PARAGCON

Health Partners
PAIN - OBESITY - ADDICTION

Patient Name: Date:

If you have an open Work Comp or Car Accident Please stop here and inform front Desk. We cannot file on your Medical Insurance

Were you referred to our clinic by another physician? If so, whom?

% If not, how did you hear about us? d PRMC Q1 Other U Family Q Friend O PCP

U Facebook O Instagram [ Other Website

Pain Description

Where is your worst area of pain located?

Does this pain radiate? U Yes U No. If so, where?

Please list any additional areas of pain:

Approximately when did this pain begin?

What caused your current pain episode?

How did your current pain episode begin? U Gradually U Suddenly

Since your pain began, how has it changed? U Decreased U Increased U Stayed the same

Use the pain scale described below to rate your pain for the guestions below:

0 — Pain-free

1 —Very minor annoyance, occasional minor twinges 0 < ' T T T ? ? ? > 1 0
2 — Minor annoyance, occasional strong twinges
3 — Annoying enough to be distracting

4 — Can be ignored if you are really involved in your work/task, but still distracting

5 — Cannot be ignored for more than 30 minutes

6 — Cannot be ignored for any length of time, but you can still go to work and participate in social activities

7 — Makes it difficult to concentrate, interferes with sleep, but you can still function with effort

8 — Physical activity is severely limited. You can read and talk with effort. Nausea and dizziness caused by pain.
9 — Unable to speak, crying out or moaning uncontrollably, near delirium

10 — Unconscious, pain makes you pass out

What number on the pain scale (0-10) best describes your pain right now?
" What number on the pain scale (0-10) best describes your worst pain?
What number on the pain scale (0-10) best describes your least pain?

What number on the pain scale (0-10) best describes your average pain over the last month?
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wRAGo, New Patient Demographic Information

[0  Driver's License or State Issued Photo ID.
O  Photocopy of the front and back of your insurance card.

)

)
g |
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7h ot

What is the reason for your visit today?

Patient Information

Name (First, Middle, Last) Birth Date Age Social Security # Birth Gender
oM OF
Mailing Address Apt # City, State ZIP
Email Address Primary Phone [JHome | oka
y to leave
D Cell message? [:] ves D No
Employer (or parent/guardian employer if patientis a minor) Work Phone

Primary Care Provider (where you go for your routine medical care)

D None

Preferred Name/Pronoun . . . .
O] Black or African American ] Asian OJ White

Race [7] Native Hawaiian or Other Pacific Islander 7] Other
Ethnicity 7] HispanicorLatino [] Not Hispanic or Latino [[] American Indian/Alaska Native [ Prefer notto answer

Emergency Contact

Contact Name Phone Number Relationship to Patient

Guarantor/Responsible Party (person responsible for payment)

Legal Name of Responsible Party (First, Middle, Last) Social Security # Date of Birth

|
Preferred Pharmacy I understand | am only allowed to use ONE pharmacy by Paragon [ Yes []No
Pharmacy Name Pharmacy Location

Medical Insurance (please present your ID and insurance card to the receptionist)

PRIMARY Insurance Company Name Policy Number/Member 1D Group Number
Insured Name Insured Date of Birth Patient Relationship to Insured
O Self | Spouse = Dependent
Insurance Company Address (usually on back of insurance card) Phone
SECONDARY Insurance Company Name Policy Number/Member ID  [Group Number
Insured Name Insured Date of Birth Patient Relationship to insured
O Self [] Spouse [] Dependent

Insurance Address Phone

PATIENT SIGNATURE: X DATE:




Patient Agreements and Authorizations

CONSENT FOR TREATMENT

| Hereby consent to the treatment provider by providers at Paragon Health Partners and its employees or designees. |
authorize the mental and physical health care services deemed necessary or advisable by my caregivers to address my
needs.

CONSENT FOR MEDICATION HISTORY.

| authorize Paragon Health Partner and its employees or designee to access my medication history via PMP portal and
from participating pharmacies that Paragon Health Partners request medication history.

AUTHORIZATION FOR RELEASE OF PERSONAL HEALTH INFORMATION

| authorize use and disclosure of my personal health information for the purposes of diagnosing or providing treatment
to me, obtaining payment for my care, or the purposes of conducting the healthcare operations of Paragon Health
Partners. | authorize Paragon Health Partners to release any information required in the process of applications for
financial coverage for the services rendered. This authorization provides that Paragon Health Partners may release
objective clinical information related to my diagnosis and treatment, which may be requested, by my insurance or its
designated agent.

ASSIGNMENT OF INSURANCE BENEFITS/PAYMENT GURANTEE/COLLECTION FEE

| authorize payment to be made directly to Paragon Health Partners, Paragon Pain & Rehabilitation, LLP for insurance
benefits payable to me. | understand that | am financially responsible for Paragon Health Partners, Paragon Pain &
Rehabilitation, LLP for any non-covered services, as defined by my insurer. | understand that if my account balance
becomes overdue it may be referred to collection agency.

PRIVACY POLICY

| acknowledge having received Paragon Health Partners, Paragon Pain & Rehabilitation’s “Notice of Privacy Practices”.
My rights including the right to see a copy of my medical record, to limit disclosure of my health information, and to
request an amendment to my record, is explained in the Policy. | understand that | may revoke in writing my consent for
release of my health care information, except to the extent Paragon Health Partners has already made disclosures with
my prior consent.

DISCLAIMER: By typing your name above, you are signing this application electronically. You agree that your electronic
signature is the legal equivalent of your manual signature on this application.



Patient Name PA FileAalt(r-?FSBW!}! Date

FINANCIAL AGREEMENT & OFFICE BILLING / INSURANCE POLICIES

1. l understand that professional services are rendered and charged to the patient and not to the insurance company. Not
all issues/conditions/problems which are the focus of psychotherapy or an evaluation are reimbursed by
insurance companies. It is my responsibility to verify the specifics of my coverage. | am responsible for payment for
any services or charges not covered by my insurance. | understand that this office does not assume responsibility for
claim denials, claim disputes, or for insurance payment of my account.

2. | agree to pay all deductibles, co-payments, and/or co-insurance amounts not paid by my insurance(s). These will
be paid at the time services are rendered, unless other arrangements have been made. Under no circumstances does
this office accept liens as payment on an account.

3. lunderstand that if my insurance(s) require a referral from my primary care physician, Norberto Vargas, M.D or JP
Benavides, D.O. at Paragon Pain & Rehabilitation, LLP. must have verification of the referral prior to my first
appointment. | will bring my insurance information or insurance card(s) to my first appointment so that the office can
properly identify my program(s).

4. | authorize the release of information concerning my treatment or the treatment of my dependent(s) to my insurance
company(s), including that an insurance company representative may review the clinical record.

5. I authorize direct payment by my insurance company(s) to Paragon Pain & Rehabilitation, LLP.

6. | accept ultimate responsibility for payment for the services that | or my dependent(s) receive, whether or not my
insurance(s) cover these services. This includes, but is not limited to fees for: clinical services or treatment, failed
appointments and/or appointments not cancelled with 24 hours notice, report/letter writing, time spent in court or talking
with attorneys on my behalf or the behalf of my dependent(s), telephone conversations longer than 5 minutes, site
visits, reading records, longer sessions, travel time, etc.

7. | am aware of Paragon Health Partners office policy requiring 48 hours notice to cancel an appointment. |
understand that | may notify the office staff or the answering service of my intention to cancel an
appointment. | further acknowledge that | will be charged $50.00 for any New Evaluation, procedures, testing,
injections appointments and $10.00 for Follow Up Appointment which | or my dependent(s) fail to keep without
providing 48 hours notice.

My signature below signifies that | have read, understood, and agree to the above terms of the office policies,
this financial agreement and office billing/insurance policies.

Patient Name (Printed)

Responsible Party (Printed) (If patient is a minor or dependent adult)

Signature of Responsible Party Date

Paragon Health Partners
2895 Lewis Lane Paris, TX 75460
Phone: 972-203-3600 Fax: 972-203-3601
www.paragonphp.com



PARAGON

Health Partners

PAIN - QBESITY - ADDICTION

Cancellation/Late Policy Form

Payment Policy

All Co-payments and any past due balances are due at the time of visit. If you receive a
bill and would like to make payment. Our website has a online payment option. Simply go
to website at www.paragonphp.com and in the upper right click online payment and follow
steps.

Cancellation Policy

As our practice continues to grow, we have updated our cancellation policy to better serve
our patients. Your appointment time is reserved especially for you. Please call 972-203-
3600 at least 48 hours before your scheduled appointment if you will be unable to keep
your appointment. This allows our practice to offer that appointment to another patient
who needs medical care. Conversely, the situation may arise when another patient fails to
cancel and we are unable to schedule you for a visit, due to seemingly "full" calendar for
the day. If you do not cancel your appointment at least 48 hours in advance, you will be
charged a no-show or late cancellation fee. This fee is not covered by insurance.
Payment will be required before another appointment is scheduled

We understand that life gets busy. However, a pattern of missed appointments without
proper notice does not show mutual consideration. Patients who fail to provide advanced
cancellation for three appointments in the span of one year may be subject to dismissal
from the practice.

Late Arrival Policy

We know that delays can happen when you are trying to get to your appointment.
However, we must try to keep the other patients and doctors on time. If you arrive 15
minutes past your scheduled time, we may have to reschedule your appointment.

Fee Amounts:
$50.00 Fee- New Evaluation, Procedure, Injection, EMG/NCV
$10.00 Fee- Follow Up Appointment.

| have read and acknowledged your payment, cancellation, and late policies.

Patient Signature: Date:



http://www.paragonphp.com/

HIPAA NOTICE OF PRIVACY PRACTICES

Paragon Pain Rehabilitation LLP (“Paragon”) is committed to maintaining the privacy of your health information. We understand that health information about you is
personal. We are required by law to maintain and protect health information about you. We are required by federal law to provide you with this Notice of Privacy Practices
(“Notice”) that describes how health information that we maintain about you may be used or disclosed. We also describe your rights and certain obligations we have
regarding the use and disclosure of health information.

This Notice describes how medical information may be used and disclosed and how you can get access to this information. Please review it carefully.

Uses and Disclosures of Your Health Information
We are permitted to use and disclose your health information under a variety of circumstances. Some of the reasons that we may use or disclose your information include:

o For Treatment: We may use and disclose health information about you to provide you with medical treatment or services. For example, your doctor might use your
name, age, possible diagnosis, and other information required to obtain laboratory testing.

e For Payment: We can use and disclose your health information to bill and get payment from you, your health insurers or other entities. For example, we may need
to give your health plan information about your visit so that they will pay us or reimburse you.

e For Health Care Operations: We may use and disclose your health information for our operations. For example, we may need to use your information when in the
course of quality assurance or utilization review activities. We may also combine medical information about our patients to decide what services we should offer or
to see where we can make improvements..

o Use or Disclosure Required By Law. We may use or disclose your health information to the extent such use or disclosure is required by law.

e Health Agency Oversight Activities. We may disclose your health information to governmental, licensing, auditing and accrediting agencies for health oversight
activities.

o Law Enforcement. We may disclose your health information for law enforcement purposes.

e To Avert a Serious Threat to Health or Safety. We may use or disclose your health information when necessary to prevent a serious threat to health or safety of a
person.

e Public Health Risks: We may disclose health information about you for public health activities.

o Workers’ Compensation. We may disclose your health information to covered entities that are government programs providing public benefits and for workers’
compensation.

To Respond to Lawsuits and Legal Actions: We may disclose your health information in response to a court or administrative order, or in response to a subpoena.
Business Associates: We may disclose your health information with third-party vendors that provide services on our behalf, which are referred to as “Business
Associates.”

e Individuals Involved in Your Care or Payment for Your Care: We may use or disclose health care information to a family member or friend involved in your care or
payment for your care.

e Marketing and Sale of Health Information: We must obtain your written authorization prior to most uses of your health information for any marketing purposes or
disclosures that constitute a sale of your health information.

e Appointment Reminders and Communications. We may use and disclose your health information and the contact information you provide us with to contact you
with appointment reminders or other health-related communications, including via email, text message or telephone or mail. While email or text messages may not
be encrypted or secure and could be intercepted in transit, we will assume you understand these risks if you provide us with your mobile telephone number or email
address and that you consent to us communicating with you in this manner.

Other Uses of Your Health Information

Other uses and disclosures of health information not covered by this Notice or the laws that apply to us will be made only with your written permission. Your written, signed
authorization is required before Paragon may use or disclose health information containing psychotherapy notes, if Paragon intends to use your health information for
marketing purposes, or for the sale of your health information. You may revoke this permission for any of those purposes requiring authorization, in writing, at any time. If
you revoke your permission, we will no longer use or disclose health information about you for the reasons covered by your written authorization. You understand that we
are unable to take back any disclosures we have already made with your permission, and that we are required to retain our records of the care that we provided to you.



Your Rights
You have the following rights regarding health information we maintain about you:

Right to Inspect and Copy: You have the right to inspect and obtain a copy of your health information maintained in a designated record set. We may charge a
reasonable, cost-based fee. We may require you to submit your request in writing.

Right to an Accounting of Disclosures: You have the right to request an “accounting of disclosures.” This is a list of the disclosures we made of health information
about you other than our own uses for treatment, payment and health care operations, as those functions are described above. We will provide you one accounting
of disclosures each year free of charge but will charge a reasonable, cost-based fee if you ask for another one within twelve (12) months. We may require you to
submit your request in writing.

Right to Amend: If you feel the health information we have about you is incorrect or incomplete, you may ask us to amend the information. You have the right to
request an amendment for as long as the information is kept by or for our organization. We may require that you submit a request in writing and provide a reason
to support the requested amendment.

Right to Request Restrictions: You have the right to request a restriction or limitation on the health information we use or disclose about you for treatment, payment
or health care operations. You also have the right to request a limit on the health information we disclose about you to someone who is involved in your care or the
payment for your care. We may require you to submit such a request in writing. Because any restrictions of your information may hinder the quality of care provided
by our facility, according to the law, we reserve the right to deny such request. However, we must agree to the request for a restriction if the request involves a
disclosure about your health information to a health plan (1) when the disclosure regards carrying out payment or health care operations (and is not otherwise
required by law), and (2) the health information solely pertains to health care that you, or a person other than a health plan, has paid to Paragon in full.

Right to Request Confidential Communications: You have the right to request that we communicate your health information with you in a certain way or at a certain
location. For example, you can ask that we only contact you at work or by mail.

Right to be Notified of a Breach. You have the right to be notified if there is any impermissible use or disclosure of your health information that compromises the
privacy or security of your health information.

Right to a Paper Copy of This Notice: You have the right to a paper copy of this Notice. You may ask us to give you a copy of this Notice at any time.

Changes to this Notice.

We are required to abide by the current version of this Notice, and we reserve the right to change this Notice. The revised or changed Notice will be effective for health
information we already have about you as well as any information we receive in the future. The new notice will be available upon request, in our office and on our website.
Complaints

If you believe that we may have violated your privacy rights, or you disagree with a decision about your health information, you may file a complaint with us by contacting
the Privacy Officer at the address listed below or with the Secretary of the Department of Health and Human Services. You will not face retaliation for filing a complaint.

Privacy Officer

For further information, please contact our Privacy Officer, Karen McNerney at:

[PO Box 1200 Colleyville, TX 76034]

Effective Date: June 15, 2022

4881-1519-2356.2



PATIENT’S ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

| acknowledge that | have received a copy of Paragon’s Notice of Privacy Practices. The Notice of Privacy Practices provides information about how Paragon may use and
disclose your health information. | understand that the Notice is subject to change.

Name of Individual (Printed) Signature of Individual

Signature of Personal Representative Relationship (e.g., Attorney-In-Fact, Guardian, Parent if a
a minor)

Date Signed / /

4881-1519-2356.2
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PARAGON PAIN REHABILITATION, LLP

AUTHORIZATION FOR RELEASE OF HEALTH INFORMATION

Patient’s name: Prior Name, if any:
Address: Phone Number:
City: State: Zip Code: DOB:

RECEIVING PARTY: | hereby authorize Paragon Pain Rehabilitation, LLP (“Paragon”) to release my health
information, including copies of my medical records, to the following person or entity:

Name of Person or Entity Telephone No
Street City State Zip
PURPOSE OF RELEASE:
O Medical Care O Legal O Insurance O Personal Copy O Leaving Paragon*

O Other

TYPE OF INFORMATION TO BE RELEASED (Please indicate | SPECIFIC INFORMATION TO BE RELEASED (Please

by checking applicable box): confirm release by initialing below):

O Complete medical record HIV/AIDS/STD test results/information

(Please specify dates of service): Genetic testing information
Alcohol/Drug Abuse

O Partial Medical record
(Please specify which records):

Behavioral/Mental Health Information

O Billing Records
O Other

1. EXPIRATION OF AUTHORIZATION: | understand that this Authorization is valid for three
(3) years from the date I sign this authorization and will expire at that time unless another
expiration date/event is written here:

2. SPECIAL INFORMATION: This authorization may include disclosure of information relating
to DRUG, ALCOHOL and SUBSTANCE ABUSE, MENTAL HEALTH INFORMATION, except
psychotherapy notes, CONFIDENTIAL HIV/AIDS-RELATED INFORMATION, and GENETIC
INFORMATION only if | place my initials on the appropriate lines above. In the event the
health information described above includes any of these types of information, and |
initial the corresponding lines in the box above, | specifically authorize release of such
information to the person or entity indicated herein.

4862-5764-8164.3




3. RIGHT TO REVOKE AUTHORIZATION: | understand that | have the right to revoke this
authorization at any time by giving written notification to Paragon at
info@paragonphp.com. | understand that the revocation will not have any effect on
actions taken by Paragon in reliance on this authorization before it receives my written
notice of revocation. | also understand that the revocation will not apply to any health
information that has already been released in response to this authorization. Once
Paragon has released my health information to a recipient, the recipient may re-disclose
my health information to third parties.

4. RIGHT TO REFUSE TO SIGN AUTHORIZATION: | understand that | may refuse to sign this
authorization. | understand that my refusal will not affect my ability to receive treatment
at Paragon and that Paragon may not condition treatment, payment, enrollment or
eligibility benefits on whether or not | sign the authorization.

5. RIGHT TO COPY OF AUTHORIZATION: | understand that | have a right to a signed copy of
this authorization.

By signing below, | understand the potential that medical records and information disclosed
pursuant to this authorization in whatever form and/or means provided may be subject to re-
disclosure by the recipient and will no longer be subject to protections under the federal privacy
laws and regulations. | hereby release Paragon and its agents and employees from any and all
liabilities, responsibilities, damages, and claims which might arise from the release, receipt,
and/or re-disclosure of these medical records and the information included | have authorized
above.

Signature of Patient (or Patient’s representative) Date

Printed Name If Representative, Basis for Authority

If the patient is minor, the minor individual’s signature is also required for the release of certain
types of information, including for example, the release of information related to certain types
of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and
mental health treatment.

Signature of Minor (if applicable):
Date:

4862-5764-8164.3



Use this diagram to draw the location of your pain and check all of the following that describe your pain.

U Aching

U Cramping
U Dull

U Hot/Burning

U Numbness

U Shock-like

O Shooting

U Spasming

U Squeezing

U Stabbing/Sharp

U Throbbing
U Tingling/Pins & Needles
U Tiring/Exhausting

{ Pain Frequency

What word best describes the frequency of your pain? U Constant U Intermittent

When is your pain at its worst? [ Mornings U Duringtheday U Evenings U Middle of the night

Mark all of the following activities that are adversely/negatively affected by your pain

U Enjoyment of Life U Normal Work U Sleep
U General Activity U Recreational Activities O Walking
U Mood U Relationships with People U Other:

U My goal is to resume normal activities

In the past three months have you developed any new:

U Balance Problems U Bladder incontinence [ Bowel incontinence O Chills
U Difficulty Walking U Fevers U Nausea U Vomiting
U Numbness/Tingling — Where? U Weakness — Where?

U 1 HAVE NOT RECENTLY DEVELOPED ANY OF THE ABOVE CONDITIONS

What makes the pain worse?

What makes the pain better?

Paragon Health Partner
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Diagnostic Tests and Imaging

ist the ost recent  test(s) you have had that are related to your current pain complaints:

U MRI of the Date: Facility:
U X-ray of the Date: Facility:
U CT scan of the Date: Facility:
U EMG/NCV study of the Date: Facility:
U Ultrasound of the Date: Facility:

Q Other diagnostic testing:

U 1 HAVE NOT HAD ANY DIAGNOSTIC TESTS PERFORMED FOR MY CURRENT PAIN COMPLAINTS

Pain Treatment History

Mark all of the following pain treatments you have undergone prior to today’s visit:

U Physical Therapy U Psychological Therapy U Podiatrist Treatment
U Chiropractic

U Epidural Steroid Injection — (circle proper levels) Cervical / Thoracic / Lumbar

U Joint Injection — Joint(s)

U Medial Branch Blocks or Facet Injections — (circle proper levels) Cervical / Thoracic / Lumbar

U Pain Pump

U Radiofrequency Ablation — (circle proper levels) Cervical / Thoracic / Lumbar
U Spinal Column Stimulator — (circle one) Trial Only / Permanent Implant

U Spine Surgery

U Trigger Point Injection

U Vertebroplasty / Kyphoplasty — Level(s)

QO Other:
U 1 HAVE NOT HAD ANY PRIOR TREATMENTS FOR MY CURRENT PAIN COMPLAINTS

Please list ALL of the medications you are taking, Pain meds listed first. Attach an additional sheet if necessary.

Medication Name Dose Frequency [Medication Name Dose Frequency

3|Pdg€ Paragon Health Partners



Please list ALL pain medications you have taken in the past and are now not taking.

Past Medical History

Mark the following conditions/diseases that you have been treated for in the past:

General Medical

U Cancer — Type

U Diabetes — Type
U HIV / AIDS

Head/Eyes/Ears/Nose/Throat
U Glaucoma

U Headaches

U Head Injury

U Hyperthyroidism

U Hypothyroidism

U Migraines

Cardiovascular / Hematologic
U Anemia

U Bleeding Disorders

U Coronary Artery Disease
U Heart Attack

U High Blood Pressure

U High Cholesterol

O Mitral Valve Prolapse

O Murmur

U Pacemaker/Defibrillator
U Phlebitis

U Poor Circulation

U Stroke

Respiratory
U Asthma

U Bronchitis

U Emphysema / COPD
U Pneumonia

U Tuberculosis

U Exposure to mold

4 | Page

Gastrointestinal

U Bowel Incontinence/IBS
U Acid Reflux (GERD)

U Gastrointestinal Bleeding
U Constipation

Musculoskeletal

U Amputation

U Bursitis

U Carpal Tunnel Syndrome

U Chronic Low Back Pain

U Chronic Neck Pain

U Chronic Joint Pain

U Fibromyalgia

U Joint Injury

U Osteoarthritis

U Osteoporosis

U Phantom Limb Pain

U Rheumatoid arthritis

U Tennis Elbow

U Vertebral Compression
fracture

Genitourinary/Nephrology
U Bladder Infection(s)

U Dialysis

U Kidney Infection(s)

U Kidney Stones

U Urinary Incontinence

Paragon Health Partners

Hepatic

U Hepatitis A

(active / inactive / unsure)
U Hepatitis B

(active / inactive / unsure)
U Hepatitis C

(active / inactive / unsure)

Neuropsychological

U Alcohol Abuse

U Alzheimer Disease

U Bipolar Disorder

U Depression

U Epilepsy

U Prescription Drug Abuse

U Multiple Sclerosis

U Paralysis

U Peripheral Neuropathy

U Schizophrenia

U Seizures

U Complex Regional Pain
Syndroe

U Other Diagnosed Conditions




Past Surgical History

Please indicate any surgical procedures you have had done in the past, including the date, type, and any

pertinent details.

U I HAVE NEVER HAD ANY SURGICAL PROCEDURES DONE

Family History

Mark all appropriate diagnoses as they pertain to your biological MOTHER AND FATHER only. .
&
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Mother
Father
Other medical problems:
U IHAVE NO SIGNIFICANT FAMILY MEDICAL HISTORY O 1 AM ADOPTED (No Medical History Available)

Social History

Are you capable of becoming pregnant? dYes UNo If so, are you currently pregnant? U Yes UNo

Highest level of education obtained: U Grammar school U High school U College U Post-graduate

Are you currently working? [ yes O No What is/was your occupation?

QO Denies alcohol use W Current alcohol use  How much?
Q History of alcohol abuse

Alcohol Use:

Tobacco Use U Denies tobacco use  Q Current tobacco use How much?
UFormer tobacco user

[llicit Drug Use: U Denies any lllicit drug use [ Currently using Illicit drugs
U History of illicit drug use

Which?

Have you ever abused narcotic or prescription medications? U Yes U No; If So, which
Are you currently in remission for alcohol or any other addictions U Yes U No U not applicable

Paragon Health Partners
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Did anything specific happen to cause the pain? Yes No
If yes, please Describe:

Is the injury or pain the result of a work-related injury? Yes No
Date of Injury? Have you reported it to your employer?  Yes No
Is the injury or pain motor vehicle related? Yes No

Date of Injury?

Is there a lawsuit (pending or considered)? Yes No
Do you have a history of sexual abuse? Yes No
Do you have a history of physical abuse? Yes No
Do you have a history of emotional abuse? Yes No
If yes to any please describe:

Please check if you are allergicto W lodine or U Tape
Are you allergic to latex? UYes No

Anesthesia History

Have you ever had anesthesia (sedation for a surgical procedure)? U Yes UNo
If so, have you ever had any adverse reaction to anesthesia? [ Yes WNo
Which type of anesthesia did you react adversely to? Please check all that apply.
U Local anesthesia W Epidural [ General anesthesia [ IV Sedation

What was the reaction?

Do you have a family history of adverse reactions to anesthesia? If so, to which of the following?
U Local anesthesia U Epidural [ General anesthesia U IV Sedation

Do you have any known drug allergies? Oves  Allergic Reaction Type (What Happens?)

If so, please list all medications you are allergic to: UNo
Medication Name

Goals of Treatment

Please explain your goals of treatment

If on opioids, please explain how they help you, what they allow you to do if you were not taking them
otherwise

6|P'dg0 Paragon Health Partners
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Review of Systems

Mark the following symptoms that you currently suffer from. Note: Diagnosed conditions/diseases should be
noted under Past Medical History, above.

Constitutional: [ Weakness U Fatigue U Weight gain 1 Weight loss O Fever U Chills U Night sweats
Eyes: U Recent visual changes U Eye glasses/contact lenses U Double vision

Ears/Nose/Throat: (1 Dental Problems U Ear aches U Hearing probles [ Nosebleeds
U Recurrent sore throats U Ringing in the ears U Sinus problems

Cardiovascular: [ Chest pain U Irregular heartbeat 0 Murmur U Rapid heartbeat [ Blood clots
U Swollen extremities O Palpitations O Fainting

Respiratory: U Cough [ Shortness of Breath on Exertion/Effort 1 Wheezing U Shortness of breath at rest

Gastrointestinal: (1 Acid reflux 1 Abdominal cramps U Constipation U Diarrhea 1 Vomiting
U Coffee ground appearance in vomit U Dark and tarry tools

Genitourinary/Nephrology: [ Blood in Urine U Decreased urine flow/Frequency/Volume U Flank pain
U Erectile dysfunction U painful urination U Incontinence

Integumentary/Skin: [ Change in skin color O Rashes U Puritis U Dry skin

Musculoskeletal U Joint swelling U Back pain U Muscle spasms O Joint pain ~ Neck pain
U Pelvic pain U Joint stiffness

Psychiatric: ] Depressed mood U Anxiety U Stress U Suicidal Thoughts

Endocrine: [ Heat Intolerance U Cold Intolerance U Hair changes [ Excessive thirst

Neurological: U Dizziness U Seizures U Headaches U Numbness/tingling U Memory loss
U Difficulty with speech U Uncoordination [ Difficulty walking

Hematologic/Lymphatic: [ Easy bruising U Easy bleeding U Impaired wound healing 1 Lymphadenopathy

Allergic/Immunologic: U Recurrent infection U Hives U Swelling O Itching eyes or nose

7|Pagc Paragon Health Partners




Paragon Health Partners

2895 Lewis Lane Paris, TX 75460
Phone:972-203-3600 Fax: 972-203-3601

INFORMED CONSENT AND PAIN MEDICINE AGREEMENT
AS REQUIRED BY THE TEXAS MEDICAL BOARD
REFERENCE: TEXAS ADMINISTRATIVE CODE, TITLE 22, PART 9, CHAPTER 170

5th Edition: Developed by the Texas Pain Society, January 2021 (www.texaspain.org)

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 (medication) therapy to be used, so that you may make
an informed decision whether to take the drug(s) 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. It is
essential for the trust and confidence required for a proper patient-physician relationship and is intended to
inform you of your physician’s expectations that are necessary for patient compliance. For the purpose of this
agreement the use of the word “physician” is defined to include not only your physician but also your
physician’s authorized associates, physician assistants, nurse practitioners, technical assistants, nurses, staff, and
other health care providers as might be necessary or advisable to treat your condition.

CONSENT TO TREATMENT AND/OR DRUG THERAPY: I voluntarily request my physician (name at
bottom of agreement) to treat my condition of chronic pain, which is a state of pain that persists beyond the
usual course of an acute disease or healing of an injury. 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 a
part of the treatment of my chronic pain.

It has been explained to me that these medication(s) include opioid/narcotic drug(s). I have discussed with my
Pain Medicine Physician the risks and benefits of the use of controlled substances for the treatment of chronic
pain, including an explanation of the following: (a) diagnosis; (b) treatment plan; (c) anticipated therapeutic
results, including realistic expectations for sustained pain relief, improved functioning and possibilities for lack
of pain relief; (d) therapies in addition to or instead of drug therapy, including physical therapy or psychological
techniques; (e) potential side effects and how to manage them; (f) adverse effects, including the potential for
dependence, addiction, tolerance, and withdrawal; and (g) potential complications and impairment of judgment
and motor skills. The alternative methods of treatment, the possible risks involved, and the possibilities of
complications have been explained to me as listed below. I understand that this listing is not complete, and that
it only describes the most common side effects or reactions, and that accidental overdose, injury and death are
also possibilities as a result of taking these medication(s).

I understand that concurrently consuming sedating substances like alcohol, or taking additional types of
sedating controlled medications, such as benzodiazepines, along with opioids increases my chance for
accidental overdose, injury, and death. If in the unusual situation it is medically indicated for me to receive
multiple types of controlled substances, I understand that I will require close supervision of medical specialists
to maximize my safety. I agree to follow their direction on the proper use of these medications. Deviation from
using medications as directed is grounds for discontinuation of pain therapy.
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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.

I HAVE BEEN INFORMED AND UNDERSTAND THAT I WILL UNDERGO MEDICAL TESTS AND
EXAMINATIONS BEFORE AND DURING MY TREATMENT. Those tests include random unannounced
checks for drugs (urine, blood, saliva or any other testing indicated and deemed necessary by my physician at
any time) 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
or absence of authorized substances may result in my being discharged from my Pain Medicine Physician’s
care.

I 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
FOLLOWING: constipation, nausea, vomiting, excessive drowsiness, itching, urinary retention (inability to
urinate), orthostatic hypotension(low blood pressure), arrhythmias(irregular heartbeat), insomnia, depression,
impairment of reasoning and judgment, respiratory depression (slow or no breathing), impotence, tolerance to
medication(s), physical and emotional dependence or even addiction, and death. I will not be involved in any
activity that may be dangerous to me or someone else if I feel drowsy or am not thinking clearly. I am aware
that even if I do not notice it, my reflexes and reaction times might still be slowed. Such activities include but
are not limited to: using heavy equipment or a motor vehicle, working in unprotected heights or being
responsible for another individual who is unable to care for himself or herself.

The alternative methods of treatment, the possible risks involved, and the possibilities of complications have
been explained to me, and I still desire to receive medication(s) for the treatment of my chronic pain.

The goal of this treatment is to help me gain control of my chronic pain in order to live a more productive and
functional life. I realize that I may have a chronic illness and there is a limited chance for complete cure, but the
goal of taking medication(s) on a regular basis is to reduce (but probably not eliminate) my pain so that I can
enjoy an improved quality of life. I realize that the treatment may require prolonged or continuous use of
medication(s), but an appropriate treatment goal may also mean the eventual withdrawal from the use of all
medication(s). My treatment plan will be tailored specifically for me. I understand that I may withdraw from
this treatment plan and discontinue the use of the medication(s) at any time and that I will notify my physician
of any discontinued use. I further understand that I will be provided medical supervision if needed when
discontinuing medication use.

I understand that no warranty or guarantee has been made to me as to the results of any drug therapy or cure of
any condition. The long-term use of medications to treat chronic pain is controversial because of the uncertainty
regarding the extent to which they provide long-term benefit. I have been given the opportunity to ask questions
about my condition and treatment, risks of non-treatment and the drug therapy, medical treatment or diagnostic
procedure(s) to be used to treat my condition, and the risks and hazards of such drug therapy, treatment and
procedure(s), and I believe that I have sufficient information to give this informed consent.
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For female patients only:
To the best of my knowledge I am NOT pregnant.
If I am not pregnant, I will take appropriate precautions to avoid pregnancy during my course of
treatment. [ accept that it is my responsibility to inform my physician immediately if I become pregnant.
If I am pregnant or am uncertain, I WILL NOTIFY MY PHYSICIAN IMMEDIATELY.

I understand that, at present, there have not been enough studies conducted on the long-term use of many
medication(s) to assure complete safety to my unborn child(ren). With full knowledge of this, I consent to its
use and hold my physician harmless for injuries to the embryo, fetus, or baby.

PAIN MEDICINE AGREEMENT:

I UNDERSTAND AND AGREE TO THE FOLLOWING:

That this pain medicine agreement relates to my use of any and all medication(s) called dangerous drugs and/or
controlled substances (i.e., opioids, also called narcotics or painkillers, and other prescription medications) for
chronic pain prescribed by my physician. I understand that there are many strict federal and state laws,
regulations and policies regarding the use and prescribing of controlled substance(s). Therefore, medication(s)
will only be provided so long as I follow the rules specified in this Agreement.

The term “Pain Medicine Physician” below means your primary Pain Medicine Physician or your
physician who is managing your pain, or that physician’s Physician Assistant or Nurse Practitioner, or
another physician covering for your primary Pain Medicine Physician.

My Pain Medicine Physician may at any time choose to discontinue 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.

(Patient Shall Acknowledge All Provisions by Initialing)

I am aware that all controlled substance prescriptions are now being monitored by the Texas
State Board of Pharmacy and that information must be accessed by my Pain Medicine Physician every
time a prescription is written, and by my pharmacist every time before my prescription is dispensed.

I will not consume alcohol or use any illegal substances (such as marijuana, heroin, cocaine,
methamphetamines, etc.) while being prescribed dangerous and controlled substances for the treatment of
chronic pain.

_ Tagree to submit to laboratory tests for drug levels upon request, including urine 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 alcohol or illegal substance(s), 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 a
physician who specializes in detoxification and rehabilitation and/or cognitive behavioral
therapy/psychotherapy.
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_____Refill(s) will not be ordered before the scheduled refill date. However, early refill(s) are
allowed when I am traveling, and [ 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. My Pain Medicine Physician may limit the number and
frequency of prescription refills.

_ Tunderstand 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 may not
be replaced. But if my medications were stolen and I provide my Pain Medicine Physician with a
copy of the police report, my Pain Medicine Physician after carefully reviewing my situation, may
issue an early refill.

___ My Pain Medicine Physician will manage all of my chronic pain symptoms. Only my Pain
Medicine Physician may prescribe Dangerous Drugs and Controlled Substances for the treatment
of chronic pain. I will receive controlled substance medication(s) only from ONE Pain Medicine
Physician, unless it is for an emergency or the medication(s) that is being prescribed by another
physician is approved by my Pain Medicine Physician. Information that I have been receiving
medication(s) prescribed by other physicians that has not been approved by my Pain Medicine Physician
may lead to a discontinuation of medication(s) and treatment. All other health related issues must be
managed by my primary care physician and my other specialists.

I agree that I will inform any physician who may treat me for any other medical problem(s) that I
am enrolled in a pain medicine program and have signed this Pain Medicine Agreement.

I hereby give my Pain Medicine Physician permission to discuss all diagnostic and treatment
details with my other physician(s) and my pharmacist(s) regarding my use of medications prescribed by
my other physician(s). I give my Pain Medicine Physician permission to obtain any and all medical
records necessary to diagnose and treat my painful conditions.

I will use the medication(s) exactly as directed by my Pain Medicine Physician. Any
unauthorized increase in the dose of medication(s) may cause the discontinuation of my pain
treatment(s).

If anyone other than my Pain Medicine Physician prescribes me medication(s) to treat acute, post-
surgical or chronic pain, then I will disclose this information to my Pain Medicine Physician at or before
my next date of service, which must include, at a minimum, the name and contact information for the
person who issued the prescription, the date of the prescription, the name and quantity of the drug
prescribed, and the pharmacy that dispensed the medication.

I will alert my physician if I receive a prescription for Naloxone or any opioid antagonist which are
designed to reverse the effects of an accidental or intentional overdose of pain medication.

All medication(s) must be obtained at one pharmacy designated by me, with exception for those
circumstances for which I have no control or responsibility, that prevent me from obtaining prescribed
medications at my designated pharmacy. Should the need arise to change pharmacies, my Pain Medicine
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Physician must be informed at or before my next date of service regarding the circumstances and the
identity of the pharmacy. I will use only one pharmacy and I will provide my pharmacist a copy of this
agreement. I authorize my Pain Medicine Physician to release my medical records to my pharmacist as
needed.

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

I must keep all follow-up appointments as recommended by my Pain Medicine Physician or my
treatment may be discontinued.

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

I will not use any cannabidiol (CBD) products unless consulted by my pain physician. I
understand that the use of over-the-counter CBD products increases my risk of failing a urine drug
test because of the presence of illegal substances present in many over-the-counter CBD products.

I understand that if my behavior in the office is viewed as disrespectful, inappropriate, verbally
abusive or offensive, or hostile I will be discharged from the practice.

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

I recognize that my chronic pain represents a complex problem which may benefit from physical
therapy, psychotherapy, alternative medical care, interventional pain medicine (e.g., steroid injections,
nerve ablations, implants to relieve pain, etc.) etc. I also recognize that my active participation in the
management of my pain is extremely important. I agree to actively participate in all aspects of the pain
medicine program recommended by my Pain Medicine Physician to achieve increased function and
improved quality of life.

I understand many prescription medications for chronic pain produce serious side effects including
drowsiness, dizziness, and confusion. Alcohol will enhance all of these side effects and I will discontinue
it before starting these medications.

I certify and agree to the following (Patient Shall Acknowledge All Provisions by Initialing):

1) I am not currently using illegal drugs or abusing prescription medication(s) and I am not
undergoing treatment for substance dependence (addiction) or abuse. I am reading and making this agreement
while in full possession of my faculties and not under the influence of any substance that might impair my
judgment.
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2) I have never been involved in the sale, illegal possession, misuse/diversion or transport of
controlled substance(s) (narcotics, sleeping pills, nerve pills, or painkillers) or illegal substances (marijuana,
cocaine, heroin, etc.).

3) No guarantee or assurance has been made to me as to the results that may be obtained from
chronic pain treatment. With full knowledge of the potential benefits and possible risks involved, I consent to
chronic pain treatment, since I realize that it provides me an opportunity to lead a more productive and active
life.

4) I have reviewed the side effects of the medication(s) that may be used in the treatment of my
chronic pain. I fully understand the explanations regarding the benefits and the risks of these
medication(s) and I agree to the use of these medication(s) in the treatment of my chronic pain.

5) If I become a patient in this clinic and receive controlled substances to control my pain, this Pain
Medicine Agreement supersedes any other pain management agreement that [ may have signed in the past.

Name and contact information for pharmacy and location of pharmacy

Patient Printed Name Physician Printed Name (or Appropriately Authorized Assistant)

Patient Signature Physician Signature (or Appropriately Authorized Assistant)
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