











NARCOTIC PAIN MEDICATION CONTRACT

I will not use any illegal substances, including marijuana, cocaine, etc., while under this
agreement.

I will not trade or sell my medicines with anyone.
I will not attempt to obtain any controlled medications, including opioid pain medication,
controlled stimulates or any anti-anxiety medicines from any other physician without

consent of my prescribing physician.

I will safeguard my medicines from loss or theft. Lost or stolen medicines WILL NOT be
replaced.

I will turn in all unused medicine if a prescription is changed.

I authorize the doctor and my pharmacy to cooperate fully with any city, state or Federal
law enforcement agency including the State Board of Pharmacy, State Board of Medical
Examiners and the Drug Enforcement Administration (DEA) in the investigation of any
possible misuse, sale or other diversion of my pain medicine.

I authorize my doctor to provide a copy of this agreement to my pharmacy if requested. |

agree to waive any applicable right of privacy or confidentiality with respect to these
authorizations.

Patient’s signature indicates that the patient understands and agrees to this policy.

Patient Signature: Date:




RockyY MoUNTAIN SPINE CLINIC, P.C.

Eric R. Jamrich, M.D. John R. Barker, M.D. Chad J. Prusmack, M.D.

NAME Birthdate Social Security #
Last First Middle Initial

Address City State Zip
Home Phone ( ) Work Phone ( ) Cell Phone ( )
Gender U Male U Female Marital Status U Single Q4 Married U Widowed 4 Divorced
Employer Occupation
Employer’'s Address City State Zip
Employment Status Q Full-Time a Part-Time O Retired O On Leave Q Other
In case of emergency contact Relationship
Home Phone ( ) Work Phone ( ) Cell Phone ( )

REFERRING PHYSICIAN / COMPLETE NAME AND ADDRESS:

PCP (if different from Referring Physician) COMPLETE NAME AND ADDRESS

INSURANCE INFORMATION ~ We will need a copy of your insurance card(s).

Primary Insurance Address (Street/City/State) Employer
Group # ID # Policy Holder O Self QO Spouse U Parent/Guardian
Secondary Insurance Address (Street/City/State) Employer
Group # ID # Policy Holder O Self QO Spouse U Parent/Guardian
Other Insurance Address (Street/City/State) Employer
Group # ID# Policy Holder QO Self QO Spouse QO Parent/Guardian

INSURED RESPONSIBLE PARTY INFORMATION — If other than self

Name Birthdate SSN

Address (if different from patient)

Home Phone ( ) Work Phone ( ) Employer

ACCIDENT INFORMATION
Is this a 4 Work Comp or Q Motor Vehicle Accident? 1 Yes O No If YES, on what date did the injury occur?

Work Comp / Motor Vehicle Claim Number

Adjuster’'s Name
Phone Number ( ) Fax Number ( )

| authorize that payment of any insurance benefits for health care services be made directly to Rocky Mountain Spine Clinic, P.C.
NOTE: If patient is a minor under the age of 18 years, these forms must be signed by parent or |legal guardian. They cannot be signed
by a minor.

Signature of Patient, Parent or Legal Guardian Date



ROCKY MOUNTAIN SPINE CLINIC, P.C.

NAME:

What symptoms are you having?

How long ago did your symptoms begin?
How did your symptoms begin?
Do your symptoms limit you?
Do you have pain? If so, where?
Is the pain constant, or does it come and go?
Does the pain radiate into your arms or legs?
Is the pain worse at night?
Do you have any weakness or numbness in arms or legs?
Have you lost control of bowel or bladder function?
How long can you sit? stand?
How far can you walk?
What, if anything, makes the pain better?
What makes your pain worse?

Using the symbols below, please draw your pain on the diagrams below:

FRONT BACK

Right Left Left Right

Stabbing Pain Burning Pain Aching Pain Pins & Needles Numbness
11111 00000 XXXXX e —

Circle your pain level on a scale of 1 to 10, with 10 being unbearable or the worst imaginable pain.

(no pain) 1 2 3 4 5 6 7 8 9 10 (extreme pain)

-1-



ROCKY MOUNTAIN SPINE CLINIC, P.C.

NAME:

Tell us about any previous treatments and/or tests you have had.

Who first treated you for this problem?

What treatments did you have?

Did this include any surgery on your neck or back? If so, what and when:

Have you had physical therapy? If so, did it help?

Explain:

Do you do any special exercises for your neck or back?

Have you had any of the following tests regarding your back or neck within the last year?

Q X-rays d MRI U CT Scan U EMG/nerve conduction studies

Have you had any injections for your problem? If so, please describe:

What other concerns do you have, if any?

What do you hope we can accomplish today?




ROCKY MOUNTAIN SPINE CLINIC, PC.

HEALTH HISTORY FORM

NAME Date of Birth Today's Date

PAST MEDICAL HISTORY
List all current medical problems:

List all medications you are currently taking:

DRUG ALLERGIES: REACTION:

Have you recently experienced fever/chills, weight gain, weight loss, chest pain or shortness of breath? (circle)

PAST SURGICAL HISTORY ~ Please list all surgeries you have had, the year, and any complications.

Have you ever had any problems with anesthesia? [Yes [INo If yes, explain:

FAMILY HISTORY
Do your parents, grandparents, siblings or your children have any of the following? If yes, please explain:

Diabetes OYes O No
High blood pressure [OYes 0[O No
Heart conditions OYes O No
Cancer OYes O No
Arthritis OYes O No

SOCIAL HISTORY

Do you live alone? LlYes [0 No

Do you have children? OYes [ No #

Do you exercise? OYes ONo  Howoften? U Dally WWeekly UWRarely U Never
What types of exercises do you do?

Do you currently smoke? LdYes [ No How many packs per day for how long

Have you quit smoking? OYes [ No When did you quit:

Do you chew tobacco? OYes 0O No How much:

Do you drink alcohol Clyes [ No How much / how often:

History of substance abuse [Yes [ No Explain:




Rocky Mountain Spine Clinic, P.C.

NAME:

REVIEW OF SYSTEMS

Are you currently having or have you had problems with:
Describe all YES responses

Eyes LdYes [ No

Ears, Nose, Throat OYes O No
Lungs/Breathing OYes O No
Digestion/Ulcers LYes [ No

Bowel movements OYes 0O No

Bladder problems ClYes [ No

Diabetes OYes 0O No

Heart problems / Chest pain OYes 0O No

(including rheumatic fever)

High blood pressure LdYes [ No

High cholesterol OYes [ No

Bleeding problems / Blood clots OYes O No

Balance problems LdYes [ No

Numbness / Tingling OYes [ No

Blackouts / Fainting ClYes [ No

Psychological problems / Depression CYes [ No

AIDS / Hepatitis OYes [ No

Cancer OYes O No

Arthritis / Rheumatoid OYes O No

Polio OYes 0O No

Other Explain

Patient Signature: Date:
Reviewed by: Date:
Physician’s Signature: Date:




DATE AGE HEIGHT WEIGHT B/P PULSE

(Please do not write above this line)

PATIENT'S NAME: AGE: BIRTHDATE:

Job Title:

Job Description:

COMPLETE NAME & ADDRESS OF REFERRAL SOURCE (Physician/Friend/Agency, etc.)

ROCKY MOUNTAIN SPINE CLINIC, P.C.
ERIC R. JAMRICH, M.D.  JOHN R. BARKER, M.D.  CHAD J. PRUSMACK, M.D.



NOTICE OF HEALTH INFORMATION 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 THIS
NOTICE CAREFULLY.

Rocky Mountain Spine Clinic, P.C. is required to maintain the privacy of your health information and
to provide you with a notice of its legal duties and privacy practices. Rocky Mountain Spine Clinic will
not use or disclose your health information except as described in this Notice. This Notice applies to all
of the medical records generated by Rocky Mountain Spine Clinic as well as records we receive from
other providers.

USES AND DISCLOSURES REQUIRING YOUR CONSENT:
With your consent, Rocky Mountain Spine Clinic may use and disclose your health information for the following
purposes:

Treatment:

Rocky Mountain Spine Clinic may use your health information in the provision and coordination of your healthcare.
We may disclose all or any portion of your medical record information to your attending physician, consulting
physician(s), nurses, technicians, medical students and other health care providers who have a legitimate need for
such information in your care and treatment. Different departments may share health information about you in
order to coordinate specific services, such as prescriptions, lab work and x-rays. Rocky Mountain Spine Clinic also
may disclose your health information to people outside Rocky Mountain Spine Clinic, such as family members,
clergy and others used to provide services that are part of your care. Other ways we may use or disclose your health
information for purposes related to treatment are:

e Treatment Alternatives - To tell you about or recommend possible treatment options or alternatives that may
be of interest to you.

e Appointment Reminders - To contact you as a reminder that you have an appointment for treatment or medical
care at Rocky Mountain Spine Clinic.

Payment:

Rocky Mountain Spine Clinic may release health information about you for the purposes of determining coverage,
billing, claims management, medical data processing and reimbursement. The information may be released to an
insurance company, third party payer or other entity (or their authorized representatives) involved in the payment
of your medical bill and may include copies or excerpts of your medical record which are necessary for payment of
your account. For example, a bill sent to a third party payer may include information that identifies you, your
diagnosis, and the procedures and supplies used. We may also provide payment information to other care providers
who have been involved in your care, e.g., an ambulance company.

Routine Healthcare Operations:

Rocky Mountain Spine Clinic may use and disclose your health information during routine healthcare operations
including quality assurance, utilization review, medical review, internal auditing, accreditation, certification,
licensing or credentialing activities of Rocky Mountain Spine Clinic, medical research and educational purposes.
Rocky Mountain Spine Clinic may engage outside companies to carry out certain aspects of routine healthcare
operations. These entities are called the “business associates” of Rocky Mountain Spine Clinic. Rocky Mountain
Spine Clinic may need to disclose your health information to the business associates to allow them to perform their
duties. The business associates will, in turn, use and disclose your health information as they conduct business on
behalf of Rocky Mountain Spine Clinic. Examples of business associates include, but are not limited to, a copy
service used by Rocky Mountain Spine Clinic to copy medical records, consultants, accountants, lawyers, medical
transcriptionists and third-party billing companies. Rocky Mountain Spine Clinic requires the business associates to
protect the confidentiality of your health information.
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USES AND DISCLOSURES REQUIRING YOUR AUTHORIZATION:

Rocky Mountain Spine Clinic may not disclose your health information to persons outside of Rocky Mountain Spine
Clinic for purposes other than treatment, payment or healthcare operations without your authorization. In addition,
Rocky Mountain Spine Clinic may not use or disclose psychotherapy notes written by your mental health provider, if
any, without your authorization, even for treatment, payment or healthcare operations. You have the right to revoke
any authorization you have previously given by submitting a written statement of revocation to Rocky Mountain Spine
Clinic.

RIGHT TO RECEIVE A COPY OF THIS NOTICE:
You have the right to receive a paper copy of this Notice upon request, if this Notice has been provided to you
electronically.

RIGHT TO REVOKE CONSENT TO AUTHORIZATION:
You have the right to revoke your consent or authorization to use or disclose your health information, except to the
extent that action has already been taken in reliance on your consent and authorization.

FOR MORE INFORMATION REGARDING HOW TO EXERCISE THESE RIGHTS:
If you have questions or would like more information regarding any of the rights listed above, please call 303-225-8120.

IF YOU BELIEVE THAT YOUR RIGHTS HAVE BEEN VIOLATED:

If you believe that your rights have been violated, you may file a complaint with Rocky Mountain Spine Clinic or with
the Secretary of the Department of Health and Human Services. To file a complaint with Rocky Mountain Spine Clinic,
please contact Rocky Mountain Spine Clinic at 303-225-8120. All complaints must be submitted in writing. There will
be no retaliation for filing a complaint.

CHANGES TO THIS NOTICE:

Rocky Mountain Spine Clinic will abide by the terms of the Notice currently in effect. Rocky Mountain Spine Clinic
reserves the right to change the terms of this Notice at any time. Any new notice provisions will be effective for all
protected health information that it maintains. Rocky Mountain Spine Clinic will mail any revised Notice to the address
indicated on the Patient Information forms or such other address you may provide to us from time to time.

CONSENT TO COMMUNICATE MEDICAL RESULTS:

OKAY to leave message/results at home: O Yes 3 No Phone #:
OKAY to leave message/results at work : O Yes O No Phone #:
OKAY to leave message/results on cell : O Yes O No Phone #:

Persons with whom Rocky Mountain Spine Clinic may discuss my medical condition, test results, billing issues and/or
schedule appointments are named below: SPOUSE O Yes O No

NAME RELATIONSHIP

NAME RELATIONSHIP

PATIENT'S PRINTED NAME:

PATIENT’S SIGNATURE: DATE:

NOTICE EFFECTIVE DATE: The effective date of this Notice is April 15, 2008




NEW PATIENT CHECKLIST

Please use this checklist to ensure that you have all the
necessary paperwork and records for your first visit.

If you have any questions, please give our office a call
at 303-225-8120.

O Previous MRI, CT scans, discograms and x-
rays pertaining to complaint

O Medical records and imaging reports from
referring physician pertaining to complaint

New patient paperwork completed
Insurance card(s)

Insurance referral (if necessary)

O a Q4

Name, address and telephone number of
referring physician

O Insurance co-payment





