OPIOID ABUSE NEW PATIENT MEDICAL HISTORY FORM

FIRST NAME: LAST NAME

DATE:

BIRTH GENDER:

DOB:

How does your opioid abuse affect your life and health?

OPIOID HISTORY:

When did you first notice that opioid is a problem? 0 Childhood oTeens 0 Adulthood

What is your opioid of choice?

How long can you go without taking opioids? hours Days Weeks
What is your average opioid intake a day?

TRAUMA HISTORY (Life events associated with opioid abuse. Check all that apply)

0O Marriage olnjury oPregnancy olliness

OTravel oDrugs aoWork oQuitting smoking

oDivorce OAbuse oJob Change oOther:

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

DAA oSmart Recovery olnpatient Rehab

ONA aSinclair Method oOther:

olOP oChurch

What are your greatest challenges with controlling your opioid use?

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

0 Kratom OGabapentin oSuboxone/Buprenorphine

oXanax Naltrexone oAnti-depressant Medication (which one)
oZofran oTramadol oOther:

oMethadone

What worked?

What didn’t work?

Why or why not?




OPIOID HISTORY CONT:
Alcohol triggers (check all that apply):

oStress olnsomnia oLife changes O Seizure Disorder
oBoredom oSeeking reward oWork nEating out
oAnger oParties oDivorce aOther:

SLEEP HISTORY:

How many hours do you sleep per night? Do you feel rested in the morning?
Do you snore? oYes 0ONo Have you had a sleep study? oYes oONo

Do you need alcohol or opioid to sleep? oYes ©No

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

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

I:. Methamphetamine Marijuana Estasy
i Pain Kill Not P ibed
r___ Cocaine ain Killers ( Not Prescribed) Alcohol
I: Herion Methodone 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):

(Heart attack

IHigh blood pressure
IHigh cholesterol
IHigh 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 aliver Disease oSleep apnea
oStroke oGallbladder stones oThyroid
oDiabetes olndigestion/reflux oAnxiety
oGout OPancreatitis oDepression
DArthritis oPCOS OBipolar
oCancer (Type/s):
Father Sibling Child Aunt/Uncle

Mother




HEALTH SCREEN

Have you been tested for HIV? YES

What was the results of HIV Test?

No Ifyes, When

Have your been tested for Hepatitis C? YES

When were you last tested for Hepatitis C?

NO

What were the results?

RELATIONSHIP HISTORY:

What is your current relationship status?

Describe your relationship

How many Children to you have?

Describe your relationship with your children

List everyone who lives with you

Do you have a history of DUI?

Have you ever been incarcerated? YES

NO When?

EMPLOYMENT HISTORY:

Are you currently employed? MES

NO

What is your occupations?

Describe your current arrangements?

Eductions History ( Highest Degree or grade level Acheived)




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

oRecent weight gain mare than 10 pounds
oAcnhe

gsnoring

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

OGas and bloating

oNighttime Urination

oBack pain (lower)

oDizziness

oWeakness/low energy
olnsomnia

oMood Changes

oCold intolerance

OHeat intolerance

oSkin rash

oBloating

oNausea/vomiting

oFood intolerance
oHeartburn

oSlow urine flow

oBack pain (upper)

OMuscle aches/pain

COMMENTS:

oSkin rash

oShortness of breath
oFainting/Blacking out
oAbdominal pain
oDiarrhea

olndigestion

oDecreased appetite
oUrinary Frequency/urgency
oBlood in stools

OJoint Pain

oHeadaches

DAnxiety

oMemory loss
oNervousness
OExcessive sweating
oBlood Clots

Cough

OChest Pain
OPalpitations

oOSeizures

ODepression

Dlnability to concentrate
oloss of interest

noHair changes
oFatigue/tiredness
oSuicidal Ideas or Planning



How | Plan to Control my Opioid use ...

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

Example below

SMART Technique Example
"l want to lose 10 pounds in two
Specific Who, what, where, when how... ,(,) P I
months.
10 pounds in 8 weeks = 1.25

Measurable 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 me
experience :
doctor!
Relevant Why this goal is important Review your motivators
"Focusing for two-month intervals
Timely Set benchmarks and deadlines g

works for me."

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




Why | Want to Control my
Opioid Use...

Before you begin your Opioid management journey, it is important to spend time reflecting on why
YOU want to take control of your Opioid use. Make sure 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 Opioid use:

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

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

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

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

Comments:



OF :

New Patient Demographic Information

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

Preferred Pharmacy

| understand | am only allowed to use ONE pharmacy by Paragon Yes lo

Pharmacy Name

l Pharmacy Location

1

Patient Information

Name (First, Middle, Last)

Birth Gender
M F

Birth Date Age Social Security #

Mailing Address Apt #

City, State ZIP

Email Address Primary Phone []Home | okaytoleave — ver — no
D cell message? [:] D
Employer (or parent/guardian employer if patient is a minor) Work Phone

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

Ethnicity 7] Hispanic orlLatino [] Not Hispanic or Latino

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

0 American indian/Alaska Native 7] Prefer not to answer

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?

. I 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.

.l understand 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).

. | 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.

.l 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 Medicatian 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.

Tansent of Picture for Elecironical Medical Record Chart: 1 undersiand and consent and authorize 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 personal 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. | 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, alcohol or opioid, street
drugs use, obesity medicine, 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 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 collectionagency. | understand payment is due at time of service.

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

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.

Payment Palicy Al 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 it is 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 @ minor or dependent aduft)

Date
Patient Signature




PARAGON

Health Partners

Medical Record Release of Information

AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION

Please read this entire form before signing and complete all the
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

NAME OF PATIENT OR INDIVIDUAL

I : Last 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. Authorization 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. Covered entities may use this form or any other
form that complies with HIPAA, the Texas Medical Privacy Act,and CITY STATE ZIP
other applicable laws. Individuals cannot be denied treatment based PHONE ( ) ALT. PHONE ( )

on a failure to sign this authorization form, and a refusal to sign this

form will not affect the payment, enrollment, 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 : O Personal Use
City State Zip Code O Billing or Claims
Phone (_ ) Fax ( ) O Insurance
WHO CAN RECEIVE AND USE THE HEALTH INFORMATION? O 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 Lab Results

O Consultation Reports

O EKG/Cardiology Reports
O Other

[1 Past/Present Medications

O Operation Reports

O Diagnostic Test Reports

[0 Radiology Reports & Images

O AIll health information
O Physician's Orders

O Progress Notes

O Pathology Reports

O History/Physical Exam
O Patient Allergies

O Discharge Summary
O Billing Information

Your initials are required to release the following information:

Genetic Information (including Genetic Test Results)

Mental Health Records (excluding psychotherapy notes)
HIV/AIDS Test Results/Treatment

Drug, Alcohol, or Substance Abuse Records

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 informaiion 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 & Safety Code § 181.154(c) andlor 45 C.F.R. § 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

O 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



PARAGON

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 / /




“Jauuew siy) ul NoA yum Buijesiunwiuod sn 0] JUasuod noA Jey) pue ssalppe

[lews Jo Jaquinu suoydala) sjiqow INoA yim sn apiaoid noA )i SyS1 8say) puejsiapun noA awnsse |jIm am ‘Jsuel) Ul paydasiajul 8q p|nos pue ainoss Jo pajdAious eq
Jou Aew sefessaul 1xa} 1O [IBWS S[IYAA ‘Jlew 1o auoydalal Jo afessaw 1xa} ‘[lews elA Buipn|oul ‘SUOlIESIUNWIWOD Paje|al-yjesy Jayjo Jo sispuiwad juswiulodde yum
NOA 10BJUCO O} YUM SN SpIACId NOA UONBULIOJUI 10BJUOD S} PUEB UOIEWIOUI Yljeay JNOA 9sojosIp pue asn Aew 9p4 "SUOHEDJIUNWIWIOD PUB SISpUllusy juswijuioddy
‘UoiEeWIOLU Yy eay JNOA JO 3|eS & 31N]jSuUod jey} SaInsojosip

Jo sesodind Buneyiew Aue Joj uonewloul yieay InoA Jo sasn jsow o} Joud uojjezioyine usplim JnoA Ulejqo ysnw apn UOREWIOU| UHESH JO 9[BS PUE DUNSYIEN
‘a1e9 InoA 1o} JuswAed

10 8180 INOA Ui POAJOAU] PUSL IO JaguusWw Ajlwe) e 0) UOITBWIOU| 818D Yl[eay 9S0|osIp JO asn Aew Sp\ (318D INOA IOf JUSWABY 10 &1B7) JNOA Ul PSAJOAU| S[ENPIAIDUY
. SOIBI0SSY

ssoauIsng, Se 0} paliajal ale UYdIym ‘jeysq Jno uo sa9iAlas apiaold jeyy siopusa Aled-paiyl yim uopewlojul yjesy JnoA asojosip Aew op\ S8IBID0SSY ssalisng
‘eusodgns e 0} 9su0dsal Ul 1O ‘1opJo SAlJeJISIUILUPE JO LNOD B 0} 8suodsal Ul UOIiBULLIOUI Y)|BaY JINOA 9s0[osIp AW 9p) ‘SUOROY [eBS pUe SINSMET O) puodsay O]
‘uonesuadwod

,sloylom 1o} pue siysusq olgnd Buipircid swelbold juswuianob aie Jey} sanijus PaloAod 0} UOlJewloul yyeay JnoA asojosip Aew opp "UOIESUSAWO)) SISHIOAN
‘saljiAoe yjeay oliqnd Joj noA Jnoge uonewlojul Yyjeay asojosip Aew apn (SYSITY UlBaH o1gqnd

‘uosltad

e Jo AJojes 1o yjeay 0} 1eaJy] snolas e juaaald 0} Alessadau Usaym Uojjewloul Uijesy JNOA aso[osIp 0 asn Aew ap\ "AJSJES JO Uj|eaH O} 1Baldy] SNolag B HOAY O
"sosodind JusWwadIojuS ME| IO} UOBWIOU] UlESY INOA 8S0[0sip ABW ap) ‘JUSWSJI0jUg ME ]|

‘SaljiAljoe

Wbisiano yjeay Joj sejousbe Bunipasooe pue Bupipne ‘Buisusdl ‘|ejuswiulaacb O} uolewIoul U}eay JnoA aso|osip ABW @A\ "SSIARDY JUDISIOAQ AJUSDY UESH
‘me| Ag palinbal s 9NSOOSIP 10 8SN YINS JUSIXS 8y} O} UOHIBULIOUI YljBBY INOA 9SO[0SIp J0 8Sn ABW S\ "MET| Ag palinbay 8Inso[osIq 10 a5

*sjusWaAoldwl 8)BW UED aMm Blaym a8s 0}

10 JayJO p|noys am S9IIAISS JeUm BpIosp 0} sjusijed Jno INoge UOIEWIOUI [BOIDSW SUIqUIOD 0SB ABW SAA "SSIIAIIOE MBIASI UONEZI|IIN 10 doueInsse Ajljenb Jo 9sinod
3} Ul usym uolneLIoul INOA asn 0} peau Aew am ‘sjdwexs Jo4 "suonelado Jno Jo} uojjeusioul yjesy Inok asojosip pue asn Aew sp) [SUONEIAAQ 9187 UJ[ESH 104
‘noA asinquiial 1o sn Aed |im Asyj Jey} 0s JIsIA JnoA Jnoge uoljewloful ueld yyesy Jnok eAlb o}

pasu Aew am ‘gidwexs 104 'Salliua J9Y10 10 s1ainsul yyeay JnoA ‘noA wouy JuswAed 196 pue ||ig 0} UOIIBWIOLUL Y)BaY JNOA 3SOJOSIp pue asn ued ap) JUSWAR 104
‘Bunsa) Alojeloge| Uieigqo o} palinbal uonewJolul Jsyio pue ‘sisoubelp a|gissod ‘ebe ‘aweu

inoA asn 1ybiw 10)o0p INoA ‘sldwexs 104 ‘SO2IAISS JO JUSWIES.) [BI1pal Yiim NoA apiaold 0] noA 1noge uoneuwliciul Yjeay 9so|asip pue asn Aeuwl o) Juswieal] 104

18pN[oUl UOITBLLIOLUI INOA 8SO[OSIP 10 9sn ABW OM JEY] SUOSESI 8U] JO 9WO0S "SOOUEB)ISWNDIID JO AJBLIEA B I9pUN UONJELLIOLUI Yl|gay JNoA 8S0|osIp pue asn o} papiwiad ale apn
uoljewLION| Y}edH INO A JO SaINSO[ISIQ pue Sas

"92]J0U SIY} JO SWJIB) BY} MOJj04 ||IIM SBIHIUS uobeled sy} Jo Yyoe] "oo1loN SIY} Ul paquosap se
uofeziuebio suo se uoljewIoUl Yljeay aieys 0} pue sadnoeld Aoealid jo aonoN 9|buls e uiejuiew o) uobeled sywiad sniels siyl (yydiH) 10V Alljigeiunoooy pue Alljigenod
8ouBINSU| YjesH 8y} yym aoueldwod jo asodind 1o} (uobeled) Alug palonod) pajelily o|buls e se saAjaswWay) peziuebio snyl ABY pue [04U0D pue diysSIsUMO UOLWILLIOD
lspun aJe jey) sanyue |ebo| oleledas ase yolym ‘sisuped yjesH uobeled e/g/p D71d ‘elen Alewud uobeied pue sisuped yyesH uobeled e/q/p 477 uoneljiqeysy
uled uobeleq 0} sejjdde 8O)jON SIYL "uOnEWIOMI Yjjeay JO ainsojosip pue asn ay} Buipiebsis aney am suopebigo sy} pue siybu Inok saquosap osje 821ON SIYL
"Peso|osIp 10 pasn 8q Aew NOA Jnoge uiejulew am Jey} uonewlojul yyeay moy saqiosap jey (9o1joN) saoioeld AoeALd JO 20110N SIU} Yyum noAk apiaoid o) mey AQ paiinbal
8le am pue Me| 91e]S Pue |Bleped Ylm 80UBpIOOO. U] UOIBWIOUI Uieay tnoA Jo Ajljenuapljuod pue Aoceald ayj Buluieiuiew o} pepiuiwos ale am ‘lepiaold aieo Yyesy e sy

"A||njoaed JI MOIADI 9SEB|d "UOIjeWwIoju] SIY} 0} SS999€ J96 ued Nnok moy pue pasojasip pue pasn aq AW UOBWIONI [E2IPAW MOY SIIIIS3P 9913ON SIYL

S30110Vid ADVAILdd 40 3J11LON VVdIH
siauied Uijeay

QJvdvd



2'95€C-615G1-188Y

009¢-£0Z (226 ) ¥£092 x._. Jm_m_;m:oo 0021 XogOd 1 AoUIaNON Ualey ‘4ed1Q AoBALId INO JoEJUOO Bsea|d ‘Uojjelwoul Jayuny Jo

132140

Aoeald ueidwoo e Bulji Jo) uone|elal 90.) 10U [|IM NO A "S90IAI9S UBWNH pUE Yi|esH Jo uswpedaq ay; J0 Ale12ioas syl UM 10 MO|aq pals| SSaJppe sy} 1 Jaoiu0 AdeAld
sy} Bunoejuos Ag sn yum juieidwios e a1y Aels NOA ‘Uoijewloul yyesy JnoA noge uoisioap e yim aaibesip noA 1o ‘sjybil Aoeaud inoA pajejoin aney Aew am ey} 8A8118q NOA J|
sjuiejdwon)

"9}/SgOM JNO UO puUk 82140 4NO U} ‘1sanbal uodn a|ge|ieAB aq ||IM 82110U MBU 8Y] "8ininj 8y} Ul 8AI92a1 8M UOIIBWIOJUI AUB SE ||lom SEB NOA INOGE SABY APEaI|B 8M UOIJBWLIOJUI
yyesy 10} SAj0SYS aq |Im 92110N pabueyd 1o pasiaal ay| "eo1joN siyl 9bueyd o1 1ybll Syl 9AI9S3) oM pue ‘921I0N SIU} JO UOISIOA JUSLIND 8y} Aq apige 0} palinbal aie app
92130\ Sl1y} 03 sabueysn

‘owl} Aue je ao1joN sy} Jo Adoo e nok sAIb 0} sn yse Aewl noA "9o1joN siy} Jo Adoo Jaded e 0} Jybil sy} eAey NOA :BOION SIY] JO AdOD) Jeded e 0} Jybly o
. ‘uonewJolul yylesy InoA jo Alunosaes 1o Aoeald

8y} sesiwoJdwod Jey} uoljewlojul Yijesy JnoA Jo ainso|osip Jo asn a|qissiwiadw Aue s| 81y} I payjou aq o0} Jybl 8y} saey noA "(oealg € JO polliON @q O] JUbly e
‘llew A 1o YJom Je NOA J0EJUOD AjUo am eyl yse ued noA ‘sidwexs 104 'uoneoo|

urepsd e je Jo Aem ulelao e Ul NOA Y}im UOIlewIolu] Yljeay JNoA 9)edIUNWIWOD am Jey) 1sanbal 01 1ybu ay) aAeY No A :SUCHEOIUNLIWOY) [BNUSPIUOD) 1Sonboy O IUDlY o
‘lin} ul uoBeled o} pied sey ‘ueld yjeay e uey} Jayjo uosiad e 1o ‘noA Jey aieo yieay o} sulellad Aj9|os uonewlojul yiesy ay; (z) pue ‘(me| Aq padinbal
asIMIay1o Jou S| pue) suojjesado aJed yyesy Jo juswAed yno Buifiies splebos ainsojosip ay) usym (1) uejd yyeay e 0} uolewloul Yijesy JNoA 1noge aInsojosip
B $9A|0AUL 1Sanbal sy} )i uonouisel e Joj jsenbal auyy 0} saJbe ysnw am ‘JarsmoH ‘isenbal yons Ausp o0y Jybl oy} aalasal am ‘me| auyy 0} Buipioooe ‘Ajjioey Ino Aq
papiaoid a1eo Jo Aljenb ayy Japuly Aew uojewlojul JNOA Jo suonoLsal Aue asneosag "Buum ul 3sanbal e 4ons puigns o) NoA aJdinbal Aew app ~84e2 INoA 4oy JuswAhed
8y} 10 81ed IN0A Ul PBAJOAUL S| OYM SUOSWOS 0} NOA JNOge 9SOjOSIP SM UOIJBWIONI YJeay sy} uo jiw| e }ssnbai 0} Jybut 8y} aABY OS|e noA ‘suoleiado a1ed yiesy 1o

juswAed ‘yuswieal) o) NOA INOGE 9SO|OSIP JO 9SN DM UOJEWUIOLUI Y}|EBY 84} U0 UoKE}WI| JO UofjoM)sal B 1sanbal 0} 1ybu syl 8ABY NOA SUONOLISSY 15oNbay O] JUbry
"Jusuipuswe pajsanbal ay) Loddns o)
uoseal e apinold pue Bunum ul )senbai e Jwgns noA jey) alinbes Aew app “uoneziueblo ino Joy Jo Ag jdey si uonewlour sy} se Buo| se Joj Juswpuswe ue jsenbal

0} JyblI 8U} 8ABY NOA "UOlJBWIOLUI 8Y) puswie 0} sh yse Aew noA ‘sje|dwooul 10 J081100U] S| NOA JNOCE BABY 8M UOBULIOJUI YHesy 8y} |98y NoA J| :PUSWY O] JUbry e
‘Bunum ur 1senbau InoA pwigns
0} noA aJinbau Aew spp "SYILUOW (Z1) SA|9M] UIYYM SUO JSYJOUR 10} YSB NOA JI 99} paseq-}soo ‘s|qeuosesl e abieyo |im jng ebieyd Jo 99l JBaA Yore SeINSojosIp JO
Bununoooe suo noA apirod |Im SAA “OAOJE PS]LIOSIP B SUOIOUN) 9SOy} SE ‘suoljelado aled yyeay pue JuswAed ‘yuswieal) Joj S9SN UMO N0 UBL) JY}0 NoA Jnoge

uoljew.oul yjeay Jo apew am saInsojosip 8y} jO 11| e si SIY] ,'$84nsojosip Jo Pujunoosoe, ue jsanbal o} Jybu sy} 8ABY NOA :S8INSO[0SI JO PUNUNOSOY UE O] JUbly e
"Bunum u) ysenbal JnoA Jwgns o} noA ainbai Aew ap) "898} paseq-}soo ‘ejqeuosesl

e obieyo Aew o\ "Jos plodal pajeubisap e ul paulejuiew UolewIoUl Yieay Inok jo Adoo e urejqo pue joadsul o) 1ybl oy} aAeY noA AdoD) pue 1oadsu] o] JUblY e

:noA Jnoge ulejulew em uogewlojul yyesy Buipiebal syybu Buimo|jol syl aAey NoA
sybry mnox

"noA 0} papircid 8m Jey} 81ed sy} JO SPIOOSI INO Ulelal 0} palinbal ale am Jey) pue ‘uoissiwiad JNOA Yiim apew ApeaJje SABY am S8INSOosIp AUE yoeq 9e} 0} 8|geun aJe

BM Jeu) puejsiepun NoA ‘uolezuoyine Usiim InoA Ag palenoo suoses. ey} 4o} NOA INOge UoleWIOU| Y} BBy 3SOJosIp 10 asn Jabuo| ou jim am ‘uolssiuiiad InoA )onal noA
} -own Aue je ‘Bunum ul ‘uonezuoyine Bulinbai sasodind ssoyy Jjo Aue Joj uoissiwied S|U} ©0As) ABW NOA ‘UONEWIOIUI YIjeay INOA jo ales ay} Joy Jo ‘sasodind Buneyiew
io} uoneullojul yyesy noA asn o} spusiul uobeied JI ‘ssjou Adeseyjoyohsd Buiuiejuocd uonewliojul Yyeay 8sojosip 1o asn Aew uobeled alojeq padinbal s| uonezioyne
paubis ‘ueRLM JNOA "uoissiwIed ushM JNoA yum Ajuo apew aq |jim sn o} Aldde jey) sme| ay} 1o 9010N SIY} AQ P8JeA0o Jou UoIBWIOIUI YleaY 1O S8INSO9SIp pue sasn Joyi0
uoljewoju) yjesH InoA Jo sasn 43Y10



Patient Name:
Date:

PARAGON

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:

N —

W

10.

11.

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 image 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.
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.
I can 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.
I know 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.

e Disconnection of the audio/video link
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.

The consultation may be viewed by medical and non-medical persons for evaluation, informational, research,
educational, quality, or technical purposes.

I understand 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.

I will not receive any royalties or other compensation for taking part in this telemedicine consult or associated
with any use by Paragon Health Partners.

I understand this consent covers my intital evaluation and all follow up visit with providers at Paragon Health
Partners.

If you 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.

I 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

Signature:

Revised May 7, 2022



