you will need te contact our office and
schedule an appointment.

6. Refills will not be authorized at night, on weekends or holidays. Be sure ta plan ahead
to make sure vau have enough pills. -

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

8. Refill requests for prescriptions nat prescribed by a Texas Spine Consultants physiclan
will not be authorized, _

9. If you belleve you may be pregnant, discover you are pragnant at any fime, or plan to
become pregnant, it is your responslbillty 1o inform this office immed'ately.

10. Urinary drug screens will oceur prior to any narcotlc regimen and approximately every
thres months following.

1 have read the above prescription policy and I am aware of the necessary steps in order ta
have prescrption{s) refilled,

Slgnature, Date

5/19/2021



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 cali 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 [eave message with call back number only

D 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




Authorization for Releage of Informationi Form Attachment to IP.PR
ALY Ty R T ] T kTS Py ry S _.,L"- —"'"'-'.,';T'Eluf' X “ 'vhg ‘.::_!, ATy
T e

Z -. 7 it
Paticnt Name: . i Recipicnt's \
A g
o 1M ] A n
Patient's Phone: I Reclificnt Address:
llapsT ¥ Tlas PLww 5TE. 40D
Date of Birth: 1 City: < State: Zip:

AAdisen X S asp0)
Reclpient’s Phone: | a ““- 3’70 '3,535- t [
il {for releases to cmafl): &

L) "4‘ mﬂ '._‘: % M _4‘.' | 4% (i.".b M

Purpose of disclosure:[E] At therequest of the individual; or[E Other 3™
pavty reciplent (please specify, purpase):
Jnnnudh’

Request Delivery (If left blank, » paper copy will be provided): 34 Paper Capy LJ Elcetranic Medla, if available jd Encrypted
Email ¥/ Uncncyypted Emafl There is some level of risk that a tifir party could see your infarmation without your consnt when
receiving unencrypted electronic medla or email. We are not responsible for unauthorized atcess to the P contained in this formal or

any risks (c.g., virus) potentially introduced to your eomputer/device when receiving PHI in elestronic format ar email. Note: In the event
the facility is unghle to accommodate an clectronic de
copy). ol ’ A~
‘This authoriza

Expiration Date: Ex

Last J.diglt SSN (optional)

Request Dates of Service: A’]

Facility Name(s) and Addresses:

Is this request for psychotherapy notes? ¥
Yey, then this is the only item vou irfhy tequest on

i = All Pertinent Records includes those listed below

) " Other Records:
> Medication List 1 Discharge Instruclions

" Consuleation z
*  Discharge Summary [ Operative Report 3 Labor and Delivery Record
ER Report . = Pathology Report Z Specialty Test / Therapy
- EKG Report . ! Problem List < Pliysician Orders
. History and Physical £ Radiolugy Report L Progress Notes '
{1 Clinjcol / Laboratory Report XOdmr w h 0! e TW
For USCDI Release Requests: to include all elements us detined in the United States Core Data for Interoperability. |

Reguires Direct Address or National Provider Identifier:

All types of information found in-the records selecied abovewill be provided (if applicabie), including Informetion that may be viewed os

sensilive, such as alechol, drug abuse. genetic information, psychiatric, HIV tésting, HIV results or AIDS information, Specify any
infarmation you want to exclude:

| | understand that: .
b I'may refuse to sign this autherization and that it is strictly voluntary.
2. My treatment, payment, enrollment or eligibility for benefits inay not be conditioncd on signing this authorization,
3. T'muay revoke this authorization at any time in writing, but If1 do, it will not have any cffect on any actions taken prior to receiving the
tevocation, Further details may be found in the Notice of Privacy Practices,

4. 'the recipient is not a health plm or health care provider, tie relcased information may no longer be pratected by, federal privacy
regulations and may be redisclosed.

5. Tunderstand that I may sec and obtain a copy the informatlon desetibed on this form, for u rensonable,copy fee, U ask for it
6. _Igelacopy of this form after | sign it

S D e R R pose s LA R LB 0g
it i i A R e

Wil the Provider ceceive financial remuneration in exch

58 IV (ORISR P Vs
o BB S Sab i G A T S

unge for using or disclosing this information?

Ifyes, desceribe:
| May the recipicat of tie PHI Turther exchans
B T T T B P O L T G e e e
e R e S

_!—“ Bignature of Patient/Patient’s Representative: Date: " %,

! l Print Name of Paticnt’s Representative; Relationsliip to Paticnt: f]%
o’ RO A




