Advanced Pain Manazement S Physical Medicine and Rehah

5848 Highway 6 North - 25404 Highway 59 North Suite .02
Houston, Texas 77084 o . . Porter, Texas 77365

{283) 483.4321 S E o {2B1} 354-4000

(2B1) 463-8555 Fax SR o B {281) 354-8128 Fax

PATIENT INFORMATION

DATE:

LAST NAME: FIRST: MIDDLE;
ADDORESS: - APTE:
CITY: 5TATE A
SEN: DATE OF BIRTH: SOCIAL SECURITY i
DRIVERS LIC 3 HOME PH: WORK PH:
cELL: EMERGENCY CONTACT: )
. EMPLOYER: MARITAL STATLUS: MARRIED SINGLE DIVORCED WIDOWED
E-MAIL REFERRED BY:
- PRIMARY CARE PHYSICIAN:
INSURANCE -
INFORMATION . i
INSURED'S NAME:
ADDRESS:
CITY: STATE:
DoB: S5NE
EMPLOYER:
PATIENT'S RELATIONSHIP TO INSURED:
15 INSURED EMPLOYED AND COVERED BY EMPLOYER'S HEALTH PLAN: ___ {Y/N)
PRIMIARY INSURANCE NAME:
POLICY OR 1D & GROUR

How can we help you?
What is primary complaing?

Are you hera as a result of an aceldent? {¥Y/M) Worl Injury: {Y/N) Accident Date:
Job Relatad: {Y/MN) Warkers Comp: (/M)
Accident Type: {A}uto {W)ork (H)ome (R}ecreation () ports




Advanced Psin Management Physical Meditine and Refalb .

5B48 Highway & North 25404 Highway 58 Narth, Suite 102
Houston, Texas 77084 Porter, Texas 77385

(281) 463-4323 ) (281) 354-4000

(281} 463-B555 Fax {281) 354-8128 Fax

OUR FINARCIAL POLICY

We ore dedicated to providing the best possible care Joryou, ond we want you to
completely understand our finoncial policies;

1. Payment is due at the tme pf service unless arrangements have been made In sdvance by
your carrier, We accept cash, personal chechs, Visa and Mastercard.
2, Keep. In mind. that your Insurance policy s basically a contract between you and your

Insurang:g;company.; As a service 10 you,,wa. will file.your insurance daim if you assign the
benafits: to: the iductor.  You must agree -tovhave your insurance company pay the doctor
directl\{:: lf:yourihégrance company does rat+pay the practice within a reasonable period, we
will hayg tg look to.you for paymant. If we lster raceive 2 check from your insurer, we will
refund dny-overSayient to you. . o .
3. We ha:\fé' _madE prior arrangemants with. many insurance companles and other health plans
to accept as assignment of benefits, We:wil] bill them] and you are requirad to pay a Co-
payment at the Gme of your vislt. We wilt file with up fo two {2} insurance companies, It is
your respansibility as a patient to provide this office with current insuranca information.

4. Not all insurance plans cover all servicas. In the event your insurance plan determines a
service to be “not covared” you will he responsible for the complete charge. Payment is due
vpon recelpt of a statement from our office.

5. We will bilt yourinsurgnce company forall sarvices. You are responsible for any balance due.

Signaturz of patient {or responsible party if minar) Date

Please print the name of the patiant



Advanced Pain Management Physical Medicine and Rehab

5848 Highway B Narth 25404 Highway 58 North, Suitz 102
Houstan, Texas 77084 Poriar, Texms 77365

(83} 4534321 {281) 354-4000

{281] 453-8555 Fax {2B1) 354-B128 Fax

HIPAA Notics of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOO MAY BE USED AND
MSCLOSED AND HOW YOU CAN GET ACCESS TO TEIS INFORMATION. PLEASE REVIEW IT
CAREFULLY. This Motlee of Privacy Prectices deseribes how we ey use and diselose your protestad haalth
information (EH3) to camy out treatment, psyment o7 health tare operations and for other pumoses that are permitzd
oF required by lavs. It also desceribes your rights o nceess and contral your PHI “Protected health Information” is
informztion about you, including desnoaraphic information, thet may identify you and that relales 1o your past,
preseat ot future physical or menta] health or condition mud related health care services,
lises nnd Disclpsures of Protected Health Information ]
Your protected healfh information may be veed and disglnsed by your physician, our office stiTand athers gutside
ofour eifice that ore iwvolved in your care oad brestment for the purpose of providing henlth care services ta you, to
pay your health care bills, to suppesit the opertion fthe physizian’s practice, and any ather use required by ks,
TLreatment: We wilt use sod disclose your profested hicalth information to provide, coordinate, or manage your
health ear= and any refated servites, This includes the coordination or management of your health care with 2 third
party. For example, we would disclose your protected heslh information, as necassary, to 2 homs health agency that
rovides care to you. For example, your protested heglth infarmation iy be provided to a physitian 10 whom vou
rave been referred to ensure that the physisian hus the necessary informetion to diagnose or treat you,
TPavinent: Your protected health information will be wed, 25 needad, 1o abtain payment for your bealth care
scrvices. For example, obtaining approval for 2 hospital siay Ry tequire that your relevant pratected health
information be disclased to the health plm to obtain spproval for the hospital admission.
Herlthesre Operations: We may use or discloss, as-needed, your protected heslth infarmaton in order o support
the business activities of your physicisn™s proctice. Theee activitias fnclude, but ore uol lhnied to, guality
asgessment nclivities, employes review activities, training of medical studanes, leensing, and conducting ar
tranging for other business activities. For example, we may disclose your protected health mformation to medicel
school siudents that se patients at our office. [n eddition, we may use a sign-in sheet 2t the regisiration desk where
you will be asked o sign your mame and indicate your physician, We mmay zlso c2l] you by name in the waiting room
when your physician is ready to see vur: We may se or disclose your protected health information, 25 NICCSSATY, (o
tonlact you 2 remind you of your appoinunent, ¥a may ws= or disclose your protected health information i the
Tellowing sitations without your authorization. These situatians fnchude: a5 Required By Law, Publie Health issuss
as required by faw, Commonicable Disesses, Healih Ovarsight: Abuse or Negleet: Food and Drog Adwinistacion
equirements; Lega} Proceadings: Law Enforcement: Coreners, Funerel Directors, ond Organ Doralion: Researcl:
Criminal Activity: Miitary Activity and Mational Securfty: Workers' Compensation: Inmates: Required Uses and
Disclosures: Under the faw, we nust make disclotures to youand when required by the Secratary of e Deperiment
of Health and Human Szrvices to investizate or detzrming our cownplinnee with the requiremants of Section | 64,500,
Other Permitied and Required Uses and Disclosures will be made only with your consent, awthetzation or
oppariunity 1o object unless required by law.
You may revoke this awthorization, ar any time, in writing, except to the exeent that your physicizn or the
physicion’s practice has taken an action in reliznce o the use or disedosure indicated in the autharization,

Following 5 2 saement of your rights with respect to yeur protecied healsh nformation.
You have the vight to inspect and eupy your protected hazith information. Under federal law, howevar, vou
may dlof mspect or copy the followlag records; psychothempy notzs: information compilzd in reesanable



anticipation of, or use in, 1 civil, criminal. or adwiistative action ar proceeding, and protected health information
that 5 subject 1o law thot prolbits accass to protecied health infonmation.

You heve the right to request a vestriction of your proteeted health information. This means you may ask us
not lo wse or disclose any port of your protected tealth information for the purposes of treatment, payment or
healtheare opamations. Yeu may alsa request that any part of your pratecied healil infornation not ba disclosed to
femily members or friends whe may be fnvolved in your cire or for notificatian perposes as described in this Noties
of Privacy Practices. Yaur requast must state the specific restriction requested and 10 whom you want e restriciion
to 2pply. Yaur physician is not required to agres (o a restriction {hat yau may raquest. If physician beljeves it is {p
yowr best falerest to pennit use and disclosure of your protected health infonnation, your proteced health
information will not be resiricied. You then have lhe night {o uso another Healthtare Professional. You have the
right to request 1o receive confidential communications from us by alternative means or ot an allernative location,
Youhave the fight 1o obtain a peper copy of this notfes fom ws Upon raquest, even ifyon have agreed to aceep! this
natice altematively Le, eleconically. You may have the right to have your physician mnend your protected heaith
information. 1f we deny yonr request for amerdment, you have the right to Als a stetament of diseareement with us
and we imay prepare a rebuttal to your statement and will provide yor with s coepy of any such rebuttal. You have
the right to receive an accounting of cortain disclosures we have ade, if any, of your pretected health nformation,
We reserve the right to chonge the terins of this nofice and will inform you by mall oF any changes. You then have
the right fo obfect or withdraw s provided in this notice.

Conplaints:

You may complain 1 us or to the Seeratary of Health and Buman Servicas if yor believe your privacy rights have
been violated by us. You may fils a complaint with us by notifying our privacy cantact of your complaint, We will
ngt retaliaee sgminst you for fling & complnint

This notice was published and breomes effentive o ar befors Apvil 14, 2003,

Ve are required by law to maintin the privacy of, and pravide individeals with, this notice of our lagal duties and
privecy practices with respect i protected health informarion. IF you have oay objections 1o this form, please ask o
speak with our HIPAA Complianes Offeer in pesson or by phane ot sur Mnfa Phone Mumber.

-Bignature below iz oaly aclmowledzesment that yauhave raceived this Notics of our Privacy Pragtices:

HIFPA
PRIVACY PRACTICES ACKNOWLEDGEMENT

To be {iled in patient chart

I have recaived the HIPPA Motice of Privacy Practices apd | have been provided an apporntnity to review ic

-Print Mame: Birthdate:

Signature: Today's Date:



Advanced Paln Managamant Physteal Medicine and Rehab

5848 Hizhway & North 25404 Hiphwey 59 MNorth, Sufte 102
Howsten, Texas 77084 Porter, Texas 77365

{281) 4634371 {2381} 3544000

{281} 4B3-5555 Fay {281) 354-3128 Fax

PATIENT CONSENT TO TREAT

L » COnSent to allow the doctors, associates and
designated sis7 of this thinic 1o Treat ma with physicai medldne modalites and
manual spinal ranipulation, . tnitials

R - consant to 2llow the doctors, associates,
And designated staff of this clinlc to treat my chiid or ward,
with physical medicine and manust spinal manlpuiation. The patientisa miner,

vesrs ofage. My refationship to this minoris . Initials

{ acknowledge there fe a rlsk assoctated with such core and 1t could result In stroke,

prarslysls, dislocation, fractures or otherwise tould warsen 2 condition. 1 heraby

acknowledge and undzrstand this risk and permitweatment to begin and follov

through to the end of care at this farlilty Indtizls

CONSERNT TO X-RAY

L » authorlze the performance of diagnostic ¥-ray
examination of myself which tha abova doctor orassodates may cansider necessary
or advisable n the course of my examination and treatment, Injtials

I, , suthorize the performance of diagnostic x-ray
axamination ef my sbove mentioned child or ward which tha abova doctor or assotiates
rnay conslder necessary or advisshle in the coursz of axmmination and treatment, Injtials

VERIFICATION OF NON-PREGMANCY

This Is to cerilfy that, to the best af my knowiedge, | am nol [or tha 2bove mentanzd

child or ward Is not), pregnant and the sbove dector/or assodiates hava my permission

to parform said dizgnoslic x-ray axarmination. | have baen advisad that x-rays c=n he

hazardous to an unharn child, initlals

Stznatura of Patlent Date
{or pareni of minar)



Physical Medicine & Rehab
25404 Highway 59N, Suite 102
Porter, Texas 77365

Assignment of Benefits: Assignment of Cause of Action: Contractual Lien

The undersigned patlent andfor responsible party, in consideration of treatment rendered or to be rendered and for deferred
payment, rrevocably and exclusively assigns, grants and conveys, to Jennifer Langeland, a lien and assignment of any and ait
claims, causes of action, and right to any proceeds and/or benefits, includlng any Personat Injury Protection proceeds and/or
benefits that the patient may have against any other person, entity, and/or insurante company for relmbursement ond for
payment of the medical charges incurred with ail the following rights, power, and suthority:

RELEASE OF INFORMATION: You are suthorized to release information concerning my candion and treatment to my
Insurance company, attorney or insurance sdjustor for purposss of proeessing my claim for benefits atd payment for services
rendered to me.

IRREVOCABLE ASSIGNMENT OF RIGHTS: You are assigned the exclusive, irrevocable right in any cause of acton that exists
in my favor against any Insurance company for the terms of the policy, including the exclusive, irrevocable right to receive
payment for such services, make demand in my name for payment, and prosacute and receive penalties, intersst, court loss, or
other legally compensable amounts owned by an insurance company in aceordance with Article 21.55 of the Texas Insurance
Code to cooperate, provide information as needed, and appear as needed, wherever to assist in the prosecution of such clatms
for benefits upon request.

DEMAND FOR PAYMENT: To any imsurance company providing benefits of any kind to me for treatment rendered by
Jennifer Langeland within 5 days following your receipt of such bill for services to the extent of such bills are payable under
the terms of the policy. This demand specifieally conforms o Sec 542.057 of the Texas Insurance Code, and Article 21.55 of
the Texas Insurance Code, providing for attorney fees, 18% penalty, court cost, aud intecest from judgment, upon viotation. |
further instruct the provider to make all checks paysble to Jennifer Langeland and send any and all checlts o 25404
Highway 59N, Suite 10Z Parter, Texas 77365,

THIRD PARTY LIABILITY: If my injuries are the result of negligence from a third party, then | instruct the liabitity carrier to
issue a separate draift to pay in full all services rendered, payable direcdy to Jennifer Langeland, and to send any and all
checles to 25404 Highway 59N, Suite 102 Parter, Texas 77365,

STATUTE OF LIMITATIONS: | waive my rights 1o claim any statute of Hmitations regarding claims for services rendared or to
be rendered to Jennifer Langeland , in addition to reasonable cost of collection, including attorney fees and court cost
incurred.

LIMITED POWER OF ATTORNEY: | hereby grant Jennifer Lanpeland power to endorse oy name upon any checks, drafts, or
other negotiable instrument representing paymenst from any insurance company represeoting payment for reatment and
healthcare rendered by Physical Medicine & Relab, 1 agree that any insurance payment representing an amount in excess
of the charges for geamment rendered will be credited to my/our sccount or forwarded to my/our address upon request in
writing to Jennifer Langeland

REJECTION IN WRITING: | hereby authorize Jennifer Langeland to establish a PIP or UM/UIM claim en my behalf. | also
instruct my Insurance carrier to provide upon request to the provider/clinic nsmed abave, zny rejectons in writing as they
apply o my laclk of PIP or UM/UIM coverage. | allege thar electronic signatures are not adequate proof of rejection, and are
invalid to establish rejection. and instruct my carrier to provide only copies of my original signature regarding rejection as
evidence of rejecdon of PiP or UMSUIM.

TERMINATION OF CARE: | hereby acknowledge and understand that if 1 do not keeg appointments as recommendsad to me
by Jennifer Langeland, he has full and complete right to terminate responsibility for my care and relinquish any disability
grawted nte within a reasonable period of time. If during the covrse of my care, my insurance company requires me to take an
examination [rom ay other docror, | will notily Jennifer Langeland immediately. | understand the Failure ta do so may
Jeopardize my case.

Signature of Patient and/or Responsible Partes:

Date:,




Physical Medicine & Rehab
Authorization for Release of infarmation

Patlent Information:
Last Name: First Name: Middle:
Date of Birth: Soclal Security Number {optional}:

Heaith Information may be released to: frequired)

Name:
Address; Telephone Mumber:
City: State; Zlm Fax Number:

Purpose of the Distlasure: frequirad)
o Continued Care o Attorney/Litization o Disabliity Services o Uther

thereby authoriza the use or disclosure of protected hesith informatlon ss described helow:

DATES OF SERVICES: {requlred)

0 History & Physical Exam o Emergency Department Records o tzboratory Reports O Discharge summary
1 Operative fleports 0 Radiology Report o Consultation Reports o Cardiplogy Reports o Pathology Reports
tx All Pertinent Racords for Continued Care

o QOther;

{Fill In other document type)
Expiration: If the health informatian to be diselused contalns HIV/AITS or drug and slcohal abuse freatment records, this
authorization expires within 50 days. Otherwize, you may select alther of the following explration avents;
o Lyear from the date In which |, or my legal representative skzns this authorlzation
o Upon the happening of the following event;
{Exampie: “Upon refense of the above racords”)
lunderstand that:

1. Umay revoke this authorization at any time by providing written notice to the Director of Medical Records at the
address of the facility In Which | recalved my madical care.

4. My revocstion wiil not have any effact on any acilons taken by the organization before they recalyad the
revocation and Is net efective IF the authorlzation was obtained as a condition of obtalning insuranca COVErage
and the Insurer has the [egal rizht to contast o cfalm under my Insurance policy.

3. The organiztion will not condition my treatment, payment, enrollment in a heslth, or eligibifity for benefits pn
my signing this authorization.

4. 1have the right to inspect or tupy the health Information to be used or disclosed puisuant to this authorization.

I hava read the shove and suthorize the disclasure of the protected health information as steted.

Signature of Patlent {or Patient’s Representstive) Date

Print Name of Patient) [or Patlent’s Representativa)

IF you are Lhe representative of 2 patient, check the scepe of your suthority te act on the patlent’s hehalf:
o Power of Aftorney 2 Lezal Goardian
0 Executor or Persunal Reprasentative o Parent  © Other




Physical Medicine & Rahab Physical Medicine & Rehab

25404 Highway 58 #102 5848 Highway 6

Porter, Texas 77365 ) Houston, Texas 77084

{2812) 354-4000 {281) 463-4321
TELEPHONE POLICY

In our continuing effort to protect the privacy and provide a
quiet atmosphere to all of our patients NO CELL PHONES will be
allowed in the treatment area or Dr. office.

We ask that your cell phone be on silent mode and left in your
pocket or purse.

Should you have any questions please speak with a staff
member or ask to speak to the manager.

fient | Date:;



