Patient’s LegI Name:

AFFILIATE

AN HPI

PATIENT INFORMATION |

(Please Print ~ Eill it All Blanks)

9800 Broadway Ext Oklahoma City, OK 73114 - Phone 405.330.8847

Mame: of Primary Ihsurance Company

“INSURANCE INFORMATION — We will need a'copy of your insurance card in order to file a clairn.

Last First M.I, Sex: Age:
‘Sgcial Security Number: Marital Status:
____Single: Married Widowad _ Divorced Separated
Patient’s Address: Employment Status:
_ - Employed _ Full-timestudent _Parttime student ___ Refired

~City: Stater | Zip Code: Emall; | Referring Physician;

Home Phone: Work Phione: Cell Phone:

Ethnicity: _ _ Race: __White __Asian __ Black __Pacific___ Native American | Preférred Language:

. Hispanic.__ Non-Hispanic ___Declined _Multiple:__Cther

Policyhoider Name

Relaticnship to Patient

Palicyholder DOB

Policyholder SSN

Policyholder Emiployer

Secondary Instrance (if applicable)

Policyholder Nare

Refationship to Patient

Policyholder DOB

Policyholder SSN

' Patlents Employer

Phorie Number

TInsured Employer

Phone Number-

If the-patient is a minor, please list both parent-names and employers
Mather

Employer Phone Nuiber

Father Employer PHéne Number

Nearest relative {or friend, not spouse), rot living with you:

Home Phone: Relatiohship to Patient:

 WHO REFERRED YOU TO'OUR OFFICE? {circle one)

Adjustor Attornéy’ Billboard Case Manager Doctor Employer Friend Hospital Thsurance

Magazine Neighbor Phone Book' Physical Therapist Coach Radio Schoal. Trainer ‘Other
THIRDPARTYBILLING(Circleone) S T ——— —

Is your injury work related? YES NO

Ts thisinjury duete an accident? YES NO

If your injury is MVA related have you obtaired an accident report? YES NO

B hereby authorize my inslrance to'be pand d|rectly W the faclhty and the: ‘physician. Iacknowledge that T am financially. resprmsmle for non-cdvered services, T alsg authorlze___
the physician:ta felease my inforimation in-the processing of any insurance claims, T acknowledge & agree that T have received a copy of the TG Privacy Notice,

Signature: Date:

form 100




Chart No.

OKLAHOMA SPORTS SCIENCE & ORTHOPAEDICS

Autharization to-Release Informatien via Phone/Faniily/Friends-

Patient Name:_ _.DOB:__,

I hereby authotize confidential communications from the: physicians or staff of 0SSO regarding my health, care,
treatmients, appointments, prescriptions, etc,.to be received-at.any of the numbers given below, T authorize the:
staff to leave messageson the voicemail or with the individual who answers the, phane at any of the below:
humbers: '

Home Phone _ . __ Wark Phone
Cefl Phone _ o _-Qther

T authorize the following individials'to call the office on my behalf to verify the status of appaintments, freatment:
plans; medications and account Information. These individuals may also pick up prescriptions andfor samples that
have reguested:-

Name Relation
Name ' —— Relation
Name Relation
Name Relation

Tunderstand that this acthotization will.remain in effect until I revoke the authorization In writing.

Patient Signature ' Date

(0SSO STAFF-ONLY

Documented by: Initials _ . Date .

Farm.220



Ollahoma Sporis Science & Orthopaedics

The pain you are'experiencing may be improved, but not.eliminated, with the use
of parcotic pain medication.. n

Once pain medications are prescribed you will be vequired 1o have.regular office
visits to assess your pain status, Your medications will not be phoned i should
_you be uniable: to keep.these appointments.

“This office fills pain medieations for-surgical patients only, They are not filled
indefinitely, Afer 2 period of timeyour doctor will taper your medications.for
discontinuation. Ifdiscontinuation is not possible of yoiL are riot a.surgical
-gandidate you will be referred for long-term pain management. |

Your.treating physician is to be. the only-physician who pr_es,pnbesﬂ narcotic pain:
‘medications to you, o ' '
Ttis your responsxmhty to notify us of any other physician who is prescribing narcotic
pain'medicationstoyou. Itisalsoyourresponsibility toinform other physicians thatwe-__
are preseribing. and managing younarcotic pammedlcauons

Individuals musthe aware iat * dogtor shoppmg is viewed ds narcotic drug seeking,
‘behavior and isnot toletated, Shnld this type.of] behavick occur, yournarcotic pain
medications will notberefilled and. youwill bedismissed as 4 patient;

Excessive calls rcqucstmg pain medications oran inérease in the dose of

frequendy of your pain medications is viewed as drug seeking behavior and s not
tolerated. You will bé asked to make. an: appomtment to:ses the doetor bicfore any
changes.are made,

- Pain ihedication refill requiests aretaken and.called in MONDAY thri FRIDAY from
8:30 am t03:30 pm ONLY,. PRESCRIPTION REFILLS ARENOT TAKEN OR
CALLED IN ONSATURDAY, SUNDAY, HOLIDAYS, OR AFTER HOURSFOR
ANY REASON We guarantec prescnpnon refills will be Processed within 48 hours.of
the rcquest

- Federal'and stats law carefully: regulates dispensed or written prescriptions: for
narcotic.medications. Forging or altering a-narcotic prescription,.or distributing
medications to otheis of theiruseor for money; is 4 ériine; Such behavior s not toler-
ated. You will be distrissed as apatientand be reported fo the DEA, Pohce dnid FDA.,
Lost stolen, or misplaced preseriptions:or medications ARENEVER
REPLACED-NO EXEPTIONS. Your mcdlcatmns and prescriptions are your
responmbxhty

Narcotic pain meédications may cause sedation and dizziness, You shouldnot
drivean autornoblle nor-opetate any machinery when taking medigations.

Informed consent: I, _ shave been
\mformcd and clearly understand the ahove listed issues régarding the treatment.of
pain with narcotic pain medicatiens, _I_u_:_l__ders_ta__l_l_d that this agreement will be filed.
in my chartas-a part of my permanentmedical record.

Signature;  Date_

“Form 2 n,



The Physiciaris’ Group, LLE
HPI Physicians, LLC

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

I acknowledge that | have been provided with the Natice'of Privacy Practices:.

+ TheNaotice tells me how The, Physicians’ Group, | LLE or KPt Physiclans,” LLC as apglicable, will use
protécted. heath information for the purposes.of treatiment, payment: fof treatinent, and health care.
"operatlcns

s+ The Notice euplaing in-more detall higw the. Practice may use. and share protected health information- for
.other than treatment, payment; and’ health care operatlons

 The Practice will also.use.and share:pratected health information as permitted or recuired by tw,
« iflama pat:ent receiving health services at the Practice; | consent to the Practice using and disclosing my

protected health information contained in my treatment records: malntained by ‘the Practica for the
purposes detailed in the Practlce 5'Notice.of anacy Practices. '

Patient's Name {print):

Patiefit's Date Of Birth;

“**THIS FORM AMUST BE SIGMED BY EITHER THEPATIENT OR BY THE PATIENTS'S PERSONAL REPRESENTATIVE.*™

If £his form s signéd by the patient's personal representative, please provide a copy of the document;
naming the personal representative and provide a description of the' personal representattve sauthor!tv

fo,act on behalf of the patients:

Sigrature of Patient or Patients R'e'pres"entati've:_

Date:

‘Current Contact Information for Patient or Personal Representative signiing this form:

Name (print}:

Agddress:

Telephone Number:,

Email:

*%This form should be placed In the patient’s medieal recgrd. ¥+



OKLAHOMA SPORTS SCIENCE AND ORTHOPAEDICS

A DIVISION OF THE PHYSICIANS! GROUP

FINANCIAL POLICY

Thark. you for choosing ©Oklahomer: Sports Science & Orihopaedics {0580} are you healthcare pravider, Af OSSO, we arg
dedicated te providing the 'highest quuality, most ¢ost- effective care,-We speciglize Inadult and pediatric orfhopedscs,
sporfs medicine, riniing jiécies, physical- meditirie and rehublllrahon, pain mandgement, reconstructive dnd erthopedle
spine surgery and haad surgery

in addition to. accepting fraditional insurance pldns ond.Medicdre we ore contracied with ‘numbers Preferrec[ Provider
Organlzations (PPQ} énd Health Mdintenanee Organizations {HMO} Because eadh plari is different, and constonrly
updditing providers' participation statls, please check with your partlcular plan o meke sure we’ are currently participating
in.your network. We ask that you ossist us In maximizing:your-insirance coverage by cooperating fully in all referral, price
authorizatlon and pre-cerhf{cuﬂan processes. Please be aware that all insurance carriers do not consider sgme services:
rendered a covered. benefit. It s Iimpofant that: you are oware of yourinsurance polmy provlswns of coverage.

-Atcurate, up- to-dule Jinformeition isthe pc:’r:eni s responsibility; please-nofify our office-of any. chasiges | In your instrance or
personal-billing informdation. Plecisa bring your current lisurance card, or aity othier itiformation that is required by your
insuraince company to. éach: cppointmenr By mdintgining: updated informartion his ensures that your medical dloinis are filed
corréctly and-prevents dny unnecessdry delays in precessing your. claim.

Payment for. c:ll co-insurdnee, deductible ond nan-covered services are.due at the fime of service unless special payment
greangements. have been made. Paymeni's con be: made by cash, check, money érder, Visa, Discover, American Express-or
MasterCard. We do have a paymens plan for patients:who hove finuncial concerns. Pledse notify our office ar XXX-XXXX
to make firandgal arrangements. Please’be awdte that charge-for physical therapy; dutable medical equiprient,
lakotatary testing, dnesthesia, hospital, ambuldtory surgety facilifies-dnd some radiology setvices: may be billed
separately.

ff your injury was-due to-cf motor vehicls decident (MYA) you will'be setup on o self-pay account for any chorges-incurred:
up t6.§500. [f charges exceed $500; ¢ cldim will befiled with the third party Insurarice carrier: In order 1o file this claim,
‘complete billing infarmation will be- requested:from the patient.-A. lien'may be filad with: the. third party.in-order o ensure-
poyment o ihie phymcion P!euse noté that not all 95SO Physicians will accept third party/MVA patients,

There is o $35 charge any FMLA, disabillty.or accidental Form completed. This charge is uppIIcuble perform.
‘completed any is payable.prior to-completion,

IF you require surgery or olfier iivasiva procedures dnd dre- scheduled at- Community Haspital or NorthWesr Suegical
Hospqul, pledse be adiised that your physician may have: ownershrp in those Facilities. If you. wishy you may feguest
dnother faeility.

Again, then you for .a!l_lovfihg Oklahema:Sports Science -.&;'Q'rtho_pagdics to participate in your care.
Sincerety,

OSS© Physicians und Steiff

My signature Below acknovilédaes receipt of this-Financiol Palicy:

‘Signed____ _____ Daie
' {sighature of persan financlally résponsible-for payment)

_RE[r:lﬂor_gs:hip' if other than: patiemt.




AUTHORIZATION FOR TREATMENT

1 Hereby-authorize the phy51c1an(s) in ¢Harge of the.care of the patient-of Gklatidma Sports Science &
Orthopaedics tu administer treatment as fay be deemed necessary or advisable in the diagnosis and
‘treatment of this- patrent

AUTHOREZATION FOR RELEASE OF MEDICAL INFORMATION

I hereby authoiize.the physman(s) of Oklahoma Sports: Stience- & Grthopaedlcs 6 disclose any ot"all of
the information fi fny medical records to ary person, corpération ot ageficy which is-ar may be liable for
all or part'of Oklahatria. Sports Science & Orthopaedics charge or who | may be responsible for determimng
the fiecessity, appropriateness, amount or other matter to the' physmlan s treatinent ar charge includmg,
but not limited te, insurance companies, heaifth maintenance arganizations, preferred provider
organizations; warkers' compensation.carriers, welfare fu nds, the Sécial. Security Administration or its
[ntermedlarses or garriers. T UNDERSTAND THAT MY MEDICAL RECORDS MAY CONTAIN INFORMATION
THAT INDICATES THAT I HAVE A COMMUNICABLE DISEASE WHICH MAY INGLUDE BUT IS.NOT LIMITED
TO'DISEASE SUCH AS HEPATTVIS; SYPHILIS, GONORRHEA OR THE HUMAN IMMUNGDEFICIENCY VIRUS,
ALSO KNOWN AS ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS). Wlth this knowledge; 1 give my
consent to the releéase of all information in my medical records; including any information ¢oncerning
identity, and release Oklahoma Sparts Scjence’and Orthepaedics, its:agents-and its. employees from
liability in conhection withi the. release, of the information cantained therein.

ASSIGNMENT OF INSURANCE BENEFTTS,

I hereby authorize payment directly-to: my physician(s) of the medical insurance benefits otherwise
bayable to ine for services rendered during my visit at.Oklahoma Sports Science;& Qtthapaedics.
understand I.am financially re_sponslb_[e for charges not-covered by this a551g_nment

You: agree that, to the fullest:éxtent-permitied by law, we:may remit all-or. a portion.of any credit
balances or othet amaunts dué to you from us:to any of our affi ligtes to-whom' you have any balance.

owing’ fees items .or services. We will advise you 6f any. payments we -miake on your behalf toour
affitiates.

WAIVER OF-RESPONSIBILITY OF VALUABLES

I hereby release Oklahoma Sports: Science & Orthopaedics from any-clain for respons]bllity of damages‘in
the event of less of my property, including money-and jewelry.

I understand a photocopy-of this' document is-as valid asthe ariginal:

SIGNED DATE
{Patierit) '

OR

 (Nearest rélative.or responsible.party)

Policyholder’s Signature

{Relabionshipto patiant)

HOTICE TO PAHENTS Informatian in your- medlcal record. thak AU havefnmy ‘have a.communicable or veneraal disease is made confidential by law
and carnot ba relgasad wAthouts ',raurpermlss[on, except in limited circurmstances; Includlng release of persons:) whg have Had risk exposires, release
pursyant:to an ordér of the caurt ¢f the Dept,'6f Health, relesse among healthcare Providers or.reigase for st‘atlstical or epidemlologil:al DUFEe5es.
When such Informabion. |5 fefedsed, it cannot contaiinfarmatich ffom which you-colld be idenkified unless feledse of that identifying informahon is

- authortzed | by you, by an-ardet of the churt, or the Dept.. of. Health or by law.: -



Patient Name:.

BOB:

Today’s date: _

Medical History Form

Review of Systems

Entered by: . Audited:

H_eight—':__

Are you experiencing any of the following symptoms?

General:
{0 Chills

U Excessive Weight Gain/Loss [1 Difficulty Breathing on Exertion

O Fatigue

0 Fever

O Night Sweats,
O Weakness

Skin

0 Discoloration
0 Easy Bruising
3 Hives

(J Taundice

1 Rash

HEENT;

[ Dizziness

1 Lightheadedness.

(0 Visual Changes

0 Hearing Problems
{1 Ringitig irt the Bars
0 Postnasal Drainage
(3 Sirus Pressure

O Shoring

1 Hoarseness

[0 Sore Throat

Respiratory:

i Coughy

0 Coughing Up Blood
[1 Shortness of Breath
[J Wheezing

Cardiovasculary
O ChestPain

{1 Palpitations

O Swelling of Extremities’

Gastrointestinal;

01 Abdominal Pain

T Constipation

1. Diarthea:

O Difficulty Swallowing
{1 Foed Intolerance

n} Nausea,
0 Vomiting

Genitourinary:
0 Blood inUrine
[} Frequency

) Groin Pain

O Incortinence.
[3 Pelvic Pain

O Uggency

Musculoskeletal:

{1 Back Pain

[ Joint Pain

(J Muscle Pdin

[ Muscle Weakness.
0 Numbness:

[ Stiffhess

0 Ambulatory Support
0 Pain-with Stairs

1 Developing Limp

L] Trouble Dressing

O Locking
(I"Clicking/Catching

O Instability
___Blocks 3ble to walk

Neurologie:

O Headaches

0 Memory Loss
[ Seizures:

] Syncope

O Tingling

[J Tremor

O Weakness

Psychiatric:

0 Anxiety

O Depression

0 Trouble Focusing

Endocrine:

0 Excessive Thirst

) High Blood Pressure
[T Low Blood Pressure.

Hematology:

O Abnormal Bleeding

0 Enlarged Lymph
Nodes ”

12672015



‘Patient Name:

DOB: __

[} Anesthétic Complications
[} Asthma _

1 Bleeding Disordetr

‘0 Cancer

[1 Depression’

ODiabetes

0 Emphysema

[ Fibromyalgia

0. GERD/Reflux Disease
[~Gout:

Past Medical History

[ Heart Attack

[0 Heart Diseass

[0 Hepatitjs.

[7 High Blood Pressure
O Hypertipidermia

[J Kidney Stone

O'MRSA

[ Osteoarthritis
O Phiebitis

0. Rheumatoid Arthritis.

Enteredby; . Audited:

0 Seizure Disordet
0 Steep. Apnea

0 Stroke

0 Thyroid Disease
1 Ulcers

[ Chronic Pain

'Soci:al.H'is‘t_ory

Tobaeco; T Never a Sriroket
Current Smoker: Cigarettes U Yes O No Amt; pek/day Has been smoking for? Smokeless
Tobaceo.0 Yes [ No Amt; per day

Cigars 0 Yes [J No Amt: # week

O Quit Smoking; Year last smoked = . Amb:
smoke? a
Alcohio] use:-Yes {1 No # drinks per day / week / oceasiorial / social
Exercise: 7] Yes [ No Times: per week: Type.of exercise:

p‘c_kﬁday How many yeats.did you

Occupatlo
Eamily History
Have any of your family members had any of the following problems?

[ Cancer U Father ~ OMother 0O-Sibling £ Othier

(1 Diabetes O Father O Mother. 0O Sibling [ Other

U Heart Disease- O Fathier O Mother- 0 Sibling O Other.

0 High Blood Pressure €1 Father 0O Mother O Sibling 0 Othes
£1'Stroke O Father.  O-Mother [ Sibling 3 Other

[ Other O Father O Mother O Sibling  [J Othet

0 Other ('Father O Mothiér ) Sibling [ Other

List all ALLERGIES t6'any MEDICATIONS, METALS, LATEX, or TAPE and the reactions:
[0 No Known Drug Allergies
Medications / Metals / Other

" Reaction

1262015



Patient Name: _ . _ DOB;..__ Entered by: Audited:

CURRENT MEDICATIONS: (Please include over the countei medication and food
‘supplements,)

Drtig Name: Dose:: _ Haow Often:.
Drug Narne: o __-Dose: | How Often:
DrogNeme: Dose: ' How Often: _
Drug Name: _ __Dose: _____How Often;,
DrogName: _Dose: How Often:
Drug Name: _Dose: - __How Often:
Dirug Name; __ | ~ __Dose: How: Often:
Dryg Narme: Dose: ) How Often;
Drug Name: ' _ n Dose: _ How Often
Drug Name: .- Dose: _How Often:
Drug Name: ' ____Doser . How Often:
1 Nong ' ' '
Past Surgical History
Please list all6f the SURGERIES you have-had:
Type of Surgery | Year Type'.nf-Siu‘géify_ | Year

Have you had any orthopediec complaimts. resulting in rqdlology proceduresin the last
year? (ex: Xray, MRI, CT scan) _ _
Radiology Procedure Year ' Radiology P_roce_c__lm‘_e . Year_ )

Have:you or an immediate family member eves-had a history of 3 blood clot? O Yes O No.
If yes, please explain below

Do.you liave an allergy or sensitivity to metal? (1 Ves O No
If yes, please explain below

172672015,



Patient Name; DOB! . 'Entered.by: Audited: _

Please prbv‘ide'ﬁrs_.t &:last names of all other physicians that you currently sée-and their specialty:

Are you. here foi 4 sécond opinien?

Were you injured on the job?

If'yes, how: did.it happen?

‘Where?

What Ti'm'c}Date? :

*What Is your preferred pharmacy (Please incliitle name and phone number and/or
location); '

What i your preferred mail order pharmacy (Please include nane-and phoiic number);

Patient Signature: ‘_ L . Date:,

Physician Signature: o . Date:

112420)'5



Appointment No Show and Late Policy

'Aﬂ_p'o_iﬁtme bt No Shows:

ANO SHOW appointment’is & rmssed appomtment without notifying aur off‘ce 24 hours pnor fo
scheduled appothtment, If your appointthant is scheduled for aMonday, we require’ rictificatich rio later than the.
Friday prior to.your appomtmer_'lt;

»  The first.no shiowwill result irra ¢all or-email remiiiding you that yoirhave missed your appéintment and
will need 16 reschedule for another day. ' ‘

¢ These¢and np shiow will restiftin-a call or email ahd a $50.00 charge to the-patient, not your insurance
company: This MUST BE paid prior to scheduling your next-appaintrment,

»  The'third no show will résultin.a'dismissal from the:practice,

Late Policy:

We undérstand that even the mest punciual person can accagionally rufate. If that isthé case, please
call us prior to your appointment.time so we can get yait rescheduled, If the:schedule allows, the appointment:
time will simply be: shifted to accommodate:the delay, Howsver; if the tardiness tan't e accommodated, we will
reschedule yaur- appomtment for another day. if you are [ate to yoor appointment, but do not call us brior to the -
appointnyent time, we- will give your time away. 1o another pata_ent_.

o Patients arriving early.or on time will.be seenin the orderthey were scheduted,

« Post-operative patierts-arriving 10-30 minytes late will be seen, butwill have to wait while we see
‘atients who arrived to-thelr scheduled appaintment on time..

‘- Non Past- Operative patiéiits arriving 1030 minites late will bie asked to reschedule.
ANY patient atriving more than 30 mintites lste will he.asked.to-reschedule.

‘Signature of Patient Sigriature of Parent or'Guardian

Print-Nata ¢f Patient Pririt Narie of Parent or Guardian

Dated



Please-carefilly review the information contained inthis.notice.

A8 prospective patnent of Commumty Hospital. or Northwest Surgicdl Hospital, we are pleased:to inforni.yot
of the following: R - f

1. Ryan’ L. Nelson, D:0: hias an ownership mterest n Commumty Hospltal and. Northwest Surgical.
Hosplta!

2. In. addltxon, other physwmns that may tréat-you at the: hospltal may have an- ownexs}up interest in the
hospifal.

3. Youhavethe 1‘1g11t to-choose the providerof your'_hpalth «carg services, Therefore;you have the:

touse& heali

' re facility. other than Cammuni_t I_-Iospltal or Northwest Surglcal Hospﬂal Yo swill n
bi-iveated: dlfferen ¥ by your'phys ) y Use & differéntifacility; IFdesived, _your
_ physzclan can. pmwde mformatmn ahout a]ternatwﬁ prr 0v1ders

We welsome you & patlent 80d Value onr: relatlenslup Wlthyou If You have-—mly fluestmns concemmg tis
'I‘totlce, please_ e fece 10 vl YOuE B . :

By signing thig Dlsclosme of Physician; OWnerslnp, you. aclmuwledge tlmt you have read and understand the
foregmng_ ot hercby understand that your physman ha§-an. ay
' rgic _1;Hospita1

"3i’gﬁaﬁﬁé":i}:f’Paﬁéﬁfﬁ ' ' Sighature of Parentor Ouardian
(@ apphcable)
PhntNamsol Patignt “Print Name-of Parentt.or Guardian
Date:
COMMUNITY
HOSPITAL
e HP
'C Q M MUNIT Y
"HO: S P TR -L.

1MAGING ‘CENTER. "



