Stephen P. Courtney, MD LB

2004 Ventura Dr. #200 ol
Plano, TX 75093 ADVANCED *gs  SPINE CENTER

Ph. 972-499-5457
Fax 972-499-5342

SURGERY vs. NON-SURGICAL OFFICE POLICY NOTICE

Effective March 15, 2022

Office policies regarding requests for paperwork:

=  Disability Forms
= FMLA Forms

= Letter Writing

= Physician Forms

All forms must be given to the FRONT DESK to initiate the request. All documents will be
completed with 5-7 business days and require a $25 processing fee. FMLA forms for a family
member are also subject to a separate $25 processing fee. All forms can be sent via fax, email or
hand delivered to the front desk. Please note:

= Forms will NOT be completed on the same day they are dropped off.
= Forms will NOT be accepted by any staff other than the front office.

Forms will be completed for immediate pre-op and post-op period for SURGICAL PATIENTS ONLY.
Injections or Rhizotomies DO NOT meet the standards for disability. STD paperwork WILL NOT be
completed for patients who do not undergo surgery. Patients currently having disability forms
completed by a primary care doctor that come to Advanced Spine Center as a new patient must
continue to have those forms completed by originating physician.

Effective March 10, 2022

Dates for surgery or procedures WILL NOT be scheduled until insurance approval authorization is
received by our office. Tentative dates are NOT an option.

Effective July 22, 2019

Contractual insurance fees for surgery or procedures must be remitted prior to the scheduled
hospital date. When a hospital date is confirmed please contact our office to remit payment. If
payment is not received 48 hrs. prior to the scheduled hospital date the case will be rescheduled.

Please be aware with scheduling surgery or a procedure patient’s will receive (3) separate bills:

® Physician fee for Dr. Courtney
= Anesthesia fee
= Hospital fee for Eminent Medical Center

Patient Printed Name Signature Date:




ADVANCED' SPINE CENTER
Date:  / /
NEW PATIENT HISTORY FORM
Patient Name: DOB:
/ /
CHIEF COMPLAINT

JINeck [JUpperBack [OShoulder [OArm 0OHand [ MidBack [lLowBack [ Hip  JButtocks
_Ilower Leg | TailBone |/Fracture L Other:

Preferred Pharmacy: | PharmacyAddress & Phone:

VITALS:
Height: ft. in. Weight: lbs.

| ALLERGIES

Medication Allergies: Do you have any allergies? JYes [ No _NKDA
Please list all medication allergies. Also, include seasonal and food allergies.

| MEDICATION HISTORY

Medications: Please list all medications you take on a regular basis:

Are you in Pain Management? _Yes [INo Ifyes, providers name:

HISTORY OF PRESENT ILLNESS

Is your problem the result of aninjury or accident?

_INo Injury LI Injury _njury at Work LI Auto Accident _I Sport Injury L Prior Surgery

Dominant Hand: J Right Hand O LeftHand ] Ambidextrous

Describe the onset: L Acute (sudden) L Chronic {3+ mo.)
How long have the symptoms been present? #of [ Days M Weeks ' Months “1Years
Have you had a problem like this before? [Yes C No If yes, when:

Have you been seen in the ER for this problem? L Yes L No Ifyes, listER:

What happened to you? Tell your story:

What do you want from today’s visit?

DESCRIBE YOUR PAIN Rate the pain (10 being the most pain): ¥ ¥ CIRCLE BELOW V V¥

\ /:_ 3 / 5 ‘,;_.,“‘\, !,/" " ".\. Q\
/ N f N \ /’" _'v’ \h._

0 1 2 3 4 5 rﬁ—, r 8 9 10

Mo Pain *ild Pair htoderate Severe Wery hovars Waorst Pozsible

A A DR. COURTNEY REQUIRES CIRCLING PAIN RATING BEFORE BEING SEEN A A
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FAMILY HISTORY Have any direct relatives had any of the following disorders?
Father INone |Diabetes LIHeart Disease L/ Hypertension _| Bleeding Problem _| Epilepsy LI Stroke
I Connective Tissue [ Muscular Dystrophy [ Osteoporosis [ Rheumatoid Arthritis J Cancer:
(Type)
Mother | T None JDiabetes [1Heart Disease [] Hypertension 7] Bleeding Problem 7 Epilepsy []Stroke
- Connective Tissue [1Muscular Dystrophy [1Osteoporosis ™ Rheumatoid Arthritis 7 Cancer :
(Type)
_ISister INone _|Diabetes LIHeart Disease [IHypertension _| Bleeding Problem _| Epilepsy LI Stroke
“Brother | "|Connective Tissue 1 Muscular Dystrophy Osteoporosis " Rheumatoid Arthritis 1 Cancer:
(Type)
Comments:
SOCIALHISTORY

Do you use tobacco?

_J Current Everyday Smoker I Former Smoker 1Never a Smoker 7 Dip/Chew [JUnknown

Do you drink alcohol? | "1 None

['1Occasional

[ Moderate 1 Heavy

Are you currently working?

| [ Yes

“TNo

M Retired TI1Disabled 7 Student

Please list work restrictions, ifany:

Employer:

Occupation:

| SURGICALHISTORY

Select all previous hospitalizations/surgeries:

“JArthroscopy: Knee [DRight L Left UTotal Knee Replacement JRight [OlLeft
“1Arthroscopy: Shoulder URight [ Left [J Total Shoulder Replacement | JRight [JLeft

_ICarpal Tunnel Release LIRight Ll Left LI Spinal Surgery: Indicate Level:

7 Rotator Cuff Repair [JRight [ Left LI Neck: L Back:

_ITotal Hip Replacement URight [ Left U Appendectomy “IHernia Repair

_I Aneurysm (Brain) Surgery U Aortic Bypass/Vascular Surgery JLAP Band/Gastric
“1Hysterectomy MHeart Surgery “15Stents

“TMastectomy [MMalignancy/Cancer (type): “1Cesarean Surgery

I Cholecystectomy (Gallbladder) | I Plastic Surgery “1Cataract (Eye) Surgery
“10ther Surgery: “INone

PAST MEDICALHISTORY

Do you have a personal history of any of the following? If so, please check below. If no, please state none.

"1 Aneurysm: Where:

“|Emphysema

“1Kidney Disease

_|Angina (Chest Pain)

_| Epilepsy

_IKidney Stones

_| Arthritis: Type:

I Heart Attack

_| MRSA Infection

_|Asthma

_I Hepatitis: Type:

_| Pacemaker

_| Bone or Joint Infections

_JHIV/AIDS

_| Phlebitis (Blood Clots)

“1Cancer: Type:

_1High Cholesterol

_JIPulmenary Embolism

“1Chemo/Radiation _J Hypertension _ Reactionto Anesthesia
J1COPD _IHyperthyroidism _ISeizures
_ICongestive Heart Failure _I Hypothyroidism _IStomach Ulcers
_1Diabetes: Type: lastAlC: _J Stroke-TIA

I Tuberculosis
“10ther “INone

Page | 2



ASSOCIATED SYMPTOMS

Do the symptoms keep you from sleep? | _ves | What is the timing of the symptoms? | _|Constant _| Intermittent
_INo
What makes symptoms worse? -ISquatting _IKneeling OSitting | Driving _IBending _| Twisting

Moving L Stairs -I'Standing L Running _| Lifting | Walking
_| Athletics  [JReaching Overhead U Lying in Bed

Are there any other symptoms JRedness  []Bruising Clicking [JLocking [1Swelling
associated with this problem? JLimping  1Popping [ lInstability J Abnormal Balance L Giving Away
How are you doing overall? Do you have weakness? | OYes INo

VV MUSTFILLOUT VY
Where exactly do you hurt? Use these symbols to mark. Please draw a line.

Numbness: Pins & Needles: Burning: Aching: Stabbing:
e 0000000000 AAAAAAA XXXXXXX BROXRE®
------------- - 0000000000 AAAAAAA XUXXXXX RRIRRRE

¥ YDR. COURTNEY REQUIRES MARKING BODY DIAGRAM COMPLETELY BEFORE BEING SEENV V
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PRIORTESTING: Have you had any prior tests for this problem?

Li None _ X-Rays LI MRI LI CAT Scan LI Bone Scan _INerve Test (EMG)

PRIOR TREATMENT

Ulce Jlmproved _IWorsened [ Unchanged
[MHeat “Timproved "I Worsened [ Unchanged
[IRest JImproved JWorsened [ Unchanged
LINSAID’s _I Improved _| Worsened L Unchanged
[ Pain Medication Jlmproved _1Worsened C Unchanged
[MMuscle Relaxers “Tlmproved 1 Worsened [" Unchanged
[l Chiropractor “TImproved “1Worsened " Unchanged
O Physical Therapy _IImproved _I Worsened L Unchanged
LI Home Exercise Program | _|Improved _IWorsened L Unchanged
[ Injections “IImproved "1 Worsened " Unchanged
['1Bracing “lImproved 1 Worsened [" Unchanged
[1Tens Unit “IImproved "I Worsened " Unchanged
(] Surgery _IImproved I Worsened L. Unchanged
[ Other:

DESCRIPTION OF THE SYMPTOMS: Please check description(s) pertaining to your chief complaint

Neck: JRight Jleft [0OPain OBurning [ Stiffness [JSharp Stabbing [ Aching C Throbbing
ODull JShooting O Numbness/Tingling

Upper Back: JRight Tleft |OPain OBurning [ Stiffness [1Sharp JStabbing [ Aching [ Throbbing
0)Dull  ~IShooting [1Numbness/Tingling

Shoulder: JRight Tleft |OPain [OBurning L Stiffness [Sharp JStabbing [ Aching C Throbbing
[MDull 71Shooting 1 Numbness/Tingling

Arm: IRight  “lleft |MPain [MBurning I Stiffness MSharp T1Stabbing I Aching I Throbbing
[1Dull “1Shooting [1Numbness/Tingling

Hand: “IRight “lleft |[1Pain MMBurning [ Stiffness 1Sharp TIStabbing ™ Aching I Throbhing
L Dull JShooting [ Numbness/Tingling

Mid Back: JRight _Left |COPain OBurning L Stiffness CJSharp _IStabbing L Aching L Throbbing
LIDull _Shooting LI Numbness/Tingling

Low Back: JRight _Lleft |LIPain L/Burning L Stiffness [JSharp _IStabbing LI Aching LI Throbbing
LIDull _IShooting LI Numbness/Tingling

Hip: JRight _Left |[LPain LIBurning [ Stiffness [/Sharp _IStabbing LI Aching [IThrobbing
LIDull _IShooting LI Numbness/Tingling

Buttocks: JRight Jleft |[OPain OBurning [ Stiffness 0 Sharp T Stabbing [ Aching [ Throbbing
ODull T1Shooting [ Numbness/Tingling

Lower Leg: JRight Jleft | OPain OBurning L Stiffness OSharp TJStabbing T Aching C Throbbing
ODull JShooting [ Numbness/Tingling

Tail Bone: _Yes O No

Other: JYes [ONo Describe:

Pain Radiates: | |Yes [INo If yes, from/to: (ex. Low back to right leg):

REVIEW OF SYSTEMS Please indicate if you have experienced any ofthe following symptoms in the last 6 months

CONSTITUTIONAL:

LINONE

['1Significant weight gain

[ Significant weight loss

[ Night Sweats

0 Weight gain: Ibs.

L] Weight loss: Ibs.

L Exercise Intolerance

EYES:

[0 NONE

0 Double Vision

T Vision Change

[0 Vision Loss O Blurred Vision

_JWears glasses and contact lenses
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REVIEW OF SYSTEMS Please indicate if you have experienced any ofthe following symptoms in the last 6 months
ENMT (Ears, Nose, Mouth/Throat): ONONE

"1 Difficulty Hearing | | _Hearing Loss I | Hoarseness I "_Trouble Swallowing | “1Sore Throat | 1Snoring
CARDIOVASCULAR: [ONONE

I Palpitations I _I Chest Pain on Exertion | [ Heart Murmur ] L No Treating Cardiologist
LI Cardiologist:

Phone #:

RESPIRATORY: [ONONE

[JC-Pap l U Chronic Cough | “I Pneumonia _ISleep Apnea l L Shortness of Breath
GASTROINTESTINAL: ‘ ONONE

[ Nausea | _IHeartburn | _IVomiting | L Loss of Appetite | [J Constipation | [ Blood in Stool
GENITOURINARY: [ONONE

I Kidney Problems | _ Painful Urination | L/ Incontinence | L Blood in Urine

0 Bowel/Bladder Changes:

MUSCULOSKELETAL: [0 NONE

M Osteoporosis | “TMuscle Weakness | [ Fractures | [ Difficulty Walking
SKIN: ONONE

L/ Lumps | I Lacerations | _| Frequent Rashes | LI Psoriasis | LI Skin Ulcers l L Jaundice
NEUROLOGIC: OO0 NONE

[1Loss of Coordination | [1Frequent Falls [ [ Dizziness | [1Numbness I [THeadaches | " Migraines
PSYCHIATRIC: 0 NONE

O Sleep Disorder | _I Depression | _IHlicit Drug Use | L Anxiety | LI Drug/Alcohol Addiction
ENDOCRINE: [INONE

LI Heat/Cold Intolerance ] L Fever ! _I Fatigue

HEMATOLOGIC: O NONE

[1Anemia “1EasyBleeding [ [ Phlehitis (Clots) | M EasyBruising

Patient Signature: Date:
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.l 2004 VENTURA DR. STE. 200, PLANO, TX 75093
ADVANCED *g8 - SPINE CENTER PHONE: 972-499-5457

FAX: 972-499-5342

F NEW PATIENT REGISTRATION FORM

Legal Name: Preferred:

Last First Middle
Home Address:

Street Apt # City/State/Zip Code
Contact Info: HM #: Cell#: WK#:
Email Address: Preferred Language: 0 English [ Spanish

O Chinese ] Other:

Sacial Security #: / / DOB: / / Age: DL #:
Gender: Marital Status: Are you being represented by an attorney?
[0 Male O Female L Single OMarried JDivorced [J]Widow JYes ZINo Ifyes, name:
Race/Ethnicity: C African American  “1Asian [ Caucasian []Native American [ Pacific Islander

L Hispanic [ Non-Hispanic [ Unknown/Other _ Decline to Answer
Employer Name: Employer Address:
Employer Phone #: Occupation:
How did you hear our C Physician: 7 Friend 7 Other:
Our practice? [ Primary Care Doctor: Doctor Phone #:

PRIMARY INSURANCE INFORMATION:
( O FILL IN INSURANCE INFORMATION BELOW OR CHECK BOX IF COPY OF CARD WAS PROVIDED)

Name of Primary Policy Holder:

(AS IT APPEARS ON CARD) RELATIONSHIP TO PATIENT
DOB: Insurance Co.: Insurance Co. Phone #:
Policy ID #: Group #: SS #: / /

MEDICARE SUPPLEMENTAL INSURANCE INFORMATION:

Name of Primary Policy Holder: Policy ID/Group #:
(AS IT APPEARS ON CARD)

RESPONSIBLE PARTY INFORMATION:
Name: Address:

DOB: SS #: Ph #: Relationship:

EMERGENCY CONTACT/LEGAL GUARDIAN:
Name: Ph #: Relationship:

RELEASE OF INFORMATION AND ASSIGNMENT OF BENEFITS. | hereby authorize the above-named agency to release my treatment
information requested by attorneys, physicians, insurance companies, employers, healthcare providers or any other entity which may be
concerned with the payment of charges incurred the treatment of services of Advanced Spine Center, and hereby authorize payment
directly to Advanced Spine Center for services rendered. | accept responsibility for payment of any charges not paid for or accepted by my
insurance. This authorization remains valid and effective from the date of signing until revoked in writing.

Signature of Patient or Legal Guardian Date

Page | 1



N
»
-

ADVANCED *gs - SPINE CENTER

2o,

Stephen P. Courtney, M.D., P.A
Board Certified Fellowship Trained Orthopedic Spine Surgeon

FORM OF PHYSICIAN DISCLOSURE OF FINANCIAL INTEREST AND OWNERSHIP

As required by Section 102.006 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, Stephen Courtney, M.D., may receive remuneration for referring you to any of the following
healthcare providers for certain healthcare services:

Avalon Spine, LLC
Eminent Spine, LLC
PGBH Monitoring, PLLC
Eminent Medical Center
Spinal Cord Monitoring Concepts, LLC
Ternion Management, LLC

Accordingly, | hereby acknowledge that Stephen Courtney, M.D. has disclosed to me, at the time of initial contact and
at the time of referral (1) his or her affiliation with the foregoing healthcare provider(s) for whom, |, the patient am
being referred, and (ll) that he/she will receive, directly or indirectly, remuneration for the referral to such healthcare
provider. Dr. Courtney wants to be fully transparent regarding his financial and ownership interest. | understand that, |
the patient, have the right to choose the providers of my healthcare services and/or products and, as such, | have the
option of receiving healthcare services from any healthcare provider and/or facility that | choose.

r

Patient Name:

Patient Signature:

Date:

Page | 2
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ADVANCED 3 " SPINE CENTER

POLICIES & CONSENT TO TREAT
(PLEASE INITIAL ALL SECTIONS, SIGN & DATE FORM)

FINANCIAL RESPONSIBILITY AGREEMENT:
| agree to assign insurance benefits to Advanced Spine Center. We bill all primary insurance companies that we are
contracted with as “in-network” providers as a courtesy to our patients.
| acknowledge full financial responsibility for services rendered by Advanced Spine Center, and authorize transfer of all
unpaid amounts to me, which includes, but is not limited to, co-pays, deductibles, co-insurance, pre-existing clauses,
excluded conditions and/or termination of coverage. | agree to pay all legal fees including attorney and court fees as
well as collection costs in the event of a default payment of charges that are my financial responsibility. | further
authorize and request all insurance payments be made directly to Advanced Spine Center.
Payment is always due at the time of service. We require that patients owing money pay their account balances to zero
prior to receiving further services by our practice.
There will be a twenty-five-dollar ($25) fee assessed for any returned check. This fee is assessed regardless of whether

the check is redeposited, because the bank has already charged us a fee for the returned item. You will subsequently
receive a bill for this amount.

CANCELLATIONS/NO SHOW APPT./CHANGE OF SURGERY DATE POLICY:
Patient may cancel their surgery or injection procedure without penalty with at least 10 days notice of the surgery date
that is initially scheduled by patient. Should patient cancel surgical procedure within 10 days of the original date the
patient shall be subject to a $500 cancellation fee. At least 10 days advance notice required to change injection
procedure or you will be charged $75.00. This will not be covered by your insurance company.

if an office appointment is not canceled at least 24 hours in advance you will be charged a $50.00 fee for missed office
visits.

CONSENT OF TREATMENT:
I authorize Advanced Spine Center Physicians and the Physician’s Assistants 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 outlined in each of the above policies.

PHYSICIAN ASSISTANT CONSENT:
This facility has on staff certified Physician Assistants (PA-C) to assist in the delivery of orthopedic medical care. |
acknowledge a Physician Assistant is not a physician. A PA-C is licensed by the state medical board and under the
supervision of a physician can diagnose, treat, and monitor common acute and chronic disease as well as provide health
maintenance care. “Supervision” 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 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 health care needs. | understand that at any given time | can request to
see the Physician instead of the PA-C.

DISCLOSURE OF FINANCIAL INTEREST:
The physician at Advanced Spine Center that you are seeing may have a financial interest in the facilities listed on page
2. The facilities and our physician are committed to providing clinical excellence in a safe and attractive environment for
you and your family member. Their financial interest in these facilities enables them to have a voice in administration
and their policies. This involvement helps to ensure the highest quality of care for you. Should you have any concerns
regarding this notice, please ask your physician or a member of the staff. My initials above verify that | have read and
understand the above statement and information.

Page | 3
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POLICIES & CONSENT TO TREAT
(Please initial all sections, sign & date form)

Effective August 21, 2023, MEDICATION POLICY CONSENT:

Currently, our office receives a large volume of calls daily for medication refill requests outside of an office
visit. In an effort to more efficiently, and most importantly, safely manage refill requests, it is necessary for
our clinic to implement a new prescription refill policy. We understand that this change will affect you. By

keeping you informed of the policy change, we hope to continue working together to ensure safe and high-
quality medical care.

| Initial each item in the space provided indicating you have read and attest to it:

I'authorize Advanced Spine Center Physicians and PA-C to obtain a medication history and/or list
of current medications via my pharmacy or the prescription monitoring program for medical records.

WE NO LONGER ACCEPT REFILL REQUESTS BY TELEPHONE, PORTAL, EMAIL OR FAX.

“*Allow 48 hours to process a request for all medications. If you need a refill on your medications,
please call your preferred pharmacy to initiate the request. Narcotic prescriptions are sent electronically and
cannot be issued as paper Rx. Refills are approved on a patient-by-patient basis and never refilled over the
weekend or after business hours. Do not call the pharmacy to try to get medicine over the weekend. If pain
is too severe to tolerate over the weekend, seek ER treatment.

MULTIPLE CALLS ON THE SAME DAY WILL ONLY DELAY YOUR REFILL REQUEST.
Refill requests MUST be called in to the patient’'s pharmacy. Refill requests will not be accepted by any
other means. Please call at least two days before your supply of medication runs out.

“A MISTAKE ON YOUR PART DOES NOT NECESSITATE AN EMERGENCY ON OUR PART”

We request that you use the same pharmacy for all your prescriptions. Use only one physician to
obtain pain medications. Regardless of whether you are a surgical candidate, Dr. Courtney, will NOT
prescribe pain medication or controlled substances long term. If needed, Dr. Courtney will refer you to a
pain management physician. Dr. Courtney specializes in spine surgery, NOT pain management.

Place filled pain medication prescriptions in a secure location (ex. locked drawer, cabinet, etc.). A “lost or
stolen” narcotic prescription will be noted in your chart and cannot be refilled 7 days before the issued date.
Per DEA regulations the theft or loss of an official Schedule Il narcotic prescription form must be reported to:

Texas State Board of Pharmacy Prescription Monitoring Program
333 Guadalupe Street
Suite 3-500
Austin, TX 78701
texaspmp@pharmacy.texas.gov

Patient Printed Name Patient Signature Date




ADVANCED®eSs  SPINE CENTER

PATIENT HIPPA & PRIVACY PRACTICES AUTHORIZATION FORM
(Required by Health Insurance Portability & Accountability Act)

I hereby authorize Advanced Spine Center to use and/or disclose my protected health information which specifically
identifies me, or which can reasonably be used to identify me to carry out my medical treatment, billing, or claims
payment and other health care operations. | understand that while this consent is voluntary, if | refuse to sign this
consent, Advanced Spine Center, can refuse to see me. | have been provided with access to either review and/or receive
a copy of “Notice of Privacy Practices” for Advanced Spine Center which more fully describes the uses and disclosures,
and | consent at any time by noticing Advanced Spine Center in writing. | understand Advanced Spine Center has the
right to change its privacy policies and that | can receive such changed notices upon request. | understand that | have the
right to request that Advanced Spine Center restrict how my individually identifiable health information is used and/or
disclosed to carry out treatment, payment, or other healthcare options. | understand that Advanced Spine Center does
not have to agree to such restrictions, but once such restrictions are agreed to, Advanced Spine Center must adhere to
such restrictions.

We are committed to ensuring your Protected Health Information (PHI) remains confidential. Your paper and electronic
medical records are safeguarded and released only with your consent or to your insurance carrier, other medical
professionals directly involved with your care, or as required by law. Our “Notice of Privacy Practices” policy manual,
which explains how your medical information may be used and disclosed, is available for your review or you are
welcome to have a copy. If you would like to release your PHI to another doctor or facility you will be required to fill out
a separate form to request your records.

RELEASE OF MEDICAL INFORMATION AUTHORIZATION:

| give Advanced Spine Center authorization for the release of “Medical Records/Privacy Information,” which includes
your PHI, any medical conditions, billing and/or financial information to the following:

Name: Relationship to Patient:

EFFECTIVE TIME PERIOD/RIGHT TO REVOKE:
This authorization shall be in force and valid for one year from the signature date or written permission is accepted for
withdrawal.

SIGNATURE AUTHORIZATION:

I have read this form and agree to the uses and disclosure of the information described. | understand that refusing to
sign this form does not stop disclosure of health information that has occurred prior to revocation or that is otherwise
permitted by law without my specific authorization or permission, including disclosures to covered entities as provided
by Texas Health & Safety Code. | understand that information disclosed pursuant to this authorization may be subject to
re-disclosure by the recipient and may no longer be protected by Federal or State privacy laws.

SIGNATURE: DATE:
SIGNATURE OF INDIVIDUAL/LEGAL AUTHORIZED REPRESENTATIVE

Page | 5
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ADVANCED SPINE CENTER

UNIVERSAL CONDITION, INJURY/ACCIDENT STATEMENT FORM
(All boxes must be completed before seeing a physician)

Patient Name: Today’s Date:

Please complete the following statements. Most insurance companies request accident details. This information may be
forwarded with your insurance claim or provided to an adjuster to complete your claim.
We MUST have a Box 1: Condition or Date of Injury completed to file your claim.

‘7 1. Please check: []Condition JInjury Injury Date: / i {on or about)
2. Give a brief summary. How did the injury occur, what were you doing?

3. Did the injury occur duringwork? OYes “1No
Were you clocked in? OYes TNo
5. Were you at lunch? [CYes ZINo

i

THIRD PARTY LIABILITY

1. Is there a possible third-party liability? JYes JNo
If yes, a letter of subrogation should be provided before seeing the physician. Your health insurance will deny
the claim if the letter is not obtained.

| certify this information to be true and accurate. | hereby authorize the release of a copy of this form as may be
necessary to obtain reimbursement from any insurance company which may request information regarding my injury,
condition and/or the nature of my treatment. | also understand that | am responsible for responding promptly to my
insurance carrier if they request additional information, and that failure to provide requested information may
categorize my treatment as a non-covered service and may make me personally liable for the charges incurred.

SIGNATURE: DATE:
Signature of Individual/Legal Authorized Representative

Page | 6
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IMAGING CONSENT FORM

The doctor has explained that the purpose of the x-rays about to be taken are to analyze the spine for vertebral
subluxation and to determine the appropriateness of chiropractic spinal adjustments. If the doctor discovers a non-
chiropractic unusual finding when reviewing the x-ray, | will be informed. | understand that | must then decide to seek
additional advice, diagnosis or treatment for the unusual finding from a health care provider. | understand that seeking

advice from another type of health care provider should not interfere with the subluxation correction care provided by
this office.

MINOR PATIENTS ONLY — CONSENT TO EVALUATE A MINOR CHILD

L By my signature below, |, the Parent/Legal Guardian of the minor patina, hereby grant permission for my child
to receive chiropractic examinations and x-rays.

FEMALE PATIENTS ONLY — PREGNANCY RELEASE

Please read carefully and check boxes, include the date and sign below. Please see our office manager for
further explanation or to discuss any questions.

[ The date of my last menstrual cycle was on i/ i date.

C I have been provided a full explanation of when | am most likely to become pregnant.

L To the best of my knowledge | am not pregnant.

L By my signature below | am acknowledging that the doctor and/or a member of the staff has discussed with

me the hazardous effects of ionization to an unborn child. | have conveyed my understanding of the risks
associated with exposure to x-rays.

ALL PATIENTS

After careful consideration | hereby consent to have the diagnostic x-ray examination the doctor has deemed
necessary in my case.

MRI/CT IMAGING

The Physician or Physician’s Assistant will not give imaging results over the phone. Please call and schedule your
follow-up appointment once you have been contacted by the imaging facility. The imaging facility will call you
once insurance has approved your study. PLEASE BRING YOUR IMAGING DISC AT THE TIME OF YOUR

APPOINTMENT. Failing to do so can result in being rescheduled without you seeing the physician or the
physician’s assistant.

PRINT PATIENT NAME: DATE:

PATIENT SIGNATURE: DATE;
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