PARAGCON

Health Partners
FPAIN - 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

Referral

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

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

QO Facebook O Instagram O Other Website

Pain Description

Where is your worst area of pain located?

Does this pain radiate? O Yes O 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 [ Increased [ 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 h 1 . . : ' 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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Use this diagram to draw the location of your pain and check all of the following that describe your pain.

Fught < JJ, eﬂ Right Q Aching
: U Cramping

Left L
Q Dull
bk_/ i } k ( Q4 Hot/Burning

| U Numbness
,' [ O Shock-like
J Ny ' U Shooting
\ / \ﬂ U4 Spasming
U Squeezing
\ /1 Q Stabbing/Sharp

( QO Throbbing
)
W

U Tingling/Pins & Needles
AN UU

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? 0 Mornings 0 During the day U Evenings [ Middle of the night

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

QO Enjoyment of Life O Normal Work U Sleep
O General Activity ) Recreational Activities 4 walking
U Mood O Relationships with People U Other:

0 My goal is to resume normal activities

In the past three months have you developed any new

O Balance Problems O Bladder incontinence U Bowel incontinence U Chills
O Difficulty Walking U Fevers O Nausea O Vomiting
2 Numbness/Tingling — Where? 1 Weakness — Where?

1 HAVE NOT RECENTLY DEVELOPED ANY OF THE ABOVE CONDITIONS

What makes the pain worse?

What makes the pain better?
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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:

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

Q Other diagnostic testing:

O 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:

Q) Physical Therapy 1 Psychological Therapy U Podiatrist Treatment
Q Chiropractic

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

Q Joint Injection — Joint(s)

O Medial Branch Blocks or Facet Injections — {circle proper levels) Cervical / Thoracic / Lumbar

Q Pain Pump

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

O Spine Surgery

O Trigger Point Injection

QO Vertebroplasty / Kyphoplasty — Level(s)

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

Past Medical Histor

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

General Medical

Q Cancer — Type
O Diabetes — Type
Q HIV / AIDS

Head/Eyes/Ears/Nose/Throat
U Glaucoma

 Headaches

O Head Injury

O Hyperthyroidism

O Hypothyroidism

O Migraines

Cardiovascular / Hematologic
O Anemia

(1 Bleeding Disorders

O Coronary Artery Disease
O Heart Attack

U High Blood Pressure

U High Cholesterol

Q Mitral Valve Prolapse

O Murmur

O Pacemaker/Defibrillator
O Phlebitis

O Poor Circulation

QO Stroke

Respiratory
Q Asthma

Q) Bronchitis

A Emphysema / COPD
O Pneumonia

QO Tuberculosis

U Exposure to mold

4 | Pagce

Gastrointestinal

O Bowel Incontinence/IBS
QO Acid Reflux (GERD)

1 Gastrointestinal Bleeding
U Constipation

Musculoskeletal

O Amputation

1 Bursitis

Q Carpal Tunnel Syndrome

Q Chronic Low Back Pain

U Chronic Neck Pain

1 Chronic Joint Pain

U Fibromyalgia

U Joint Injury

U Osteoarthritis

1 Osteoporosis

O Phantom Limb Pain

 Rheumatoid arthritis

0 Tennis Elbow

QO Vertebral Compression
fracture

Genitourinary/Nephrology
Q Bladder Infection(s)

Ul Dialysis

1 Kidney Infection(s)

U Kidney Stones

Q Urinary Incontinence

Hepatic

U Hepatitis A

(active / inactive / unsure)
O Hepatitis B

(active / inactive / unsure)
U Hepatitis C

(active / inactive / unsure)

Neuropsychological

U Alcohol Abuse

4 Alzheimer Disease

U Bipolar Disorder

U Depression

U Epilepsy

O Prescription Drug Abuse

U Multiple Sclerosis

0 Paralysis

U Peripheral Neuropathy

U Schizophrenia

U Seizures

Q@ 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.

O 1| HAVE NEVER HAD ANY SURGICAL PROCEDURES DONE

Mark all appropriate diagnoses as they pertain to your biological MOTHER AND FATHER only. 9
&
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Mother
Father
Other medical problems:
3 1 HAVE NO SIGNIFICANT FAMILY MEDICAL HISTORY 0 1 AM ADOPTED (No Medical History Available)

Social History

Are you capable of becoming pregnant? dYes UNo If so, are you currently pregnant? d Yes [No

Highest level of education obtained: 1 Grammar school U High school O College U Post-graduate

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

Q Denies alcohol use U Current alcohol use How much?
O History of alcohol abuse

Alcohol Use:

Tobacco Use [ Denies tobacco use O Current tobacco use How much?
UFormer tobacco user

lllicit Drug Use: O Denies any lllicit drug use [ Currently using lllicit drugs
O History of illicit drug use

Which?

Have you ever abused narcotic or prescription medications? O Yes U No; If So, which
Are you currently in remission for alcohol or any other addictions O Yes 0 No U not applicable

Pagragon flecalth Parraors
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Did anything specific happen to cause the pain? I:l Yes I:I No
If yes, please Describe:

Is the injury or pain the result of a work-related injury? Yes I:I No |:|

Date of Injury? Have you reported it to your employer?  Yes I:I No D
Is the injury or pain motor vehicle related? ]:I Yes I:I No

Date of Injury?

Is there a lawsuit (pending or considered)? D Yes D No

Do you have a history of sexual abuse? I:I 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: D |:|

Please check if you are allergicto O lodine or U Tape
Are you allergic to latex? Yes UNo

Anesthesia History

Have you ever had anesthesia (sedation for a surgical procedure)? U Yes ONo

If so, have you ever had any adverse reaction to anesthesia? [ Yes ONo

Which type of anesthesia did you react adversely to? Please check all that apply.
O Local anesthesia O Epidural [ General anesthesia [ 1V 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 O Epidural [ General anesthesia 0 IV Sedation

Allergies

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

If so, please list all medications you are allergic to: ONo
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
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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 O Fatigue O Weight gain 0 Weight loss O Fever Q Chills U Night sweats

Eyes: U Recent visual changes 1 Eye glasses/contact lenses W Double vision

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

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

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

Gastrointestinal: (O Acid reflux O Abdominal cramps O 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
Q Erectile dysfunction [ painful urination O Incontinence

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

Musculoskeletal U Joint swelling (I Back pain 1 Muscle spasms [ Joint pain  UNeck pain
0 Pelvic pain O Joint stiffness

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

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

Neurological: QO Dizziness O Seizures 0 Headaches O Numbness/tingling O Memory loss
O Difficulty with speech [ Uncoordination U Difficulty walking

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

Allergic/Immunologic: [ Recurrent infection O Hives U Swelling U ltching eyes or nose
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PARAGON Medical Record Release of Information

fopalll Pactneig

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

NAME OF PATIENT QR INDIVIDUAL

Please read ihis entire form before signing and complete all the
sectiobs thal apply to your decisions relating to the disclosure
of protected health informatian. Covered entities as that term is

defined by HIPAA and Texas Health & Safety Code § 181.001 mast 4 Fiest Middle

oblain a signed authorizalion from ithe individual or the individual's

legally aushorized representative 0 electranically disclose that Indi- OTHER NAME(S) USED R

vidual's protected heallh information. Autharization Ig not required far  DATE OF BIRTH Month Day Yea:, -
disclosures related lo freatment, payment, healih care operations, ADDRESS a
perarming cerldin insurance functions. or as may be atherwise au-

thorized by iaw. Covered entities may use this form or any other — — -

form that complies with HIPAA, the Texas Medical Privacy Act, and CITY _STATE _ 2P

other applicabie laws. Individuals cannot be denied trealment based PHONE ( f _ ALT. PHONE { L -

on a {ailure 1o sign ihis authorization form, and a refusal to sign this
EMAIL ADDRESS (Optional):

form will not affect the payment, enroliment, or eligibility for benefits.

{ AUTHORIZE THE FOLLOWING TO DISCLOSE THE INDIVIDUAL'S PROTECTED HEALTH
INFORMATION:

REASON FOR DISCLOSURE
(Choose only one option below)

Person/Organization Name ___ . S 00 Trealmeot/Coniinuing Medical Care
Address . - - . O Fersonal Use
City - Siate ZipCode ___ . - 1 Biling or Claims
~hone | -3 - JFax (L ) @ Insuance
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? 0O Legal Purposss
Parsan(Organizalion Mame; ] Disabiiity Determination
FARAGON HEALTH PARTNERS/IFARAGTN PAIN & SEHABILITATION [ Schoc!
Address 2895 Lewis Lane Paris, TX 76034 0O Employment
0 Cther

Phone (972)-203-3600 Fax (972) 203-3601 Email: info@paragonphp.com

WHAT INFORMATION CAN BE DISCLOSED? Complete the folfowing by indicating thosc iterns that yau want di
patient is required for the release of some of these ilems. If all health information is 10 be released, ihen chi

Ii Hislory/Physical Exam
[3 Patient Allerpies

C Discharge Summary
T Gilling liifarmation

1 All health information
1 Physician’s Orders

O Progress Notes

1 Pathology Repons

Your initials are required ta release the following information:

C Onperalion Reports
C Diagnosiic Test Reporis

Mental Health Records (excluding psychalherapy notes)
Drug, Alcohol, or Substance Abuse Records

C PastPresent Medicaligns

[ Radolegy Reports & Images

T Signabe &

eck anly the first bex.

[J Lab Results

: Consultation Reporis

: EXG/Cardiology Feporls
TTOther___

___Genelic Informatian {inciuging Geretic Test Resulls)
HIV/AIDS Test Besulls/Treatment

EFFECTIVE TIME PERIODB.
ing ihe age of majorily; or permistion is withdrawn: or (e foilowing specilic date {optionalj: Month |

RIGHT TO REVOKE: 1 pndersting that | an withdsay my pormission @b any fime by giving wiitien amtice L
ton named under “WHO DAN RECEIVE AND USE THE HEALTH

thatzation 1o iz person or ooginizaEt
pirior actians taken in reliance an

SIGNATURE AUTHORIZATION: |

this authorization by enfities that had pefmission io access 1y hea

“his authorizalion 1s valid until the earlier of the accurrence ol the death of the ingividual, the individual reach-
o Day Year __

]

g my intent 1 revoke his au-
ORI N1 wnderstandd that
it (nfsomations will nol be aifected.

fave reat the lonm and agree jo the uses sl cisclosures of lhe infgrmaticn 235 descibed. 1 oun-

docstand that refusing o sign tis form dees rot siep disclusurs of hsalth infarmation Whal has occunad poor o sevocalion er that

is oihe permilied by ez vwatlioul my  specilic aulhon or permission, inclusing dizclesures o aov an pravade

ed by Tavas Health & Suluty 5 ardor 48 GER, § 164L803)1). | undeesland that infaimation geo o purs

ant to this auiherization may b2 ¢ 10 ra-thsclosure by Mie recplent and may o fanger be pretesiad by fodead v sfaie privacy 1hes,

SIGNATURE X . o
DATE

Signature of Individual or individual's Legally Authorized Representative

Printed Name of Legally Authorized Rapresentative {if applicable}:
It represcnlative, specify retationship io the inc dual: (O Parent of minos

T 1 Guardian

A minar individual's signaiure is required for the release of certain types of information, including far exa
tain types of reproductive care, sexually wransmited diseases, and drug, aicohol or subsiance abuse,
Code § 32.003).

SIGNATURE X _— .

{1 Olher

miple, the release of informalion refated fo cer-
ard meral health treatment (See, e.g,, Tex. Fam

Signature of Minor (ndividual
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Patient Name vate;

Consents Initital

_____  For | reatment: | hereby consent to the treatment by the providers at Paragaon Health Partners and its
employees or designees. | auathorize the mental ang physical health care services deemed necessary or
advisable by My caregivers to address my needs.

Cansent for Medim!inn_ljiq_t_qg_: | authorize Paragon Health Partners and its employees or designee to access
my medication history via Ppp portai and from participating pharmacies that Paragon Health Partners request
medication History.

_TBFEE!T:{E;P?EE;?E_ I_b_rﬂgf_i_qg_rj_i_cj_l_ [Fedical Record Ch@?ﬁﬁiiﬁmﬁi_aﬁ'ﬁﬁhm thatmy —————————

photo is taken for my Electronical medical recordchart. iflam beingtreated for obesity medicine thjs picture
will be attached to MYy progress note,

Authorization for Release of ggr_‘op.‘_ﬂ_h_e_ai!__h_l:_‘l_fg{m{l_‘tFl_:ln; taurthorize use and disclosure of my personal
health information for the purposes of diagnosing or providing treatment 1o me, obtaining Payment for my care,
or the purposes of conducting the healthcare operations of Paragon Health Partners. | authorize Paragon
Health Partners tg release any information required in the process of applicationts ofr financial Coverage for the
Lervicesrendered. This authorization provides that Paragon Health Partners may release clinical informatian
related to my diagnosis and treatments for pain management, addiction medicine, alcohol or opioid, street

£5_5!E‘Lm§!',l.FLL[')SL-!L-“-"E_B_G_N_QLH s{Payment GSurantes/C: allection 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-
caverred serveies, as defined by my insurer. | understand that if my account balance becames averdue jf may

be referred to coliection agency. | understand Paymentis due at time of service.

Privacy Palicy: | acknowledge having received Paragon Health Partners, "Notice of Privacy Practices" My rights

including the right to see copy of my medical records, to limit disclosure of my health information, and to

Disclaimer: 8y Typing

=iak]

Partners,

Egmq_rl_l?_--_!_i_cy__-‘-ll Ca-paymests snd any past due balances are due gt the trme of visit, Il you receive 3 hili and would like tey
make paymeni, Our website has 3 onlie payment optinn. Simply 80 to website at

WWW.paragenohp,com andin the upper right click online payment and follaw steps

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

——————
Patient Name (Printed)

Responsiple Party (Printed) (IF patient is a minor or dependent adult)

Date
Patient Sigrature




N

WRAG, New Patient Demographic In

5 (; )

I3 Drivers License or State Issued Photo 19,
=) Fhotocopy of the front and back of your insurance card.

formation

Preferred Pharmacy

Pharmacy Name

. U —

I Pharmacy Location

——

lunderstand | am only allowed to use ONE pharmacy by Paragon Yes o

Patient tinformation

Name (First, Middle, Last) Birth Date I Age

Mailing Address , Apt # City, State 21P

Social Security # Birth Gonedor
M F

Email Address Primary Phone

Employer (or parent/guardian employer il patientis a minor)

Hame
D Okay to leave Yes — No
I_r Cell Message? f__:; N j
Wark Phone

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

Ethnicity [[] HispanicorLating [7] Not Hispanic or Latino

D Black or Afrie
Race N Native Hawai

[J American Indian/Alaska Narive 7] Prefernottoanswer

an American [ ] Asian ] White
ian or Other Parific Islander M Other

j 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?

tunderstand that prgloss:

wihich are

Fapy o @n svaluation are reimblirsed by Insurance companies, |

the forys
Aytient for any services or charges nol covered by thy insuranse, 1w

lorp

esponsieility for daim denials, claim disputes, or for insuranca payment of my account,

! adree to pay af deductibles, Ce-payments, andior co-insurance amounts not paic by my insurance(s), Thezs will be p

endered, unless oifer amangermanls have been made. Under no circumstances does this nffice accepl

| undetstand that If iny insurance(s} require a referral from ety primary care phiye ian, Norberio Vargas,

Rebabilitation, LLP, must have vornification of Ibe relersl prior to my first apooiniment. | will bring my insurance inform

list appointmient so hat the ofiice caq properly identify My programis).

| authorize the ruiease of information tancerning my frealment or the treaiment of my dependeni(s)
insurance company represenialive may review the clinical record.

. lauthorize

Sighature

direct payment by my insurance cempany(s) to Paragon Pain & Rehabilitation, (.1p.

<& Hre randered and chargad Lo the patient znd not o the insurance company. Not all issues/e

:onditioneproklams
15 Wiy Tesponsibility {o verify the specifics of my
larstand 1hat this office dnes nol assume

sid 2t the fime services are
liens &5 payment on an account,

M.D or JP Esnavides, D.O. at Paragon Pain &
alicri or insurance card(s) to my

o my insurance company(s), including that an
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