ALCOHOL MANAGEMENT NEW PATIENT MEDICAL HISTORY FORM

FIRST NAME: LAST NAME DATE:

BIRTH GENDER: DOB:

How does your alcohol abuse affect your life and health?

ALCOHOL HISTORY:
When did you first notice that alcohol is a problem? © Childhood OTeens o Adulthood

Do you drink more than 3 drinks a day? o Yes o No
How much do you drink in an average day?

What is your drink of choice?
How long can you go without drinking? hours Days __ Weeks Months

Do you have a seizure disorder? oYes o No
Do you have a History of DUI? o Yes oNo If so how many?
How much do you drink on an average day?

Life events associated with alcohol abuse (Check all that apply)

0 Marriage oinjury oPregnancy olliness
oTravel oDrugs oWork DQuitting smoking
oDivorce oAbuse oJob Change oOther:

Previous Alcohol Control Treatment Programs you have tried: (check all that apply)

OAA oSmart Recovery olnpatient Rehab
ONA oSinclair Method oOther:
olOP aChurch

What are your greatest challenges with controlling your alcohol use?

Have you ever taken medication to control alcohol use? (Check all that apply)

oTopamax OGabapentin oCampral

DOXanax OAntabuse oAnti-depressant Medication (which one)
oZofran oTramadol oOther:

oBaclofen oONaltrexone

What worked?

What didn’t work?

Why or why not?




ALCOHOL HISTORY CONT:
Alcohaol triggers (check all that apply):

aStress olnsomnia oLife changes O Seizure Disorder
oBoredom oOSeeking reward oWork DEating out
DoAnger oParties oDivorce oOther:

SLEEP HISTORY:

How many hours do you sleep per night? Do you feel rested in the morning?
Do you snore? oYes ©No Have you had a sleep study? oYes oNo

Do you need alcohol to sleep? oYes TNo

TRAUMA HISTORY:
Do you have a history of being abused emotionally, sexually, physically or by neglect?IIL Yes No Please
describe when, where, and by whom:

SUBTANCE ABUSE HISTORY: {Check if you have every tried the following)

Methamphetamine Marijuana El Estas
. Pain Ki .
Cocaine ain Killers ( Not Prescribed) |:| Alcohol
Herion Methodone D Other
LSD or Hallucinogens Tranquilizer/Sleeping Pills

SPIRITUAL HISTORY:

YES |:| NO

Do you belong to a particular religion or spiritual group?

If yes, What is the level of your involvement?

Do you find your involvement helpful during this iliness, or does the involvement make things more difficult
or stressful for you?

Is there anything else you would like for us to know?

SEXUAL HISTORY:
Are you sexually Active? Conceptive Medication/Method?

Number of pregnancies: Number of Children:
Age of first Pregnancy? Age of last pregnancy?




AST MEDICAL HISTORY {check all that apply):

IHeart attack

IHigh blood pressure
IHigh cholesterol
tHigh triglycerides
IInfertility
IGlaucoma

ast Surgical History: (List Surgeries you have had)

FAMILY HISTORY:

Addiction

Alcohol Abuse

Depression

Thyroid problems

Suicidal Idea or Plan

Bipolar Disorder

Heart Disease
Alcoholism

Anxiety

Hight Blood Pressure

High Triglycerides

High Cholesterol

Stroke
Liver Disease

Cancer: List Types

OAngina oliver Disease oSleep apnea
oStroke oGallbladder stones oThyroid
oDiabetes olndigestion/reflux oAnxiety
oGout oPancreatitis oDepression
oArthritis . oPCOS oBipolar
oCancer (Type/s):

Mother Father Sibling Child

Aunt/Uncle



SYSTEM REVIEW (check all that apply)
oRecent weigh loss more than 10 pounds

oRecent weight gain more than 10 pounds
oAcne

osnoring

oDifficulty breathing when flat
aSwelling ankles/extremities
oConstipation
oDysphasia/difficulty swallowing
olncreased appetite

nGas and bloating

oNighttime Urination

oBack pain (lower)

oDizziness

oWeakness/low energy
olnsomnia

oMood Changes

oCold intolerance

pOHeat intolerance

oSkin rash

DOBloating

oNausea/vomiting

oOFood intolerance
OHeartburn

oSlow urine flow

oBack pain (upper)

oMuscle aches/pain

COMMENTS:

oSkin rash

oShortness of breath
oFainting/Blacking out
oAbdominal pain
oDiarrhea

oindigestion
nDecreased appetite
oUrinary Frequency/urgency
oBlood in stools

oJoint Pain

oHeadaches

OAnxiety

oMemory loss
oNervousness
nExcessive sweating
oBlood Clots

oCough

oOChest Pain
oPalpitations

oSeizures

oDepression

olnability to concentrate
olLoss of interest

oHair changes
OFatigue/tiredness
oSuicidal Ideas or Planning



RAG, 10DAaCCoO USE ASSessment r¥orm

Q¥ o 2
= ‘ P) e Name: Today's Date:

Py pan® Date of Birth:

1. Have you ever smoked cigarettes or used any other tobacco product?
_ Yes
__No

2. Do you currently smoke cigarettes or use any other tobacco product?
_ Yes
____No -- Date Stopped

If you answered yes to questions 1 or 2, please answer the following:
Type of tobacco and brand name
Length of use (in months or years)
Amount used per day on average

3. Does anyone you live with or who is close to you smoke cigarettes or use other forms of
tobacco?
___Yes
___No

(Continue only if you answered Yes to #2)

4. How soon after you wake up do you smoke your first cigarette or use other forms of tobacco?
___ Within 30 minutes
__ More than 30 minutes

5. How interested are you in stopping smoking or stopping use of other forms of tobacco?
____Notatall
_ Alittle
____ Some
___Very

6. If you decided to quit smoking or using other forms of tobacco completely during the next 2
weeks, how confident are you that you would succeed?
___ Notatall
_Alittle
____Some
___ Very

7. Have you ever intentionally quit smoking/using other forms of tobacco for 24 hours or longer?
___Yes ___No

Inthe pastyear? ~ Yes _ No
In the pastmonth? = Yes  No

Since the last visit? Yes _ No

(Reproduced with modifications from Glynn and Manley, 1998)



How I Plan to Control my Alcohol use ...

Goal setting is the "how" of controlling alcohol use. Motivators are the "why." When setting goals, utilize the
SMART technique:

Example below

SMART Technique Example
"| ttol 10 dsin tw
Specific Who, what, where, when, how... i ? VE% T BOCHECAIstNG
months.
10 pounds in 8 weeks = 1.25

Measureable | How will you track?
pounds/week

"l have been able to do this before,

Resources you have available, previous

Attainable , and now | have new tools from my
experience
doctor!"
Relevant Why this goal is important Review your motivators
"Focusing for two month intervals
Timely Set benchmarks and deadlines {9/ A6 ks

works for me."

Please list three goals you would like to achieve during your treatment:

1.

2.




Why | Want to Control my
Alcohol Use...

Before you begin your alcohol management journey, it is important to spend time reflecting on
why YOU want to take control of your alcohol use. Make sure that that these are personal
motivators and are not intended to please others.

Reviewing this list frequently will help keep you on track and focused on your personal
commitment to take control of your health!

Please list five reasons you want to take control of alcohol use:

4.

5.

Describe the physical benefits you hope to get by controlling your alcohol use:

Describe the functional benefits you hope to get by controlling your alcohol use:

Describe the medical benefits you hope to get by controlling your alcohol use:

Describe the psychological benefits you hope to get by controlling your alcohol use:

Comments:




SRAGg, New Patient Demographic Information
; ‘ p> b_ 0 Driver's License or State Issued Photo ID:
'T{, i k ,,;-:c 0 Photocopy of the front and back of your insurance card.
T4 pasd
preferred Pharmacy [understand I am only allowed to use ONE pharmacy by Paragon Yes o
Pharmacy Name Pharmacy Location

Patient Information

Name (First, Middle, Last) Birth Date Age Social Security # Birth Gender
M | lf—
Mailing Address Apt # City, State ZIP
Email Address Primary Phone [C]Home | okaytoleave __ yeq No
I—| cell message? D D
Employer (or parent/guardian employer if patientis a minor) Work Phone

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

O Black or African American ] Asian ] White
Race 0 Native Hawaiian or Other Pacific Islander 0O Other

Ethnicity [ Hispanicorlatino [7] Not Hispanic or Latino (] American Indian/Alaska Native [ ] Prefer nottoanswer

Emergency Contact
Contact Name Phone Number Relationship to Patient

Medicare Patient: Are you enrolled in Chronic Care Management with PCP?

Medicare Patient: Are you enrolled in Remote Patient Monitoring with any Physician?

. | 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.

. | 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.

. | understand that if my insurance(s) require a referral from my primary care physician, Norberto Vargas, M.D or JP Benavides, D.C. at Paragon Pain &
Rehabilitation, LLP. must have verification of the referral prior to my first appointment. 1 will bring my insurance information or insurance card(s) to my
first appointment so that the office can properly identify my program(s).

| 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.

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

Signature




Patient Name vate.

Consents Initital

Consent For Treatment: | hereby consent to the treatment by the providers at Paragon Health Partners and its
employees or designees. | auathorize the mental and physical health care services deemed necessary or

advisable by my caregivers to address my needs. N

Consent for Medication History; | authorize Paragon Health Partners and its employees or designee to access
my medication history via PMP portal and from participating pharmacies that Paragon Health Partners request

medication History.
Tonsent of Picture for Electronical Medical Record Chart: [ understand and consent and autharize that my

photo is taken for my Electronical medical record chart. If | am beingtreated for obesity medicine this picture
will be attached to my progress note.

Authorization for Release of persanal health Information: | aurthorize 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. 1 authorize Paragon
Health Partners to release any information required in the process of applicationts ofr financial coverage for the
services rendered. This authorization provides that Paragon Health Partners may release clinical information
related to my diagnosis and treatments for pain management, addiction medicine, alcohal or opioid, street
drugs use, obesity medicine, which may be requested by my insurance or its designated agent.

Assignment of Insurance Benefils/Payment Gurantee/Collection Fee: | authorize payment to be made directly
to Paragon Health Partners, Paragon Primary Care, Paragon Pain & Rehabilitation, and/or any of its providers.
For insurance payment payable to me. | understand that ! am financially responsible to practice for any non-
coverred servcies , as defined by my insurer. | understand that if my account balance becomes overdue if may
be referred to collection agency. | understand payment is due at time of service.

including the right to see a copy of my medical records, 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 fo release of my healthcare information, excep to the extent Paragon Health Partners has already made
disclosures with my prior consent. b

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 paperwork from Paragon Health
Partners.

Payrnent Palicy  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

Late/No Show/Cancellation Fees:_ Late is considered arriving for New Evaluation less than 30 minutes prior to
appointment time. You can be rescheduled and will be charges a $50.00 Fee. Late for a Follow Up over 5 minutes will be
rescheduled and charged a $25.00 Fee. _A missed appointment, reschedule less than 48 hours prior will result in a $50.00
Fee, and a $25 fee if itis a follow up appointment . Telemedicine or Office Appointment.

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)

Date
Patient Signature




PAE&E%L{ Medical Record Release of Information
AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Please read this entire form before signing and complete all the NAME OF PATIENT OR INDIVIDUAL
sections that apply to your decisions relating to the disclosure
of protected health information. Covered entities as that term is
defined by HIPAA and Texas Health & Safety Code § 181.001 must | First Middle
obtain a signed authorization from the individual or the individual’s

legally authorized representative to electronically disclose that indi- OTHER NAME(S) USED
vidual's protected health information. Authorizafion is not required for ~ DATE OF BIRTH Month Day Year
disclosures related to treatment, payment, health care operations, ADDRESS
performing certain insurance functions, or as may be otherwise au-
thorized by law. Cavered entities may use this form or any other
form that complies with HIPAA, the Texas Medical Privacy Act, and  CITY STATE ZIP
other a.pplicablt? Iaws'. |ndiVidL.la|S- cannot be denied treatmen'F basgd PHONE ( ) ALT. PHONE ( )

on a failure to sign this authorization form, and a refusal to sign this
form will not affect the payment, enroliment, or eligibility for benefits. ~ EMAIL ADDRESS {Optional):

| AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL’S PROTECTED HEALTH REASON FOR DISCLOSURE
INFORMATION: (Choose only one option below)
Person/Organization Name O Treatment/Continuing Medical Care
Address . 0 Personal Use
City State ____ ZipCode O Billing or Claims
Phone ( ) __Fax ( ) O Insurance
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? 0 Legal Purposes
Person/Organization Name: O  Disability Determination
PARAGON HEALTH PARTNERS/PARAGON PAIN & REHABILITATION 0 School
Address 2895 Lewis Lane Paris, TX 76034 O Employment
Phone (972)-203-3600 Fax (972) 203-3601 Email: info@paragonphp.com O Other

WHAT INFORMATION CAN BE DISCLOSED? Complete the following by indicating those items that you want disclosed. The signature of a minor
patient is required for the release of some of these items. If all health information is to be released, then check only the first box.

O All health information O History/Physical Exam O Past/Present Medications O Lab Results
O Physician’s Orders O Patient Allergies [ Operation Reports O Consultation Reports
O Progress Notes 0 Discharge Summary O Diagnostic Test Reports O EKG/Cardiology Reports
O Pathology Reports O Billing Information O Radiology Reports & Images O Other
Your initials are required to release the following information:
Mental Health Records (excluding psychotherapy notes) Genetic Information (including Genetic Test Results)
Drug, Alcohol, or Substance Abuse Records HIV/AIDS Test Results/Treatment

EFFECTIVE TIME PERIOD. This authorization is valid until the earlier of the occurrence of the death of the individual; the individual reach-
ing the age of majority; or permission is withdrawn; or the following specific date (optional): Month Day Year

RIGHT TO REVOKE: | understand that | can withdraw my permission at any time by giving written notice stating my intent to revoke this au-
thorization to the person or organization named under “WHO CAN RECEIVE AND USE THE HEALTH INFORMATION.” | understand that
prior actions taken in reliance on this authorization by entities that had permission to access my health information will not be affected.

SIGNATURE AUTHORIZATION: | have read this form and agree to the uses and disclosures of the information as described. | un-
derstand that refusing to sign this form does not stop disclosure of health information that has occurred prior to revocation or that
is otherwise permitted by law without my specific authorization or permission, including disclosures to covered entities as provid-
ed by Texas Health & Safely Code § 181.154(c) andlor 45 C.FER. § 164.502(a)(1). | understand that information disclosed pursu-
ant to this authorization may be subject to re-disclosure by the recipient and may no longer be protected by federal or state privacy laws.

SIGNATURE X

Signature of Individual or Individual’s Legally Authorized Representative DATE

Printed Name of Legally Authorized Representative (if applicable):
If representative, specify relationship to the individual: O Parent of minor [0 Guardian O Other

A minor individual’s signature is required for the release of certain types of information, including for example, the release of information related to cer-
tain types of reproductive care, sexually transmitted diseases, and drug, alcohol or substance abuse, and mental health treatment (See, e.g., Tex. Fam.
Code § 32.003).

SIGNATURE X

Signature of Minor Individual DATE
Page 1



PARAGCON

Health Partners

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 / /
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Patient Name:

Date:

PARAGCON

Health Partners

PAIN - OBESITY - ADDICTION

Provider Name:

Telemedicine Site:

Informed Consent to Telemedicine Consultation

I have agreed to be seen for my appointment via a telemedicine consultation and or follow up visit with Paragon
Health Partners, Paragon Pain & Rehabilitation, LLP and its physicians, associates, technical assistants,
pharmacists, affiliated hospitals and others deemed necessary to assist in my medical care through a telemedicine
consultation or follow up visit. I understand the following:

The purpose is to assess and treat my medical condition.

The telemedicine consult or follow up visit is done through a two-way video link-up whereby the physician or

other health provider at Paragon Health Partners can see my mmage on the screen and hear my voice. However,

unlike a traditional medical consult, the physician or other health provider does not have the use of the other
senses such as touch or smell; and it may not be equal to a face-to-face visit.

3. Since the telemedicine consultants practice in a different location and do not have the opportunity to meet with
me face-to-face, they must rely on information provided by me or my onsite healthcare providers. The
telemedicine consultants cannot be responsible for advice, recommendations and/or decisions based on
incomplete or inaccurate information provided by me or others.

4. 1can ask questions and seek clarification of the procedures and telemedicine technology.

I can ask that the telemedicine exam and/or video-conference be stopped at any time.

6. 1know there are potential risks with the use of this new technology. These include but are not limited to:

e Interruption of the audio/video link.

¢ Disconnection of the audio/video link

e A picture that is not clear enough to meet the needs of the consultation

¢ Electronic tampering. If any of these risks occur, the procedure might need to be stopped.

N —

o

7. The consultation may be viewed by medical and non-medical persons for evaluation, informational, research,
educational, quality, or technical purposes.
8. Junderstand the examination may be videotaped for internal quality review or as might be required by my health
coverage plan, however the video images will only be used for those purposes unless further authorized below.
9. 1will not receive any royalties or other compensation for taking part in this telemedicine consult or associated
with any use by Paragon Health Partners.
10. Iunderstand this consent covers my intital evaluation and all follow up visit with providers at Paragon Health
Partners.
11. Ifyou are a resident of Oklahoma you are required to have an in person visit in the office before you follow up
visits can be completed via telemedicine.

[ certify that this form has been fully explained to me. I have read it or have had it read to me. I understand and agree
to its contents. I volunteer to participate in the telemedicine examination. I authorize Paragon Health Partners and
the doctors, nurses, and other providers involved to perform procedures that may be necessary for my current medical
condition. I, the undersigned patient, do hereby understand and state that I agree to the above consents that I have
initialed as “Agree” and I do not agree to any that I have initialed as “Decline.”

Date: Time: AM/PM

ign 2
Signature Revised May 7, 2022



