7

COVMUNITY HEALTH & RESIAB CENTRE 512-835-6077

2015 WrLLS BRANCH PARKWAY, SUITT 103 AUSTINTX 78728 FaX: 512-835-6079
"Please Print all Answers New Patient Information
4 Narme Age Sex Date
*Street Address _ {NaP O Bazey) City / State Zip
Home Phone Work Phone Cell Phone
Best time to Call Which # E-mail
Social Security # Birthdate Employer

OMarried ©Sinale ©Sen oDivorced ©oWidowed — Spouse's Name

PCF Name Spouse's Employer
PCP Phone Spouse’s Birthdate
PCP Address Spouse’s Sacial Security

Parent's Emplaver If Patient Is Minor / Child

Parents Social Security # If Patient Is Child

Emergency: Who Do We Call? Phone Relationship
Name of Relative or Friend Not Living with You Phone
REFERRAL INFORMATION
WHO recommended you 1o our office? O My Doclor 3 Family / Friend (m]
™ Name Address or Phone

HEALTH INSURANCE INFORMATION

Name of Insurance Company Group Number
Name of Insured (Policy Holder) Policy Number
Insured Birthdate Relationship to insured

ACCIDENT INSURANCE INFORMATION

Name of YOUR Auto Insurance Company

Agenl Name Agent Number
Accident Claim Number

Name of LIABLE Insurance Company Phone Number
Claim Number insured's Name
Attormey Name Phone Number
Employer or Responsible Party Claim #
Contact Person Phone Number

Please provide the receptionist with your driver's license & insurance card to be photocopied for your permanent medical

Weicome to our multi-specialty group practice, olfering family practice & pain management medical care, chiropractic, physical therapy, rehabilitation. massage therapy,
weight loss & nutritional Info. We will stnve to help restore of improve your healih but there are no guarantees or promises of improvemenl or complete recovery Patients are
encouraged Io leave valuabies at home pr with an accampanying lamily member or fiend. This Facility shall not be liable for the ioss of or damage to any personal property
including. bul nol limited to money, credit cards, clathing, jewelry, glasses/contacts, dental devices. hearing aids, furs, dacuments of any other liems

Your signature on this document fully autharizes our staff & doctors to perform any examinations, diagnostic tests E/or treatment as we may consider medically necessary &
fo release all information pertinent to your health, insurance or benefits to any & all applicable paries on your behalf. Our office and staff are commitied to providing al!
patients regardiass of race, color, national ongin, age, sex, disability or redigious or political beliefs quality health care services delivered with dignity and concern HIPAA
requires that we have you read & sign tha federally governad Health Care Privacy Notize  This Notice Is deltailed on page -4- of this document. The Health Care Privacy
Notice will explain when, where and why your canfidantial health information may ba used, stored and/or shared and is a part of this document that is a permanant part of your
medical records which is maintained in this office You may receive a free photocopy of this decument that you have signed Just by asking one of cur staff

Your signature en this document confirms that you have read, understand and agree to comply with all of the temms & conditions of the Health Care Pnvacy Notice and ail
policies, consents, terms & conditions regarding your responsibililies ta this Fazllity and that you grant the physicians, therapists and/or aft staff of this Facility to use and share
your confidential health information with others in order 1o treal you and/or In order to arrange for payment of your bill and/or for issues ihal concem this Facility operations
and responsibilities. Please direct any questions or concems {0 8 member of our stafl. We encourage quastions andfor concerns to avold misunderstandings  Office hours
allow our patients convenience to schedule appointments before & after work as well as during lunch  If you must miss an appoiniment please notify us. H you do not show
up for your scheduled appointment you will be charged $35 00 as a missed appoinimant fes that you must pay before you are seen or treated again (this is for hablual missed
appoiniments). Wa are available to Immediately see new patients the same day or through our 24 hour - 7-day emergency service. As a counesy for you, we may call you on
lhe telephone when an appointment is missed andfor you have not been in for a while. If you do not wish for us to call you or mail you reminder cards please (et us know in
writing for your file

-~ plaase proceed to page 2 —



COMMUNITY HEALTH & REHAR CENTRE 512-835-6077
2013 WFLLS BRANCH PARKWAY, SUITF 103 AtSTINTX 78728 FaX: 512-835-6079

SYMPTOM SURVEY
What is your chief problem or symptoms?
What caused the problem or symptoms to occur?
When did the problem or symptoms begin?

Have you seen another doctor for this problem? o No, If yes, who

What tests/procedures have been performed? oX-Ray o MRI o Surgery o Hospitalization o

Have you had this problem or symptoms in the past? o No, If yes, explain

Have you tried any other treatments for this? o No, If yes, explain o

Is the problem or symptoms getting worse? o No, If yes, explain i

v ALL OF THE ITEMS THAT APPLY TO YOU NOW AND iIN THE PAST:

o Arthritis f Gout o Depression/Anxiety o Pregnancy o High Cholesterol o Headaches

o Eye Pain-Strain o Dizziness o Seizures o Ringing in Ears o Blurred Vision

o Jaw Pain o Hepatitis C o Neck Pain / Spasms o Chronic Fatigue o Heart Disease- Attack
o Gall Stones o Swallowing Difficulty © Thyroid Problems o Chest Pain - SOB o Cancer

o Anemia / Bleeding o Hyperiension o Stroke /CVA/TIA o Kidney Problems o Pancreatitis

a Shoriness of Breath o Irregular Heant Beat o HIV { AIDS o Asthma/Bronchitis o MidiLow Back Pain

o Shoulder/Elbow Pain  Wrist or Hand Pain o Neuropathy o Hip/Knee/Leg Pain o Foot or Ankle Pain

o Stomach / Ulcer Pain © Dizbetes o Groin or Rectal Pain o Female Disorders o Urinary Problems

o Skin Problems c Broken Bones o Digestive Problems o Emphysema/COFD o irregular Bowels

o Other problem(s) not listed

PATIENT & FAMILY HISTORY

[1English [] Spanish []
[ 1 Caucasian [ ] African-Am [ ] Hispanic [ ]

Preferred language (spoken & written)
Race

Ethnicity
What is your occupation? O Full Time O Part Time
What is your employment status? O Working [ Sick Leave O Unemployed  CIRetired
O Temp Disability D) Perm Disability  Last Day of Work
Do you use fobacco? O No OYes Frequency:
Do you consume alcohol? O No CYes Frequency:
Do you have a history of substance abuse? O No OYes Frequency:

Severe accidents or trauma & dates

List all drug / chemical / latex / iodine allergies

List all current and past medications / drugs
Drug Name:

List all physicians you have seen in the pasi 5 years?

Name For What?/Date
Family History
Father e Living Age: o Deceased — Cause of Death

Mother o Living Age: o Deceased — Cause of Death

Brother o Living Age: o Deceased — Cause of Death

Brother o Living Age: o Deceased — Cause of Death

Sister o Living Age: o Deceased — Cause of Death
Sister o Living Age: o Deceased — Cause of Death
o Other

- please proceed to page 2 -



COMMUNITY HEALTH & REHAB CENTRE 512-835-6077
2015 WEILLS BRANCH PARKWAY, SUITE 103 AUSTIN TX 78728 FAX: 512-835-6079

PAIN DRAWING

' Circle location(s) of your symploms on body drawing. Outline using the symbols for the type of sensation

Pain :
Describe your pain {check all that apply) R e
gConstant Cause oy ‘Burning  [IHI1111]
o Intermittent o Traumatic Ache % % X X X X
2 Recurring c  Chronic : e A DN D DT
o Stabbing o Post Surgical
o Dull Ache o Work Related
o Sharp c  Motor Vehicle
n Deep Ache c Unknown
o Throbbing
o Tingling
o While Resting
o Daily
o During Exercise
o Nightly e £ . ]
. € ‘ | _g
Y ' ~
Onset of Pain: :
o Sudden
o Gradual
On a scale of 1 to 10 how would you rate your pain lavel? { 1 = Mild, 10 = Intense)

What if anything gives you relief?

IF YOUR PROBLEM OR SYMPTOMS ARE DUE TO AN ACCIDENT OR INJURY PLEASE COMPLETE BELOW

OAUTO ACCIDENT  Date Time [am][pm] Location
Were You o Driver o Passenger
o Unconscious o Treated in E.R.
o Wearing a Seat Belt oYES oNO

o Transported by Ambulance o YES aNO

Vehicle Damage o Minimal — Moderate o Severe - Totaled
Was the vehicle towed away? oYES oNO

Police Report o None o Yes with Police Dept

Activities o No restrictions o Missed days of work or school
o | felt fine before the accident

OWORK RELATED  Date Time [am) [pm]  Location

Describe injury and how it happened:

Accident Reported to _ on (date)
o No restrictions o Missed days of work or school

o | felt fine before the injury

- please proceed {o page 4 ~



COMMUNITY HEALTH & REHAB CENTRF. 512-835-6077
2013 WrLLS BRANCH PARKWAY, SUITE 103 AUusTINTX 78728 Fax: 512-835-6079

HEALTH CARE PRIVACY NOTICE — INFORMED CONSENT — ASSIGNMENT OF BENEFITS —~ AUTHORIZATION & LIEN ‘

This office is committad 1o providing pallents with quality health care services delivered with dignily, respect and concem. Fuifiliing this commitment requires Lhe effons of the
doctars, therapists, stalt and palient working logether as a team 1o oblsin the maximum resuts  Palier! salisfaction is a vital Interes! (o our slall This Facikty 15 required by
jaw lo abide by the terms cf this Health Care Privacy Natice, Patien! BIll of Righls and Informed Consenl as well as ather applicable federal and state laws gaverning privacy
praciices in health care. Our Facility may change andior medify ine lerms of this Notice al anytime withoul additional nclice o you excep! lo publicly post in aur Facility andfor
make available o patients any updated notces. Phetoccpy of this Notica Is available 1o you upon reques!  The lerm Facility refers to this office o chnic. The term Provider
refers 1o doctors and/or licensed professionals of this Facility. Our Facility & stafl are commitied to meintaining the privacy of your protected healh Information (PHI) PHI is
information atoul you, including demographic information thal may identify you and thal may be related 1o your presenl. fulure and past ghysical or mental healih or condition
anc the care and treaiment you recewve from cur gractice This Notice describes how medical information about you may be used and cisclosed and how you can cbiain
access [o this information. Piease reed this Nohce and direc! queshiens, misunderstandings or concern to the Compllance Officer of this Facility. Our Facility may use &
disclose yaur PHI for health care delivery purposes  Your PHI may be used and/or disclased withoul your written authorization by the doclars and staff of this Facilily for the
purposes of your care and reatment. paying your health care ulls, and to support the operations of this practice. Your doctor and the staff will lake all reasonable measures
{c malntain the confidentiality of your PHI. The Privacy Rule allows you the right lo review and receive copies of your health care records as It relates to your health care  The
request must in writing, allowing your provider 30 days to respond  Your provider may deny your feques! if i will cause harm fo you or to anclher person Your provider may
charge & copy lee. which will be In compliance with State law. Your provider will camply with any reascnabie request io have confidential communicalion by allemative means
of at an afternative location if not doing so endangers you You may request to have an amerdment placed in your record If you disagree wilh anything in your record  This
does not mean thal anylhing will be removed or changed and the provider has the right to respond with a rebuiial stalsment If he/she feels it is necessary You may revcke
authorization, in writing, al any lime excepl in the evenl thal the provider has acted as indicated in the docter's Authorization Notice. You have the right 1o file a written
complaint with our Compliance Officer if you believe that any of your privacy rights have been viclated. You can obiain a complaint form from the Compliance Officer and/or
the Otfice of the Civil Rights All complaints must be filed within 180 days of whan you knew ¢r should have known that the viclation occurred The Privacy Law prohibits our
Faciiity frcm laking any retaliatory actions agains! anyone who files a complaint A moare detalled, updated & comprehensive Health Care Privacy Nolice is available for your
review in this Facility | understand that this Facility, its doctors & sialf are accepting my case based on examination findings & believe the outlined treatment should produce
change and/or improvemeni. However as with any diagnostic test, procedure, axamination or doclor's care, a guarantee of umprovement or comEiete recovery cannol and has
not been mace and il is even possible thal no change will accur,  Our Facility further wants you to understand your Patien) Bill of Rights, options for care and risks cf
treatmenis rendered by us In the practica of medicine, surgery, chiropractic, spinal ¢t joint manipulaticns / adjusiments. podislry, psychological counseling, massage,
physical, occupation, speech 3 respiralory therapy there are scme risks. These risks may include but are nol limited %0 soreness, dizziness, fracumes or Joind injury, disk
Injuries, sirokes, heart-atlacks, ditlocations, sprains-strains, drug Interactions, procedural complications. reaclions ancior ciher injuries which maybe sherl or leng ferm or side
effects which canriot be pre-determined

| d& nel expect the decicr/provider lo be able lo anlicipate and explain all risks andfor complications, and | wish o rely on he doctoriprovider 10 exercise judgmen! during the
course cf the proceture(s) which the dector/provider feels at the time is in my best inlerest.  As our patient yeu can voluntarily stop care or ask guesticns sbout reasonatle
altematives fo Ihe procedures we will recommend including Eut net limited to rest, heme applications of therspy, prescription or over-the-ccunter medicaticns, exercises andior
referral 1o a medicalisurgical specialisi In additicn, because psycho-social, splritual, and cullural values affect a patient's response o care, palients are aliowed ic express
and follow spititual bellefs and cultural practices Ihat do not harm cihers or interfere with the planned course of reatment. Patients have the righi to refuse weaiment, but
must be aware of the probable consequences ol refusing treatment andfer failing to cooperale wilh the prescnbed traatment Should you refuse and/or fail to comply with
prescribed treatment your provider will discuss specific consequences with you  Therefore | give my full consent to the coclor/provider tu render treatment on me or the minor
for whom 1 Bm legally responsible by a heatlh care provider of this Facilly 1, the assignee, being the patient or legal guardian for sald minor listed below, do hereby
inevocably authorize, direct. assign and give a full hen to the office named above and listed balow. hereinafier referred 1o as the “Facility” against any 8 all insurance benefits,
proceeds of any setflement, judgment or verdict which may be paid to the undersigned as a result of the injuries o iliness for which | have been trealed by the Facility |, the
assignee furiher authorizes any and all insurance company, atiorney and any & all third party payer to pay directly to the Faciity all sums of money due them for any & all
services rendered to me or minor by whom [ am responsible far by reason of accident, iiness and by any & a!l reason of any other bills thal are due or may become due, and
to withhold such suma from any health & accidant, workers compensation and or including al! insurance or third party benefits. Assignee agrees that this Facility & statf may
deliver medical records, consultations, depesitions and/or court appeerances which must be paid in full in advance and authorizes this Facility to release any information
pertinent 10 said health care to any insurance company, adjuster, atiomey or legal service bureau lo [acilitate collections under the lerms of this document. Assignee grants
the Facility a ful power of attorney to endorse &/or sign my name on any & all checks for paymenl of any indebtedness owed this office & assignee ‘[Patient inftlals_)

INSURANCE BENEFITS — CREDIT POLICIES — PAYMENT TERMS & CONDITIONS
Il ob . : - e B

[] ani rnay, Ingurance any, lisble or thi I are betwee .

Our Facilty will file initial insurance clalms for you. Secondary claim submission andlor additional tepods or documants sent for your benefit may result in an additional

fling or medical report chargas, which you are rasponsible to pay

Co-pays, deductibles and all non-covered service chargas are due the day the service is rendered

Patients are respansible for charpes on all servica{s) andfor product{s) which may exceed the maximum allowable and/or when a third party and/or insurance carmier

doas not relmburse this Facility enough to meet our cosl of service

4. Allazcount balances, including automobile and work injury claims must be pald In full within 30 days of freatment Palients are fully responsible for all money owed this
office and such payment ls not contingent on any settiement, claim, judgment, or verdict by which they may eventually recover said (ee and it is also regardless of any
attomey liens or pending setilemant(s). I a third party payer fails to pay said balance in full within the 90-day period, the patient must pay the balance inful. Aasignee
is fully responsible for all money owed this Facility for any and afl ireatment, products & services rendered to the patient or minor shown below

5 A service charge is computed by a ‘periodic rate’ of 1% % per month ~ 18% per annum & is addad to all balances owed &0+ days Any balance past due 80 days or

more may be submitied 1o an atiorney andfor agency for legal collection for which the undersigned agrees to ba 100% responsible for all monthly service charges

interest, costs related to but not limitad to all coliection ratated expenses, attorney fees, court & filing fees. Retumed checks. debit & credit charges made payable to this

Facility for insufficient funds, stop payments or ather reasons of non-payment will be assessed a $30 00 charge

A lale lee of $35 0D will be applied to balances that are not paid by the due date

Patients are eligible for 8 maximum $250 personal credit limil when approved. For your convenjence we accept mast major credit & debit cands

[Fatent Inklats: Dats \

-

PATIENT CONSENT & SIGNATURE

By my signature below | acknowledge that | have read or have had tead to me and have received a pholocopy upon my request of this document inzluding the Health Care
Pnvacy Notice, Facility terms & conditions, credit policies and Informed Consent and fully undarstand and have had all of my questions answered 10 my satisfaction A
photocopy of this document shall be considered as efiective and valid as an origina’ | have made my decision voluntarity and fraely to submit for healthcare services in this
facility

Print Name of Patient
x - -
Signature of Patient (if minor, parent or legal guardian must sign} Date

REV 8/19/2013



COMMUNITY HEALTH AND REHABILITATION CENTRE (512) 835-6G77
2013 WELLS BRANCIH PRWY, 511103, AUSTIN, TEXAS 78728 Fax: (512)835-6079

HEALTH CARE PRIVACY NOTICE

Community Health and Rehabilitation Centre Mark C. Lesko, DC, Compliance Officer

Our staff is committed to maintaining the privacy of your protected health information known as (PHI). PHI is
information about you, including demographic information, that may identify you and that may relate to your
present, future and past physical or mental health or condition and the care and treatment you receive from our
practice. This Notice describes how medical information about you may be used and disclosed and how you
can obtain access to this information. Please read this Notice and ask any questions, misunderstanding or
concern to the Compliance Officer of this office.

This office is required by iaw to abide by the terms of this Health Care Privacy Notice as well as all other
applicable federal and state laws governing privacy practices in health care. Our office may change and/or
modify the terms of this Notice at anytime without additional notice to you except to publically post in our office
and/or make available to patients any updated notices. Photocopy of this Notice is available to you upon
request.

USE & DISCLOSURE OF PHI

Our office may use & disclose your PHI for health care delivery purposes. Your PHI may be used by doctors
and staff of this office for the purposes of your care and treatment; paying your health care bills; and to support
the operations of this practice. Your doctor and the staff will take all reasonable measures to maintain the
confidentiality of your PHI. Following is a list situations in which your PHI can be disclosed without your written
authorization.

Business Associate: Your PHI may be used or disclosed to a business associate, from whom we have
obtained assurances that they will safeguard your PHI and use it only for the purposes for which it was
intended.

Emergency Situations: In an emergency situation, where written acknowledgment from you is not practical
until after the emergency situation has ended.

Employee Limitations: Your PHI will be limited to the members of the clinic and its workforce who may need
access for treatment, payment or health care operations

Health Care Operations: For certain administrative, financial, legal, and quality control activities that are
necessary to run its business and support the core functions of treatment and payment.

Legal Proceeding: If requested by judicial or administrative proceedings, court order, subpoena or law
enforcement purposes.

Minimum Necessary Standard: The disclosure of and requests for your PH! will be the minimum required to
accomplish the intended purpose.

Payment: The provider may disclose your PHI to third party and/or other party(ies) to obtain reimbursements
and/or payments for your health care services.

Personal Representative: Your PHI may be disclosed to a person who is authorized by state law to act on
your behalf in making your health care decisions

Public Health Purposes: Your PHI may be disclosed to legally authorized public health authorities for the
purpose of the prevention, control, investigations, intervention, and reporting of disease, injury, disability and
vital events such as births or deaths. Your PHI may be disclosed for public health activities such as child
abuse, neglect, safety and effectiveness of a product regulated by the FDA, and persons at risk of contracting
and spreading disease.



COMMUNITY HEALTH AND REHABILITATION CENTRE (512) 835-6077
2013 WHi LS Bravicd PRwy, STE. 103, Austiv, TEXA: 78728 Fax: (512) 835-6079
Research Purposes: Your PHI may be disclosed for research purposes either with your written permission or
without any identifying characteristics.

- Continued on Nexi Page -
Health Care Privacy Nolice - Page 2

Treatment: For the coordination or management of your health care services, your health care provider may
consult with another health care provider, a third party, or for the referral to another health care provider.

Worker's Compensation: State laws may permit disclosure of your PHI to comply with worker's
compensation laws without your authorization and no minimum necessary standard is required.

Miscellaneous: We may use or disclose your PHI in the normal course of operations, notifying you of
appointments, services, and clinic news.

The Privacy Rule allows you the right to review and receive copies of your records as it relates to your health
care. The request must be in writing, allowing your doctor 30 days to respond. Your provider may deny your
request if it will cause harm to you or to another person. Your doctor may charge a copy fee, which will not
exceed the amount permitted by State Law

The Privacy Rule allows you the right to request that the disclosure of your PH! have restrictions on how your
doctor will use your PHI regarding treatment, payment and health care operations. Your doctor may not agree
to your restrictions, but would be bound by any restrictions you agree upon.

Your doctor must comply with any reasonable request to have confidential communication by alternative
means or at an alternative location if not doing so endangers you.

You may request to have an amendment placed in your record if you disagree with anything in your record.
This does not mean that anything will be removed or changed and the doctor has the right to respond with a
rebuttal statement if he/she feels it is necessary.

You have a right {o receive your doctor's Notice of Privacy Practices.

You may revoke authorization, in writing, at any time, except in the event that the doctor has acted as indicated
in the doctor's Authorization Notice.

You have the right to file a written complaint with our Compliance Officer if you believe that any of your privacy
rights have been violated. You can obtain a complaint form from the Compliance Officer, and it must be filed
within 180 days of when you knew or should have known that the violation occurred. You may also contact a
written complaint, either on paper or electronically with the Office of Civil Rights (OCR). The Privacy law
prohibits our office from taking any retaliatory actions against anyone who files a complaint.

N {patient's name) acknowledge that | have read and was given a
copy of the Notice of Privacy Practices for the Community Health and Rehabilitation Centre and fully
understand the same and have all my questions answered {o my satisfaction.

Patient's Signature " Date

Signature of Compliance Officer Date



Community Health & Rehab Centre
Office Guidelines

1. Communication is an important aspect to a patient’s recovery! We welcome your suggestions
and input. All patients should feel frec to ask questions. Please direct complaints, questions, and
concerns directly to Dr. Mark Lesko or Dr. Scott Cartwright.

2. We have a “No Cell Phone Zone™ in the treatment areas. Patients may use their cell phone in
waiting areas.

3. All insurance guestions can be directed 1o Diane. Patients who carry health insurance should
remember that professional services are rendered and charged to the patient and not to the
insurance company. As a courtesy to you we will verify and bill your insurance for you, you are
responsible for what insurance does not pay. Any deductibles or co-pays will be due at the time
that services are rendered. Our facility & staff are not responsible for what a third party payer
and/or represenlative may tell us.

4. Your insurance is a contract between you and your insurance company. We will not get
involved in disputes between you and your insurance company regarding deductibles, co-
payments, secondary insurance.*‘usual and customary” charges, etc., other than to supply factual
information as necessary.

SPECIAL NOTE: There are only so many time slots for patients through out the day so “Missed/
No Show * appointments do not only effect your care but also the care of other patients.

Read below for our “NO SHOW / MISSED APPOINTMENT POLICY.” When necessary this
policy will be enforced. We always hope to avoid the use of it. However, if there is a habitual
No Show / Missed Appointment we will have no choice but to enforced it.

NO SHOW /MISSED APPOINTMENT POLICY:

* All patients will make their scheduled appointments. 1f they cannot make the appointment they
will call 24 HOURS ahead of scheduled appointment and re-schedule.

* 2 No Shows or 3 cancellations will result in possible Discharge. This is a lack of compliance
with your treatment plan. You cannot get well if you do not receive treatment. We can not be
responsible for your treatment if you do not follow our recommendations.

* As of September 1, 2010 there will be a No Show charge of $35.00, if you do not call to cancel
appointment within 24 hours of your scheduled appointment. There are limited appointment time
slots available especially for the Physical Therapist to see patients. No Shows effect other
patients ability 1o schedule with us.

I have read, understand and receive a copy of the above information.

Y e
¥ Y

'laa_tient A Date




