ERICI. RAY, M.D.
731 E. SOUTHLAKE BLVD,, SUITE 110, SOUTHLAKE, TEXAS 76092
817-898-7277 FAX 817-527-5119

PATIENT INFORMATION
PATIENT REGISTRATION INFORMATION

Name:

First MI Last
Home Phone: Work Phone:
Address:

Street Apt. City State Zip

DOB: Age: Sex: Social Sec. #:
Driver’s License #: Reason for Visit:
Emergency Contact: Relationship: Phone:
Referred by: Primary Physician:

Are you employed? __Yes __ No _ Full-Time __ Part-Time __Self-Employed __Retired
Are you a student? __Yes _ No _ Full-Time __Part-Time __
Marital Status: __ Single __ Married _ Divorced _ Widowed
Is the patient: __a minor child* __ an adult dependent*
*If you checked either, please see the receptionist for additional information.
PRIMARY INSURANCE INFORMATION

Please present your card at each visit. Deductible amount: Co-pay Amt: PCP:

Insurance Company Name Claims Mailing Address City State  Zip
Tglephone Contact Person Group # Policy #

Primary Insured Insured’s DOB Insured’s SSN Relationship to Pt

SECONDARY INSURANCE INFORMATION

Please present your card at each visit. Deductible amount: Co-pay Amt: PCP:

Insurance Company Name Claims Mailing Address City State  Zip
Telephone Contact Person — Group # Policy #

Primary Insured Insured’s DOB Insured’s SSN ‘ Relationship to Pt

Employer:

Is this illness/injury the result of an accident? _ Yes _ No
Where did the accident occur? __ Work __ Auto __ Other Date of Accident:
Have you reported the illness/injury to your employer? Yes __ No

Print Name: Patient Initials:




** Please read and initial each paragraph**

SOUTHLAKE PAIN CENTER and associated physicians are committed to securing the privacy of your health
information. We are supplying you a copy of our Notice of Privacy Practices. You are not required to read this
notice. By Initialing, you are acknowledging receipt of this notice.

I request that payment of authorized Medicare and other Insurance benefits be made on my behalf to
SOUTHLAKE PAIN CENTER for any services furnished to me by any healthcare providers associated with that group.
I'authorize any holder of medical information about me to release to the Health Care Financing Administration and
its agents or insurance company any information needed to determine these benefits or the benefits payable for
related services.

I appoint SOUTHLAKE PAIN CENTER to act as my authorized representative in requesting an appeal from my
insurance plan regarding its denial of services or denial of payment.

Unless | request to the contrary, in writing, | will receive appointment reminders on my home telephone
answering system and/or other information regarding my treatment or invoices by mail to my home address.

In order to maintain our fees at the lowest possible level, it is important that we have a good understanding with
our patients regarding financial responsibility. We hope that this summary will be helpful toward that end.- We
encourage you to discuss it with us and to ask questions.
We understand that your health coverage is provided with
*If you have out-of-network benefits, we will happily file claims on your behalf.
*You must pay any co-payment and applicable deductible amounts at the time of services unless other
Prior arrangements have been made with our office.
*The remainder of your bill will be sent to your health plan for direct payment to our office.
*If your insurance carrier has not paid our claim within 45 days, we will expect payment from you.
*If, by mistake, your health plan remits payments to you, you will send it to us along with the paperwork
Which accompanied it.
*Your Health plan may refuse payment of a claim for some of the following reasons:
1. Ifitis a pre-existing illness that is not covered by your plan.
2. You have not met your deductible for the full calendar year.
3. The type of medical service required is not covered by your plan.
4. The health plan was not in effect at the time of service.
5. You have other insurance which must be filed first.
Please understand that financial responsibility for medical services rests between you and your health plan. While
we are please to be of service by filing your medical insurance for you, we are not responsible for any limitations in
coverage that may be included in your plan. If your health plan denies this claim for any of these or other reasons,
our office cannot be responsible for this bill. It is your responsibility as the patient to pay the denied amounts in
full.

I'understand if | have an unpaid balance to SOUTHLAKE PAIN CENTER and do not make satisfactory payment
arrangements, my account may be placed with an external collection agency. | will be responsible for
reimbursement of any fees from the collection agency, including all costs and expenses incurred collecting my
account and possibly including reasonable attorney’s fees if so, incurred during collection efforts.

In order for SOUTHLAKE PAIN CENTER or their designated external collection agency to service my account, and
where not prohibited by applicable law, | agree that SOUTHLAKE PAIN CENTER and the external collection agency
are authorized to:



Current Pain Information

Name
Current Height Current Weight
What is your current pain level?
012345678910
Worst pain level?
012345678910
Lowest }Jain level?
012345678910
Where is your pain located today? Does it radiate? (Circle One) Yes No

Were you injured? (Circle One) Yes No
How?

How long have you been in pain?

What does the pain feel like? (Circle One) Sharp, Stabbing, Shooting, Dull, Ache, Cramp
Other

Any numbness, tingling or weakness? (Circle One) Yes No
Where?

Is your pain constant or intermittent?

What makes you hurt more?

What makes you hurt less?

What kind of treatment have you had?

Are there any changes to your current medications or allergies?

Primary Care Physician (Family doctor) Phone

Pharmacy Pharmacy Phone

CONTINUED ON BACK......




SOUTHLAKE PAIN CENTER

ERICI. RAY, M.D.

GENERAL MEDICAL INFORMATION

Patient Name:

Current Pain:

Location:

Precipitated by (i.e. fall, mva)

Date Started:

Date;
o —

Previous treatment:

Current pain level (0-10):
Past Medical History

Year Illness

High Blood Pressure
Stroke

Lung Disease: —_emphysema

Cancer: ___ Type:

Ulcers: __ stomach ___ duodenal
Diabetes (high blood sugar): ___ insulin dependent — non-insulin dependent
Liver Disease: __Hepatitis A —Hepatitis B
Kidney Disease: —stones __infections

Blood Disorders: —anemia ___leukemia
Eye Disease: glaucoma ___ other:
Arthritis: —_degenerative — rheumatoid ___gout —__other:

Heart Trouble: —angina _ heart attack __heart failure

colon

— Cirrhosis __other:.
— other:
—tuberculosis ___cancer —asthma

—bleeding tendency ___other:

—_heart mumur __valve disease

High Cholesterol
Thyroeid Problems
No Major Ilinesses

BRINnnnm

Surgeries
No Surgeries
Tonsillectomy
Appendectomy
Gall Bladder
Hernia
Vasectomy

Prostate
Fractures:

Psychological Difficulties: —depression psychosis ___ other:

Hysterectomy: total ___ partial

Cervical (neck)

Lumbar (low back)
Carpal Tunnel Releaswe
Other:

nmmm

Major Injuries

Please describe any major injuries resulting from trauma,

automobile or cycle accidents, etc,

Hospitalizations

Please describe any hospitalization You have had.




Patient Name
-

PATIENT CONSENT TO TREATMENT

By reading and signing this document, I, the undersigned patient (or authorized representative)
consent to and authorize the performance of any treatments, examinations, medications, anesthesia,

1. INDEPENDENT CONTRACTORS: SOUTHLAKE PAIN CENTER
may utilize independent contractors for office, outpatient or inpatient treatment/procedures.
These include, but are not limited to, surgical assistants, physical therapists, and consulting and
referral physicians. Healthcare professionals that are independent contractors are not agents or
employees of SOUTHLAKE PAIN CENTER _ b

are responsible for their own actions, I understand that shall not be liable for the acts or omissions
SOUTHLAKE SPORTS & SPINEof independent contractors. This Consent to Treatment also
applies to any independent contractor utilized by my physician(s). ‘

4. PAYMENT FOR SERVICES: In return for services to be provided by SOUTHLAKE PAIN
CENTER/ ERIC I. RAY, M.D,, I promise to pay for services rendered by SOUTHLAKE PAIN
CENTER / ERIC I. RAY, MD. to me or for my benefit. If the services I receive from
SOUTHLAKE PAIN CENTER/ ERIC 1. RAY, M.D. are covered by a third party payor,

third party, I will pay the amount due upon receipt of services. If no third party is involved in paying
for my services, I agree to pay in full for such services af the time the services are received. ‘

3. AUTHORIZATION AND RELEASE FOR PHOTOGRAPHS: I authorize and release
SOUTHLAKE PAIN CENTER/ ERIC I. RAY, M.D. and its employees and agents to take
photographs, videos, X-rays, and/or other photographic, electronic or other images of me and to use



RELEASE OF INFORMATION

| give permission to SOUTHLAKE PAIN CENTER/ Dr. Eric Ray, MD to release my medical
information to the following person(s):

NAME: PHONE#:
NAME: PHONE#:
NAME: PHONE#:

This authorization is given freely with the understanding that:

® | may revoke this authorization in writing at any time, but NOT RETROACTIVELY

e The facility, its employees, officers and physicians are hereby released from any legal
responsibility or liability for disclosure of the information | have authorized

® This authorization will expire in two (2) years from the above date unless written revocation
is received



SOUTHLAKE PAIN CENTER

' o"..o.""‘ i

Effective 6/1/2019, new office policy will require patient’s whom consume in excess of twice daily, short
acting, schedule 2 opioid medication (60+ per month) or a long acting schedule 2 opioid medication to
be seen every 30 days, in office for medication refill. This action is in response to the regulatory
oversight being mandated on physicians’ by the governing boards and agencies regarding opioid use and
misuse, i.e. the opioid crisis. Patient’s that fit this category, must also comply with quarterly urine lab
testing, which will be sent to an in network lab for qualitative analysis. If monthly visits cause you
financial strain, Southlake Pain Center will work with you to make payment arrangements. If you would
like to wean medication below the threshold for monthly office visits, Dr. Ray and Aaron Curry FNP will
assist you. We can also further discuss alternative treatment solutions in addition to medication

management to alleviate pain.

T owy’” ™D
v

Eric I. Ray, M.D

(/,(@ZC’\ 5’\5‘?‘ ‘e
Aaron Curry, FNﬁ

Patient Name:

731 E. Southlake Blvd., Suite 110, Southlake, TX 76092
Office: 817-898-7277 | Fax:817-527-5119 | Southlakepainrelief.com



INFORMED CONSENT AND PAIN MANAGEMENT AGREEMENT AS REQUIRED BY THE
TEXAS MEDICAL BOARD

REFERENCE: TEXAS ADMINISTRATIVE CODE, TITLE 22, PART 9, CHAPTER 170

NAME OF PATIENT:

DATE:

TO THE PATIENT: As a patient, you have the right to be informed about your condition and the
recommended medical or diagnostic procedure or drug therapy to be used, so that you may make the
informed decision whether or not to take the drug after knowing the risks and hazards involved. This
disclosure is not meant to scare or alarm you, but rather it is an effort to make you better informed so
that you may give or withhold your consent/permission to use the drug(s) recommended to you by me,
as your physician. For the purpose of this agreement the use of the word “physician” is defined to
include not only my physician but also my physician’s authorized associates, technical assistants, nurses,
staff, and other health care providers as might be necessary or advisable to treat my condition.

CONSENT TO TREATMENT AND/OR DRUG THERAPY: | voluntarily request my physician, Dr.
Eric I. Ray, M.D., to treat my condition which has been explained to me as chronic pain. I hereby
authorize and give my voluntary consent for my physician to administer or write prescription(s) for
dangerous and/or controlled drugs (medications) as an element in the treatment of my chronic pain. It
has been explained to me that these medication(s) include opioid/narcotic drug(s). which can be harmful
if taken without medical supervision. I further understand that these medication(s) may lead to physical
dependence and/or addiction and may, like other drugs used in the practice of medicine, produce adverse
side effects or results. The alternative methods of treatment, the possible risks involved, and the
possibilities of complications have been explained to me as listed below. [ understand that this listing is
not complete, and that it only describes the most common side effects or reactions, and that death is also
a possibility as a result from taking these medication(s).

THE SPECIFIC MEDICATION(S) THAT MY PHYSICIAN PLANS TO PRESCRIBE WILL BE
DESCRIBED AND DOCUMENTED SEPARATE FROM THIS AGREEMENT. THIS INCLUDES
THE USE OF MEDICATIONS FOR PURPOSES DIFFERENT THAN WHAT HAVE BEEN
APPROVED BY THE DRUG COMPANY AND THE GOVERNMENT (THIS IS SOMETIMES
REFERRED TO AS “OFF-LABEL” PRESCRIBING). MY DOCTOR WILL EXPLAIN HIS
TREATMENT PLAN(S) FOR ME AND DOCUMENT IT IN MY MEDICAL CHART.

[ have been informed and understand that [ will undergo medical testing and examinations before and
during my treatment. Those tests may include random urine drug screens and psychological evaluations
if and when it is deemed necessary, and I hereby give permission to perform the tests or my refusal may
lead to termination of treatment. The presence of unauthorized substances may result in my being
discharged from your care.

[T UNDERSTAND THAT THE MOST COMMON SIDE EFFECTS THAT COULD OCCUR IN THE
USE OF THE DRUGS USED IN MY TREATMENT INCLUDE BUT ARE NOT LIMITED TO THE



My physician may at any time choose to discontinue the medication(s). Failure to comply with any
of the following guidelines and/or conditions may cause discontinuation of medication(s) and/or
my discharge from care and treatment, Discharge may be immediate for any criminal behavior.,

My progress will be periodically reviewed and, if the medication(s) are not improving my quality
of life, the medication(s) may be discontinued.

I'will disclose to my physician all medication(s) that I take at any time, prescribed by any
physician.

I will use the medication(s) exactly as directed by my physician.

I agree not to share, sell or otherwise permit others, including my family and friends, to have
access to these medications.

I will not allow or assist in the misuse/diversion of my medication; nor will I give or sell them to
anyone else.

I will not use Kratom, or any other non prescribed opioid agonist if I am prescribed narcotic
medication. I understand that doing so is dangerous and could increase the chance of accidental
overdose and death.

All medication(s) must be obtained at one pharmacy, where possible. Should the need arise to
change pharmacies, my physician must be informed. I will use only one pharmacy and I will
provide my pharmacist a copy of this agreement. I authorize my physician to release my medical
records to my pharmacist as needed to ensure patient safety and/or for insurance purposes.

I understand that my medication(s) will be refilled on a regular basis. I understand that my
prescription(s) and my medication(s) are exactly like money. If either are lost or stolen, they
will NOT BE REPLACED.

Refills will be made only during regular office hours, Monday - F riday, 8:00AM to
3:30PM. No refills will be made on nights, weekends, or holidays. I must call 2-3 working
days prior to my refill date to ensure timely refill. Refill(s) will not be ordered before the
scheduled refill date. However, early refill(s) are allowed when I am traveling and I make
arrangements in advance of the planned departure date. Otherwise, I will not expect to receive
additional medication(s) prior to the time of my next scheduled refill, even if my prescription(s)
run out.

I will receive medication(s) only from ONE physician unless it is for an emergency or the
medication(s) that is being prescribed by another physician is approved by my physician.
Information that I have been receiving medication(s) prescribed by other doctors that has not
been approved by my physician may lead to a discontinuation of medication(s) and treatment.

If it appears to my physician that there are no demonstrable benefits to my daily function or
quality of life from the medication(s), then my physician may try alternative medication(s) or
may taper me off all medication(s). I will not hold my physician liable for problems caused by
the discontinuance of medication(s).

I agree to submit to urine, saliva and/or blood screens to detect the use of non-prescribed and
prescribed medication(s) at any time and without prior warning. If I test positive for illegal
substance(s), such as marijuana, speed, cocaine, ete., treatment for chronic pain may be
terminated. Also, a consult with, or referral to, an expert may be necessary: such as submitting to
a psychiatric or psychological evaluation by a qualified physician such as an addictionologist or



SOUTHLAKE PAIN CENTER
ADDENDUM TO PAIN CONTRACT

Benzodiazepines are a class of medications that work in the central nervous system and are used for a
variety of medical conditions, such as anxiety, seizures, insomnia, and alcohol withdrawal. Commonly
prescribed benzodiazepines include Ativan (lorazepam), Valium (diazepam), Restoril (Temazepam),
Klonopin (clonazepam), and Xanax (alprazolam), but there are many more. While these drugs are
usually safe when used alone, concomitant use of benzodiazepines and opioids may result in profound
sedation, respiratory depression, coma, and death.

[ acknowledge the information above and understand the risks associated with the use of
benzodiazepines and opioids. I agree to notify Southlake Pain Center’s medical providers if  am using
or am prescribed benzodiazepines for any condition. I understand that should [ choose to continue taking
benzodiazepines that my doctor may reduce or discontinue opioid therapy as appropriate to my medical
condition.

Patient Signature

Date



by keeping our scheduled appointments. If you need to reschedule or cancel your appointment please
do so a minimum of 24 hours prior to your scheduled appointment.

Patients who do not cancel or reschedule their appointments may be subject to a fee of $50.00. Our
office will make reasonable attempts to confirm appointments one to two days in advance.

It remains the patient’s respoensibility to keep or reschedule appointments in compliance with the above
policy. Exceptions will be made for medical or family emergencies. Please note that the insurance
Companies cannot be billed for missed sessions.

! have read, understand , and agree to comply with the above_policy.

Patient Name (Please print) Patient Signature Date



™\, SOUTHLAKE PAIN CENTER

/ SPECIALIZING IN SPORTS & SPINE
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Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICALINFORMATION ABOUTYOU MAY BE USED AND DISCLOSED AND HOW YOU CAN
GET ACCESSTO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

SOUTHLAKE PAIN CENTER has adopted the following privacy policies:

Uses and Disclosures

Treatment. Your health information may be used by staff members ordisclosed to other health care professionals for
the purpose of evaluating your healt, diagnosing medical conditions, and providing treatment. Forexample, results of
laboratory tests and procedures will be available on your medical record to all health professionals who may provide
treatment orwho may be consulted by staff members.

Payment. Your health information may be used to seek payment from your health plan, from other sources of coverage
such as an automobile insurer, or from credit card companies thatyou may use to pay for services. Forexample, your
health plan may request and receive information on dates of service, the services provided, and the medical condition
beingtreated.

Health care operations. Your health information may be used as necessary to support the day-to-day activities and
management of SOUTHLAKE PAIN CENTER. For example, information on the services you received may be used to
support budgeting and financial reporting, and activities to evaluate and promote quality.

Law enforcement. Your health information may be disclosed to law enforcement agencies without your permission, to
support governmentaudits and inspections, to facilitate law-enforcementinvestigations, and to comply with
government mandated reporting.

Public health reporting. Your health information may be disclosed to public health agencies as required by law . For
example, we are required to report certain communicable diseases to the state’s public health department.

Other uses and disclosures require your authorization. Disclosure of your health information or its use for any purpose
otherthan those listed above requires your specific written authorization. If you change your mind after authorizinga
use or disclosure of your information, you may submit a written revocation of the authorization. However, your decision
to revoke the authorization will not affect or undo any use or disclosure of information that occurred before you notified
us of your decision.

Additional Uses of Information
Appointment reminders. Your health information will be used by our staff to send you appointment reminders by email,
text, and phone regarding your appointments.

Information about treatments. Your health information may be used to send you information on the treatment and
management of your medical condition that you find to be of interest. We may also send you information describing
otherhealth-related goods and services that we believe may interest you.

731. E. Southlake Blvd., Suite 110, Southlake, TX 76092 - Office: 817-898-7277 - Fax: 817-527-5119 - Southlakepainrelief.com



AUTHORIZATION FOR RELEASE OF INFORMTATION

Section A: Must be completed for all authorizations.

I hereby authorize the use or disclosure of my individually identifiable health information as described below. |
understand that this authorizationis voluntary. | understand that if the organization authorized to receive the
information is nota health plan or health care provider, the released information may no longer be protected by federal
privacy regulations. This form must be completely filled out.

Patient Name: DOB:

Persons/ Organizations receiving the information: Medical Providerto release records:

Dr. Eric Ray
Southlake Pain Center
731 E. Southlake Blvd., #110
Southlake, TX 76092
817-898-7277
Fax recordsto: 817-527-5119

Please send:

___Entirechart ___ Radiologyreports ___ Office Notes___ Other:

Section B: Must be completed only if a health plan or health care provider requested the authorization.

*Will the health plan or health care provider requesting the authorization receive financial or in-kind compensation in
exchange for using or disclosing the health information described above? _ yes  no

*I understand that my health care/payment for my health care will not be affected if | do not sign this form.

*I understand that | may see and copy the information as described on this form if requested, and that | receive a copy of this
form after | sign it.

Section C: Must be completed for all authorizations.

*What is the purpose of the use or disclosure? Continuation of care/mutual patient

*I understand that | may revoke this authorization at any time by notifying the providing organization in writing, but if | do, it
won't affect any actions they took before they received the revocation.

* understand that my records are protected under state and federal law. | understand that specific information to be
disclosed may include history if drug or alcohol abuse, mental health treatment, AIDS or any other medical information.

Signature of patient or patient’s representative Date
(Form must be completed before signing)

*You may refuse to sign this authorization*



