STEPHEN E. EARLE, MD, PA
CERTIFIED-AMERICAN BOARD CLINICAL ORTHOPAEDIC SURGERY; CERTIFIED-AMERICAN BOARD SPINAL SURGERY

NEW PATIENT FORM

PATIENT: ________________________________________________________________		DATE: ______________

ADDRESS: _________________________________________	CITY: _____________	STATE: ___	ZIP: _________

HOME PHONE NUMBER: _____________________________	CELL PHONE NUMBER: ___________________________

EMAIL: ____________________________________________________________________________________________

SOCIAL SECURITY NUMBER: _______-_____-_______	MALE/FEMALE: ___	DATE OF BIRTH: ___________________

MARITAL STATUS: ________________________		DATE OF ACCIDENT/INJURY: _____________________________

WERE YOU ON THE JOB DURING THE ACCIDENT?: _________________________________________________________

EMPLOYER/OCCUPATION:_____________________________________________________________________________

IF THE PATIENT IS A MINOR, RESPONSIBLE PARTY: _________________________________________________________
RELATIONSHIP TO PATIENT: ___________________________________________________________________________

IN CASE OF EMERGENCY CONTACT NAME AND PHONE NUMBER:____________________________________________

ANY KNOWN ALLERGIES: _____________________________________________________________________________

PLEASE CHECK IF YOU EXPERIENCE ANY OF THE FOLLOWING IN RELATION TO YOUR PAIN:
___CHILLS				___DIZZINESS					___HEADACHE
___ANXIETY				___NUMBNESS					___HIGH BLOOD PRESSURE
___SHORTNESS OF BREATH		___LOW BLOOD PRESSURE			___BLURRED VISION
___DIFFICULTY SWALLOWING		___BURNING SENSATION IN ARMS		___ FEVER	
___BURNING SENSATION IN LEGS	___LOSS OF BLADDER CONTROL			___ CHEST PAIN
___ DEPRESSION			___ SLEEP LOSS					___ FAINTING

SYMPTOMS
CURRENT HEALTH CONCERNS:
1. __________________________________________________________________________________________
2. __________________________________________________________________________________________
3. __________________________________________________________________________________________
WHERE IS THE PAIN LOCATED: _________________________________________________________________________
WHAT IS THE CONDITION FOR WHICH YOU ARE SEEKING TREATMENT? __________________________________________________________________________________________________


HISTORY
PRIOR TO THE ACCIDENT, HAVE YOU BEEN TREATED FOR THIS OR A SIMILAR CONDITION(IF APPLICABLE)? ____________________________________________________________________________________________________________________________________________________________________________________________________
IF YES, WHAT WAS THE TREATMENT? WHAT WERE THE RESULTS OF TREATMENT? ____________________________________________________________________________________________________________________________________________________________________________________________________

PLEASE CHECK IF YOU HAVE A HISTORY OF ANY OF THE FOLLOWING:
___PACEMAKER		___AIDS				___ANEMIA	
___EPILEPSY			___HEART DISEASE			___HIV POSITIVE
___LIVER DISEASE		___SEIZURES				___VENEREAL DISEASE
___ BLEEDING DISORDERS	___ STROKE				___ALCOHOLISM 

FAMILY HISTORY OF MEDICAL CONDITIONS, IF KNOWN
____________________________________________________________________________________________________________________________________________________________________________________________________

SOCIAL HISTORY
EXERCISE? ____ 	IF SO, HOW OFTEN? ________________________________________________
SMOKE? _____		IF SO, HOW OFTEN? ________________________________________________
ALCOHOL? ___		IF SO, HOW OFTEN? ________________________________________________

HOSPITALIZATIONS
IF SO, WHEN, WHERE, WHAT FOR?
1.______________________________________________________________________________________________
2.______________________________________________________________________________________________
HAVE YOU EVER HAD A BLOOD TRANSFUSION? _________	WHEN?________________________

PRESCRIPTION MEDICATION
	NAME OF DRUG
	PRESCRIBING 
DOCTOR
	WHAT IS IT FOR?
	START
DATE
	DOSE
(MG
	DOSE
(FREQUENCY)

	
	
	
	
	
	

	
	
	
	
	
	

	
	
	
	
	
	



TO THE BEST OF MY KNOWLEDGE, THE PREVIOUS PAGES ARE COMPLETE AND CORRECT. I UNDERSTAND THAT IT IS MY RESPONSIBILITY TO INFORM MY DOCTOR, IF I, OR MY MINOR CHILD, EVER HAS A CHANGE IN HEALTH.
SIGNATURE ______________________________________________________________ DATE _______________	



RELEASE OF INFORMATION 
I AUTHORIZE THE RELEASE OF ANY MEDICAL INFORMATION NECESSARY TO THOSE PARTIES DEEMED APPROPRIATE IN CONNECTION WITH MY CARE. 
SIGNATURE ______________________________________________________________ DATE _______________	

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
I HAVE RECEIVED THIS OFFICE’S NOTICE OF PRIVACY PRACTICES, WHICH EXPLAINS HOW MY MEDICAL INFORMATION WILL BE USED AND DISCLOSED. I HAVE BEEN AFFORDED THE OPPORTUNITY TO READ THE NOTICCE OF PRIVACY PRACTICES AND ASK QUESTIONS.
SIGNATURE ______________________________________________________________ DATE _______________	

RECORDING AGREEMENT
I AGREE NOT TO RECORD IN DIGITIAL, AUDIO, OR ANY OTHER FORMAT DR. STEPHEN EARLE, MD, OR ANY MEMBER OF THE OFFICE STAFF WITH OUT SIGNED PRIOR CONSENT.
SIGNATURE ______________________________________________________________ DATE _______________	

PREGNANCY X-RAY DISCLAIMER
I DO HEREBY STATE AND ASSURE THAT IT IS NOT POSSIBLE THAT I AM OR MIGHT BE PREGNANT AT THIS TIME. I UNDERSTAND THAT THIS FACILITY AND/OR ITS EMPLOYEES WILL TAKE EVERY PRECAUTION TO SAFEGUARD MY WELL BEING. THEREFORE, I RELEASE DR. STEPHEN E. EARLE, MD, PA AND/OR WHOMEVER THEY MAY DESIGNATE AND/OR THEIR ASSISTANTS FROM ANY AND ALL RESPONSIBILITY AND LIABILITY REGARDING THE MATTER.
SIGNATURE ______________________________________________________________ DATE _______________		
CONSENT TO DISCLOURSE OF PROTECTED HEALTH INFORMATION
I understand that as part of my healthcare, Dr. Stephen Earle, MD, originates and maintains records that may include my health history, symptoms, examination and test results, diagnosis, treatment, and any plans for future care or treatment,  and  information  payment  for the  provisions  of  health  services.  I understand and authorize this information to be utilized to plan my care  and treatment, to ·bill for, services provided to me, to communicate with other healthcare providers and other healthcare operations including: quality assessment through outcomes evaluations and development  of  clinical  guidelines;  reviewing  competence  of healthcare  professionals  through peer review and credentialing  activities; and conducting fraud and abuse and compliance reviews. I further understand that any and all records, whether written, oral or in electronic format, are confidential and cannot be disclosed without my prior written authorization, except as otherwise provided by law. I understand that I may revoke this consent at any time in writing except that Dr. Stephen Earle, MD has already taken action in reliance on this consent. I also, understand that this consent is valid until revoked by me in writing.
SIGNATURE ______________________________________________________________ DATE _______________


DISCLOSURE AND INFORMED CONSENT TO MEDICAL CARE-25 TAC 601.4(A)(1)
TO THE PATIENT: As a patient, you have the right to be informed about your condition and the recommended medical care or surgical procedure, and the risks related to this care/procedure. This disclosure is designed to provide you this information so that you can decide whether to consent to receive this care/procedure. Please ask Dr. Earle and/or his staff any remaining questions prior to signing this form. 
· I voluntarily request Dr. Earle to treat my condition related to my spine.
· I understand that the care/procedures planned for me can include, but not limited to, surgical evaluation, flexion-extension x-rays, follow up visits, spine surgery, etc
· I understand that during my care/procedures, Dr. Earle may discover other conditions which require additional or different care/procedures than originally planned
· I authorize Dr. Earle to use his professional judgment to perform the additional or different care/procedure he believes is needed.
· I understand that all care/procedure involve some risk, ranging from minor to severe. These risks include infections, blood clots in veins/lungs/other organs, hemorrhage, allergic reactions, poor wound healing, and death. The changes of these occurring may be different for each patient based on the care/procedures and the patient’s current health.
By signing below, I consent to the care/procedure described above. I acknowledge the following:
· I understand this care/procedure does not guarantee a result or cure my condition
· I have been given the opportunity to ask questions I may have about: alternative forms of treatment; risks of non-treatment; steps that will occur during my care/procedures; risks and hazards involved in my care/procedures
· I believe I have enough information to give this informed consent
· I certify this form has been fully explained to me
· I have read this form or had it read to me
· I understand the information on this form
SIGNATURE ______________________________________________________________ DATE _______________

PATIENT CONSENT FOR USE OF EMAIL COMMUNICATIONS
To better serve our patients, this office has established an email address for some forms of communication. For routine matters that do not require immediate response, please feel free to contact us at christiana@drstephenearle.com Please remember however, that this form of communication is not appropriate for use in an emergency. The turnaround time for routine patient communications is twenty four (24) business hours. The service provider may delay message delivery. Should you require urgent or immediate attention, this medium is not appropriate. When sending email, please put the subject of your message in the subject line so we can process it more efficiently. Also, be sure to put your name and return telephone number in the body of the message. We also ask that your acknowledge receipt of emails coming from this office by using the auto reply feature. Communications relating to diagnosis and treatment will be filled in your medical record. Email communication is best utilized for scheduling, appointment reminders, insurance questions, billing questions, authorization questions, and written patient instruction. Questions or inquires to medical care and treatment as well as prescription refills need to be handled through our phone system by contacting (210) 872-6572. This office is dedicated to keeping your medical record information confidential. Despite our best efforts, due to the nature of email, third parties may have access to messages. When communicating from work, you should be aware that some companies consider email corporate property and your messages may be monitored. Even when emailing from home, you may feel that access to your email is not well controlled, so you should take that into consideration. In addition, you should be aware that, although addressed to me, my staff and/or colleagues would have access to this information.
I understand that this office will not be responsible for information loss or delay or breaches in confidentiality that are due to technical factors beyond this office’s control.  I understand and agree to the above email policy. By signing below, you are agreeing that we may send medical records correspondence to via email, and that we may respond to your emails to us via email.
SIGNATURE ______________________________________________________________ DATE _______________

ASSIGNEMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE ERISA AND OTHER LEGAL AND ADMINISTRATIVE CLAIMS ASSOCIATED WITH MY HEALTH INSURANCE AND/OR LIABILITY CLAIM AND DESIGNATION OF AUTHORIZED REPRESENTATIVE
I hereby assign and convey directly to the above-named health care provider, as my designated authorized representative, all medical benefits and/or reimbursement, if any, otherwise payable to me for services, treatments, therapies, and/or medications rendered or provided by the above-named health care provider, regardless of its managed care network participation status. I understand that I am financially responsible for all charges regardless of any applicable insurance payments and/or liability claim payments. I hereby authorize the above-named health care provider to release all medical information necessary to process my claims. Further, I hereby authorize my plan administrator fiduciary, insurer, and/or attorney to release to the above-named health care provider any and all Plan documents, summary benefit description, insurance policy, and/or settlement information upon written request from the above-named health care provider or its attorneys in order to claim such medical benefits. In addition to the assignment of the medical benefits and/or insurance reimbursement above, I also assign and/or convey to the above named health care provider any legal or administrative claim or chose an action arising under any group health plan, employee benefits plan, health insurance or tort feasor insurance concerning medical expenses incurred as a result of the medical services,  treatments, therapies, and/or medications I receive from the above-named health care provider (including any right to pursue those legal or administrative claims or chose an action). This constitutes an express and knowing assignment of ERISA breach or fiduciary duty claims and other legal and/or administrative claims. I intend by this assignment and designation or authorized representative to convey to the above-named provider all of my rights to claim (or place a lien on) the medical benefits related to the services, treatments, therapies, and/or medications provided by the above-named health care provider, including rights to any settlement, insurance or applicable legal or administrative remedies (including damages arising from ERISA breach of fiduciary duty claims). The assignee and/or designated representative (above-named provider) is given the right by me to (1) obtain information regarding the claims to the same extent as me;  (2) submit evidence; (3) make statements about facts or law; (4) make any request including providing or receiving notice of appeal proceedings; (5) participate in any administrative and judicial actions and pursue claims or chose in action or right against any liable party, insurance company, employee benefit plan, health care benefit plan, or plan administrator. The above-named provider as my assignee and my designated authorized representative may bring suit against any such health care benefit plan, employee benefit plan, plan administrator or insurance company in my name with derivative standing at provider’s expense. Unless revoked, this assignment is valid for all administrative and judicial reviews under PPACA (health care reform legislation), ERISA, Medicare and applicable federal and state laws. A photocopy of this assignment is to be considered valid, the same as if it was the original.
I HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT
SIGNATURE ______________________________________________________________ DATE _______________










NOTICE CONCERNING COMPLAINTS
Complaints about physicians, as well as other licensees and registrants of the Texas State Board of Medical Examiners, including physician assistants and acupuncturists, may be reported for Investigation at the following address:

Texas State Board of Medical Examiners Attention: Investigations
333 Guadalupe, Tower 3, Suite 610
P.O. Box 2018, MC-263 Austin, Texas 78768-2018
-Assistance in filing a complaint is available by calling the following telephone number: 1-800-201-9353

