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INFORMATION ABOUT THE PATIENT
Last Name First Name M.I. Sex (X appropriate box) Date of Birth
 M  F
Address – number and street City State Zip



Home Phone Number Secondary Phone Number Social Security Number



Employer Occupation



Employer Address City State Zip



Business Phone Number Status (X appropriate box)
 Married  Single  Divorced  Widow/Widower
Spouse’s Last Name First Name M.I. Date of Birth Social Security Number



Spouse’s Employer



Spouse’s Employer Address City State Zip



Spouse’s Business Phone Number



Person to Contact in Case of Emergency (not in same house) Phone



Address City State Zip
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MEDICAL INFORMATION ABOUT THE PATIENT
Date of Injury or Onset of Symptoms How did injury occur?
 Auto Accident  On The Job  Other _________
Main Complaint Other Complaints?


Describe how injury occurred


Which Doctor referred you to us? Address City State Zip Phone


Who is your Family Physician? Address City State Zip Phone


Do you have an attorney involved in this case? If yes, whom? Phone
 Yes  No
Address City State Zip



INFORMATION ABOUT YOUR HEALTH INSURANCE
Primary Insurance Carrier (insurance company name)


Insured’s Name Insured’s Social Security Number Date of Birth


Insurance Company’s Address City State Zip


Insurance Company’s Phone If Group coverage, name of Employer


Policy Number Group Number Patient’s relationship to person covered by insurance


Supplementary Insurance Carrier (insurance company) Policy Number Group Number


Insured’s Name Insured’s Social Security Number Date of Birth


Insurance Company’s Address City State Zip


Insurance Company’s Phone If Group coverage, name of Employer Patient’s relationship to insured
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WORKER’S COMPENSATION PATIENTS (Please answer all questions completely.) 
Who is your “Treating Physician”? Phone Number 


Address City State Zip 


TWCC# 


Carrier’s Claim # 


Adjuster 


Date of Injury Insured Area 


Employer (at time of injury) 


Employer Address City State Zip Phone 


Carrier 


Carrier Address City State Zip Phone 
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Gordon Spine and Brain Associates
 Consent to Treatment
I voluntarily consent to receive medical and healthcare services provided by Gordon Spine and Brain Associates (GSBA), including doctors, assistants, and other healthcare providers, as my physician deems necessary.  I understand that such services may include diagnostic procedures, examinations, and treatment.  I acknowledge that no warranty or guarantee has been made to me as to result or cure.

I understand that this consent to treatment will be valid and remain in effect as long as I am in the care of GSBA, unless revoked by me in writing.

I hereby give GSBA permission to send a copy of my medical records to my referring physicians, Worker’s Compensation carrier, other authorized insurance companies, and/or attorney.  I further authorize them to file on my insurance and receive payment for services rendered.   I authorize any such insurance company and/or attorney of mine to pay GSBA directly for any bill incurred by me with GSBA and further authorize such insurance company and/or attorney to make such payments solely to GSBA.  I understand that this authorization in no way releases me from primary responsibility for the payment of my bill unless I am a patient receiving benefits under the Texas Compensation Act.




Signature: _______________________________________________ Date: _____________________________________ 
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PROTECTED HEALTH INFORMATION

I understand that it is the policy of Gordon Spine and Brain Associates to restrict access to my Protected Health Information. I understand my medical records will be accessed by the caregiver(s) providing health services, and my insurance company for payment of my claim. I understand that the following person/people listed will have access to my Private Health Care Information. 

Patient name:________________________________________________________ 
Last Name First Name MI

Patient DOB: ________________________________________________________


Name(s) Relationship Phone #
1. Myself N/A


2. Spouse


3.


4.


5.


              May we leave confidential clinical information on your answering machine?  Yes  No

	________________________________	_________________________
Patient Signature Date

	________________________________	_________________________
Witness Signature Date
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Date: ______________________________

Patient Name:____________________________      Height:______________Weight: ______________
Metal in Body? Yes No If Yes, where?  (

) (

) (

)____________________________________________
Body Piercing? Yes No If Yes, where?  (

)_____________________________________________
Claustrophobic? Yes No If Yes, type of sedation needed: PO IM CRNA (

) (

) (

) (

) (

)
Heart Valve / Stent Implant? Yes No If Yes, when placed (

) (

)______________________________

Implantable Pump (Mso4, Insulin, Etc.)? Yes No (

) (

)
Eye / Ear Implants? Yes No Cancer Treatment? Yes No (

) (

) (

) (

)
Diabetic? Yes No Kidney Disease? Yes No (

) (

) (

) (

)
Aneurysm Clips? Yes No Pacemaker? Yes No (

) (

) (

) (

)
Renal Disease? Yes No (

) (

)

Allergies to the following:
Dye Seafood Iodine (

) (

) (

)

Do you take any of the following medications?
Glucophage Coumadin Heparin Plavix (

) (

) (

) (

)               Pradaxa

Do you have any latex allergies? Yes No If Yes, type of reaction  (

) (

)_________________________

 (
Hemorrhoids
) (
Heart
)Place an X beside any operations you have had and list the year of the surgery:
Tonsils Intestine C-Section   (

) (

) (

) (

) (

)[image: ]
Year __________ Year __________ Year __________ Year __________ Year ____________

Gall bladder Thyroid Prostate Arms Any Hernia Repair (

) (

) (

) (

) (

)
Year __________ Year __________ Year __________ Year __________ Year ____________

Stomach Bladder Ulcer Eye Lumbar Spine (

) (

) (

) (

) (

)
Year __________ Year __________ Year __________ Year __________ Year ____________
											    Dr.  ____________
Appendix Cataract Orthopedic Kidney Cervical Spine (

) (

) (

) (

) (

)
Year __________ Year __________ Year __________ Year __________ Year ____________
											    Dr.   ___________
Brain Hands Carpal Tunnel Hysterectomy Thoracic Spine (

) (

) (

) (

) (

)
Year ____________Year __________ Year __________ Year __________ Year _____________
Dr. ____________									    Dr. ____________
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List any other surgeries not listed above: ____________________________________________________
____________________________________________________________________________________


Have YOU ever been ill or diagnosed with _________? (place an X next to all that apply) (

)
Heart Pneumonia Migraine Headaches Nervous Breakdown (

) (

) (

)
Cancer Arthritis Meningitis Kidney/Bladder Disorder (

) (

) (

) (

)
Anemia Emphysema Bleeding Disorder Intestinal Disorder (

) (

) (

) (

)
Diabetes Tuberculosis Stomach Disorder High Blood Pressure (

) (

) (

) (

)
Hepatitis Asthma Seizures/Epilepsy Gout (

) (

) (

) (

)
Stroke Ulcer Immune Deficiency Syndrome Tumor (

) (

) (

) (

)
Other ______________________ (

)

Has anyone in your family (children, aunts, uncles, grandparents, father, mother, brothers,
sisters, etc.) had any one of the following? (place an X next to all that apply)
Diabetes High Blood Pressure Tuberculosis Ulcer (

) (

) (

) (

)
Cancer Heart Disease/Attack Kidney Disease Stomach or colon trouble (

) (

) (

) (

)
Gout Mental Illness Arthritis Migraine Headaches (

) (

) (

) (

)
Other ______________________ (

)

List any medications currently taken including over-the-counter / herbal / diet
supplements, aspirin or aspirin products and non-steroidal anti-inflammatories:
1. 	11. _____________________________         
2.	       12.______________________________
3.	13.______________________________
4.	14.______________________________
5.	15.______________________________
6.	16.______________________________
7.	17.______________________________
8.	18.______________________________
9.	19.______________________________
10.	      20._____________________________

Please list any medications you are allergic to and type of reaction:
1. ________________ Reaction: _____________  4. ________________ Reaction:________________
2. ________________ Reaction: _____________  5. ________________ Reaction:________________
3. ________________ Reaction: _____________  6. ________________ Reaction: ________________
Are you right handed or left-handed? 
Do you smoke? Yes No How much per day?_______________Time of last cigarette  (

) (

)__________
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To:

	____________________________________________________________________




Address:

	___________________________________________________________________
	___________________________________________________________________
	___________________________________________________________________


I hereby request my medical records be released to:

GORDON SPINE AND BRAIN ASSOCIATES
1814 Roseland Blvd.
P.O. Box 6605
Tyler, TX 75711
Phone: (903) 592-6000
Fax: (903) 592-3224

Patient Name:_______________________________________DOB: _______________
Last Name First Name MI


Patient Signature: __________________________________  Date:  _______________
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Dr. Charles R. Gordon, MD         Dr. Andy J. Redmond, MD            Dr. Guy O. Danielson, MD
 Dr. Brad S. Duhon, MD             James Wortham, PA-C, MPAS          Dean Pennington, PA-C

Gordon Spine and Brain Associates, (GSBA) is concerned both with your comfort and safety. We realize that the discomfort caused by back injuries can be quite distressing and we want all of our patients to experience minimal pain.

The medication policy at Gordon Spine and Brain Associates is designed to enhance patient safety in appropriate utilization ofmedication. We have established certain guidelines concerning the use and prescription of pain medication. Despite our desire to relieve your pain, medication carries the potential for addiction, habituation, and unintentional abuse. It is, therefore, our policy that each patient should have only the minimum amount of medication possible.

Further, we recognize that many patients have pain for months or even years. Thus, a large part of our pain control
strategy is to help you learn other ways of controlling pain, so that you do not become dependent on drugs.
 On your first visit, bring all medications you are currently taking along with your medical records.
 Your pain medication can be managed by only one doctor. That doctor may be your treating doctor, your
family doctor, or a GSBA doctor. If it comes to our attention that you are getting pain medications from another doctor as well as our office, we will no longer prescribe any medications for you.
 When pain medication must be used it is important for you to monitor your medication use and anticipate how much medication you may need in the weeks ahead.
 Phone calls related to pain medication and refills must to called in before 4:00 p.m. Monday through
Thursday and before 12:00 noon on Friday. Otherwise, these medication refills will be handled the next
business day.
 No refills will be made after hours. In an emergency situation, if you experience sever episodes of pain, visit your closest hospital emergency room.

This policy is designed to balance the needs of severe pain relief with the risk of medication.

Please understand that the physicians at Gordon Spine and Brain Associates are surgeons and do not specialize in pain management. If your condition requires long term pain management, your doctor will refer you to a pain specialist.

If you have questions concerning our philosophy on the use of medication, or questions about these guidelines, please
discuss them with your doctor or physician’s assistant.

I, _______________________________________, understand the policy of Gordon Spine and Brain Associates regarding medication prescriptions and refills. I have also been advised and understand thepotential complications of medication.

_________________________	_____________________
Patient Signature Date

_________________________	_____________________				
Witness Signature Date

_________________________	_____________________
Pharmacy Name Pharmacy phone #
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Patient Name: Today’s Date:
Last First M.I.

Please rate your pain according to the scale below:
No Pain Low Moderate Intense Unbearable
0 1 2 3 4 5 6 7 8 9 10

Pain level now                Least pain level in the last month                    Most pain in the last month                 


Indicate the location and type of your pain on the drawing below, using the following symbols. Please
mark all affected areas.

000 Pins and Needle =====Numbness
XXX Burning :::::::::: Aching
//////// Stabbing ^^^^^^ Tingling
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Patient Name:_______________________________ Physician __Dr.___________________
                                   Last Name First Name MI

Please initial all applicable boxes. If a category does not apply to you, please write “N/A.”

Definitions: “I”, “me”, and “my” mean the patient named above. The “Physician” means my physician, their
 (
INITIALS
)affiliated entities, and their employees.
MEDICARE ASSIGNMENT OF BENEFITS
I certify that the information I gave in applying for payment of Medicare benefits is correct. I assign Medicare benefits payable for physician services to the physician, and I understand that I am responsible for any health insurance deductibles and co-insurance.
FINANCIAL RESPONSIBILITY
I understand that insurance coverage is not a guarantee of payment, and I agree that I am ultimately responsible for services rendered at this physician’s office. I will honor the physician’s office payment policy. If I cannot pay in full at the time of service, the physician’s office can ask others about my credit worthiness. I agree to pay all expenses related to collection, whether by collection agency or by an attorney.
INSURANCE ASSIGNMENT
I irrevocably assign and transfer to the physician’s office all insurance benefits covering the physicians’ services (including hospitalization, health, liability, worker’s compensation and any other insurance coverage) for the payment of services rendered. I understand that it is my responsibility to comply with all pre-certification requirements and that I am responsible for any health insurance co-payments and deductibles. 
AUTHORIZATION FOR CARE
I grant permission for the physician to render such care that my physician may deem necessary in my diagnosis and treatment. I understand that such care may include medical treatment and minor surgical procedures.
AUTHORIZATION FOR RELEASE OF INFORMATION
I hereby authorize the physician to release necessary information for the following reasons: to other physicians for continuing professional care; to any insurance company or third party payer for the purpose of processing a claim or otherwise as allowed by law. I release the physician from any liability for the release of this information, and I understand this release specifically includes any and all blood and related tests, including HIV, NIBG, and other diseases. This authorization is irrevocable and is not limited in time.
HIPAA NOTICE OF PRIVACY PRACTICES
The physician is required by applicable federal and state law to maintain the privacy of your protected health
information. “Protected Health Information” (PHI) is information about you, including demographic information,
that may identify you and that relates to your past, present or future physical or mental health condition and
related health care services. We are required to give you notice about our privacy practices and your rights
concerning your PHI. This notice takes effect April 14, 2003, and will remain in effect until we replace it. We
reserve the right to change our privacy practices and applicable law permits the terms of this notice at any time,
provided such changes are needed. Before we make a significant change in our privacy practices, we will change
this notice and make the new notice available upon request. 

I am signing this agreement to obtain services.



Signature of Patient or Representative Relationship to Patient Date


Witness Date
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Patient Disclosure

[bookmark: _GoBack]To the patients of Gordon Spine and Brain Associates:

	Dr. Gordon and his associates are pleased to inform you that they have been chosen to assist spinal implant companies in helping bring improved solutions for people suffering from spinal disorders. We feel that it is an honor to be considered one of the practices to whom industry representatives turn when looking for new and better methods to treat patients.  Occasionally these efforts result in compensation to Dr. Gordon, Dr. Redmond Dr. Danielson or Dr. Duhon beyond their regular practice.  In order to provide you, our patient with complete practice transparency, we are pleased to provide you with the following information regarding financial arrangements that Dr. Gordon/Redmond/Danielson/Duhon have with various companies and facilities which may be utilized in providing appropriate care to you.  Our physicians have and do collaborate with companies involved in the development and marketing of various medical devices used in the treatment of spinal conditions.  These companies include LDR Medical, Flexuspine, Altiva and Osteomed Spine.  Our doctors may have various agreements with these companies which may include consulting or royalty agreements or stock ownership, which may result in compensation to our doctors.  It is important to understand that in none of these instances are our physicians directly compensated by any company for instrumentation or procedures performed on our patients.  

	Also, our practice has been asked to participate in several clinical trials of new devices undergoing FDA evaluation.  These manufactures provide funding to the practice in most instances and should you chose to participate in any trial of an investigational device, you will be given an extra informed consent at that time.  We believe that physician involvement with the medical device industry helps to provide better quality products which serves to provide better patient experience and overall outcomes, and also believe in the importance of offering our patients access to some of the newest improvements.
	
	In connection with your treatment by our doctors, they may recommend use of an implant or other product made by the companies listed above.  If so, our doctors will advise you and you will then have the opportunity to decline the recommended treatment or device.  

	Finally, Dr. Gordon, Dr. Danielson and Dr. Redmond are proud to be part owners of Texas Spine & Joint Hospital, a licensed specialty hospital located in Tyler, Texas.  If you are scheduled for treatment or surgery at the Texas Spine & Joint Hospital, you have the option of using another facility for your treatment or surgery.    

	Our doctors and staff will be happy to answer any questions you may have about your treatment plan including the companies and products discussed above.   

GORDON SPINE AND BRAIN ASSOCIATES

PATIENT ACKNOWLEDGEMENT
I acknowledge that I have received a copy of this disclosure and have been given the opportunity to ask any questions I may have regarding this information.


________________________________________		______________
Patient Signature						Date

________________________________________		___________________________________		
Patient Signature (Legal Guardian) 				Patient Name (Please Print)
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It is very important that we know if you have filed or are considering filing a
worker’s compensation claim. This information significantly impacts how we
process your account. Please choose the appropriate statement and sign below.




       ________ I was not injured on the job and, therefore, will not be filing a worker’s
compensation claim.

       ________ I was injured on the job but I haven’t filed a worker’s compensation claim.

 ________ I was injured on the job and I filed a worker’s compensation claim, but it
was denied.
______ I am pursuing my claim.
______ I have dropped my claim.

________ I was injured on the job and this injury is being covered by worker’s
compensation.




Patient’s Signature _____________________________________

Date ________________________________________________

Reviewed by _________________________________________
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