Name:

Central Texas Orthopedics

Medical History Form
Scott A. Welsh M.D.

Age:

Employer:

Height:

Primary Care Physician:
Address of Primary Physician:
Date of Injury or Duration of Symptoms:

Please describe how your injury occurred:

Occupation:

Who referred you:

Weight:

What activities or sports do you hope to return to after your injury?

Describe your pain: Sharp Achy
Stabbing Stiffness
Electric Numbness
Burning Radiating
Throbbing Hypersensitive

Describe the specific location of the pain:

Do you have any of the following? Buckling/giving way  Popping
Catching Pain with kneeling
Grinding Pain after prolonged sitting
Swelling Trouble with stairs
Locking Pain with pivoting

What things make your pain worse?

Hyperextension

Pain that gets better after
standing & walking

Does anything make it better?

Do you walk with a: cane crutches walker brace

How much physical therapy have you had: (number of visits, weeks, or months)

Have you had an injection for this problem? Yes/No How many? Most recent






Medications {Please include prescriptions, over the counter, and supplements):

Medication Dose # of Times per day
Are you taking blood thinners such as: Coumadin Lovenos Aspirin Fragmin Plavix
Arixtra Vitamin E St. John’s Wart

Allergies (Please circle all that apply and describe the type of reaction):

1. No Known Allergies 12. Sulfa

2. Penicillin 13. Aspirin

3. Keflex/Ancef 14. Novacaine

4. Percocet 15. Local anesthetics
5. lbuprofen 16. lodine

6. Morphine 17. Radiographic Dyes
7. Demerol 18. Adhesive Tape

8. Dilaudid 19. Latex

9. Darvocet 20. Betadine

10. Vicodin 21. Other,

11. Codeine

Social History:
Do yousmoke? Y N How many packs do you smoke per day? 7% 1 2 3 more

How many years have you smoked?
How much alcohol do you consume?
1. lam anon—drinker 3.1 am a recovering alcoholic

2. Idrink only occasionally 4. | drink daily (# of drinks per day)

Do you now, or have you ever used illicit drugs? (Please specify type)

Have you ever been addicted to prescription medications? Y N

Family History:
Has anyone in your family had any of the following illnesses? Please include only brothers, sisters,
parents and/or grandparents.

1. No medical problems in family. 6. Diabetes

2. Cancer (what type) 7. Stroke

3. Heart Disease 8. Alcoholism

4. Heart Attack 9. Bleeding tendencies
5. Hypothyroidism 10. High Blood Pressure

11. Blood Clots



Tell us about you general health. Do you have any of the following? Please circle Yes or No.

Symptoms Comments
Chest Pain Yes No
Irregular Heart Beat Yes No
Difficulty Breathing Yes No
When Lying Flat Yes No
With Exertion Yes No
Swelling in both legs Yes No
Fevers Yes No
Chills Yes No
Dizziness Yes No
Cough Yes No
Loss of appetite Yes No
Weight Loss Yes No
Nausea Yes No
Vomiting Yes No
Abdominal Pain Yes No
Bloody Stools Yes No
Black, tarry stools Yes No

Any other symptoms:

Everything | have answered is true and correct to the best of my knowledge:

Patient Signature:

(Parent if patient is a minor)

Printed Name:

Date:
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Matice of Privacy Practices
Central Texas Orthopedics
7900 Fivi 1826, Suite 120
Austin, Texas 78737

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.

We are required by law to provide you with this notice that explains our privacy practices with regard to your medical information and how
we may use and disclose your protected health information for treatment, payment, and for health care operations, as well as for other
purposes that are permitied or reguired by law. You have certain rights regarding the privacy of your protected health infarmation and we
also describe them in this notice.

Ways in Which We May Use and Disclose Your Protected Health Information

The following paragraphs describe different ways that we use and disclose your protected health information. We have provided an
examnple for each category, but these examples are not meant to be exhaustive. We assure you that all of the easy we are permitted to use
and disclose your health information fall within one of these categories. :

Treatrent: We will use and disclose your protected health information to provide, coordinate, or manage your health care and any related
services. We wilf also disclose your health information to other physicians who may be treating you. Additionally we may from time {o time
disclose your health information to snother physician whom we have requested to be involved in your care. For example ~ we would
disclase your health information to 2 specialist to whom we have referred you for a diagnosis to belp in your treatment,

Payment: We will use and disclose your protected health information to obtaln payment for the health care services we provide you. For
example — we may include information with a bill 1o a third-party payer that identifies you, your diagnosis, procedures performed, and
supplies used in rendering the service,

Health Care Operations: We will use and disclose your protected health information to support the business activities or our practice. Sor
exomple - we may use medicat information about you to review and evaluate our treatment and services or to evaluate our staff
performance while caring for you. In addition, we may disclose your health information to third party business associates who perform
billing, consulting, or transeription services for our practice.

Other Ways We May Use and Disclose Your Protected Health information

Appointment Reminders: We will use and disclose your protected health information to contact you as @ reminder about scheduled
appointments or treatment,

Treatment Alternatives: We will use and disclose your protected heaith information ta tell you about or to recommend possible alternative
treatments or options that may be of interest to you.

Others Involved in Your Care: We will use and disclose your protected health information to a familty member, a relative, a close friend or
any ather person you identify that is involved in your medical care or payment for care,

Research: We will use and disclose your protected health information to researchers provided the research has been approved by an
institutional review board that has reviewed the research proposal and established protocols to ensure the privacy of your health
information.

To Avert a Serious Threat to Public Health or Safety: We will use and disciose your protecied heatth information to a public health authority
that is permitted to collect or recelve the information for the purpose of controliing disease, injury or disability. If directed by the health
authority, we will also disclose your health information to a foreign government agency that is colaborating with the public health
authority.

Worker’s Cornpensation: We will use and disciose your protected heaith information for worker's compensation or similar programs that
provide benefits for work-reiated Injurles or iliness.

Inmates: We will use and disclose your protected health information to a eorrectional instituifon or law enforcement official if you are an
inmate of the correctional institution or under the custody of the law enforcement official, This infortration would be necessary for the
institution to provide you with healtheare, 1o protect the health and safety of others, or for the safety and security of the correctional
institution.

Although your health record is the physical property of the health care practitioner or facility that compiled it, the information belongs to
VoL,
You have the right to:
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Notice of Privacy Practices

A Paper Copy of This Notice: You have the right to receive a paper copy of this notice on request, You may obtain a copy by asking our
receptionist at your next visit or by calling and asking us to mail you a copy.

Inspect and Copy: You have the right to inspect and copy the protected health information that we maintain about you in our designated
record set for as long as we maintain that information, This desighated record set in¢ludes your medical and hifling records, as well as any
other records we use for making decisions about you. Any psych-therapy notes that may have been included in records we received about
you are not availahle for your inspection or copying by law, We may charge you a fee for the costs of copying, mailing or other supplies used
in fulfilling your request,

If you wish to inspect or copy your medical information, you must subrnit your request in writing to our practice manager at Central Texas
Orthopedics, 7900 FM 1826, Suite 120 Austin, Texas 78737, You enay mail in your request, or bring it to our office. We will have 30 days to
respond fo your reguest for information that we miaintain at our practice site. If the information is stored off-site, we are allowad up to 60
days to respond but must Inform you of this delay,

Request Amendment: You have the right to request that we amend your medical information if you feel that it is incomplete or inaccurate.
You must make this request in writing to our practice manager, stating exactly what information is incomplete or inaccurate and the
reasoning that supports vour reguest,

We are permitied to deny your request if it is not in writing or does not include a reason to support the request. We may also deny Your
reguest if;

the information was not created by us, or the person who created it Is no longer availabie to make the arnendment;

- the information is not part of the record which you are permitted to inspect and copy:
the information is not part to the designated record set kept by this practice; or i it is the opinion of the bealth care
provider that the information is acourate and complete.

Reguesy Restrictions: fou have the right to request a restriction or limitation of how we use or disclose your medical information for
treatment payment, or health care operations. For exampie - you could request that we not disclose information aboui a prior treatment to
a family member or friend who may be involved in your care or payment for care. Your request must be made in writing ta our practice
manager.

We are not required to agree to your request if we feel it is in your best interest to use or disclose that information. However, if we do
agree, we will comply with your request unless that information ks needed for emergency treatment.

An Accounting Disclosure: You have the right to request a list of the disclosures of your health information we have made outside of you
practice that were not for treatment, payment, or health care operations. Your request must be made in writing and must state the time
period for the requested information. You may not request information for any dates prior to April 14, 2003 (the compliance date for the
federal regulation) nor for a period of time greater than six years {our legal obligation to retain inforrmation).

Your first request for a list of disclosures within a 12-month period will be free. If you request an additional list within 12 months of the first
reguest, we may charge you a fee for the costs of providing the subsequent list. We will notify you of such costs and afford you the
opportunity to withdraw your request before any rosts are incurred.

Request Confidential Communications: You have the Fight to request how we communicate with you fo preserve your privacy. For example
- You may request that we call you only at vour work number, or by mail at a special address or postal box. Your reguest must be made in
writing and must specify how or where we are ta contact you. We will accommadate all reasonable requests.

File a Complaint:  you believe we have violategd your medical information privacy rights, you have the right to file a complaint with our
practice manager or directly to the Secretary of Health and Muman Services.

To file 2 complaint with our manager, you must make it in writing within 180 days of the suspected viclation. Provide as much detail as you
can zhout the suspected violation and send it to Centeal Texas Orthopedics, 7900 Fivt 1826, Suite 120, Ausiin, Texas 78737, You should know
that there would be no retaliation for your filing a complaint,

Uses or Disciosures Not Covere
Uses ot disclasures of your health information not covered by this notice or the laws that apply to us may only be made with written
authorization, You may revoke such authorization in writinng at any time and we wiif no longer disclose health infarmation sbout vau for the
reasuns stated in your written authorization. Disclosures made in refiance on the authorization prior to the revocation are not affected by
the revocation.
For Maore Information

If you have gquestions or would like additionat information, you may contact our practice manager at 512-322.9163

Effective date 11/10/2008



