American Pain & Wellness
“Life is better when you're at your best”

American Pain and Wellness
Financial Policy

Johnny L. White, Jr., M.D., MBA Steven L. Remer, M.D.

We are committed to providing you with the best care possible. This goal is best achieved if everyone is
aware of our policies. Your clear understanding of our financial policy is important fo our professional
relationship. Everyone is treated equally and fairly.

INSURANCE:

Payment for services are due at the time services are rendered, except as outlined below. “Payment”
means deductibles, co-insurance and co-pays for participating insurance companies. We accept cash,
Mastelcard Visa or Amencan Express Outstandmg balances are due w1th1n 30 days unless prior

yourresponmblht / ' ility to inform American
Pam & Wellnes E " ) the new insurance

A fee of $25.00 will be éharged to you.

FORMS AND FEES: -
There is a $25.00 fee for the review and completmn of any Insurance forms.

ASSIGNMENT AND RELEASE:

I hereby authorize my insurance benefits be paid directly to the physician I understand that I am finan-
cially responsible for non-covered services. T also authorize the physician to release information required
in the processing of insurance claims. I have read and fully understand the financial policy set forth by
American Pain and Wellness. I understand and agree that the terms of this financial policy may be amend-
ed by the practice at any time without prior notification to me.

PRINTNAME: SIGN NAME:
WITNESS: DATE:

6020 W. Parker Rd., Suite #300 + Plano, TX 75093 « (469) 326-5100 » (469) 326-5101 Fax
www.painandwellness.com
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Patient Consent and Acknowledgement of Receipt of Privacy Notice

lunderstand that as a part of the provision of healthcare services, American Pain and Wellness creates and
maintains health records and other information describing, among other things, my health history, symptoms,
examination, test results, diagnoses, treatment and any plans for future care or treatment,

Jacknowledge receipt of this Notice of Privacy Rights which | have reviewed and give my parmission to

Armerican Paln and Wellness to use and disclose my health information in accordance with the regulations.

By signing this form, | consent to the use and disclosure of protected health Information about me for the purposes

of treatment, payment and health care operations.

Printed Name:

Signature:

Social Security #: Date:

Staff Witness:

L. MAIN OFFICE: 6020 West Parket RA £300s Plane, TX 75093 + Phose (469 326-5100 + Fax (469 1264 10
Paln and Injury Center of Lewisville; 353 West Main 51 « Lwwlaville, T 75057 » Phane (972) 4384411 » Perel2; 436-3 183
Galnsville (ffices 4322 West Highway 82 < Gainésville, TX 76240 » Phone (348) 239-9259 « Fax {940) 239-5017
www;pdinandwellness.com




Authiorization to Release Protected Health Information

Patient:

Address:

City, State, Zip:

Soctal Security #: Date of Birth:

| hereby authorize American Pain and Wellness to release my medical information to the following family rnember{s)
or person(sk

Name:

Address:

City, State, Zip:

Phone: . . ) Fax Number:

Email address:

Please release my information to the above person(s) by:
Maitl ] Fax [] Emait[] Tetephone []

This authorization is effectlve as of today’s date and has no expiration date unless
revoked or terminated by the patient or patients personal representative in writing,

You may revoke or terminate this authorization by submitting a written revocation to American Pain and Wellness.
Please contact American Pain and Wellness, to terminate this authorization,

Patient’s Name (Print or Type):

Signature of Patient or Patient’s Representative:

Date:




CONFIDENTIAL

INFORMED CONSENT AGREEMENT
AND
PAIN MANAGEMENT AGREEMENT

NAME OF PATIENT:_. ___ DATE: DATE OF BIRTH:

TO THE PATIENT, ANDIOR PATIENTS DES!GNEE SURROGATE OR GUARDEAN As a patient, you
have the right to be mformed.about your cond;tion ‘and the recommended medfc 1, /diagnostic procedure or
drug therapy to be u hat you may.1 make the informed -decision whether.or not to take the drug or
allow a procedure ; nowing the therapeuitc resufts desnred -and the nsks al ds involved as well
' m.you, but rather it
ermission fo use
edure, or both,

freatment of my ch

| understand that thes tion(s} may mclude oplatefnarcotlc drug(s) an be harmful if taken
without medical supervision. | further understand that these medication(s) may lead to physical dependence
and/for addiction and may, like other drugs used in the practice of medicine, produce adverse side effects or
results. The applicable alternative methods of treatment if any, 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 resuit of taking these medication(s}). Applicable alternative therapies (in addition to or
instead of drug therapy), including but not limited to physical therapy ot psychological techniques have also

been explained o me.

OFF LABEL USE OF MEDICATION: THE SPECIFIC MEDICATION(S) THAT MY PHYSICIAN PLANS TO
PRESCRIBE WILL BE DESCRIBED AND DOCUMENTED SEPARATE FROM THIS AGREEMENT. THIS
MAY INLCUDE THE USE OF MEDICATIONS FOR PURPOSES DIFFERENT THAN WHAT MAY HAVE
BEEN APPROVED BY THE DRUG COMPANY AND THE GOVERNMENT (THIS IS SOMETIMES
REFERRED TO AS “OFF-LABEL” PRESCRIBING). MY DOCTOR WI.L EXPLAIN THE APPLICABLE
RISKS AND BENEFITS OF QFF LABEL USE OF ANY MEDICATION AND DOCUMENT THE SAME IN
MY MEDICAL CHART.

Patient's initials




MEDICAL, DRUG AND OTHER TESTING: | have been informed and understand that | will undergo medical
tests and examinations before and during my treatment. Those tests may include random unannounced
check for drugs and psychological evaluations if and when it is deemed necessary by my physician. |
hereby give permission to perform medical tests, drug tests, and/or psychological tests including the taking
of body fluid as may be directed or determined to be necessary by the physician at any time. Any refusal
by me to test, be examined, to undergo any procedure, or refusal to see a referral healthcare provider
recommended or prescribed by the physician may lead to termination of my treatment. The discovery of
the presence and/or use of any unauthorized substances by me, or as shown on a toxicology scan, test or
report may result | my being discharged from the physician’s care.

FOR FEMALE PATIENTS ONLY' Plea’sé“éheck (¥ )the appropriate answer;

{__) To the best of my knowledge 1 am NOT pregnant Further,'i' ééree that | will use appropriate
contraception/birth control during the cour_ee of treatment. 1 accept thatitis’ my: responsmlllty to inform my
physician immediately at the earhest ) 'ay_j_a_ii_abl_e,- if !__p:!ar'a.'cﬁm or-_b_e_eom_e__ pregnar

I'WILL NOTIFY MY

UNDERSTAND THAT THE MOST COMMON SIDE_
HE DRUGS USED IN MY TREATMENT INCLUDE;_'

work. |agree to notify my phy51elan immediately of any side effects from iaklng the medlcation(s) [ agree
to read all literature provided by the manufacturer of the medication and any additional information about
the medication provided by pharmacist and/or by the physician, if any, | will discuss any questions | rhay
have about the literature with my physician.

The goal of my treatment is to attempt to gain control of my chronic pain in order to live a more productive
and active life. | realize that | may have a chronic iliness and there is a limited chance for complete cure or
complete pain relief, but the goal of taking medication(s} on a regular basis is to reduce (but probably not
eliminate) my pain so that | can enjoy an improved quality of life. 1 realize that the treatment may require
prolonged or continuous use of medication(s), and also that an appropriate treatment goal may also mean
the eventual withdrawal from the use of all medication(s). My treatment plan will be tailored espedcially for
me. [understand that | may withdraw from this treatment plan and discontinue the use of the medication(s)
at any time and that 1 will immediately notify my physician of any discontinued use of medications
prescribed by this or any other doctor outside this practice. | also understand and acknowledge that | have
been made aware of possible effects of stopping the use of the prescribed drug(s).

Patient’s Initials




The physician will provide medical supervision, if needed, when discontinuing medication use. If | chose
not to be provided with medical supervision, | will hold the physician harmless for any negative results.

| understand that no representation, warranty or guarantese has been made to me as to the results of any
proposed drug therapy, cure of any condition or potential or total relief from pain. The long-term use of
medications to freat chronic pain is controversial because of the uncertainty regarding the extent to which
they provide long-term benefit. | have been given the opportunity to ask questions about my condition and
treat my condition, the risks and hazards of such drug therapy, freatment and procedure(s), and applicable
alternative therapies, if any. | believe that | have sufficient information to give this informed consent and |
represent that all my questions have been answered. '

The applicable alternative methods of treatment the possrbie r[sks involved, and the possibilities of
complications have been explalned to me and t stlll desrre to receive medi 'ata n( ) for the treatment of my
chronic pain. . Gl i

PAIN MANAGEMENT_AGREEMENT .

IN ADDITION TO THE CONSENTABOV' __-ALso UNI ERSTAND ND AGH D THE FOLLOWING:

pioids, also called
y-my physician. |
strictly imiting the
knowledge that

to my use of a.ny and alt medicat n(s) |

This Pam Management Agreement retat

y any other doctor,

* | will dlsclose to my hysmtan lmedlcatton(s)thatltake at any time,
g and non prescriptive

dentist or healthcare: prowder Disclosure is required for all medications, pr
and for pain, or for non pam _'edtcatlon mctudlng any_antt anxiety medicatio

¢ | will disclose to my phy3|0|an all over-the counter supplements herb pttls ointments, patches or other
aids or substances that | take or use for any reason; at any time.

* | will use the medication(s) exactty as prescnbed by my physician. Any discrepancy between the
prescription and the medication bottle shall be brought the attention of the physician immediately.

* |agree not to share, sell or otherwise permit others, including my family or friends to have access fo or
ingest my medications at any time.

* | will not allow or assist in the misuse, abuse, or diversion of my medications nor will | give or sell them
to anyone at any time for any reason.

Patient's Initials




¢ All medication(s) prescribed by this physician, and any pain medication, irrespective of who prescribes
them, must be obtained at one pharmacy, where possible. Should the need arise to change pharmacies;
my physician must be promptly informed. | will provide my pharmacist with a copy of this agreement. |
authorize my physiclan to consult with and to release my medical records to my pharmacist as needed,

* | understand that my medication(s) will be refilled on a regularly scheduled basis. | understand that my
prescription(s) and my medication(s) are exactly like money. If either are lost or stolen, they may not be
raplaced. '

* Refill(s) will not be ordered before the scheduled refill date. | will not expect to receive additional
medication(s) prior to the time of my next schedu[ed refiii aven lf my prescr;ption(s) runt out. This applies
to weekends and holidays as welf : oo

* | will receive pain. med;catlon(s) from only ONE physu:[an unless it is. '.for an emergency or the
medication(s) that is being prescrtbed by another_ doctor is approved by my physxcian Information that |
have been receiving. medlcat:on( ). prescrlbed by other: doctors that has not been ywed by my physician

.. or quality of life
ay taper me off

iscontinuance of

d-and prescribed
ubstance(s), such
ther ancillary
nt and agree to
-psychological
evaluation by"a ( ¢ n detoxification
and rehabilitation _d/or cogmtlve behaworal therapy!psychotherapy should th _ebommend and
prescribe such. ?';;I ecognize that my chronic pain represents a complex problem which may benefit from
physical therapy,’ 'the’rapy, and/or other alternative medlcal care.

as maruuana
medication | not 2

*+ lrecognize that my.: actwe pamclpa’uon in the management of my painj
actively participate in all aspects of my pain managem_ent program as re
attempt to achieve mcreased functlon and |mproved

lr_e_m y important. | agree to
mended by my physician to

s | agree that | shall inform any doctor who may - treat me for any oiher medical problem(s) that 1 am
enrolled in a pain management program, since the use of other medication(s) may cause adverse effects
with pain medications and even cause harm.

* | hereby give my physician permission to discuss all diagnostic and treatment details with my primary
care doctor(s), pharmacist(s), and any other treating healthcare provider regarding my use of medications
prescribed by my physician(s) or by other doctors.

* | agree to take the medication(s) precisely as instructed by my physician. Any unauthorized increase in

the dose of medication(s) or the method of taking the medication or the frequency of taking the medication
may be a cause for discontinuation of the treatment by my physician.”

Patient’s Initials




* | agree to keep all follow-up appointments as recommended by my physician or my treatment may be
discontinued.

* | agree to keep all follow-up appointments with any other medical care provider prescnbed or recommended
by my physician or my treatment may be discontinued.

| certify, represent and warrant that:

1) [am not currently using illegal drugs or abusing prescription medication(s) and that | am not undergoing
treatment for substance dependence (addiction} or abuse. | am reading and making this agreement while
in full possession of my facuities and: ‘not under the influence of any substance that might impair my
judgment. | have read all fwe pages of th|s document before ssgmng lt

2} tam not and have ne_ver been znvolved in: the sale |Ilsgal possessmn mlsuseldwersmn or transport of
controlled substance(s) (narcotccs sleeplng piiis nerve pills, or pamklllers) _orlllegal substances {marijuana,
cocaineg, heroin, or the" drugs or ot;cs} or 0} er medtcatsons i,

from chronic pain
nsent to chronic

Patient Signatur

Date of Birth:

Patient's designée_

Signature:

Typed/Printed Name:

Relationship to Patient:

Telephone Number:

Name of Pharmacy:
Address:

Telephone Number:

Physician Signature:

Typed/Printed Name:




NOTICE TO PATIENTS OF FINANCIAL INTEREST

You may be referred to Presbyterian Plano Center for Diagnostics & Surgery or
Preston Plaza Surgery Center. You are informed by this Notice that your physician

Holds a financial interest in these hospitals. You have the option, at your discretion,

To use an alternative health care facility.

Please indicate your receipt of this Notice by your signature below.

Date:

Patient Signature

Patient Printed Name



American Pain and Wellness Procedure room Consent

“The alternatives and estimated expenses of where | may choose to have my
procedure(s) performed have been discussed with me. | elect to have my procedure(s)

Performed at American Pain and Wellness’s procedure room because this alternative presents

a least total cost alternative and because of my personal preference”.

Date:

Patient Signature

Patient Printed Name





