WELCOME

Date Who is responsible for this account?

SS/HIC/Patient ID # Relationship to Patient

Patient Name Insurance Co.

Last Name
Group #
First N Middle Initial = = .
s ek i Is patient covered by additional insurance? []Yes []No

Address
Subscriber's Name

City
Birthdate SS#

State Zip
Relationship to Patient

E-mail
Insurance Co.

Sex (1M [JF Age Birthdate
Group #

[] Married [] widowed [] Single [ Minor
INSURANCE ASSIGNMENT AND RELEASE

[ Separated [] Divorced [ Partnered for years | certify that | have insurance coverage with

Occupation

: ; Name of Insurance Company(ies)

Patient Employer/School
and assign directly to Dr.

Employer/School Address all insurance benefits, if any, otherwise payable to me for services rendered. |
understand that | am financially responsible for all charges whether or not paid by
insurance. | authorize the use of my signature on all insurance submissions.

hool Phone The above-named doctor may use my health care information and may disclose such

Epidyi e ( ) information to the above-named Insurance Company(ies) and their agents for the

Spouse’s Name purpose of obtaining payment for services and determining insurance benefits or the
benefits payable for related services. This consent will end when my current

Birthdate treatment plan is completed or one year from the date signed below.

Ss# MEDICARE/MEDIGAP AUTHORIZATION
| request that payment of authorized Medicare benefits and, if applicable, Medigap

Spouse’s Employer benefits, be made either to me or on my behalf to

Whom may we thank for referring you? =

Name of Doctor or Clinic
— 3 P H 0 N E N u M B E R s for any services furnished to me by that provider.
J To the extent permitted by law, | authorize any holder of medical or other information
about me to release to the Centers for Medicare and Medicaid Services, my Medigap
ome e insurer, and their agents any information needed to determine these benefits or

H ( ) Cell ( ) i d thei inf i ded to d ine th
benefits for related services.

Best time and place to reach you

E OF EMERGENCY, s -

WNCASED SENCY. S ONIACT Signature of Beneficiary, Guardian or Personal Representative

Name Relationship

Home Phone ( ) Please print name of Beneficiary, Guardian or Personal Representative

Work Phone ( ) Date Relationship to Beneficiary

Date of last physical examination

What is your reason for visit?

FATHER | Present health or cause of death MOTHER | Present health or cause of death SPOUSE | Present health or cause of death

ALIVE | E ]

DECEASED E E E

NO. ALIVE | HEALTH NO. DECEASED CAUSE OF DEATH

BROTHERS

NO. ALIVE | HEALTH NO. DECEASED CAUSE OF DEATH
SISTERS

NO. ALIVE | AGES & HEALTH NO. DECEASED AGES & CAUSE OF DEATH
CHILDREN

CHECK ILLNESSES WHICH HAVE OCCURRED [ ] Diabetes
IN ANY OF YOUR BLOOD RELATIVES [J Heart disease [ ] Stroke

[] cancer [] Bleeding tendency

] High

[] Kidney disease [ ] Tuberculosis

blood pressure [] Nervous illness [ Allergy (] Other
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15| HEALTH HISTORY

All information is strictly confidential.

GENERAL
[] Chills

[ Depression/Nervousness
[] Dizziness/Fainting

[] Fever

[] Forgetfulness

[[] Headache

[ Loss of sleep

[] Loss of weight

] Numbness

[] Sweats
MUSCLE/JOINT/BONE

Pain, weakness, numbness in:

[1Arms L] Hips

[1 Back [ Legs

[] Feet [C] Neck

(] Hands [] Shoulders

GENITO-URINARY
[1 Blood in urine

[ Frequent urination
] Lack of bladder control
[] Painful urination

1 AIDS

[} Appendicitis

(] Arthritis

[] Asthma

["] Bleeding Disorders

[ Breast Lump

[C] cancer

[] Cataracts

["] Chemical Dependency

Describe serious illnesses or operations

Check (v) symptoms you currently have or have had in the past year.

GASTROINTESTINAL
[ Appetite poor

[] Bloating

1 Bowel changes
[C] Constipation
[ Diarrhea

[ Excessive thirst
[ Gas

[1 Hemorrhoids
[J Indigestion

[ Nausea

["] Rectal bleeding
[[] Stomach pain
[ Vomiting

[] Vomiting blood

CARDIOVASCULAR
[] Chest pain

[] High/Low blood pressure
[ Irregular/Rapid heart beat
[] Poor circulation

[] Swelling of ankles

[ Varicose veins

Check () conditions you have or have had in the past.

[] Chicken Pox

[ Diabetes

[} Emphysema

[ Epilepsy

[] Glaucoma

[] Heart Disease
[ 1 Hepatitis

[] Herpes

[C1 High Cholesterol

EYE, EAR, NOSE, THROAT
[J Bleeding gums

[ Blurred vision

[] Crossed eyes

(] Difficulty swallowing
[] Double vision

[] Earache/Ear discharge
[ Hay fever

[ Hoarseness

[J Loss of hearing

[] Nosebleeds

[ Persistent cough

[] Ringing in ears

[1 Sinus problems

[1 vision — Flashes/Halos

SKIN
[] Bruise easily

[1 Hives

[1 Itching/Rash

[] Change in moles
[] Scars

] Sore that won’t heal

[C] HIV Positive

[] Kidney Disease

[] Liver Disease

[] Measles

[] Migraine Headaches
[ Multiple Sclerosis
] Mumps

[] Pacemaker

] Pneumonia

MEN only
[] Erection difficulties

1 Lump in testicles
1 Penis discharge
1 Sore on penis

[ Other
WOMEN only
[C] Abnormal Pap Smear

[] Bleeding between periods
[] Breast lump
[] Extreme menstrual pain
[] Hot flashes
[] Nipple discharge
[] Painful intercourse
[1Vaginal discharge
[] Other
Date of last
menstrual period
Date of last

Pap Smear

Have you had
a mammogram?

Are you pregnant?
Number of children

[ Polio

[ Prostate Problem
[} Rheumatic Fever
[] Scarlet Fever

[] Stroke

[ Thyroid Problems
[ Tuberculosis

1 Ulcers

1 Venereal Disease

1G] MEDICATIONS/ALLERGIES

List medications you are currently taking

Pharmacy Name

Phone ( )

List allergies to medications or substances

171 HEALTH

HABITS

Check (v) which you use and
how much:

[] Caffeine

[] Street Drugs
["] Tobacco

[] Other

Check (v') if your work exposes
you to:

] Stress
[[] Heavy Lifting

[ Hazardous Substances
[ Other

(|8 SIGNATURES

To the best of my knowledge, the above information is complete and correct. | understand that it is my responsibility to inform my doctor if
I, or my minor child, ever have a change in health.

Signature of Patient, Parent, Guardian or Personal Representative

Date

Please print name of Patient, Parent, Guardian or Personal Representative

Relationship to Patient

Reviewed By

Date




Raka Gohel. M.D., P.A.

425 Holderrieth Blvd, Suite 209, Tomball, Tx 77375

| agree to participate in a pain management program at the office of Raka € Gohel. M.D., P.A. |
will be provided controlled substances while actively participating in this program, only if |
adhere to the following regulations:

o | will use the substances only within the parameters given by the medical staff,
| will not receive replacement medications for LOST OR STOLEN medications.

* | will receive controlled substances only from Raka C Gohel. M.D., P.A.

¢ | agree to participate in a detoxification program if prescribed by Raka C Gohel M.D.,
P.A.

» | will not seek controlled substances from the staff of Raka C Gehel. M.D., P.A. if | decide
to discontinue participation in the pain treatment program.

e | agree to obtain an alternate source of physician care pain management for controlled
substances within 30 days of notification of this agreement or enroll in a detoxification
program within this time frame.

o | will not hold any member of the office of Raka C Gohel. M.D., P.A. liable for any
consequences of discontinuance of controlled substances provided 30 days’ notice of
termination is given to me.

¢ | agree to submit to urine and blood tests to detect the use of non-prescribed
medications at any time.

» | understand that medications refills will only be granted during office hours 8:00am to
5:00 pm NO EXCEPTIONS ON NIGHTS, WEEKENDS, OR HOLIDAYSI!!!

My signature indicates | have read and understand all the preceding information

Patient Name:

Responsible Party Name:

Signature Date




Raka Gohel M.D., PA
Authorization to Release Medical Records

Name of Patient Date(s) of Service

Date of Birth Social Security Number

I, the undersigned, authorize the release of, or request access to the information specified below from the
medical record(s) of the above name patient.

PATIENT INFORMATION IS NEEDED FOR:

Continuing Medical Care Military Social Security/Disability
Insurance Personal Use Other:
Legal Purposes School

INFORMATION TO BE RELEASED OR ACCESSED:
History & Physical Consultation Report Emergency Roem Record
Operative Reports Discharge/Death Summary Face Sheet
Lab/Path Reports X-Ray Reports/Iimages Other:

The above information may be released (specify name or title of the individual or the name of the organization to which
records are to be released and the appropriate address):

TO:

(Doctor, Hospital, Attorney, Insurance Company, Self, etc.) Phone Number

Address (Street, City, State and ZIP)
FROM:

{Doctor, Hospital, Attorney, Insurance Company, Self, cic.) Phone Number

Address (Street, City, State and ZIP)

1 understand that my records are confidential and cannot be disclosed without my written authorization, except when
otherwise permitted by law. Information used or disclosed pursuant to this authorization may be subject to re-
disclosure by the recipient and no longer protected. I understand that the specified information to be released may
include but is not limited to history, diagnoses, and/or treatment of drug or alcohol abuse, mental illness, or
communicable disease, including HIV and AIDS,

T understand that I may revoke this authorization in writing at any time except to the extent that action has been taken in
reliance upon the authorization.

The authorization will expire six (6) menths from the date of my signature, unless I revoke the authorization prier to
that time.

Date: Signature:

Patient or Legally Authorized Representative

Printed Name of Patient or Legally Authorized Representative

Relationship to Patient




Raka C Gohel, M.D.,P.A.

425 Holderrieth Blvd, Suite 209
Tomball, Tx 77375

ASSIGNMENT OF BENEFITS, ASSIGNMENT OF RIGHTS TO PURSUE ERISA AND OTHER LEGAL
AND ADMINISTRATIVE CLAIMS ASSOCIATED WITH MY HEALTH INSURANCE AND /OR HEALTH
BENEFIT PLAN (INCLUDING BREACH OF FIDUCIARY DUTY) AND DESIGNATION OF
AUTHORIZED REPRESENTATIVE

| hereby assign and convey directly fo the above-named health care provider, as my designated
authorized representative, all medical benefits and/or insurance 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. | understand that | am
financially responsible for all charges regardless of any applicable insurance or benefit paymeants. |
hereby authorize the above-named health care provider to release all medical information necessary to
process my claims. Further, | 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, | 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 | 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/ar administrative claims.

| intend by this assignment and designation of 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 mediations 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 claim 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 bensfit 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..

| HAVE READ AND FULLY UNDERSTAND THIS AGREEMENT.

Patient Signature Date

1040621.1/5PH/0009/0059/1031 11
1098889.1/SPH/00005/0034/630912




10.

11.

Diagnostic Pain & Treatment Center

General Office Policies

Your co-payment or deductible/OOP, which ever one applies, will be due up front by
cash, check, or credit card.

There will be a $25.00 fee for ALL return checks.

A charge of $30.00 will occur for all paperwork needed to be filled out by the doctor or
office staff.

A charge of $350.00 will be made to the patients account if your insurance company
does not pay for Anesthesia. This charge does NOT APPLY IF YOU HAVE MEDICARE.
Allow 1 working day for refills of routine medications to be filled.

When you need a medication refill, please call your pharmacy and they will contact us.
This reduces the possibility of errors when refilling your prescription.

Any prescription refill message left after 3 pm will not be called or refilled until the next
working day.

Controlled substances can only be refilled during regular business office hours. Call 1
Day before your prescription is due to be refilled.

Please notify the office if you will be more than 15 minutes late for your scheduled
appointment or you will not be seen and your prescription will not be refilled. You will
have to reschedule for another day.

NEW PATINTS: you must follow up 2 weeks after 1% appointment and /or after your
procedure,

| understand | have the right to review Dr. Gohel’s Notice of Privacy Practices prior to
signing this document. Dr. Gohel Notice of Privacy Practices has been provided to me.
The Notice of Privacy Practices describes the types of uses and disclosures of my
protected health information that will occur in my treatment plan, payments of my bills
or in the performance of health care operations of Dr. Gohel. Dr. Gohel reserves the
right to change the privacy practices that are described in the Notice of Privacy
Practices. | may obtain a revised notice of privacy practices by calling the office and
requesting a revised copy be sent to me in the mail or asking at the time of my next

appointment.

Signature of Patient or Personal Representative Date




