REPUBLIC

Spine & Pain

“Personal Information |

NS

Name: Date of Birth: / /

Home Address:

City: State: Zip Code:
Home Phone: Cell / Alt. Phone #: Email:
Social Security Number: - - Sex: [] Male [ ] Female
Emergency Contact:
Phone #:
Referring Doctor/Source: Phone #:

Peiily; Docsr I diTerent.rom aboye: Do you want appointment reminders emailed to you? Y/N

Reason for Visit:

Is today's visit due to a work-related injury? Yes[ ] No[ ]
Have You notified your personnel department? Yes [ | No []

What injury was sustained?

Are you currently or have you been under the care of a pain management healthcare
provider in the last 3 years? Yes [] No[]

If yes, please state reason:

Date of Last Visit:

Name of health care provider:

Provider’s Address: Phone:

' Please provide ONE Pharmacy which all your medications are faxed, e-prescribed or called in.

Preferred Pharmacy: Pharmacy Phone:

Pharmacy Address:

Private Insurance Authorization for Assignment of Benefits/Information Release:

I, the undersigned authorize payment of medical benefits to Republic Spine and Pain, PA for any services furnished me by the
physician. I understand that I am financially responsible for any amount not covered by my contract. I also authorize you to
release to my insurance company or their agent information concerning health care, advice, treatment or supplies provided to me.
This information will be used for the purpose of evaluating and administering claims of benefits.

Patient, Parent or Guardian Signature (if child is under 18 years old) Date




Republic Spine and Pain, PA 13617 Caldwell Dr.

Austin, Texas 78750

HEALTH HISTORY QUESTIONNAIRE

R

Please list prescription medications you are taking.

Name Dosage Frequency

Please list over-the-counter medications, vitamins or herbal supplements you are taking.

Name Dosage Frequency

Have you EVER taken any prescription weight loss drugs, including Fen-Phen (fenfluramine- Yes[] No[]
phentermine), Redux (dexfenfluramine) and/or Pondimen (fenfluramine)?

Allergie:

Please list drugs and adverse reactions to medicine or latex.

Name Reaction (hives, rash, swelling, ect.)

 Hospitalizations and Surgeries

Please list surgeries and hospitalizations you have undergone.
Reason

Date

For Female Patients Only.

Are you currently pregnant? Yes[ ] No[]
Are you nursing? Yes[ ] No[]

Are you taking birth control? Yes[] No[]
Approx. date of last menstrual cycle began:

* Thank you for allowing us the opportunity to care *

]



Republic Spine and Pain, PA

' Health Conditions

13617 Caldwell Dr.
Austin, Texas 78750

Check if you have, or have had, any symptoms in the following areas to a significant degree.

AIDS/HIV O Heart Attack (MI)
Acid Reflux (GERD) O  Hepatitis
0  Anxiety Disorder O  High Cholesterol
O Arthritis [0  History of Gastrointestinal bleeds
O Asthma O History of Renal Kidney issues
O Back Injury O History of Cardiac Arrhythmias
0 CoPD O  Hypertension
O Cancer (] Osteoporosis
[0 Depression 0  Stomach Ulcers
O Diabetes O  Stroke
[0 Fibromyalgia O Substance Abuse
0 Head Trauma/Injury O Thyroid Problems
O Headaches O  Tuberculosis

‘Tobacco, Alcohol, and General Safety

Tobacco:

Alcohol:

Caffeine:

Drugs:
Exercise
Level:

Stress
Level:

Personal
Safety:

R ST SRR AR R i R

Do you use tobacco? Yes[ | No[ ] If yes, how many years?

Type: [] Cigarettes [ ] Chew  Packs or cans a day?

O None [ Occasional [J Moderate [ Heavy
O None [ Occasional [ Moderate [ Heavy

Do you currently use recreational or street drugs? Yes[ ] No[ ]

O None [ Occasional [J Moderate [ Heavy

O None [ Low O Medium [0 Heavy
Do you live alone? O vYes O No
Sporting activities? O Yes O No
Are you currently O Yes O No
employed?

Work related injury? O Yes [ No
Auto related injury? OO Yes [ No

Year quit?

* Thank you for allowing us the opportunity to care *




Republic Spine and Pain, PA 13617 Caldwell Dr.

Austin. Texas 78750

mmen

Acknowledgement of Receipt of Privacy Notice

I have been provided with a Notice of Privacy Practices that provides me a more complete
description of the uses and disclosures of certain health information. I understand Republic
Spine and Pain, PA reserves the right to change their Notice of Privacy Practices and prior to
implementation will provide an updated copy. I may request a copy of the updated Notice of

Privacy Practices by calling my physician’s office or requesting a copy in person at my
appointment.

The duration of this authorization is indefinite unless otherwise revoked in writing. I
understand that requests for medical information from persons not listed above will require a
specific authorization prior to disclosure of any medical information.

Patients Printed Name:
Date:

Patient/ Legal Representative Signature:

Date:

Witness:
Relationship to patient:

The following names are of people I would like to be involved in or have access to
my protected health information on a routine basis. I give permission for Republic
Spine and Pain, PA to share my protected health information with:

Name:

Relationship:
Name:
Relationship:

I wish to be contacted in the following manner.
Home [ ] Cell [] Work []

Is it ok to leave a message with detailed information? If so, which phone number?
Home [ ] Cell [] Work []

By signing below, I hereby certify that to the best of my knowledge all the information I have
furnished on this form is complete, true, and accurate.

Patient, Parent or Guardian Signature (if child is under 18 years old) Date

Reviewed by: Review date:

* Thank you for allowing us the opportunity to care *



13617 Caldwell Dr.

Republlc Spme and Pam, PA Austin, Texas 78750

Use thls dlagram to |nd|cate the Iocatlon and type of paln Mark the drawmg w1th the followmg Ietters that best
indicate your symptoms.
“N” = Numbness “S” = Stabbing pain  “B” = Burning pain  “P” = Pins and Needles  “A” = Aching Pain

5 Please mark all the following treatments you have used for pam relief:

HEIET A e P 0 Change e —

Massage therapy
Hot or cold packs
Biofeedback
Physical therapy
Chiropractic
Acupuncture
Traction

Brace support
TENS unit
Injection therapy
Medications

If your injury/pain is the result of an accident or some other incident, please provide the following details:
- Date of the injury, location of the injury and treatment at the time of injury
- Describe how the injury occurred

* Thank you for allowing us the opportunity to care * 5



Republic Spine and Pain, PA ' 13617 Caldwell Dr.

Austin, Texas 78750

OFFICE POLICIES AND PROCEDURES PART 1

Thank you for choosing us as your healthcare provider. We are committed to your treatment being successful. Please read and sign our
financial policy prior to treatment.
Please take note of the following office policies:
FULL PAY| D! THE TIME OF SERVICE
How May I Pay?
We accept payment by cash, VISA and MasterCard.
o IFYOU ARE CONTRACTED WITH AN HMO, PPO, POS, OR THIRD-PARTY INSURANCE COMPANY, THEN CO-
PAYMENT/CO-INSURANCE DOES APPLY.
e ALL CO-PAYS ARE COLLECTED UP FRONT TO ASSIST IN A SMOOTHER CHECK-OUT TIME.
¢ YOU ARE RESPONSIBLE FOR PROVIDING US WITH ANY UPDATED INSURANCE INFORMATION PRIOR TO
TREATMENT. OTHERWISE; YOU WILL BE RESPONSIBLE FOR BALANCE.

REGULAR INSURANCE
We require all patients who are contracted with regular indemnity insurance to pay at the time of service unless other

arrangements have been made with the office manager. We will provide you with the necessary documentation at the end of your
visit.

MEDICARE INSURANCE
After your yearly deductible has been met, we will accept assignment of benefits as set forth in your Medicare Part B. Medicare
sets the fees that we may charge, and Medicare requires all patients to pay their 20% of the approved amount at the time of
service. If you have supplemental coverage (MEDIGAP), we may be able to file this for you as well if it is a plan that we participate
in. Please provide us with your secondary insurance information so that we may appropriately inform you. Medicare does not cover
all services. Our staff is aware of most of the non-covered services and will alert you prior to your treatment if possible.

HMO - PPO — POS — THIRD PARTY INSURANCE
All co-payments, co-insurance and deductibles are due at the time of treatment. In the event your insurance coverage changes,
please advise us immediately. If your plan requires a primary care physician referral, it is your responsibility to obtain the
appropriate referral prior to the appointment. We will attempt to assist in reminding you when you need a referral. PLEASE BE
ADVISED THAT SOME, AND PERHAPS ALL OF THE SERVICES PROVIDED MAY BE NON-COVERED SERVICES UNDER YOUR PLAN
AND THEY MAY BECOME YOUR RESPONSIBILITY REGARDLESS OF WHAT TYPE OF COVERAGE YOU HAVE.

MINOR PATIENTS
The adult accompanying a minor and the parents (or guardians of the minor) are responsible for full patient. For the

unaccompanied minors, non-emergency treatment will be denied unless appropriate consent has been received and charges have
been pre-authorized, and payment has been made prior to treatment.

MISSED APPOINTMENTS

Unless cancelled at least 24 hours in advance, our policy is to charge V2 of the normal office visit fee. We do understand
circumstances do arise where 24 hours advance notice is not possible, and we will take that into consideration.

DELIQUENT ACCOUNTS & RETURNED CHECKS
All accounts that are past due NINETY (90) days or more will be charged a cumulative interest rate of 12% or $30.00 collection
fee whichever is greater on all outstanding charges. Please keep your account current and if this is possible, please alert us
immediately. We are always able to come to an amicable solution. All checks returned by the bank for “Non-Sufficient Funds” will
be charged a $25.00 processing fee and we do require the check to be replaced by cash or money order within 7 days.

REFUNDS OF SUPPLIED

There will be no refund of supplies. Unfortunately, every supply prescribed may not work for all patients; however, we strive to
ensure we make every effort to have a satisfactory outcome.

I HAVE READ THE ABOVE FINANCIAL OFFICE POLICY ON THIS PAGE. I UNDERSTAND AND AGREE TO COMPLY WITH
THIS FINANCIAL POLICY. :

X

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY DATE

* Thank you for allowfng us the opportunity to care * 6



13617 Caldwell Dr.

Republic Spine and Pain, PA Austin, Texas 78750
OFFICE POLICIES AND PROCEDURES PART 2

ADDITIONAL FEES: Disability forms that need to be completed by our office will incur a $15.00 charge and will be
mailed for you. FMLA is $25.00 medical records for copies we require 30 days written notice and there is a $1.50 charge

per page.

RELEASE OF RECORDS: If you want your records released to another physician or facility you must sign a Release of
Information form indicating who we are releasing records to, as well as, which relevant information you would like us to
release. If you wish to receive a copy of your records for personal files, you must send us a written request. Please allow
7-10 business days to have your records available.

REFERRAL: If your insurance company requires a referral, it is your responsibility to obtain it. The contract is between
you and your insurance carrier. Therefore, we are not responsible to obtain your referral. If you present to the office
without your referral you will be required to reschedule your appointment, or you may opt to pay out of pocket for
services rendered. Referrals must be generated from your primary care physician or referring doctor.

INSURANCE: Your insurance coverage is a contract between you and your insurance company. We are not a party to
this contract. We will bill your insurance company (primary and secondary, if applicable) as a courtesy. Your insurance
company does not guarantee payment for services rendered. Your insurance company makes the final determination of
benefits and eligibility at the time the claim is reviewed. By signing the line below, you hereby agree that you understand
you are solely responsible to pay any portion of charges not covered by your insurance carrier.

VERIFICATION OF BENEFITS: You as the policyholder are primarily responsible to know your insurance benefits. The
insurance DOES NOT guarantee payment of benefits quoted and subsequently you will be responsible for any coinsurance
or deductibles for services not covered by your insurance carrier. We must have a copy of your insurance card and photo
ID in order to process your claim. Therefore, please give your cards to the receptionist. If you are a first-time patient, or
if your insurance information has changed, we must be notified. Failure to cooperate will mean that you will be
responsible for the charges incurred.

REQUIRED PAYMENTS: You will be responsible to pay any co-payment, deductible, coinsurance, or fees not covered
by your insurance carrier at the time services are rendered. We do not accept letters of protection. Any outstanding
balances greater than 60 days must be paid prior to being seen by the physician or you will be required to reschedule
your appointment. You may choose to pay cash or Credit Card.

MONTHLY STATEMENTS: You will receive a statement only if you have an outstanding balance on your account. The
statement will reflect any balance pending with your insurance carrier as well as an outstanding balance for services not
covered by your insurance company. We request that if you receive a statement, that you make payment within 30 days
of receipt. If your balance becomes delinquent past 60 days, your account will be referred to a collection agency.

CONSENT FOR TREATMENT: I understand that I have a choice in the facilities and/or products used to provide
treatment of my condition(S). I also acknowledge and agree that in rendering care of me, my physician and his designee
may choose to use products in which they have ownership interest. I understand that the practice of medicine is not an
e:act science and I acknowledge that no guarantees have been made to me as the result of examination or treatment in
this facility.

With the ever-changing environment of healthcare, it is necessary we set guidelines for our patients to ensure no future
misunderstandings. We all must work together to make sure your experience with our office is a good one. Thank you for
your understanding of our financial policy. Please let us know if you have any questions or concerns.

I HAVE READ THE ABOVE FINANCIAL OFFICE POLICY. I UNDERSTAND AND AGREE TO COMPLY WITH THIS
FINANCIAL POLICY.

X

SIGNATURE OF PATIENT OR RESPONSIBLE PARTY DATE

* Thank you for allowing us the opportunity to care * 7



Republic Spine and Pain, PA Austin, Texas 78750

REPUBLIC SPINE AND PAIN (RSP) NARCOTIC CONTRACT

Republic Spine and Pain understands that your pain is a significant hindrance to the quality of life you desire. In order to help you
achieve your goals we may utilize oral narcotics or other medications supplemented with the procedures you receive here. Narcotics
have a_long_ history of safety when used in the proper manner. Side effects can include, but not limited to, constipation, urinary
retention, itching, nausea, and sometimes confusion. Addiction to narcotics may occur with use over several weeks; therefore, we must
weigh the risks versus benefits before using these medications. We will discuss these with you when they are prescribed, and your

pharmacist wnll also give you more mformatlon It is important to take all medications in the way that they are prescnbed by your RSP
physician. Ta : :

Listed below are the conditions you must adhere to in order to be under the care of the RSP, please review and initial on the
provided line. If any of the: roken, we r. the righ ismi from

ke my medication rescribed. If pain level increases such that I need to increase my dosage, I will call the RSP
and discuss this with a nurse or physician. If given narcotic medications from RSP, I will receive these only from RSP for the
duration of my care.

I will take no other pain medications until I speak with a nurse or physician at the RSP. “I agree to receive my prescriptions
only from one pharmacy, to be recorded in my chart at the RSP.

I will protect my prescriptions and medications. Only one lost prescription or medication will be replaced in a single year with
a copy of a police report. When I travel or go on trips, I will not take my entire prescription with me

If I am requesting early refills, I will consent to random drug testing.

In certain instances, you may be subject to medication pill counts if deemed necessary.

I understand that I will be financially responsible for my urine drug testing

I will keep my scheduled appointments. If I need to cancel an appointment, I will give 24 hours notice and will call
512.219.8787 to cancel or reschedule. If not, then I may be charged my co pay or half the visit fee if self pay.

Appointments should be made 1-2 days prior to prescription ending so patient don't encounter days without medication. If I
am calling early, I will allow 48 hours for a refill request and my medications will not be refilled after office hours, on
weekends or holidays.

I understand my pain medications may be stopped if one of the following occurs:
o My physician feels that narcotics are not helping to relieve my pain

o My ability to function has not improved

o Idevelop rapid tolerance to the treatment, or the treatment fails to be effective _____
o Idevelop side effects that are of concern to my physician _____
o Igive, sell, or misuse the narcotics ______

o I obtain narcotics from any other sources without notifying RPS (includes any ER visits) ______
o T understand that RSP will randomly call pharmacies to ensure this contract is still valid. _______

An important part of my pain management plan may include non-narcotic treatment. If I do not follow through with all
aspects of my care (including non-narcotic meds), my narcotic treatment may be re-evaluated or terminated.

If I have questions or concems about my pain management, I will call RSP at 512-219-8787

THIS CONTRACT WILL REMAIN IN EFFECT FOR THE DURATION OF MY CARE. [ understand the above information and
agree to abide by this contract:

Printed Name Signature Date

* Thank you for allowing us the opportunity to care * 8



13617 Caldwell Dr.

Republic Spine and Pain, PA Austin, Texas 78750

Authorization for Release of Medical Information

Patient Full Name: poB: __ /____/ ___
Previous/Another Name: (If different than patient listed
above)

This will authorize: (Whomever has the bulk
of your records. Usually Family Doctor,
Surgeon, Previous Pain Doctor)

Name: To Release to:
Republic Spine and Pain, PA
Address: 13617 Caldwell Dr.
: Austin, Texas 78750
512-219-8787 FAX: 512-219-8788
City, State, Zip:

Phone, Fax:

Medical Information Requested:

[0 Complete medical records [0 To update my regular doctor (provider)
[0 Lab reports [0 I have been referred to another doctor
&  (Last 3) Progress notes + medication list [[] I want/need a second opinion
& Imaging in the last 12 months [0 1am changing doctor (provider)

[0 Dissatisfaction with care

[J My insurance changed

[J 1am moving (New Address)

[ Other

Yes No

[0 [0 Substance Abuse (alcohol/drug abuse)
[0 [O Mental Health/Depression (includes psychological testing)
[0 [0 HIvV-Related Information (AIDS related testing)

This consent may be revoked at any time by notifying the above-named provider of information.

Any release of information made prior to my revecation in compliance with this authorization shall not constitute a
breach of my rights to confidentiality. Disclosed information may be reviewed by contacting the provider of information.
RESTRICTIONS:

The authorization is being given with the understanding that the receiver may not further use or

Disclose the medical information unless another authorization is obtained from me or unless such use of disclosure is
specifically required or permitted by law.

Signature of patient or authorized Date
representative
Witness Date

* Thank you for allowing us the opportunity to care *



