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Check! Clrela/ Highilght any that apply :
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Arsyauwarking? Clyes Clno - 1fnot, when didyou stop?
'Is thls probletn the resulta? an enheJob tury? Cyes [Ino
fs fis problem tie result of 8 motar vehicte accldent (MVAY? Clyes Tlno  If yes, pleasa check, clrele ona of the faflowing:
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Lylng on back Lying on stomach lying en slde Ristng fram sliting
Caughing Sneezlng Urinaton Bowel movement

What Is the approxImate atmount of {lme you san perform the following activitles? -
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Have you had surgery for this paln? Yes___ or MNo__
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Med!cafions: Use the back of this page If addiianal space Is heeded, Remembar antiblelics, blaod thinners,
insulln, end heart medicatlons.
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Physlclan has reviewed the form und acknowledges the findings:

“Slgnatere—Wichaal VW, Renngasy, MD



PHYSICIAN FINANCIAL DISCLOSURE FORM

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

agreements with the following entities:

e Alphatec

*  GMA Medical

¢ Madica Medical

o Methodist Hospital for Surgery

¢ Mustang Neurodiagnostic, PLLC
» Osscus

» Redline Enterprises, LLC

» Spine Surgery Services, PLLC

o TSC Anesthesia

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

paragraph, please discuss them with Dr. Hennessy directly.

In treating your condition, I may prescribe an Orthofix bone growth stimulator, I am a supplier of Orthofix
praducts. 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)



ASSQCIATION

Consent Fogsass Cangto T

Telemedicine Informed mexm

Telemeadlcine setvices involve the use of secure Interactive videoconferencing
equipment and devices that enable health care providers to deliver health care
services to patients when located at different sites.

1, 1 understand that the same standard of care applies o a {elemedicine visit as applles o an in-person
visit,

2. | understand that 1 will not be physically in the same room as my health care provider. | will be notified of
and my consent obtained for anyone other than my heslthcare provider present in the room.

3. i understand that there are potential risks to using technology, including service interruptions,
Interception, and technical difficulties,

a. Ifitls determined that the videaconferancing equipment andfor connection Is not adequate, !
understand that my health care provider or | may discontinue the telemedicine visil and make other
arrangements to continue the visit,

4. | understand that 1 have the right to refuss to participate or decide to stop participating In a telemedicine
visit, and that imy refusal will be documented in my medical record. ] also understand that my refusal will
not affect my right to future care or treatment.

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 hea[th care information apply to
telemedicine services.

6. | understand that my heallh care information may be shared with other lndividuals for scheduling and
billing purposes.

a. | understand that my Insurance carrier will have access to my medicai records for quality
review/audit.

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

¢. lunderstand that health plan payment policies for telemedicine visits may be different from policies
for In-person visits.

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

By signing this form, | attest that 1 (1) have personally read this form {or had it explained to.me) and fully
understand and agree to Its contents; (2) have had my questions answered to my satisfactian, and the
risks, benefits, and alternatives to telemedicine visits shared with me In a language | understand; and (3) am
lucated in the state of Texas and will be in Texas during my telemedicine visit(s).

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

Witness Signature ' Date

© 2018 Texas Medleal Asscelation, Alirights reserved.

The Texas MedIcal Association acknowledges the Texas Medical Association Special Funds Foundation I?#YESICIA.NS
forIts support of this document through funds awarded by The Physicians Foundation. UNDATION
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“ﬂ « Texas Spine Consultants
Texas Spine

Consultants, LLp TSC Policies & Consent to Treat

{Please Initial all sectians, sign and date form)

FINANCIAL RESPONSIBILITY AGREEMENT:

Initials

1 agree to assign insurance benefils to Texas Spine Consultants. We bill all primary insurance companies thal we are confracted with as “network”
providers as a courtesy to our paflents.

lacknowledge full financial responsibility for services rendered by Texas Spine Consuitants and authorize transfer of all unpald amounts to me, which
includes, but s not limited to, Co-pays, Deductibles, Co-insurance, Pre-existing Clauses, excluded conditions and/or termination of coverage. | agres lo
pay all legal fees including attomey and court fees as well as collection costs in the event of default payment of charges that are my financial responsibllity.
[ further authorlze and request all insurance payments be made direclly to Texas Spine Cansultants.

In treating your condition, [ may prescribe an Orthofix bone growth stimulalor. | am a supplier of Orthofix products. If you choose to obtain the Orihofix
bone growth stimulator directly from me, | may eam a profit for the device, You may choose not to recelve 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.

CONSENT OF TREATMENT:

Initials
[ authorize Texas Spine Consultants Physicians and the Physiclan'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 dlinic policies and 1 further acknowledge that | accept the tarms outlined In
each of the above policies.

PHYSICIAN ASSISTANT CONSENT:

Inittals
This facllity has on staff Certified Physlclan Assistants (PA-C) to assist in the delivery of orthopedic medical care. | acknowledge a Physician Assistant is
not a physiclan. A PA-C is licensed by the state medical board and under the suparvision of a physician can diagnose, Ireat, and monitar commen acule
and chronic diseases as well as pravida health malntenance care. “Supervision® does NOT require constant physical presence of the supervising
physician, but rather overseeing and accepting responsbliity for the medical services provided. A list of services may be provided thal are within the
scope of practice for a PA-G upon request. | hereby acknowledge the above Information and consent to the services of a Certified Physician Assistant for
my health care needs. !understand that al any given tims | can request to see the Physician Instead of the PA-C.

MEDICATION POLICY CONSENT:

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

HIPAA POLICY:
Initials
I'have read and acknowledge the HIPAA Policy

MISSED APPOINTMENTS / UNTIMELY CANCELLATIONS;

Initials
Missed appointments represent a cost to us, lo you, and to other patients who could have been seen In the time set asida for you, If you are unable to
keep your appointment, please glve 24 hours' notice fo avoid being charge. If you miss your scheduled appointment, you will receive a $25.00 charge at
your next scheduled appolntment. Excessive abuse of scheduled appolntments 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 addition to any fees
that your financial institution may charge you. These balances must be pald in full prior to your next appointment.

DISABILITY OR INSURANGE FORMS:

Initials
There will be a chargs of $10.00 per page for the completion of medica! forms. Payment is due at the time that you pick up the forms. Please allow 7-10
days for the completion of these forms.

Signature: Date:

10.16.23



Texas Spine Consullants
Prescriptlon Pollcy

Texwas Spine Consultants dlagneses and teeals condillons of the spine. We may presciibe

medleations for you to help relleve the paln, These medications, whan used propatiy, cen help

patlents fag! bafter and lead more productiva fives, These medicatlons can uiso be misused,

eausing harm to palfents and athers. For thls reason, the State of Texas and the Fedaral Diug

t%ufrm:'erna'nt Administration regulate the use of medicallons. Texas Splne Consultants follows
0S8 [3WS,

Qur polioy: .

1.
2

&

E.
7.
8,
8.

Written preseriptions wiif not ba replaced iflosy, stalen armisplased,

Preseriptions arg to be taken as dltectsd. In other words, do nol changs the frequency
of the dose Unless clherwise diracted by a Texas Spine Consullants professional. Ifa
change doses nocur, this will be noted In your chart,

Cettaln controlled substanzea such as Oxycontin, MS Contin and Parcaset sre wiitlen
for a 30 day supply. It1s necessary to make monthly follow up appeintments in orderdo
nicelve areflll. Bylaw, controllad substance medioations cannot be-refilled averthe
Fhone.

Relills for prescriptions Msfed helow may be refllied every three months, As a result, If
you were not seen In the hospital ar ofiick, prasciiptions cannot be'refitled,

Sleep alds sueh as; Amblen

Antl-Infiarmnatories such as: Vioxx, Bextra, Celebrex
Narcatlcs such as: Hydrosodons, Percocet

Mustcle Relaxers stich as: Somz, Robaxin, Flexeril

I your prescription bokle Indlontes that yais hava refills remalning, contast your
pharmaoy directly. Ifthere ara no refliis Isfl, you wili need to-contact our offfce and
schedule an appoiniment,

Refills will not ke authoized at night, on weekends or holldays, Be sure to plan ahead
to make sure you have enough plils.

Befora your vislt to Texas Spine Consullznts, please ehaek yolir supply of medleation.
Ifyou nead a refill, please ask,

Refill requasty for preseiptions npt presciibed by a Texas Spine Consuliants physician
will not be authorized.

If you belisve you may be pregnant, discover you are pregnant at any time, or plan {o
become pragnant, it [s your responaibifity $o Inforin thia office immediately,

10. Urinary drug screens will acolr prior fo ahy narcotle regimen and approximaltely every

three months followlng,

| have read the aBove prescription pollcy and 1 am aware of the negessary steps in orderto
have prescripflon(s) refilled.

Signeturd Data__

S/20/2020 ot



Andrew Park, M.D.

Robert Viere, M.D.

Michael Hennessy, M.D.

Chester Donnally, M.D.

4 .. Heidi Lee, M.D.

Texas 'Spin_e_; A.J. Rush, M.D.
Consultants, Li'p

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

I:I 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 cal! 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 #

I:l OK to leave message on voice mail with detailed message AND call back number
D OK to leave message with call back number only

D OK to leave a message with ca-worker(s). Please specify who:

| 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




