Richard Schram, M.D., PA

Date Primary Care Doctor:

Personal Information

> DOB:

Last name First name MI

Sex: M[] F[J (cirele one) Marital Status:  S[] M| D[ JW[J(circle one)
-

Address City State Zip Code

> ) () I )

Home Phone Mobiie Work

>

Social Security Number Priver’s License Number State

>

Employer (Parent’s Info. if patient is a minor) Job Title Employer’s Address

> (G )

Emergency Contact/Parent or Guardian (if patient is a minor) Daytime Phone Number  Evening/Cell Phone
=

Emergency Contact Relationship to patient

Email: Pharmacy #

Insurance Information

>

Primary Insurance Carrier Address Phone Number
>

Policy Helder’s Name DOB ID# Group #
>

Secondary Insurance Carrier Address Phone Number
=

Policy Holder’s Name DOB iD# Group#
=

Person Responsible for Bill DOB SS# Relationship fo Patient
-

Address Phone Number

Assignment of Benefits & Authorization

1 hereby give authorization for payment of insurance benefits to be made directly to Richard Schram, M., for services rendered. I
understand that I am responsible for all charges whether or not they are covered by insurance. I hereby authorize this
healthcare provider to release all information necessary to secure payment of benefits. I further agree that a photocopy of this
agreement shall be as valid as the original.

Patient’s Signature ) Date



Patient Questionnaire

Name: DOB: AGE Date of Injury:

Chief Complaint: Height Weight

Who referred youTFriend ORelative Onsurance[JER doctor CJAttorney OOFamily Doctor

Family Medical History (Please check if you or any blood relative has/had any of the following):

You Relative You Relative
1. Diabetes O O 7. G.1L disease O O
2. High/Low BP || 1 8. Heart Attack | |
3, Hepatitis/Liver [l O 9, Stroke | ||
4, Heart Disease | | 10. Musculoskeletal Dis. [ O
5. Pulmonary Disease O O 11. Neurological |l O
6. Kidney/Bladder || || 12. Any Other Disease [ ||
LIST YOUR CURRENT MEDICATIONS:
(Include prescription, non-prescription, Vitamins-and Herbal preparations)
MEDICATION DOSE TIMES/DAY DRUG ALLERGIES:
DO YOUNOW OR HAVE YOU EVER USED:
Cigarettes? Y N ___ Pk/Day
oo
HAVE YOU EVER HAD SURGERY? (OYes [INo (Please list detzils)
Pain Diagram and Rating
Please number and mark the severity of pain you are currently Please mark on the diagram the locatian of the pain.

experiencing on a scale from 0 {no pain} to 10 (severe pain).

» Current pain.___ M0 01 2345867 893 10
= Average pain;___ /10 Q12 3 4587 8 9 10
{Visual Analog Pain Severity Scale)

[YT PRIV NI,

<4
c

(LY

Please describe the type of pain or sensation you are currently
experiencing. (Check all that apply)

[ Aching [0 sheoting
O 8urning O stabbing
O Gramps [ stitiness
O Duil O swslling
O Numbness [ Throbbing
[ shamp O Tingling

O Other, describe it:




RICHARD A. SCHRAM, M.D., P.A

Patient Name (please print) Date of Birth

RELEASE OF INFORMATION

Richard Schram, M.D. is hereby authorized to furnish medical information as may
be necessary for the payment of all charges by my insurance carrier, Medicare,
Medicaid, or any other payor or agency, from the medical records compiled during
the duration of my care. This waiver also authorizes release of copies of my medical
records to healthcare practitioners and organizations who are involved in my
continued care. Austin Orthopedic Specialists will only release my healthcare
information as specified by state law. 1 understand that I have the right to obtain
copies of my healtheare information for a fee.

DISCLOSURE STATEMENT

Physicians Richard Schram, M.D. has a financial interest in one or more of the
following: Arise Austin Medical Center and Stonegate Surgery Center

Patient/Authorized Representative’s Signature Relationship to Patient

Signature of Office Staff Date



PATIENT CONSENT FORM

| understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), |
have certain rights to privacy regarding my protected health information. | understand that this
information can and will be used to:

* Conduct, plan and direct my treatment and follow-up among the multiple healthcare
providers who may be involved in that treatment directly and indirectly.

» (Obtain payment from third-party payers.

» Conduct normal healthcare operations such as quality assessments and physician
certifications.

| have been informed by you of your Notice of Privacy Practices containing a more complete
description of the uses and disclosures of my health information. | have been given the right to
review such Notice of Privacy Practices prior to signing this consent. | understand that this
organization has the right to change its Notice of Privacy Practices from time to time and that | may
contact this organization at any time at the address below to obtain a current copy of the Notice of
Privacy Praclices.

| understand that | may request in writing that you restrict how my private information is used or
disclosed to carry out treatment, payment or health care operations. | also understand you are not
required to agree to my requested restrictions, but if you do agree then you are bound to abide by
such restrictions.

| understand that | may revoke this consent in writing at any time, except to the extent that you have
taken action relying on this consent.

Patient Name:

Signature:

Relationship to Patient:

Date:
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