O NEW PATIENT QO UPDATE DR:
DATE: PATIENT ACCOUNT #:

Patients Legal Name:

(First) (Middle) (Last) Sex: MF
Social Sec. # DOB: Age: Marital Status: MS WD
Address: City, State and Zip:

Home Phone: Cell Phone: Work Phone:

Employer: Occupation:

School Name (if student):

Religious Preference:

Primary Physician Name and Phone:

EM ENCY CONTACT

Name Phone# Relationship
RESPONSIBLE PARTY If the patient is a minor, person responsible for billing account
Name: Relationship to patient: Sex: M F
Address: DOB:
City, State and Zip: Social Security #
Phone: Employer:
P Y I CE
Insurance Company: Primary Insured Person:
Claim Address: Insured Address:
Group #: Insured Phone #:
Member LD. #: Social Security #:
Effective Date: DOB: Sex: M F
0 Y1 C A

Insurance Company: Primary Insured Person:
Claim Address: Insured Address:
Group #: Insured Phone #:
Member 1.D. #: Social Security #:
Effective Date: DOB: Sex: M F
DOI:
THIRD INSURANCE/ OTHER
How were you referred to us?

Q Referring Physician Q Employer Q Seminar/Screening Q Newspaper

Q Friend/Relative/Former Patient Q Hospital Q Yellow Pages Q Other

(circle one) Q Case Manager Q Television Q Workers Compensation

Q HMO/PPO Q School Q Radio
Name Address Phone
PLEASE READ:

Some insurance companies will not pay your bill if you do not select one of their participating doctors. It is the patient’s responsibility to
determine if our doctor participates in your plan. Payment or co-payment is due at the time of service. The patient or guardian is responsi-
ble for any portion of the bill that is not covered by insurance. In the event of legal action for collection, patient agrees to pay all costs of col-
lection, including reasonable attorney’s fees. By signature below, the parent or guardian agrees that the jurisdiction and venue for said action
shall be the County of St. Louis and State of Missouri. Any balances due from patients or guardians that are outstanding for over 90 days
will have an automatic monthly finance charge of 1.5% (18% annual rate).

SIGNED (Patient or Guardian) DATE
AUTHORIZATION AND ASSIGNMENT

I authorize The Orthopedic Center to release information regarding my treatment to my insurance company, to health care providers who
have referred me to The Orthopedic Center and to parties who are involved in my treatment if I have a work-related injury. I also authorize
my insurance benefits to be paid directly to The Orthopedic Center. This is an authorization for medical treatment of a minor if signed by a
parent or guardian. In addition to the above and in the event The Orthopedic Center is served with a Subpoena for production of records,
the undersigned authorizes The Orthopedic Center to produce such records under a Business Records Affidavit without the necessity of atten-
dance at a deposition. This above Authorization can only be withdrawn or revoked by written notification to The Orthopedic Center.

SIGNED (Patient or Guardian) DATE




Theé David M. Brown, M.D. Mark D. Miller, M.D.
ORTHOPEDIC Matthew F. Gornet, M.D. Michael J. Milne, M.D.
CENTER! Lyndon B. Gross, M.D., Ph.D. George A. Paletta, Jr., M.D.
OFST.LOUIS‘ John O. Krause, M.D. Mitchell B. Rotman, M.D.
Paul S. Lux, M.D. Brett A. Taylor, M.D.

Consent to Release Information

L , authorize The Orthopedic Center of
St. Louis staff to discuss my medical treatment and any billing issues with the following
people: (Please list any family members, friends or legal counsel that we are allowed to
discuss your treatment or billing issues with.)

Relation:

Relation:

Relation:

Patient Signature: Date:

(Parent or Guardian Signature if a minor)

14825 N. Outer Forty Rd. ® Suite 200 ¢ Chesterfield, MO 63017 ¢ (314) 336-2555 ¢ Fax (314) 336-2557



The David M. Brown, M.D. Mark D, Miller, M.D.
ORTHOPEDIC Matthew F. Gornet, M.D. Michael J. Milne, M.D.
CENTER! Lyndon B. Gross, M.D., Ph.D. George A. Paletta, Jr., M.D.

OF ST.LOUIS John 0. Krause, M.D. Mitchell B. Rotman, M.D.

Paul 8. Lux, M.D. Brett A. Taylor, M.D.

Dear Friends and Patients,
Welcome. Thank you for choosing the Orthopedic Center of St. Louis.

The Orthopedic Center of St. Louis constantly strives to provide the highest quality comprehensive care for you and your
family. .

We have organized this building to include providers that complement our services so that you can get the care you need in one
convenient location. This includes:

10 Fellowship Trained Orthopedic/Plastic & Reconstructive Surgeons with subspecialty training in specific areas.
Digital xrays and electronic medical records in our state of the art facility

High resolution digital MRI and MR Arthrograms on the 1* floor at Imaging Partners of Missouri

CT Partners of Chesterfleld provides state of the art CT scanning on the 1* floor

Electrodiagnostic testing on the 3" floor at the Neurological & Electrodiagnostic Institute

ProRehab on the 3" floor provides physical therapy and custom splinting, often the same day as your appointment at
The Orthopedic Center of St. Louis

¢ Medical Equipment (DME) is available on-site through our office and the Corner Pharmacy delivers medications to
each of the following surgical facilities to save you a trip to the drugstore after surgery.

If surgery is required, Timberlake Surgery Center is located on the 1* floor. The St. Louis Spine and Orthopedic Surgery
Center and Advanced Surgery Center are located nearby and provide additional locations for outpatient surgeries, spine
patients, and patients who require an overnight stay. These facilities are staffed with experienced nurses and staffs that work
closely with our physicians to provide the highest quality specialized care in an efficient and personalized fashion.

Financial Disclosure

Some of the individual physicians at the Orthopedic Center of St. Louis have ownership in some of the surgical and imaging
facilities listed above as permitted by both state and federal law.

You have complete freedom of choice as you select your providers and facilities.

Our physicians and staff are happy to provide you with the names of other service providers and will help coordinate your
appointments with your provider of choice.

For more information, visit our website www. TOC-STL.com

We appreciate the opportunity to serve you and your family.

Signed: Date:

Printed Name: TOC:

14825 N. Outer Forty Rd. ¢ Suite 200 ¢ Chesterfield, MO 63017 » 314.336.2555 ¢ Fax 314.336.2557



The Orthopedic Center of St. Louis
Noticg ﬁ?f H:ﬂlth Information Practices
! 4

This notice describes how your medical information may be used or disclosed and how you can access this information. Please review
it carefully.

Uses and Disclosures:

We will use and disclose elements of your protected health information (PHI) in the following ways.
e Basis for planning your care and treatment

Communication among the health professionals who may contribute to your care

Legal document describing the care you receive

Means that you, your insurance company or a third party payor can verify that services billed were actually provided

Source of data for medical research

Source of information for public health officials charged with improving the health of the nation

Source of data for facility planning

Source we can assess our data to improve the care we render and the outcomes we achieve

In emergency situations or to avert serious health/safety situations

To medical examiners, coroners or funeral directors to aid in identifying you or to help them in performing their duties

To organ, tissue and other donations organization, upon or proximate to your death, if we have no indication on hand about

your donation preferences ‘

e To use an automated telephone system to use my name, address, and phone number; the name of my scheduled treating
physician; and the time and place of my scheduled appointment(s), for the limited purpose of contacting me to notify me of a
pending appointment or other healthcare related communication. I also authorize my healthcare provider to disclose to third
parties who answer my phone limited protected health information regarding pending appointments, and to leave a reminder
message on my voice mail system or answering machine

All other uses and disclosures by us will require us to obtain from you a written authorization in addition to any other permission you
will provide us.

Your Rights:

¢ Request a restricted access to all or part of your private health information as provided by 45 CFR 164.522, if we are unable
to abide by this request we will notify you
Inspect or receive a copy of your medical record as provided by 45 CFR 164.524
To get updates or reissue of this notice, at your request
To request a list of disclosures of your medical records as provided by 45 CFR 164.528
To receive correspondence of confidential information by alternate means or location as long as the request in reasonable
Revoke in writing your authorization to use or disclose health information except to the extent that action has already been
taken

Our duties:
We are required by law to maintain the privacy of your private health information. We must abide by the terms of this notice or any
update of this notice. If this notice is updated we will notify you by mail to the address you’ve supplied us.

To obtain more information or report problems please contact The Orthopedic Center of St. Louis’s HIPAA Compliance Officer at
314-336-2555. Full explanation of notice is posted in our waiting room. To request your own copy, please see our receptionist.

If you believe your privacy rights have been violated, you can file a complaint with the administrator or operations manager. If, after
contacting, The Orthopedic Center of St. Louis, you are not satisfied with the response you may contact the U.S. Secretary of Health
and Human Services. There will be no retaliation for filing a complaint.

Effective date of this notice is April 14, 2003.

Acknowledgement:

Signature: . Date:

-

Print the name of the Patient:

If you are signing as the patient’s representative:

Print your name:

Describe your authority:




'PATIENT CENTERED SPINE CARE
“NOTHING ABOUT YOU WITHOUT YOU”

Dr. Taylor and his health care team recognize the importance of Patient Centered
Spine Care and encourage patients to actively participate in decisions about their
illness. Our approach combines Evidence Based Medicine, the practice of making
treatment decisions based on scientific studies. Patient Center Care is a
collaborative effort involving patients, family, friends, doctors, and other
healthcare professionals to ensure your wants, needs, values and preferences are

met.

Patient Centered Care includes:

1.
2.
3.

Respect for patient centered values, preferences and needs.
Coordination and integration of care across healthcare services.

Information and education of clinical status, progress, prognosis and
process of care.

Physical comfort.
Emotional support.

Involvement of family and friends and recognition of their roles as
caregivers.

Transition and continuity of information outside of the clinical setting.

We feel patient center care is the comerstone of quality healthcare. Therefore, we
provide easy access to our team and information on your illness. Our goal is to
improve your lifestyle, help in the management of your illness, participate in complex
decisions about treatment plans and provide access to safe high quality care.

Dr. Taylor and his team respect your thoughts and wishes. In this holositic approach
we are sensitive to not only your medical needs, but also to your non medical and
spiritual needs. We encourage our patients to ask questions and share in decision

making.

You are our first priority. Thank you for choosing us to assist you in your healthcare.



Patient-Centered Spine Care Affirmation Statement
“Nothing About You Without You”

Patient-Centered Spine Care is defined as the provision of safe, effective, and timely
musculoskeletal care achieved through cooperation among the Taylor surgical team and the
informed and respected patient (and family) and a coordinated healthcare team. As a
member of the medical profession and a Fellow of the American Academy of Orthopaedic
Surgeons, I affirm my intention to uphold the following principles of Patient-Centered Care.

1.

Signature Date

Print Name

Physician Signature

R.N. Signature

I will provide my patients and their appropriate family members with sufficient
evidence-based information to make intelligent decisions regarding any and all
treatment regimens discussed.

I will help the patient and their family members develop proper and reasonable
expectations from any treatment that I recommend.

I will involve appropriate care givers in the treatment of my patients so that we will
act as a team.

I will strive to provide treatment as safely as possible and will work to implement
policies and procedures in my practice settings that foster the safest possible care.

I will help educate my office and hospital staff so that my patients will experience
Patient-Centered Care throughout their course of treatment.

I will arrange my practice so that patients with physical and/or mental impairments
are accommodated in the Patient-Centered Care effort.

I will care for patients from cultures other than my own with respect for their cultural
norms, values and practices.

1 will not discriminate based on race, color, religion, national origin, disability veteran
status, age, gender or sexual orientation.
























































































10.

11.

12.

How often do you lift 25 Ibs. on job?
O All of the time O Most of the time

O Some of the time O A little of the time O None of the time

How often do you lift 50 1bs. on job?
O All of the time O Most of the time

O Some of the time O A little of the time O None of the time

Is your job physically demanding?

O A good bit of the time

O A good bit of the time

O Extremely O Verymuch O Quiteabit O Somewhat O Alittle O Notatall
13. Is your job stressful?
O Extremely O Verymuch O Quiteabit O Somewhat O Alittle O Notatall
14. How much do you enjoy your job?
O Extremely O Verymuch O Quiteabit O Somewhat O Alittle O Notatall
15. How much do you like your co-workers?
O Extremely O Verymuch O Quiteabit O Somewhat O Alittle O Notatall
16. How much do you like your supervisor?
O Extremely O Verymuch O Quiteabit O Somewhat O Alittle O Notatall
17. Other sources of income (mark all that apply)
O Another income O Disability O State support
O Other income O Social Security O No other income
18. Your opinion of fault (mark all that apply)
O Own fault O Another fault O Employer fault
O Co-worker fault O No fault
19. Financial difficulties due to back condition?
O None at all O Only alittle O Some O Alot
20. Are you on, or planning to apply for Social Security?
O No O Already on it O Applied for it O Planning to apply
21. Are you on, or planning to apply for Disability?
O No O Already on it O Applied for it O Planning to apply
22. Are you on, or planning to apply for Worker’s Compensation?
O No O Already on it O Applied for it O Planning to apply
23. Are you on, or planning to apply for other program?
Other program description
O No O Already on it O Applied for it O Planning to apply
Physician Signature Date




NECK AND ARM PAIN QUESTIONNAIRE

This form is for the purpose of collecting Neck pain and Arm pain information from you. Answer every question
by filling in the appropriate circle. If you are unsure about how to answer a question, please give the best answer
you can. Mark only one answer for each question.

NECK PAIN

1. On the scale of 0 to 10, mark your intensity of neck pain discomfort with 0 being no pain and 10 being pain
as bad as it could be.

No 0 1 2 3 4 5 6 7 8 9 10 Pain As Bad
Pain O O O @) @) @) 0 @) O @) 0 As It Could Be

2. On the scale of 0 to 10, mark how often you had neck pain discomfort with 0 being none of the time and 10
being pain all of the time.

None Of 0 1 2 3 4 5 6 7 8 9 10 All Of The
The Time O O O 0 0] @) 0 0 O O 0] Time

ARM PAIN

1. On the scale of 0 to 10, mark your intensity of arm pain discomfort with 0 being no pain and 10 being pain
as bad as it could be.

No 0 1 2 3 4 5 6 7 8 9 10 Pain As Bad
Pain 0] 0 0 O 0] 0] O O 0 0 0 As It Could Be

2. On the scale of 0 to 10, mark how often you had arm pain discomfort with 0 being none of the time and 10
being pain all of the time.

None Of 0 | 2 3 9 10 All Of The
The Time O o) O O O O O o o o O Time

N
W
A
N
oo



Neck Disability Index

Please read: This questionnaire has been designed to give the doctor information as to how your neck pain has affected your
ability to manage in everyday life. Please answer every section and mark in each section only the ONE box which applies to
you. We realize you may consider that two of the statements in any one section related to you, but please just mark the box

which most closely describes your problem.

Section 1 — Pain Intensity

O 1 have no pain at the moment

O The pain is very mild at the moment

O The pain is moderate at the moment

O The pain is fairly severe at the moment

O The pain is very severe at the moment

O The pain is the worst imaginable at the moment

Section 2 — Personal Care (Washing, Dressing, etc.)

O I can look after myself normally without causing extra pain
O I can look after myself normally but it causes extra pain

O 1t is painful to look after myself and I am slow and careful
O I need some help but manage most of my personal care

O I need help every day in most aspects of self care

O 1do not get dressed, I wash with difficulty and stay in bed

Section 3 — Lifting

O 1 can lift heavy weights without extra pain

O 1 can lift heavy weights but it gives extra pain

O Pain prevents me from lifting heavy weights off the floor,
but I can manage if they are conveniently positioned, e.g.,
on a table.

O Pain prevents me from lifting heavy weights, but I can
manage light to medium weights if they are conveniently
positioned.

O I can lift very light weights.

O 1 cannot lift or carry anything at al.

Section 4 — Reading

O 1 can read as much as I want to with no pain in my neck

O I can read as much as I want to with slight pain in my neck

O 1 can read as much as I want to with moderate pain in my
neck

O 1 can’t read as much as I want because of pain in my neck

O 1 can hardly read at all because of severe pain in my neck

O I cannot read at all

Section S — Headaches

O I have no headaches at all

O I have slight headaches which come infrequently

O T have moderate headaches which come infrequently
O 1 have moderate headaches which come frequently
O 1 have severe headaches which come frequently

O I have headaches almost all the time

Patient Signature

Date: / /

Section 6 — Concentration

O 1 can concentrate fully when I want to with no difficulty

O 1 can concentrate fully when [ want to with slight difficulty

O 1 have a fair degree of difficulty in concentrating when I
want to

O 1 have a lot of difficulty in concentrating when I want to

O I have a great deal of difficulty in concentrating when I
want to

8 I cannot concentrate at all

Section 7 - Work

O I can do as much work as I want to

O I can only do my usual work, but no more

O I can do most of my usual work, but no more
8 I cannot do my usual work

O I can hardly do any work at all

O I cannot do any work at all

Section 8 — Driving

O I can drive my car without any neck pain

O I can drive my car as long as I want with slight pain in my
neck

O I can drive my car as long as I want with moderate pain in
my neck

O I cannot drive my car as long as I want because of
moderate pain in my neck

O I can hardly drive at all because of severe pain in my neck

O I cannot drive my car at all

Section 9 — Sleeping

O I have no problem sleeping

O My sleep is slightly disturbed (less than 1hour sleepless)
O My sleep is mildly disturbed (1-2 hours sleepless)

OO My sleep is moderately disturbed (2-3 hours sleepless)
O My sleep is greatly disturbed (3-6 hours sleepless)

O My sleep is completely disturbed (5-7 hours sleepless)

Section 10 - Recreation

O 1 am able to engage in all my recreation activities with no
neck pain at all

O I am able to engage in all my recreation activities with
some pain in my neck

O I am able to engage in most, but not all, of my usual
recreation activities because of pain in my neck

O I am able to engage in few of my usual recreation activities
because of pain in my neck

O 1 can hardly do any recreation activities because of pain in
my neck

O 1 cannot do any recreation activities at all



CURRENT SYMPTOMS

1. Please indicate those areas that have bothered you or limited your function in the past week.
(Mark all that apply)
O Shoulder O Head O Hip
O Arm above the elbow O Neck O Leg above the knee
O Elbow O Upper back O Knee
O Arm below the elbow O Middle back O Leg below the knee
O Wrist/hand O Lower back O Ankle/foot
O Buttocks
In the past week, how often have you suffered:
None | Alittle | Some | A good | Mostof | All
Fill in one circle on each line of the | ofthe | of the | bit of the the of the
time time time time time time
2. Neck pain? ®) @) O (@) O ®)
3. Arm pain? O O O O O O
4. Numbness or tingling in arm and/or hand? O o O o @) O
5. Weakness in arm and/or hand? ®) O O ®) ®) @)
6. Low back and/or buttocks pain? O ®) ®) ©) ®) 0O
7. Leg pain? O o ®) O @) o
8. Numbness or tingling in leg and/or foot? O o O O O O
9. Weakness in leg and/or foot? O O O O O O
In the past week, how bothersome have these symptoms been?
Not at ali | Slightly | Somewhat | Moderately | Very | Extremely
Fill in one circle on each line bother- | bother- bother- bothersome | bother bother-
some some some -some some
10. Neck pain? O O O O O O
11. Arm pain? ®) ®) O ®) ®) O
12. Numbness or tingling in arm and/or hand? O O @) O ®) O
13. Weakness in arm and/or hand? O @) ®) ®) ®) ®)
14. Low back and/or buttocks pain? ®) ®) O ®) @) ®)
15. Leg pain? O O o] O O O
16. Numbness or tingling in leg and/or foot? O O ®) o O O
17. Weakness in leg and/or foot? o @) ®) ®) @) O

18. Generally speaking, are your symptoms getting better or worse? (Fill in one circle)
O Staying about the same

O Getting much better
O Getting somewhat worse

O Getting somewhat better
O Getting much worse






