
The Spine Institute of Southeast Texas

lO907 Memoriai Hermann Dr. Suite 320

Peariand,丁x 77584

P:713-987-7760　F:832-288-与837

TodaY’s Date: [Date】

匝name:
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; MiddIe:

Add「ess: (Street, City, State and zip)

How/who 「eferred you to our office?

Otherfam時members seen here: [Other patients]

㌢ [Doctor′snameI
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(Piease give your insurance card to the receptionist.〉
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Name of locai frIend o「 「eiative (not iiving at same address):　　　　　　　　Relationship to patient:　　　　Home phone no.:　　　Work phone no∴

Patient/Gua「dian signature:
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丁he Spine Institute ofSoutheast Texas

丁homasし. Jones, MD

NEW PATIENT Name:
Pain/Chief CompIaint:

Date ofvisit:

How Iong havevou had this pain?

Hasthe pain recentiychanged in intensityand/orcharacter? YESorNO lfYES, PIeasedescribe:

Where is it Iocated? (Please mark spot of pain with an X)

PAiN SCAしE

Overthe iast week, rate: (Please circie answer)

None Worst

WorstPain:　　　0123456789 1O

LeastPain:　　　　O 1 2　3　4　5　6　7　8　9 10

UsuaIiY:　　　　01234与678910

RightNow:　　01234567891O

AcceptableLevei: O12345678910

What makes the pain better? (Circle a= that appIy)

Heat Cold WaIking Sitting Standing Massage Restingin bed Medications Other:

What makes the pain worse? (Circle a= that appIy)

Heat Cold Waiking Sitting Standing Bendingdown Coughing Other:
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丁he Spine institute of Southeast Texas

Howwou看d you describe your pain? (Circle a= that appiy)

Aching Penetrating Stabbing Tender Miserable Twisting Tiring Shooting Numb Sharp Burning Pressure

Throbbing Nagging Gnawing UnbearabIe Du=　Ting=ng Shocking Other:

What other symptom§ do you have: (Circie aIl that appIy)

Fatigue Nausea Depression Anxiety D「OWSiness D櫛culty丁hinking ShortnessofBreath lnsomnia

PoorAppetite FeeIing ofWe=-Being

HowwouId you describe the cause ofyour symptoms? (Circle a○○ that appIy)

Increasing Worsening Gradua=y Worsening Rapidiy Worsening

Decreasing Gradua=y Improving Without Change

Pharmacy Name:

CURRENT MEDiCATIONS:
Medications �Dose �Frequency 

Phone:

ALしERGY: 

Reaction: 

OtherPainTreatments:(CirdeaIithatappiy) 

PhysicaITherapy　NerveBIocks　BackBrace 

Other: 

HowmuchpainreIiefhavepaintreatmentsand 

medicines(intotai)providedforyouinthispastweek? 

10%　20%　30%　40%　与0%　60%　70%　80%　90%100% 

Past Medical History: (Circie a= that appiy) Diabetes High BIood Pressure Seizure Stroke HeartAttacks

KidneyProbiems LiverProbIems Bieeding ProbIems Cancer lnfections

Other:

Past Surgery History: (Past surgeries with dates)

FamiIy Historγ Of Cancer or Painfui Conditions:

MaritaIStatus: Married SingIe Separated Divorced

Chiidren (#): Occupation:

Smoking: YES or NO or Quit Packperday: How Iong have you smoked?

Aicohol Use: Never Occasiona=y FrequentIy Drinksperday:



HistoryofDrugAbuse: YES or NO Ifves′ PieaseeIaborate:

Is there anything specifica=y that we can heip you with today?

PREVIOUS TREAMENT
We need to know about the treatments you have may have aIready received foryour current back/neck pain. If

you have had a treatment beiow′ did it make yourcondition betterorworse?

Chiropractic Care　　　　　　　　　□ Better

Physicai Therapy　　　　　　　　　□ Better

lnjections　　　　　　　　　　　　□ Better

PsychoiogicaI ConsuItation　□ Better

Other

□ Wo「se

口Wo「se

口Wo「se

口Worse

For your current bacl(/neck pain, Piease mark the boxes for the timeframe in which anγ teStS Were done.

< 6 months　　< 12 months

X-rayS

MRI scan

CT scan

MyeIograms

Discogram

EMG/NCV (nerve test)

□　　　　　　　　　□

ロ　　　　　　　　ロ

ロ　　　　　　　　ロ

ロ　　　　　　　　　ロ

ロ　　　　　　　　　ロ

ロ　　　　　　　　ロ

Haveyoueverhadsurgeryonyourbackorneck?　　YES NO

IF YES, Please compIete the foiiowing:

1) TypeofSurgery

Did it make YOu「 Pain:　　　　口BETTER　　　口WORSE

2) TypeofSurgery

Did it make your pain:　　　　口BE丁丁ER　　　口WORSE

3) TypeofSurgerv

Did it make your pain:　　　　口BET丁ER　　　□WORSE

Do you have any ofthe fo=owing problems?

isyourpainwo「seatnight了　　　　　　　　　　　□YES　口NO

Does your pain awaken you f「om sIeep?

Does coughing affect your pain?

Doyour legstire or hur自fyou waIktoo far?

ifYES, howfarcan you waIk?

口YES　ロNO

口YES　口NO

□YES　　□NO

lsthis re=eved by restingvourIegs?　　　　　　　口YES　□ NO

Isthis reiieved bybendingforward?　　　　　　□YES　口NO

BiadderControl:　口No ProbIem　口Can’t Empty Bladder　口LossofControi (Accidents)

Bowel ControI:　口No Problem　口Constipation口LossofControl (Accidents〉



The Spine Institute of Southeast Texas

Payment Policy and Patient Responsibility

Consent Form

Thank you for choosing The Spine Institute of Southeast Texas. We are committed to providing you quality

and affordable health care. Please read the following policies and sign below in the space provided. A copy wi11 be

PrOVided to you upon your request.

1 ) INSTRANCE Knowing your insurance bi甲g information and benefits is your responsibility. P雪e contact

your mSuranCe COmPany With any questions you may have regarding eligibility and covered servlCeS.

2) CO-PAYMENTS All co-PaymentS are Patient responsibility and must be paid at the time ofservice. This

arrangement is part of the contract between you and your insurance company.

3) DEDUCTIBLES & CO-INSURANCE All deductibles and co-insurance amounts are patient

responsibility. This arrangement is part of the contract between you and your insurance company.

4) NON-COVERED SERViCES Please be aware that some or all ofthe services provided to you during your

visit may not be covered by your insurance company. Any non-COVered charges are patient responsibility.

Please call your insurance carrier to appeal any non-COVered charges.

5) PROOF OF INSURANCE All patients must complete the patient registration fom before receiving any

services through our facility. We also require a copy ofa valid photo ID, SuCh as state license, and a copy of

your c皿ent insurance card. If you fail to provide us with the correct insurance infomation in a timely manner,

you may be responsible for the balance ofthe claim in fu11・

6) CLAIMS SUBMISSION Your insurance benefit is a contract between you and your insurance company. As a

co血esy to you, We Will submit claims to both primary and secondary mSuranCe. Some insurance companies

require patients to submit infomation directly’and if so’this is your responsibility. Please be aware that the

balance of the claim is your responsibility if your insurance company does not pay.

7) COVERAGE CHANGES It is important to notify us as soon as possible of any changes pertaining to your

insurance coverage. Failing to do so may result in皿Paid claims and you may be responsible for the balance of

the claim in full.

8) UNINSURED/SELF-PAY PATIENTS Ifyou are seeking medical services at our facility and do not have

insurance, a minimum deposit is required for each visit - $300.00 for new patient appointments and

$200.00for established patient appointments.

9) MOTOR VEHICLE ACCIDENT (MVA) Ifyou are receiving treatment as a result of an MVA, it is your

responsibility to provide us the claim infomation which will then be verified with the insurance company prior

to your visit. Ifwe are unable to verify the claim infomation and you do not have regular medical insurance,

you will be responsible for paymg aS an uninsured/self二pay patient until verification is made. If your claim in

denied, We Will bill your regular medical insurance, ifany, and you will be required to pay all amounts not

covered by your medical insurance.

10) WORKERS COMPENSATION (WC) Ifyou are receiving treatment for a work related iI可ry, it is your

responsibility to provide us the claim information, Which will be verified prior to your appointment with the

insurance company, and accurately complete an 827 fom which we will provide・ Ifwe are unable to verify the

c賞aim infomation or do not receive the completed 827 fom and you do not have regular medical insurance, yOu

will be responsible for paymg aS an uninsured/self-Pay Patient until verification is made. If your claim is

denied, We Will bi11 your regular medical insurance carrier’ifany, PurSuant tO ORS 656・313and you will be

required to pay all amounts not covered by your medical insurance.



1 1) PRESCRTPTION REFILLS Ifyou are in need ofa prescription re剛, yOu muSt Call your phamacy at least 48

hours prior to runnmg Out Of your medication. If you have no re珊1s remammg, yOur Phamacy will contact us

directly to request additional re刑s. Please note, Our On-Ca11 providers may not be able to re糾medications

during evenmg and weekend hours.

1 2) STATEMENTS Patient statements are mailed monthly and payment is required upon receipt of your statement.

Ifyour account is over 30-days past due and arrangements for payment have not been made’yOu Will receive a

letter stating that you have 30 days to pay your account in餌1・ Partial payments will be accepted after

satisfactory a調angementS have been made with our billing department. If balances remain unpaid, We may refer

your account to a collection agency. Accounts with small balances under $10.00 will not have statements sent

and will be co=ected at the patient’s next visit.

13) RETURNED CHECKS Ifyou pay with a check and your check is retumed, yOur aCCOunt Will be charged a

$30.00 fee which you wi11 be responsible for along with the amount ofthe payment.

14) MISSED, CANCELLED, & RESCHEDULED APPOINTMENTS We require a 24-hour notice on a11

appointments cancellations and reschedules. Our policy is to charge a $25・00 fee billed directly to the patient or

responsible guardian for missed appointments and failure to cancel or reschedule more than 24 hours in

advance. The $25.00 fee must then be paid prior to receiving additional services through our facility. If you fail

to keep an appointment due to unforeseen circumstances, Please discuss this with our clinic manager or bi11ing

department. After two missed appointments or cancellations/reschedules without 24 hour advance notice’yOur

account wi11 be reviewed for possible discharged from our facility.

15) ASSIGNMENT AND RELEASE I, the undersigned, have insurance coverage with and assign directly to

Thomas Jones II, M.D. all benefits, ifany, Otherwise payable to me for services rendered. I understand that I am

financially responsible for all charges whether or not paid by insurance. I hereby authorize the use of this

Signature on all my insurance submissions.

16) TREATMENT AUTHORIZATION I authorize Thomas Jones II, M.D. to give me reasonable and proper

medical care by today’s standards.

1 7) APPOINTMENT & VOICEMAIL AUTHORIZATION I acknowledge that I have today received the Notice

of Privacy Practices from this practice. I understand that routine protocol in the o飾ce includes‥ COnfimation

messages may be left on answermg machines, VOice mail, Or With another individual. I understand that I wi11 be

charged a $25.00 missed appointment fee if my appointment is not cancelled or rescheduled within 24 hours of

my scheduled appointment time.

1 8) MEDICARE AUTHORIZATION I request that payment of authorized Medicare benefits be made on my

behalfto Thomas Jones II, M.D. for any services fumished me by physicians ofthis group. I authorize any

holder ofmedical infomation about me to be release to the Health Care Financing Administration and its’

agents any information needed to detemine these benefits or the benefits payable for related services・ I

understand my signature request that payment be made and authorizes release of medical infomation necessary

to pay the claim. If召other health insurance,’is indicated in item 9 ofthe HCFA-1500 form, Or elsewhere on

other claim foms or electronically submitted claims, my Slgnature authorizes releasing of the infomation to the

insurer or agency shown. The physician agrees to accept the charge detemination of the Medicare carrier as the

full charge, and the patient is responsible only for the deductible, COinsurance and non-COVered services.

Coinsurance and the deductible are based upon the charge detemination of the Medicare carrier.

19) PHOTOGRAPHY CONSENT FORM/ RELEASE I, (Print name)

grant pemission to The Spine Institute of Southeast Texas representatives’tO take and use: Photographs and/or

digital images of me for use in news releases and/or educational materials. These materials might include

printed or electronic publications’Web sites or other electronic communications. I further agree that my name

and identity may be revealed in descriptive text or commentary in connection with the image(S). I authorize the

use of these images without compensation to me. Au negatives’Prints’digital reproductions shall be the

PrOPerty Of The Spine Inst血te of Southeast Texas.



?)I acknowledge that I have read) understand? and wi○○ follow all policies and responsib輔ies stated above.

I acknowledge that I am financially responsible for all charges for services rendered. If it becomes

necessary to effect collections of any amount owned on this or subsequent visits? the undersigned agrees to

pay for al=egal costs and expenses? including reasonable attorney fees. I also hereby authorize The Spine

Institute of Southeast Texas to release in重brmation necessary to secure payment.,,

Patient Name (Print)

Patient or Legally Authorized Representative Signature

Legally Authorized Representative(Print) Relationship to Patient



 

FORM OF PHYSICIAN DISCLOSURE 

NOTICE TO PATIENTS 

 
As required by Section I 02.006 of the Texas Occupations   Code 

 
Texas law requires a physician to disclose to a patient those arrangements permitted 

under applicable Texas law whereby such physician accepts remuneration to secure or solicit a 

patient or patronage for a person licensed, certified or registered by a Texas health care regulatory 

agency. The purpose of this Disclosure is to notify you, the patient, that your attending 

physician(s) may receive remuneration for referring you to any of the following healthcare 

providers for certain healthcare services: 

 
National Neuromonitoring Services 

Alliance MRI 
Houston Physicians Hospital 

Altus Houston 
USPI Medical Center 

Accordingly, I hereby acknowledge that my attending physician(s) have disclosed to me, 

at the time of initial contact and at the time of referral (i) his or her affiliation with the foregoing 

healthcare provider(s) for whom, I, the patient am being referred, and (ii) that he/she will receive , 

directly or indirectly, remuneration for the referral to such healthcare provider. I understand that 

I, the patient, have the right to choose the providers of my healthcare services and/or products 

and, as such, I have the option of receiving healthcare services from any healthcare provider and/or 

facility that I choose. 

 
 
 
 

Patient Name /Date: 
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AUTHORIZA丁案ON FOR RELEASE OF MEDICAしRECORD INFORMA丁量ON

Patient Name:

Phone: H)

Address:

Date of Bi巾h:

PhoneこW)

City/ State/Zi p:

Above Iisted patient autho「izes the fo=owing healthca「e fac帥ty to make record discIosure:

Facility Name:

Facility Address:

City, ST, Zip:

Dates and Type of information to discIose:

D 2 yea「s prior from Iast date seen

D DatesOther:

D Specific Information Requested:

Facility Phone:

Facility Fax:

The purpose of discIosure is:

D Change of Insurance or Physician

D Continuation of Care (e.g., VA Med Ctr)

D Referral

D Other

RESTRICl|ONS: Only medicai reco「ds o「iginated th「ough this healthcare facility w紺be copied unless otherwise requested. This authorization is vaIid

oniy for the reIease of medicai i=formation dated prior to and incIuding the date on this authorization uniess other dates are specified.

I understand the information in my health 「eco「d may include information relating to sexua=y t「ansm舶ed disease, aCqui「ed immunodeficiency

sYndrome (AIDS), Or human immunodeficiency virus (HIV)・ It may aiso inciude info「mation about behavioraI or mentai heaith services, and treatment

for aicohoi and drug abuse.

This information may be discIosed and used by the following individual or organization:

ReleaseTo: Dr,Thomas Jones

Address: 10907 Memorial Hermann Dr, #320
D Please maii records,

D Please fax records。

City, State, Zip: Pearland′ Texas 77584

Fax:_83 2- 288-5837　　　　　　　　　Phone: 71饗場7-7760

I understand I may revoke this authorIZation at any tIme. I understand that if I revoke thiS authorization I must do so in W輔ng and present my

Wrltten reVOCation to the heaIth info「mation management department. I unde「stand that the 「evocation w川not appIy to info「mation that has aI「eady

been reieased in response to this authoriZatlOn. I understand that the revocation w用not apply to my lnSuranCe COmPany When the Iaw provides my

insurer with the right to contest a dain under my poiicy. UnIess otherwise revoked, this authorization wiiI expire on the foliowing date,

If I faii to specify an expi「ation date, eVent, Or COndition, this authorization wiiI expire l year f「Om the date signed.

I understand that authorizing the discIosu「e of this heaith information is voIuntary. I can refuse to sign this authorization. I need not sign thiS fo「m

in o「der to assure t「eatment. I unde「stand that I may inSPect Or Obtain a COPy Ofthe lnfo「mation to be used or disciosed, aS PrOVided in CFR 164,524.

I understand that any discIosu「e of information carries with it the potential for an unauthorized redisciosure and the information may not be protected

by federaI confidentiaiitY rules" If I have questions about disciosure of my heaith information′ I can contact the authorized individuaI or organization

making discIosu「e,I have read the above fo「egoing Åutho「ization for Release of Information and do hereby acknow看edge that I am

familiar with and fu=y understand the terms and conditions of this authorization・

X
Signatu「e of Patient / Parent / Gua「dian or Authorized Rep「esentatiVe

(Guardian o「 Autho「ized Rep「esentative must attach documentatlOn Of such status.)

Relationship / Capacity to patient
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