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Robert G. Viere, N.D.

Ploase camplate this form. Your caroful anawers wil! help-us fo-understand your present!ng prablem and
designthe hest trestment program far you. .

Chief Complaint/Main Problem:
When did your cuzentproblomtert? [/ [ . (momh/day/year)
Havo you ever bad Smllar problems before? [ Jyes [Jno _Ifyes, please explilne

T

USING SYMEBOLS BELOW, MARK DRAWING ACCORDING-TO YOUR PAIN. INCLUDE ALL AFFECTED AREAS
(Flease deawIn your face): '
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CHECK/CIRCLE/HIGELIGHT ANY THAT ATPLY
ARE YOU GRTTING: ARE YO USUALLY IN; PAINYS WORSE N THE: THE:
Better [ Mild dlscomfort [J Momlng (6eam - Noan)
Warse . [J Moderate discomlott ’ [1Afternodn {1 —-8)
Unghabged {1 Severe discamfert E1Night (8 pm—6am)

: COMEQON: I5:
Suddenly Copstant
Gradyally ﬁ Good & bed days



Arayon warking? [Jyes [Jno  I£not, whep did yourstop?

*  Isthisproblem thezesult of en on-the-job infury? [Jyes [}zo
Is this problem therresult of a motor vebicle accldent (MVA)? [yes [Ino Ifyes, pleasa check, eirele one of the fallowjop:

MVA/Driver (e2120)
Motoreyelist (E810.2)
MVA iz Bile @125

MVAlPassepger (EBIZY)
Molorcyele/Passenger (E810.3)
MVA vs, Pedestrian (g814.7)

Pedestrizn Hit By Car (8127)

Is this problem the resvlt of a fall? ] yes [TJno 1Fyas, please check, oirols ons of the fallowing:

At Home [E£85.5) Stelrs 2820S) Chalr (26852 Commode{E5r44)
S{dewalk/Carb (E8ELT) "Treo {BEE4.5) Ladder (£865.4) ScaflbIding (381t
Snow Skis (g8d5.3) Sncwhoord (B8854) Ynline Skofe (g285,1) Skatchoard (E8852)
Water Skis (E2354)

Which INCREASES your pain/dlsconifort? Blease check or cirele.

Standing Sitting Walking Bending ferward Beoding backward

Lying on back Lylng on stomach Lying on =lda ' Rising fram eitting

Coughing Sneezing Usination Bowal movement

‘Which DEGREASES yaur paln/discomfort? Fleass chesk or glrcle.

Stand!ng Sitting Walking Bending forward * Behding bacgkward
Lr[ng on haek Lylny on stomach Lying on slide Rising from
siting ,
Caughlug Sneezng Usinetion Bowel mobement
What is the-approximate amount of time.you ean perfarm the following activitlies?
si minutes Bland minutes Walk mtinutes
¥lease check all of the treatmonty you have trled for yonr patn and then check the opprapiaté column: .-
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Have you had surgery for this-paln? Yes_ _orNo__ Il'yes, what procadure?
Did tHelp? Yes__or No_

When?




Medleatlons: Use the back of this page If addfllonal space is needed. Remember antibloties, blood

thinners, Insulin and heart medications.

Namep Strength  Fragyency Name

Strength

Frequency

1

2,

4

Pharmacy Name/Number;

RECREATIONAL ACYIVITIES cIs BBIES:

Running Walking g Golf ¥ Treadmill
Welghilfing ore o

Aeroblca class
Other.

Eilpile=! Machine

Ylease du not writo below this sgace

Physlelan has reviewed the-form and acknowledpes the Sndinge:

Signature—Robert G, Viete, MD




PHYSICIAN FINANCIAL DISCLOSURE FORM

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

agreements with the following entities:

o Methodist Hospital for Surgery
o Methodist Office Building

¢ National Neuromonitoring

e Neuro Pro, LLC

o New Era Orthopaedics

» Safe Guidance LLC

s TSC Anesthesia

» Ultra Management, LLC

If you are referred to any of these entities or any other entity related to Texas Spine Consultants, L.L.P.,
Dr. Robert Viere may receive direct or indirect remuneration. If you have any questions regarding this

paragraph, please discuss them with Dr. Robert Viere 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 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.

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

Texas Sp':ine :
Consultants, LLp TSC Policies & Consent to Treat
{Please initial all sections, sign and date form)

FINANCIAL RESPONSIBILITY AGREEMENT:

Initials
| agree to asslgn insurance benefits to Texas Spine Consultants. We bill alt primary insurance companies that we are contracted with as "network”
providers as a courtesy to our patients.

| acknowledge full financlal responsibility for services rendered by Texas Spine Consullants and authorize Iransfer of all unpaid amounis to me, which
includes, but is not limited o, Co-pays, Deduclibles, Co-insurance, Pre-existing Clauses, excluded conditions andfor terminalion of caverage. | agree to
pay alllegal fees including attorney and court fees as well as collection costs in the event of default payment of charges that are my financial responsibility.
[ further authorize and request all insurance payments be made directly to Texas Spine Cansullanls.

In treating your condition, | may prescribe an Orthofix bone growth stimulator, [ am a supplier of Crihofix products. If you chaose to obtaln the Orthofix
bone growth stimulalor directly from m, | may eam a profit for the device. You may cheose not to receiva the Ortholix bone growth stimulator directly from
me and may instead oblain ancther device that is the same or similar from another suppller, including Orthofix directly,

CONSENT OF TREATMENT:

Initials
lauthorize Texas Spine Consuitants Physicians and the Physician's Assistants to evaluate and treat me or my family member for any orthopedic iliness or

injury for which | seek medical care. 1have read and understand the above clinic poficies and | further acknowledge that | accept the terms outlined in
each of the above policies.

PHYSICIAN ASSISTANT CONSENT:

fnilials
This facility has on staff Certified Physlclan Assistants (PA-C) to assist in the delivery of orthopedic medical care. | acknowledge a Physiclan Assistant is
not a physician. A PA-C s licensed by the state medical board and under the supervision of a physiclan can diagnose, treat, and monitor common acule
and chronic diseases as well as provide health maintenance care. ‘Supervision” does NOT require constant phystcal presence of the supervising
physician, but rather overseeing and accepting responsibility for the medical services provided. A lisl of services may be provided that are within the
scope of practice for a PA-C upon request. 1 hereby acknowledge the above information and consent to the services of a Cerfified Physiclan Assistant for
my health care needs. | understand that at any given time [ can request to ses the Physician instead of the PA-C.

MEDICATION POLICY CONSENT:

Initials
I authorize Texas Spine Consultants Physicians and the Physician's Assistants to obtain 2 medication histary and/or list of current medications via my
pharmacy for medical records.

HIPAA POLICY:

Inttials
I have read and acknowledge the HIPAA Palicy

MISSED APPOINTMENTS / UNTIMELY CANCELLATIONS:

Initials
Missed appointments represent a cost fo us, to you, and lo other paflsnts who could have been seen in the time set aside for you. If you are unable to
keep your appointment, please give 24 hours’ nofice to avoid being charge. If you miss your scheduled appointment, your 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 additian to any fees
that your financial insfitution 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 dua 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



Telemedicine Informed | Emsmwm
COHS ent Physicians Coing for Taans

Telemedicine services involve the use of secure Interactive videoconferencing
equipment and devices that enable health care providers to dellver health care
services to patients when located at different sites,

1.1 lunderstand that the same standard of care applies to a telemedicine.visit as applies to an In-person
visit.

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

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

a. ifitis determined that the videoconferencing equipment and/or connection is not adequats, 1
understand that my health care provider or | may discontinue the telemedicine visit and make othar
arrangements to continue the visit.

4. | understand that | have the right ta refuse te particlpate or decids to stop participating in a telemedicine
vislt, and that my refusa] will be documented In my medical record. | also understand that my refusal will
not affect my right to future care or freatment,

a. | may revoke my right at any ims by contacting Texas Spine Consuitants, LLI at 214-370-3535.

S. | understand that the laws that protect privacy and the confidentiality of health care Information apply to
telemedicine services,

6. 1 understand that my health care information may be shared with other individuals for scheduling and
billing purposes.

a. [understand that my Insurance carrier will have aceess to my medical records for quality
review/audit.

b. [ understand that | will be responsible for any out-of-pocket costs stch as copayments or
coinsurances that apply to my telemedicine visit.

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

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

By signing this form, 1 attest that | (1) have personally read this form (or had it éxplained to me) and fully
understand and agree to lts contents; (2) have had my questions answerad to my satisfaction, 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 Frinted Name Palient/Parent/Guardian Signatura

Witness Signature Date

© 2019 Texas Medleal Assoglation, All rights reserved.,

The Texas Medical Association acknowledges the Texas Medlcal Assoclation Speclal Funds Foundation g}}i“FSIclANS
for Its support of this decument through funds awarded by The Physicians Foundation, FQUNDATION
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Medlea] Assedlation provides this nformation wih Ihe wpress understanding that (1) ng atiomey-ellant relationshipexsts, (2) nellher TMA nor 3 atamaya e engaged bn providing
Irg3! rdhvice, and (3) the Infermation 1s of @ general charactor, AThough TNA hos aiempled (o present maleriata (hol ors cecimts and useil, gomo material may bo cutdnied end
TVA shallnst bs [labla lo anyone for any Inaccurucy, crrop of amissin, regardiess oY waussg, o for eny damages resulling trerefrom. Any [ege] forms are anly provided for the uso of
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Texas Spine Consuitants
Prescription Policy

Texas Spine Consultants diagnoses and treals conditions of the spine. We may prescribe
medications for you to help relleve the paln, These medications, when used properly, can help
paflents feel better and lead more productive lives. These medications 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
lhose laws, '

Qur palicy:

1.
2

3.

5.

8,

9.

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

Prescriptions are to-be taken as directed. In other words, do net 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.

Certain 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 fo
receive arefill. By law, controlled substance medications cannot be refilled over the
phone.

Refills for prescriptions listed below may be refllled every three months. As a result, if
you wers not seen in the hospital or office, prescriptions cannot be refliled.

Sleep aids such as: Amblen

Anti-inflammatorles such as: Vioxx, Bextra, Celebrex
Narcotics such as: Hydrocodonse, Percocet

Muscle Relaxers such as; Soma, Robaxin, Flexeril

If your prescription bottle indicates that you have refills remaining, contact your
pharmacy dlrectly. If thera are no refllis 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
to make sure you have enough pllls.

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 time, or plan to
become pregnant, it is your responsibility to inform this office Inmediately.

10. Urinary drug screens will ocaur prior to any natcotle regimen and approximately every

three months foliowing.

| have read the above prescription pollcy and | am aware of the necessary steps In order to
have prescription(s) refilled.

Signature Date

5/1912021



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, LLpP

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 #

I:] 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 detalled 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
I:I OK to leave message with call back number only

El OK to [eave a message with co-worker(s). Please specify who:

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

4

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




