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and Sports Medicine 
 

Welcome!	
  Thank	
  you	
  for	
  choosing	
  Texas	
  Orthopedic	
  Specialists,	
  P.A.	
  	
  

Appointments	
  

Please	
  bring	
  the	
  following	
  items	
  with	
  you	
  to	
  your	
  initial	
  appointment,	
  whether	
  it	
  is	
  an	
  x-­‐ray	
  
appointment	
  or	
  an	
  office	
  appointment:	
  

• Your	
  completed	
  forms	
  for	
  the	
  New	
  Patient	
  Packet.	
  Please	
  have	
  these	
  filled	
  out	
  prior	
  to	
  your	
  
scheduled	
  appointment	
  time.	
  Please	
  arrive	
  15	
  minutes	
  early	
  for	
  your	
  appointment	
  if	
  you	
  
have	
  not	
  completed	
  the	
  forms	
  

• Your	
  insurance	
  card	
  and	
  drivers	
  license	
  
• A	
  family	
  member	
  must	
  accompany	
  the	
  patient	
  if	
  coming	
  by	
  ambulance	
  or	
  from	
  a	
  nursing	
  

home	
  
• Your	
  referral,	
  if	
  required	
  by	
  your	
  medical	
  insurance	
  policy.	
  You	
  need	
  a	
  referral	
  that	
  is	
  

appropriate	
  for	
  your	
  diagnosis	
  from	
  your	
  primary	
  care	
  doctor.	
  
• Your	
  initial	
  visit	
  will	
  be	
  for	
  a	
  consultation	
  and	
  surgical	
  x-­‐rays.	
  This	
  allows	
  us	
  to	
  fully	
  access	
  

your	
  health	
  history,	
  your	
  current	
  needs,	
  and	
  explain	
  the	
  recommended	
  treatment	
  plan.	
  
After	
  the	
  doctor	
  has	
  seen	
  you,	
  and	
  if	
  surgery	
  is	
  recommended,	
  we	
  will	
  schedule	
  your	
  
surgical	
  procedure	
  from	
  our	
  office.	
  Bring	
  any	
  recent	
  x-­‐rays	
  and/or	
  MRI	
  films,	
  along	
  with	
  the	
  
MRI	
  report,	
  that	
  you	
  may	
  have	
  had	
  in	
  the	
  last	
  6	
  months.	
  MRI’s	
  and	
  x-­‐rays	
  are	
  not	
  the	
  same	
  
type	
  of	
  imaging,	
  so	
  please	
  bring	
  both.	
  	
  	
  

o Dr.	
  Taunton	
  patients	
  are	
  requested	
  to	
  have	
  their	
  x-­‐rays	
  on	
  film,	
  not	
  CD’s.	
  If	
  a	
  total	
  
hip	
  or	
  knee	
  replacement	
  is	
  needed,	
  the	
  films	
  are	
  used	
  to	
  template	
  for	
  replacement	
  
parts.	
  Templating	
  cannot	
  be	
  done	
  with	
  a	
  CD.	
  

• A	
  co-­‐pay,	
  and	
  deductible	
  if	
  applicable,	
  will	
  be	
  collected	
  at	
  the	
  time	
  of	
  visit.	
  If	
  you	
  do	
  not	
  have	
  
insurance	
  coverage,	
  payment	
  in	
  full	
  is	
  expected	
  prior	
  to	
  each	
  visit.	
  	
  

• Please	
  contact	
  our	
  office	
  with	
  any	
  questions	
  you	
  may	
  have.	
  It	
  is	
  always	
  our	
  pleasure	
  to	
  help	
  
you.	
  

Disability	
  Forms	
  

Please	
  give	
  all	
  forms	
  regarding	
  disability	
  to	
  the	
  nursing	
  or	
  front	
  desk	
  staff.	
  Please	
  do	
  not	
  give	
  these	
  
forms	
  to	
  the	
  physician.	
  Be	
  aware	
  there	
  is	
  a	
  $25.00	
  fee	
  per	
  form.	
  You	
  will	
  need	
  to	
  expect	
  72	
  hours	
  for	
  
these	
  forms	
  to	
  be	
  completed.	
  Fill	
  out	
  the	
  portion	
  of	
  the	
  disability	
  form	
  that	
  is	
  for	
  the	
  patient	
  and	
  
leave	
  physician	
  areas	
  blank.	
  	
  



	
  

Medical	
  History	
  Questionnaire	
  

Patient’s	
  Name:________________________________________________	
  Today’s	
  Date:__________________________	
  
Date	
  of	
  Birth:_________________________	
  Referring	
  Physician;____________________________________________	
  
Emergency	
  Contact	
  and	
  Phone	
  Number:______________________________________________________________	
  
Married:_______	
  Single:__________	
  Divorced:__________	
  Widow(er):____________	
  #	
  of	
  children:__________	
  
Employer:________________________________________	
  Job	
  Description:_____________________________________	
  
Nature	
  of	
  problem/injury:_______________________________________	
  Date	
  of	
  onset:______________________	
  
Have	
  you	
  had	
  surgery	
  for	
  the	
  problem/injury:	
  Yes	
  	
  	
  No	
  	
  	
  	
  
Type	
  of	
  Surgery:________________________	
   Date	
  of	
  Surgery:____________________	
  
	
  
Circle	
  all	
  that	
  apply:	
  	
  
Level	
  of	
  pain:	
  (no	
  pain)	
  0	
  	
  1	
  	
  2	
  	
  3	
  	
  4	
  	
  5	
  	
  6	
  	
  7	
  	
  8	
  	
  9	
  	
  10	
  	
  (call	
  911)	
  
Does	
  the	
  pain	
  radiate?:	
  Yes	
  	
  	
  No	
  	
   Work	
  Related?:	
  	
  	
  Yes	
   No	
  	
  
Are	
  you:	
  	
  	
  Improving	
  	
  	
  	
  	
  Unchanged	
  	
  	
  	
  Worsening	
  
Type	
  of	
  Pain:	
  	
  	
  Aching	
  	
  	
  	
  Burning	
  	
  	
  	
  Constant	
  	
  	
  	
  Diffuse	
  	
  	
  	
  Dull	
  	
  	
  	
  Pounding	
  	
  	
  	
  Shooting	
  	
  	
  	
  	
  

Sharp	
  	
  	
  	
  Stabbing	
  	
  	
  	
  Tearing	
  	
  	
  	
  Throbbing	
  
Severity:	
  	
  	
  Mild	
  	
  	
  	
  Moderate	
  	
  	
  	
  Severe	
   Frequency	
  of	
  Limitation:	
  Occasionally	
  	
  	
  Often	
  	
  	
  Constant	
  
Aggravating	
  Factors:	
  	
  Bending	
  	
  	
  Carrying	
  	
  	
  Climbing	
  	
  	
  Extension	
  	
  	
  	
  Flexion	
  	
  	
  Standing	
  	
  	
  Prolong	
  Sitting	
  
	
  	
  	
  	
  	
  	
  	
  Lying	
  Down	
  	
  	
  Recreational	
  Activities	
  	
  	
  Routine	
  Activities	
  	
  	
  Weather	
  Changes	
  	
  	
  Sports	
  	
  	
  Running	
  
What	
  gives	
  you	
  relief?:	
  	
  Avoiding	
  activities	
  	
  	
  Use	
  of	
  brace/cane/crutches/walker	
  	
  	
  Cold	
  	
  	
  Heat	
  

Exercising	
  	
  	
  Resting	
  	
  	
  Walking	
  	
  	
  Medicines	
  	
  	
  Sitting	
  	
  	
  Massage	
  	
  	
  Sports	
  	
  	
  Running	
  
Are	
  you	
  allergic	
  to	
  any	
  medications?	
  Yes	
  	
  	
  No	
  	
  	
  
If	
  so,	
  please	
  list:________________________________________________________________________________________	
  
	
  
Past	
  of	
  Present	
  Illness(es):	
  Please	
  circle	
  all	
  that	
  apply:	
  
Diabetes	
   Heath	
  disease/heart	
  attack	
   Cancer	
   Hypertension	
   HIV	
  
Hepatitis	
   Thyroid	
   Kidney	
   Osteoporosis	
   Blood	
  Clots	
  
Lupus	
   Tuberculosis	
   Shortness	
  of	
  breath	
   Fibromyalgia	
   Stroke	
  
Pacemaker	
   Asthma	
   Bronchitis	
   Anemia	
   Emphysema	
  
Hernia	
   Pins/metal	
  implants	
   Seizures	
   Ringing	
  in	
  ears	
   Chest	
  pain	
  
Arthritis	
   Emotional/psychological	
   Allergies	
   Weight	
  loss	
   Headaches	
  
	
   Numbness/tingling	
   Bowel/bladder	
  

obstruction	
  
	
   	
  

Please	
  list	
  all	
  past	
  surgeries:_________________________________________________________________________	
  
_________________________________________________________________________________________________________	
  
Please	
  list	
  anything	
  you	
  may	
  feel	
  is	
  important	
  to	
  your	
  visit	
  here:_______________________________	
  
	
  



AUTHORIZATION FOR RELEASE OF PROTECTED HEALTH INFORMATION 
 
I hereby authorize: 
_____________________________________________________________________ 
Physician and/or Facility 
____________________________________________________________________ 
Address 
_____________________________________________________________________ 
Physician and/or Facility 
____________________________________________________________________ 
Address 
_____________________________________________________________________ 
Relative or Significant Other 
____________________________________________________________________ 
Address 
 
The Following information from the medical records for: 
Patient Name:__________________________________________ Date of Birth :__________________ 
Medical Records #:___________________________________  
Daytime Phone # :_____/______/_______ 
_____ History/Physical Exam _____ Lab Reports (including HIV test results) 
_____ X-Ray reports _____ Progress Notes 
_____ Other__________________________________________________________________________ 
 
The above information is being released for the following purpose and that purpose only. Any other use is 
forbidden. 
 
This authorization shall be in force and effective until the following event and/or date: 
____________________________________________________________________________________ 
 
 
I understand that I may revoke this authorization at any time except to the extent that action has been 
taken in reliance to it. 
 
______________________________________________________ Date :_____/______/_______ 
Signature of Patient 
 
______________________________________________________ _________________________ 
Signature of Parent or other Responsible Party Relationship to Patient 
 
PROHIBITION OR REDISCLOSURE. This information is being disclosed to you from confidential records. 
As their confidentially is protected by law, you are prohibited from making any further disclosure of this 
information except with specific written consent of the person to whom it pertains and the facility from 
which the information originates.	
    



 

MEDICATION LIST  

Patient Name:_____________________________________ Date:________________  

In order to keep current and accurate medical records for you, please fill out this form of all 

current medication that you are taking. If anything changes in the future, it will be the 
patient’s responsibility to notify the Medical Staff at your next appointment.  

 
Please list any medication allergies you have with the type of reaction:  

1.  
2.  
3.  
4.  
5.  
 

Signature:___________________________________  

Current Medications  Dosage (mg’s per day)  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
__________________________________  __________________________  
	
  



	
  



 



	
  

PATIENT	
  AUTHORIZATION	
  	
  
ASSIGNMENT	
  OF	
  BENEFITS	
  	
  

CONSENT	
  TO	
  TREATMENT	
  AND	
  RELEASE	
  OF	
  INFORMATION	
  
	
  

ASSIGNMENT	
  OF	
  BENEFITS:	
  I,	
  hereby,	
  assign	
  all	
  medical	
  and/or	
  surgical	
  benefits	
  to	
  include	
  Major	
  Medical	
  
benefits	
  for	
  which	
  I’m	
  entitled,	
  including	
  Medicare,	
  Private	
  Insurance,	
  PIP,	
  Third	
  Party	
  and	
  any	
  other	
  health	
  
plans,	
  related	
  to	
  Texas	
  Orthopedic	
  Specialists.	
  	
  

I	
  further	
  authorize	
  the	
  release	
  of	
  all	
  information	
  necessary,	
  including	
  medical	
  information,	
  to	
  secure	
  payment	
  
for	
   service	
   rendered,	
   including	
   the	
   processing	
   of	
   insurance	
   claims,	
   to	
   also	
   include	
   the	
   release	
   of	
   any	
  
information	
  necessary	
  to	
  secure	
  payment	
  for	
  any	
  additional	
  expenses	
  that	
  may	
  be	
  incurred	
  by	
  the	
  Orthopedic	
  
Institute	
   of	
   Texas	
   resulting	
   from	
   payment	
   securing	
   process	
   (administrative/clerical	
   expenses	
   and/or	
   fee,	
  
postage,	
  telephone	
  expenses	
  etc).	
  	
  

 
CONSENT	
  TO	
  TREATMENT	
   I	
   GIVE	
  MY	
   CONSENT	
   TO	
   Texas	
   Orthopedic	
   Specialists	
   to	
   perform	
   any	
   and	
   all	
  
examinations,	
   tests,	
   treatment,	
   physical	
   therapy,	
   blood	
   and	
   urine	
   specimen	
   procurement,	
   and	
   any	
   other	
  
reasonable	
  measure	
  it	
  deems	
  necessary	
  to	
  diagnose	
  and	
  to	
  treat	
  my	
  condition.	
  	
  

I	
  acknowledge	
  that	
  my	
  plan	
  of	
  care	
  may	
  include	
  admission	
  to	
  Harris	
  Southlake,	
  a	
  licensed	
  Medicare	
  certified	
  
ambulatory	
  surgery	
  center	
  in	
  which	
  Dr.	
  Taunton,	
  Dr.	
  Harris	
  and	
  Dr.	
  Troum	
  have	
  a	
  financial	
  interest.	
  	
  

 
NO	
  WARRANTY	
  OR	
  GUARANTEE	
  I	
  (we)	
  understand	
  that	
  no	
  warranty	
  or	
  guarantee	
  has	
  been	
  made	
  to	
  me	
  as	
  
to	
  result	
  or	
  care.	
  	
  

 
NOTICE	
  OF	
  PRIVACY	
  PRACTICES:	
   I	
  have	
  reviewed	
   this	
  office’s	
  Notice	
  of	
  Privacy	
  Practices,	
  which	
  explains	
  
how	
  my	
  medical	
  information	
  will	
  be	
  used	
  and	
  disclosed.	
  I	
  understand	
  that	
  I	
  am	
  entitled	
  to	
  receive	
  a	
  copy	
  of	
  
this	
  document.	
  	
  

	
  

This	
  agreement	
  will	
  remain	
  in	
  effect	
  until	
  revoked	
  by	
  me	
  in	
  writing	
  and	
  a	
  photocopy	
  of	
  this	
  assignment	
  shall	
  
be	
  considered	
  as	
  valid	
  as	
  the	
  original.	
  	
  

I	
   FURTHER	
  UNDERSTAND	
  THAT	
   I	
  AM	
  PERSONALLY	
  RESPONSIBLE	
  FOR	
  ANY	
  CHARGES	
   INCURRED	
  BY	
  ME,	
  
REGARDLESS	
   OF	
   ANY	
   INSURANCE	
   COVERAGE	
   I	
   MAY	
   HAVE,	
   AND	
   SHALL	
   BE	
   PAYABLE	
   TO	
   TEXAS	
  
ORTHOPEDIC	
  SPECIALISTS.	
  TEXAS	
  ORTHOPEDIC	
  SPECIALISTS	
  WILL	
  BE	
  GLAD	
  TO	
  FILE	
  TO	
  OUR	
  INSURANCE	
  
CARRIER	
  FOR	
  ANY	
  CHARGES	
  INCURRED,	
  HOWEVER.	
  	
  

	
  

My	
  signature	
  affirms	
  all	
  the	
  statements	
  made	
  above:	
  	
  

Date:	
  _____/_____/________	
  Signature:___________________________________	
  	
  

Date:	
  _____/_____/________	
  Witness:____________________________________	
  

 



	
  
	
  

Acknowledgement	
  of	
  Review	
  of	
  
Notice	
  of	
  Privacy	
  Practices	
  

	
  

I	
   have	
   reviewed	
   this	
  office’s	
  Notice	
  of	
  Privacy	
  Practices,	
  which	
  explains	
  how	
  my	
  medical	
  
information	
  will	
  be	
  used	
  and	
  disclosed.	
  I	
  understand	
  that	
  I	
  am	
  entitled	
  to	
  receive	
  a	
  copy	
  of	
  
this	
  document.	
  

	
  
_________________________________________	
  
Signature	
  of	
  Patient	
  or	
  Personal	
  Representative	
  	
  
	
  

_______________________________	
  
Date	
  	
  

	
  

_________________________________________	
  
Name	
  of	
  Patient	
  or	
  Personal	
  Representative	
  	
  

	
  

_________________________________________	
  
Description	
  of	
  Personal	
  Representative’s	
  Authority	
  

	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  
	
  



	
  

	
  
Security	
  of	
  Patient	
  and	
  Public	
  Personal	
  Property.	
  

I	
   understand	
   and	
   agree	
   that	
   Texas	
   Orthopedic	
   Specialists,	
   P.A.	
   is	
   not	
   responsible	
   for	
   the	
  
security	
   and	
   protection	
   from	
   loss	
   or	
   theft	
   of	
   my	
   personal	
   property	
   while	
   on	
   its	
   premises	
  
(including	
   the	
   parking	
   lot	
   and	
   other	
   contiguous	
   areas	
   outside	
   of	
   the	
   building)	
   and	
   further	
  
understand	
   and	
   agree	
   that	
   I	
   am	
  personally	
   and	
   directly	
   responsible	
   for	
   security	
   of	
   all	
   of	
  my	
  
personal	
   belongings	
   including	
   without	
   limitation,	
   articles	
   of	
   clothing,	
   purses,	
   wallets,	
   cash,	
  
jewelry,	
  and	
  personally	
  owned	
  equipment.	
  	
  

___________________________________________	
   	
   ____________________________	
  
Patient	
  Signature	
  	
   	
   	
   	
   	
   Date	
  	
  

	
  
	
  

	
   	
  



	
  
	
  

	
  
Directions	
  to	
  Our	
  Office	
  

2419	
  Highway	
  121	
  
Bedford,	
  TX	
  76021	
  

	
  
Directions	
  from	
  Airport	
  Freeway/183	
  area,	
  take	
  121	
  North	
  towards	
  Grapevine	
  	
  	
  
	
   Exit	
  Harwood	
  Road	
  
	
   Turn	
  LEFT	
  on	
  Harwood	
  Road.	
  	
  
	
   Turn	
  LEFT	
  on	
  South	
  bound	
  access	
  road	
  
	
   Stay	
  on	
  access	
  road	
  and	
  go	
  down	
  about	
  a	
  quarter	
  of	
  a	
  mile	
  
	
   The	
  building	
  will	
  be	
  on	
  the	
  right	
  hand	
  side	
  	
  
	
  
Directions	
  from	
  Hwy	
  114	
  area,	
  take	
  121	
  South	
  towards	
  Fort	
  Worth	
  
	
   Exit	
  Harwood	
  Road.	
  	
  
	
   Do	
  not	
  turn	
  on	
  Harwood	
  Road.	
  	
  
	
   Stay	
  straight	
  on	
  access	
  road	
  and	
  go	
  down	
  about	
  a	
  quarter	
  of	
  a	
  mile	
  
	
   The	
  building	
  will	
  be	
  on	
  the	
  right	
  hand	
  side	
  
	
  

	
  

	
  
	
   	
  



Texas	
  Orthopedic	
  Specialists,	
  P.A.	
  -­‐	
  Notice	
  of	
  Privacy	
  Practices	
  
	
  
This	
  notice	
  describes	
  how	
  medical	
  information	
  about	
  you	
  may	
  be	
  used	
  and	
  disclosed	
  and	
  how	
  you	
  can	
  get	
  access	
  
to	
  this	
  information.	
  Please	
  review	
  it	
  carefully.	
  	
  
	
  
This	
  practice	
  uses	
  and	
  discloses	
  health	
  information	
  about	
  you	
  for	
  treatment,	
  to	
  obtain	
  payment	
  for	
  treatment,	
  for	
  
administrative	
  purposes,	
  and	
  to	
  evaluate	
  the	
  quality	
  of	
  care	
  you	
  receive.	
  This	
  notice	
  describes	
  our	
  privacy	
  
practices.	
  You	
  can	
  request	
  a	
  copy	
  of	
  this	
  notice	
  at	
  any	
  time.	
  For	
  more	
  information	
  about	
  this	
  notice	
  or	
  our	
  privacy	
  
practices	
  and	
  policies,	
  please	
  contact	
  the	
  person	
  listed	
  below.	
  
	
  
Treatment,	
  Payment,	
  Health	
  Care	
  Operations	
  
	
  
Treatment	
  
We	
  are	
  permitted	
  to	
  use	
  and	
  disclose	
  your	
  medical	
  information	
  to	
  those	
  involved	
  in	
  your	
  treatment.	
  For	
  example,	
  
your	
  care	
  may	
  require	
  involvement	
  of	
  a	
  specialist	
  other	
  than	
  ourselves.	
  If	
  we	
  were	
  to	
  refer	
  you	
  to	
  another	
  
specialist,	
  we	
  will	
  share	
  some	
  or	
  all	
  of	
  your	
  medical	
  information	
  with	
  that	
  physician	
  to	
  facilitate	
  the	
  delivery	
  of	
  
care.	
  	
  
	
  
Payment	
  
We	
  are	
  permitted	
  to	
  use	
  and	
  disclose	
  your	
  medical	
  information	
  to	
  bill	
  and	
  collect	
  payment	
  for	
  services	
  provided	
  to	
  
you.	
  For	
  example,	
  we	
  may	
  complete	
  a	
  claim	
  form	
  to	
  obtain	
  payment	
  from	
  your	
  insurer	
  or	
  HMO.	
  The	
  form	
  will	
  
contain	
  medical	
  information,	
  such	
  as	
  description	
  of	
  the	
  medical	
  service	
  provided	
  to	
  you,	
  that	
  your	
  insurer	
  or	
  HMO	
  
needs	
  to	
  approve	
  payment	
  to	
  us.	
  	
  
	
  
Health	
  Care	
  Operations	
  
We	
  are	
  permitted	
  to	
  use	
  or	
  disclose	
  your	
  medical	
  information	
  for	
  the	
  purposes	
  of	
  health	
  care	
  operations,	
  which	
  
are	
  activities	
  that	
  support	
  this	
  practice	
  and	
  ensure	
  that	
  quality	
  care	
  is	
  delivered.	
  For	
  example,	
  we	
  may	
  engage	
  the	
  
services	
  of	
  a	
  professional	
  to	
  aid	
  this	
  practice	
  in	
  its	
  compliance	
  program.	
  This	
  person	
  will	
  review	
  billing	
  and	
  medical	
  
files	
  to	
  ensure	
  we	
  maintain	
  our	
  compliance	
  with	
  regulations	
  and	
  the	
  law.	
  	
  
	
  
Disclosures	
  That	
  Can	
  Be	
  Made	
  Without	
  Your	
  Authorization	
  
There	
  are	
  situations	
  in	
  which	
  we	
  are	
  permitted	
  by	
  law	
  to	
  disclose	
  or	
  use	
  your	
  medical	
  information	
  without	
  your	
  
written	
  authorization	
  or	
  an	
  opportunity	
  to	
  object.	
  In	
  other	
  situations	
  we	
  will	
  ask	
  for	
  your	
  written	
  authorization	
  
before	
  using	
  or	
  disclosing	
  any	
  identifiable	
  health	
  information	
  about	
  you.	
  If	
  you	
  choose	
  to	
  sign	
  an	
  authorization	
  to	
  
disclose	
  information,	
  you	
  can	
  later	
  revoke	
  that	
  authorization,	
  in	
  writing,	
  to	
  stop	
  future	
  uses	
  and	
  disclosures.	
  
However,	
  any	
  revocation	
  will	
  not	
  apply	
  to	
  disclosures	
  or	
  uses	
  already	
  made	
  or	
  taken	
  in	
  reliance	
  on	
  that	
  
authorization.	
  	
  
	
  
Public	
  Health,	
  Abuse	
  or	
  Neglect,	
  and	
  Health	
  Oversight	
  
We	
  may	
  disclose	
  your	
  medical	
  information	
  for	
  public	
  health	
  activities.	
  Public	
  health	
  activities	
  are	
  mandated	
  by	
  
federal,	
  state,	
  or	
  local	
  government	
  for	
  the	
  collection	
  of	
  information	
  about	
  disease,	
  vital	
  statistics	
  (like	
  births	
  and	
  
deaths),	
  or	
  injury	
  by	
  a	
  public	
  health	
  authority.	
  We	
  may	
  disclose	
  medical	
  information,	
  if	
  authorized	
  by	
  law,	
  to	
  a	
  
person	
  who	
  may	
  have	
  been	
  exposed	
  to	
  a	
  disease	
  or	
  may	
  be	
  at	
  risk	
  for	
  contracting	
  or	
  spreading	
  a	
  disease	
  or	
  
condition.	
  We	
  may	
  disclose	
  your	
  medical	
  information	
  to	
  report	
  reactions	
  to	
  medications,	
  problems	
  with	
  products,	
  
or	
  to	
  notify	
  people	
  of	
  recalls	
  of	
  products	
  they	
  may	
  be	
  using.	
  
	
  
We	
  may	
  also	
  disclose	
  medical	
  information	
  to	
  a	
  public	
  agency	
  authorized	
  to	
  receive	
  reports	
  of	
  child	
  abuse	
  or	
  
neglect.	
  Texas	
  law	
  requires	
  physicians	
  to	
  report	
  child	
  abuse	
  or	
  neglect.	
  Regulations	
  also	
  permit	
  the	
  disclosure	
  of	
  
information	
  to	
  report	
  abuse	
  or	
  neglect	
  of	
  elders	
  or	
  the	
  disabled.	
  We	
  may	
  disclose	
  your	
  medical	
  information	
  to	
  a	
  
health	
  oversight	
  agency	
  for	
  those	
  activities	
  authorized	
  by	
  law.	
  Examples	
  of	
  these	
  activities	
  are	
  audits,	
  
investigations,	
  licensure	
  applications,	
  and	
  inspections	
  which	
  are	
  all	
  government	
  activities	
  undertaken	
  to	
  monitor	
  
the	
  health	
  care	
  delivery	
  system	
  and	
  compliance	
  with	
  other	
  laws,	
  such	
  as	
  civil	
  rights	
  laws.	
  	
  



	
  
Legal	
  Proceedings	
  and	
  Law	
  Enforcement	
  
We	
  may	
  disclose	
  your	
  medical	
  information	
  in	
  the	
  course	
  of	
  judicial	
  or	
  administrative	
  proceedings	
  in	
  response	
  to	
  an	
  
order	
  of	
  the	
  court	
  (or	
  the	
  administrative	
  decision-­‐maker)	
  or	
  other	
  appropriate	
  legal	
  process.	
  Certain	
  requirements	
  
must	
  be	
  met	
  before	
  the	
  information	
  is	
  disclosed.	
  
	
  
If	
  asked	
  by	
  a	
  law	
  enforcement	
  official,	
  we	
  may	
  disclose	
  your	
  medical	
  information	
  under	
  limited	
  circumstances	
  
provided	
  that	
  the	
  information:	
  

• Is	
  released	
  pursuant	
  to	
  legal	
  process,	
  such	
  as	
  a	
  warrant	
  or	
  subpoena;	
  
• Pertains	
  to	
  a	
  victim	
  of	
  crime	
  and	
  you	
  are	
  incapacitated;	
  
• Pertains	
  to	
  a	
  person	
  who	
  has	
  died	
  under	
  circumstances	
  that	
  may	
  be	
  related	
  to	
  criminal	
  conduct;	
  
• Is	
  about	
  a	
  victim	
  of	
  crime	
  and	
  we	
  are	
  unable	
  to	
  obtain	
  the	
  person’s	
  agreement;	
  
• Is	
  released	
  because	
  of	
  a	
  crime	
  that	
  has	
  occurred	
  on	
  these	
  premises;	
  	
  
• Is	
  released	
  to	
  locate	
  a	
  fugitive,	
  missing	
  person,	
  or	
  suspect	
  

	
  
We	
  may	
  also	
  release	
  information	
  if	
  we	
  believe	
  the	
  disclosure	
  is	
  necessary	
  to	
  prevent	
  or	
  lessen	
  an	
  imminent	
  threat	
  
to	
  the	
  health	
  or	
  safety	
  of	
  a	
  person.	
  
	
  
Workers’	
  Compensation	
  
We	
  may	
  disclose	
  your	
  medical	
  information	
  as	
  required	
  by	
  the	
  Texas	
  workers’	
  compensation	
  law.	
  
	
  
Inmates	
  
If	
  you	
  are	
  an	
  inmate	
  or	
  under	
  the	
  custody	
  of	
  law	
  enforcement,	
  we	
  may	
  release	
  your	
  medical	
  information	
  to	
  the	
  
correctional	
  institution	
  or	
  law	
  enforcement	
  official.	
  This	
  release	
  is	
  permitted	
  to	
  allow	
  the	
  	
  institution	
  to	
  provide	
  
you	
  with	
  medical	
  care,	
  to	
  protect	
  your	
  health	
  or	
  the	
  health	
  and	
  safety	
  of	
  others,	
  or	
  for	
  the	
  safety	
  and	
  security	
  of	
  
the	
  institution.	
  
	
  
Military,	
  National	
  Security	
  and	
  Intelligence	
  Activities,	
  Protection	
  of	
  the	
  President	
  
We	
  may	
  disclose	
  your	
  medical	
  information	
  for	
  specialized	
  governmental	
  functions	
  such	
  as	
  separation	
  or	
  discharge	
  
from	
  military	
  service,	
  requests	
  as	
  necessary	
  by	
  appropriate	
  military	
  command	
  officers(if	
  you	
  are	
  in	
  the	
  military),	
  
authorized	
  national	
  security	
  and	
  intelligence	
  activities,	
  as	
  well	
  as	
  authorized	
  activities	
  for	
  the	
  provision	
  of	
  
protective	
  services	
  for	
  the	
  President	
  of	
  the	
  United	
  States,	
  other	
  authorized	
  government	
  officials,	
  or	
  foreign	
  heads	
  
of	
  state.	
  
	
  
Research,	
  Organ	
  Donation,	
  Coroners,	
  Medical	
  Examiners,	
  and	
  Funeral	
  Directors	
  
When	
  a	
  research	
  project	
  and	
  its	
  privacy	
  protections	
  have	
  been	
  approved	
  by	
  an	
  Institutional	
  Review	
  Board	
  or	
  
privacy	
  board,	
  we	
  may	
  release	
  medical	
  information	
  to	
  researchers	
  for	
  research	
  purposes.	
  We	
  may	
  release	
  medical	
  
information	
  to	
  organ	
  procurement	
  organizations	
  for	
  the	
  purpose	
  of	
  facilitating	
  organ,	
  eye,	
  or	
  tissue	
  donation	
  if	
  you	
  
are	
  a	
  donor.	
  Also,	
  we	
  may	
  release	
  your	
  medical	
  information	
  to	
  a	
  coroner	
  or	
  medical	
  examiner	
  to	
  identify	
  a	
  
deceased	
  or	
  a	
  cause	
  of	
  death.	
  Further,	
  we	
  may	
  release	
  your	
  medical	
  information	
  to	
  a	
  funeral	
  director	
  where	
  such	
  a	
  
discloser	
  is	
  necessary	
  for	
  the	
  director	
  to	
  carry	
  out	
  his	
  duties.	
  
	
  
Required	
  by	
  Law	
  
We	
  may	
  release	
  your	
  medical	
  information	
  where	
  the	
  disclosure	
  is	
  required	
  by	
  law.	
  
	
  
Your	
  Rights	
  Under	
  Federal	
  Privacy	
  Regulations	
  
The	
  United	
  States	
  Department	
  of	
  Health	
  and	
  Human	
  Services	
  created	
  regulations	
  intended	
  to	
  protect	
  patient	
  
privacy	
  as	
  required	
  by	
  the	
  Health	
  Insurance	
  Portability	
  and	
  Accountability	
  Act	
  (HIPAA).	
  Those	
  regulations	
  create	
  
several	
  privileges	
  that	
  patients	
  may	
  exercise.	
  We	
  will	
  not	
  retaliate	
  against	
  a	
  patient	
  that	
  exercises	
  their	
  HIPAA	
  
rights.	
  	
  
	
  
	
  



Requested	
  Restrictions	
  
You	
  may	
  request	
  that	
  we	
  restrict	
  or	
  limit	
  how	
  your	
  protected	
  health	
  information	
  is	
  used	
  or	
  disclosed	
  for	
  treatment,	
  
payment,	
  or	
  healthcare	
  operations.	
  We	
  do	
  NOT	
  have	
  to	
  agree	
  to	
  this	
  restriction,	
  but	
  if	
  we	
  do	
  agree,	
  we	
  will	
  comply	
  
with	
  your	
  request	
  except	
  under	
  emergency	
  circumstances.	
  
To	
  request	
  a	
  restriction,	
  submit	
  the	
  following	
  in	
  writing:	
  (a)	
  The	
  information	
  to	
  be	
  restricted	
  (b)	
  what	
  kind	
  of	
  
restriction	
  you	
  are	
  requesting	
  (i.e.	
  on	
  the	
  use	
  of	
  information,	
  disclosure	
  of	
  information	
  or	
  both),	
  and	
  (c)	
  to	
  whom	
  
the	
  limits	
  apply.	
  Please	
  send	
  the	
  request	
  to	
  the	
  address	
  and	
  person	
  listed	
  below.	
  
You	
  may	
  also	
  request	
  that	
  we	
  limit	
  disclosure	
  to	
  family	
  members,	
  other	
  relatives,	
  or	
  close	
  personal	
  friends	
  that	
  
may	
  or	
  may	
  not	
  be	
  involved	
  in	
  your	
  care.	
  
	
  
Receiving	
  Confidential	
  Communications	
  by	
  Alternative	
  Means	
  
You	
  may	
  request	
  that	
  we	
  send	
  communications	
  of	
  protected	
  health	
  information	
  by	
  alternative	
  means	
  or	
  to	
  an	
  
alternative	
  location.	
  This	
  request	
  must	
  be	
  made	
  in	
  writing	
  to	
  the	
  person	
  listed	
  below.	
  We	
  are	
  required	
  to	
  
accommodate	
  only	
  reasonable	
  requests.	
  Please	
  specify	
  in	
  your	
  correspondence	
  exactly	
  how	
  you	
  want	
  us	
  to	
  
communicate	
  with	
  you	
  and,	
  if	
  you	
  are	
  directing	
  us	
  to	
  send	
  it	
  to	
  a	
  particular	
  place,	
  the	
  contact/address	
  information.	
  
	
  
Inspection	
  and	
  Copies	
  of	
  Protected	
  Health	
  Information	
  
You	
  may	
  inspect	
  and/or	
  copy	
  health	
  information	
  that	
  is	
  within	
  the	
  designated	
  record	
  set,	
  which	
  is	
  information	
  that	
  
is	
  used	
  to	
  make	
  decisions	
  about	
  your	
  care.	
  Texas	
  law	
  requires	
  that	
  requests	
  for	
  copies	
  be	
  made	
  in	
  writing	
  and	
  we	
  
ask	
  that	
  requests	
  for	
  inspection	
  of	
  your	
  health	
  information	
  also	
  be	
  made	
  in	
  writing.	
  Please	
  send	
  your	
  request	
  to	
  
the	
  person	
  listed	
  below.	
  
	
  
We	
  can	
  refuse	
  to	
  provide	
  some	
  of	
  the	
  information	
  you	
  ask	
  to	
  inspect	
  or	
  ask	
  to	
  be	
  copied	
  if	
  the	
  information:	
  

• Includes	
  psychotherapy	
  notes	
  
• Includes	
  the	
  identity	
  of	
  a	
  person	
  who	
  provided	
  information	
  if	
  it	
  was	
  obtained	
  under	
  a	
  promise	
  of	
  

confidentiality	
  
• Is	
  subject	
  to	
  the	
  Clinical	
  Laboratory	
  Improvements	
  Amendments	
  of	
  1988	
  
• Has	
  been	
  compiled	
  in	
  anticipation	
  of	
  litigation	
  

	
  
We	
  can	
  refuse	
  to	
  provide	
  access	
  to	
  or	
  copies	
  of	
  some	
  information	
  for	
  other	
  reasons,	
  provided	
  that	
  we	
  provide	
  a	
  
review	
  of	
  our	
  decisions	
  on	
  your	
  request.	
  Another	
  licensed	
  health	
  care	
  provider	
  who	
  was	
  not	
  involved	
  in	
  the	
  prior	
  
decision	
  to	
  deny	
  access	
  will	
  make	
  any	
  such	
  review.	
  
Texas	
  law	
  requires	
  that	
  we	
  are	
  ready	
  to	
  provide	
  copies	
  or	
  a	
  narrative	
  within	
  15	
  days	
  of	
  your	
  request.	
  We	
  will	
  
inform	
  you	
  of	
  when	
  the	
  records	
  are	
  ready	
  and	
  if	
  we	
  believe	
  access	
  should	
  be	
  limited.	
  If	
  we	
  deny	
  access,	
  we	
  will	
  
inform	
  you	
  in	
  writing.	
  	
  
HIPAA	
  permits	
  us	
  to	
  charge	
  a	
  reasonable	
  cost	
  based	
  fee.	
  The	
  Texas	
  State	
  Board	
  of	
  Medical	
  Examiners	
  (TSBME)	
  has	
  
set	
  limits	
  on	
  fees	
  for	
  copies	
  of	
  medical	
  records	
  that	
  under	
  some	
  circumstances	
  may	
  be	
  lower	
  than	
  the	
  charges	
  
permitted	
  by	
  HIPAA.	
  In	
  any	
  event,	
  the	
  lower	
  of	
  the	
  fee	
  permitted	
  by	
  HIPAA	
  or	
  the	
  fee	
  permitted	
  by	
  the	
  TSBME	
  will	
  
be	
  charged.	
  
	
  
Amendment	
  of	
  Medical	
  Information	
  
You	
  may	
  request	
  an	
  amendment	
  of	
  your	
  medical	
  information	
  in	
  the	
  designated	
  record	
  set.	
  Any	
  such	
  request	
  must	
  
be	
  made	
  in	
  writing	
  to	
  the	
  person	
  listed	
  below.	
  We	
  will	
  respond	
  within	
  60	
  days	
  of	
  your	
  request.	
  We	
  may	
  refuse	
  to	
  
allow	
  an	
  amendment	
  if	
  the	
  information:	
  

• Wasn’t	
  created	
  by	
  this	
  practice	
  or	
  the	
  physicians	
  here	
  in	
  this	
  practice	
  
• Is	
  not	
  part	
  of	
  the	
  Designated	
  Record	
  Set	
  
• Is	
  not	
  available	
  for	
  inspection	
  because	
  of	
  an	
  appropriate	
  denial	
  
• If	
  the	
  information	
  is	
  accurate	
  and	
  complete	
  

	
  
Even	
  if	
  we	
  refuse	
  to	
  allow	
  an	
  amendment	
  you	
  are	
  permitted	
  to	
  include	
  a	
  patient	
  statement	
  about	
  the	
  information	
  
at	
  issue	
  in	
  your	
  medical	
  record.	
  If	
  we	
  refuse	
  to	
  allow	
  an	
  amendment,	
  we	
  will	
  inform	
  you	
  in	
  writing.	
  If	
  we	
  approve	
  



the	
  amendment,	
  we	
  will	
  inform	
  you	
  in	
  writing,	
  allow	
  the	
  amendment	
  to	
  be	
  made,	
  and	
  tell	
  others	
  that	
  we	
  now	
  
have	
  the	
  correct	
  information.	
  
	
  
Accounting	
  of	
  Certain	
  Disclosures	
  
The	
  HIPAA	
  privacy	
  regulations	
  permit	
  you	
  to	
  request,	
  and	
  us	
  to	
  provide,	
  an	
  accounting	
  of	
  disclosures	
  that	
  are	
  other	
  
than	
  for	
  treatment,	
  payment,	
  health	
  care	
  operations,	
  or	
  made	
  via	
  an	
  authorization	
  signed	
  by	
  you	
  or	
  your	
  
representative.	
  Please	
  submit	
  any	
  request	
  for	
  an	
  accounting	
  to	
  the	
  person	
  listed	
  below.	
  Your	
  first	
  accounting	
  of	
  
disclosures	
  (within	
  a	
  12	
  month	
  period)	
  will	
  be	
  free.	
  For	
  additional	
  requests	
  within	
  that	
  period,	
  we	
  are	
  permitted	
  to	
  
charge	
  for	
  the	
  cost	
  of	
  providing	
  the	
  list.	
  If	
  there	
  is	
  a	
  charge,	
  we	
  will	
  notify	
  you	
  and	
  you	
  may	
  choose	
  to	
  withdraw	
  or	
  
modify	
  your	
  request	
  before	
  any	
  costs	
  are	
  incurred.	
  
	
  
Appointment	
  Reminders,	
  Treatment	
  Alternatives,	
  and	
  Other	
  Health-­‐related	
  Benefits	
  
We	
  may	
  contact	
  you	
  by	
  telephone,	
  email,	
  or	
  both	
  to	
  provide	
  appointment	
  reminders,	
  information	
  about	
  treatment	
  
alternatives,	
  or	
  other	
  health-­‐related	
  benefits	
  and	
  services	
  that	
  may	
  be	
  of	
  interest	
  to	
  you.	
  
	
  
Complaints	
  
If	
  you	
  are	
  concerned	
  that	
  your	
  privacy	
  rights	
  have	
  been	
  violated,	
  you	
  may	
  contact	
  the	
  person	
  listed	
  below.	
  You	
  
may	
  also	
  send	
  a	
  written	
  complaint	
  to	
  the	
  United	
  States	
  Department	
  of	
  Health	
  and	
  Human	
  Services.	
  We	
  will	
  not	
  
retaliate	
  against	
  you	
  for	
  filing	
  a	
  complaint	
  with	
  the	
  government	
  or	
  us.	
  The	
  contact	
  information	
  for	
  the	
  United	
  
States	
  Department	
  of	
  Health	
  and	
  Human	
  Services	
  is:	
  
	
  
U.S.	
  Department	
  of	
  Health	
  and	
  Human	
  Services	
  
HTPAA	
  Complaint	
  
7500	
  Security	
  Blvd.	
  C5-­‐24-­‐04	
  
Baltimore,	
  MD	
  21244	
  
	
  
Our	
  Promise	
  to	
  You	
  
We	
  are	
  required	
  by	
  law	
  and	
  regulation	
  to	
  protect	
  the	
  privacy	
  of	
  your	
  medical	
  information,	
  to	
  provide	
  you	
  with	
  this	
  
notice	
  of	
  our	
  privacy	
  practices	
  with	
  respect	
  to	
  protected	
  health	
  information,	
  and	
  to	
  abide	
  by	
  the	
  terms	
  of	
  the	
  
notice	
  of	
  privacy	
  practices	
  in	
  effect.	
  
	
  
Questions	
  and	
  Contact	
  Person	
  for	
  Requests	
  
If	
  you	
  have	
  any	
  questions	
  or	
  want	
  to	
  make	
  a	
  request	
  pursuant	
  to	
  the	
  rights	
  described	
  above,	
  please	
  contact:	
  
	
  
Administrator	
  
2425	
  Highway	
  121	
  
Bedford,	
  TX	
  76021	
  
Office:	
  817-­‐540-­‐4477	
  Fax:	
  817-­‐540-­‐5633	
  
	
  
This	
  notice	
  is	
  effective	
  on	
  the	
  following	
  date:	
  April	
  14,	
  2003	
  
	
  
We	
  may	
  change	
  our	
  policies	
  and	
  this	
  notice	
  at	
  any	
  time	
  and	
  have	
  those	
  revised	
  policies	
  apply	
  to	
  all	
  the	
  protected	
  
health	
  information	
  we	
  maintain.	
  If,	
  or	
  when,	
  we	
  change	
  our	
  notice,	
  we	
  will	
  post	
  the	
  new	
  notice	
  in	
  the	
  office	
  where	
  
it	
  can	
  be	
  seen.	
  

	
  



FINANCIAL	
  POLICY	
  
	
  

Texas	
   Orthopedic	
   Specialists,	
   P.A.	
   recognizes	
   the	
   need	
   for	
   a	
   clear	
   understanding	
   between	
   patient	
   and	
  
physician	
  regarding	
   financial	
  arrangements	
   for	
  medical	
  care.	
  The	
   following	
   information	
   is	
  provided	
   to	
  help	
  
avoid	
   misunderstanding	
   concerning	
   your	
   responsibility	
   for	
   payment	
   for	
   services	
   that	
   we	
   provide	
   to	
   you.	
  
Please	
  allow	
  us	
  to	
  answer	
  any	
  questions	
  that	
  you	
  may	
  have	
  before	
  your	
  visit.	
  	
  	
  
	
  

1. Proof	
  of	
  Insurance:	
  Patients	
  are	
  required	
  to	
  show	
  both	
  proof	
  of	
  insurance	
  and	
  a	
  Government-­‐issued	
  
Photo	
  ID	
  at	
  their	
  initial	
  visit	
  and	
  before	
  any	
  subsequent	
  visit	
  thereafter.	
  

2. Changes	
  In	
  Insurance:	
  The	
  patient	
  (parent	
  or	
  legal	
  guardian)	
  is	
  responsible	
  for	
  informing	
  our	
  Front	
  
Desk	
  Supervisor	
  of	
  any	
  changes	
  in	
  your	
  insurance	
  coverage	
  since	
  your	
  last	
  visit.	
   	
  Please	
  assure	
  that	
  
notification	
   is	
  made	
   no	
   later	
   than	
   24	
   hours	
   prior	
   to	
   your	
   appointment	
   to	
   avoid	
   you	
   having	
   to	
   re-­‐
schedule	
  your	
  appointment.	
  	
  	
  	
  

3. Payment:	
  Payment	
  is	
  expected	
  at	
  the	
  time	
  of	
  service.	
  We	
  will	
  file	
  your	
  insurance	
  as	
  a	
  courtesy	
  to	
  you.	
  	
  
If	
  your	
  deductible	
  has	
  not	
  been	
  met	
  and/or	
  if	
  you	
  are	
  responsible	
  for	
  a	
  co-­‐payment	
  under	
  your	
  plan,	
  
we	
  will	
  expect	
  the	
  payment	
  of	
  such	
  upon	
  the	
  delivery	
  of	
  services	
  and	
  immediately	
  upon	
  the	
  end	
  of	
  
your	
  visit.	
  	
  There	
  will	
  be	
  a	
  $30	
  fee	
  for	
  returned	
  checks.	
  	
  
a. Managed	
  Care:	
  Co-­‐payment	
  amounts	
  for	
  all	
  HMO’s,	
  PPO’s,	
  POS’s	
  are	
  due	
  at	
  the	
  time	
  of	
  check-­‐

in.	
  IMPORTANT!	
  If	
  your	
  insurance	
  plan	
  requires	
  a	
  referral	
  authorization	
  from	
  a	
  primary	
  care	
  
physician,	
  please	
  present	
  the	
  referral	
  at	
  your	
  initial	
  visit.	
  Failure	
  to	
  obtain	
  the	
  referral	
  and/or	
  
to	
   present	
   it	
   to	
   the	
   Front	
   Desk	
   may	
   result	
   in	
   your	
   having	
   to	
   pay	
   more	
   for	
   the	
   services.	
  	
  
Payors/plans	
   that	
   require	
   the	
   referral	
  are	
  quick	
   to	
  either	
  deny	
  or	
   reduce	
  coverage	
  based	
  on	
  	
  
“out	
  of	
  network”	
  or	
  “non-­‐covered	
  treatment”	
  when	
  care	
  is	
  provided	
  without	
  the	
  referral.	
  

b. Medicare:	
   Texas	
   Orthopedic	
   Specialists,	
   PA	
   is	
   a	
   participating	
   provider	
   with	
   the	
   Medicare	
  
program	
   and	
   accepts,	
   as	
   a	
   condition	
   of	
   participation	
   in	
   that	
   program,	
   payment	
   toward	
   your	
  
deductible	
   and	
   co-­‐insurance.	
   We	
   require	
   a	
   copy	
   of	
   your	
   supplemental	
   insurance	
   card(s)	
  
and/or	
  policy(ies)	
  if	
  you	
  do	
  not	
  have	
  the	
  card(s).	
  	
  

c. Children	
  of	
  Divorced	
  and/or	
  Legally	
  Separated	
  Parents:	
  The	
  parent	
  who	
  seeks	
  care	
   for	
  a	
  
dependent	
  under	
  the	
  age	
  of	
  eighteen	
   is	
  responsible	
   for	
  payment	
  of	
  all	
  services	
  rendered,	
   the	
  
decree	
  of	
  divorce	
  or	
  separation	
  or	
  child	
  support	
  order	
  notwithstanding.	
  	
  	
  

d. Missed	
   Appointment	
   Policy:	
   We	
   must	
   be	
   notified	
   at	
   least	
   24	
   hours	
   in	
   advance	
   of	
   an	
  
appointment	
  cancellation/need	
  to	
  reschedule.	
   	
   	
  A	
  $50.00	
   fee	
  may	
  be	
  charged	
   for	
  no	
  show	
  or	
  
late	
  cancellation	
  of	
  appointments.	
  Payment	
  of	
  this	
  fee	
  is	
  the	
  responsibility	
  of	
  the	
  patient	
  and	
  is	
  
not	
  covered	
  by	
  insurance	
  plans.	
  	
  

e. Physician	
  Assistant	
  Services:	
  	
  An	
  integral	
  part	
  of	
  your	
  care	
  is	
  likely	
  to	
  be	
  delivered	
  by	
  one	
  or	
  
more	
   of	
   our	
   Licensed	
   Physician	
   Assistants	
   (PA’s).	
   	
   Not	
   all	
   insurance	
   companies	
   agree	
   to	
  
reimburse	
  for	
  all	
  of	
  the	
  services	
  provided	
  by	
  the	
  PA’s.	
   	
  The	
  services	
  that	
  the	
  PA’s	
  provide	
  are	
  
services	
  that	
  are	
  needed,	
  directly	
  ordered	
  by	
  the	
  physician	
  as	
  services	
  that	
  are	
  both	
  necessary	
  
and	
   appropriate	
   to	
   your	
   care	
   plan.	
   	
   The	
   patient	
   is	
   responsible	
   for	
   payment	
   of	
   any	
   and	
   all	
  
amounts	
  not	
  reimbursed	
  by	
  the	
  insurance	
  company	
  or	
  plan	
  for	
  services	
  provided	
  by	
  the	
  PA’s.	
  	
  	
  

f. Charges	
   for	
  Forms:	
  A	
  $25.00	
   fee	
  will	
  be	
  charged	
   for	
  completion	
  of	
  disability,	
   life	
   insurance,	
  
and	
  other	
  forms	
  requested	
  by	
  a	
  third	
  party	
  payors	
  or	
  patients.	
  

4. Acknowledgement.	
   Your	
   signature(s)	
   below	
   affirm	
   that	
   you	
   have	
   carefully	
   read,	
   understand,	
   and	
  
fully	
  agree	
  to	
  the	
  Financial	
  Policies	
  of	
  Texas	
  Orthopedic	
  Specialists,	
  P.A.	
  	
  If	
  you	
  have	
  any	
  questions	
  or	
  
need	
  clarification	
  regarding	
  any	
  of	
  the	
  financial	
  policies,	
  please	
  contact	
  us	
  at	
  (817)	
  540-­‐4477.	
  	
  	
  

	
  
_______________________________________________	
   	
   ________________________________________________	
  
Patient	
  Name	
  (please	
  print)	
   	
   	
   Signature	
  
	
  
	
  

	
   _____________/______________/____________	
  
Date	
  

	
  
	
  

 


