Optimal Health Associates

Patient Demographic Form
Piegse print neatly and fill in glf blanks

Patient’s Legal Name:

{first) {middle) (tast)

Date of Birth:, / / Age: Social Security No, - -

Circle One: Single Married Divorced Separated Other:

Patient’s Address;

{street addres{s}'.. (city) (state) {zip code)
Home Phone: Work Phorie:, Celi Phone:
Employer: Email Address:
Primary Care.Physician; Phone Number:
Referring Physician; Phone Number:

Name of the Primary Insurance Company:

Name of person wheo carries insurance;: Relationship to Patient;

Carriers DOB: ya f Carriers SSN:- / oo Carriers Emiployer:

Secondary Insurance Company (if applicable)

Name of person Wwho carries Insurance: Relationship to Patient:
Carrigrs DOB / / Carriers SSN: / / Carriers Employer:

Spouse’s Name: Phone;

Nearest relative not living with.you: Refationship: PH:

If patient’s a minor, please list both parents ifformation:

Mother: Employer; . Ph:

Father: Emplayer: PH:.

I hereby authorize my Insurance benefits to'be pald directly tothe"fa'citity and the physician. i am financially responsible for non-
covered services, | also authorize the physician to release my information’in the processing of any insurance claims, | acknowledge
and agree and received a copy of the HIFPA Privacy Notlces.

Signature ' Date
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Print th Color ‘or Grayscala Only
UsingAdobe Acrobial Readler ﬂ.‘O'or:_la_!_c;_rw :

Marking Instructions }I
' F
il

Please-use a #2 pencil, o
i FillIn the complete oval as‘-_si"_jg\fun.“ :

| Medications and Allergies st ,f:ig;ﬁ:-;;g;yﬂs
Please answer evary question,

b htered MANUALLY,

! l ! ! LI
I"ﬂ I

_PLEASE PRINT PATIENT'S LAST NAME

HHHHH

...............

— R ..,.m._'i.'r... o
ALLE_RG]E‘; P!ease fndicqte Ifyou have aHerg]es to any of the foilow!ng.
T3] LHAVE NO IKNOWN ALLERGIES < 2| Penicillin
_ <21 Latex
Sulfa.Drugs Adhesive Tape / Bandages

| Codelne / Codelng Derivatlves | lodine

| Morphine Detivatives | Betadine.

] Erythromycln .Season 3| A!Ierg!es (Hay rever)

Please fist any add!tlonal allergles you haVe. if pass]ble, includc your: reactlons. '

] {e. & hives rash, Itching,headaches nausea, dlarrhea, falnting, shock, shortness of breath, efe;)
Notig. " | Reaction ’ v ” ' i T

M-.léfbﬂl'tﬁTiONS

H

_ o 'What medlcatlons are vcu currently taldng?
{Inchude prescilptions, over the counter medicatlons, herbal supplements. and vitamins,
‘8.8, Aspirin, Mctrrn Vitamin E, st JohnsWort ate,)

t 1 AMNOT CURRENTLY TAKING ANy MEDICATIONS (prescription or over the counter]
Nama’ N Gosrga | Freguongy W ; D‘.’“"E“.m.
|
P ’ ————— |
- S __—__—-____"—_‘h'ﬁ—-—..______‘-.._,__________'\\‘
—— ———__‘_h__—_“‘—“m-‘—*—-—-—-—_———____
- ——“*ﬁw—-—__ﬁ_,_____‘-__ﬁ_m__h-__
.M' “_"-"—*—-——-——h_‘_____,_______ —
C N
P HARMACY Pmase ““ the pharmacy you would like us to use when calllng In your P.rescn;fptf;nsﬂili;'lhet;_;;clillﬂ'
Pharmacy; ' 5
. kocation:,

(005 Rkt o Al 02HULS: Dutint NO. 7,945,323}
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Noel R, Williams, M.D.
Berijamin 1. Barenberg, M.D.
Abibey Ronck, PA-C
Christina Telcocei, PA-C
Shannan Carmouche, PA-C
Tricia Hall, PA-C
Amy Brooks, APRN
Bethany Cook, APRN

Authorization to Release Informatien via Phone/Family/Friends

Print your name: _ - DOB:

I hereby authorizeconfidential éommunications friom the physicians or staff of this office regarding my healthcare, lah
work, test results, treatments, appointments, preseriptions, etc... to-be received at any of the phone numbers listed
below. Tauthorize the staff to leave messages on the voicemaii or with the individual who answers the phone at any of
the below numbers:

DQ not fill in numbers at which you do NOT wish to be contacted

Home Phone: _ Cell; . Other:

| authorize the following individuals (spouse, family member, and/or friend) to call the office on my behalf to verify the
status of appointments, treatment plan, medications, and/or account information. These individuals may also pick up.
prescriptions and/or samples that | have requested. {Leave blank if you do not authotize any other individual to access
your protected health information)

Name: Relation: _ Phone Nbr;
Name: Relation: Phone Nbr:
Name: Relation: _ Phone Nbr:
Namé: _ Relation; __ Phane Nbr:

Below is the pharmacy name and phone number-that | will use for all prescriptions

Pharmacy Name: . Pharmacy Nurmber::

I'understand this authorization will remain in effect until | revoke the authorization in Writing.

Patient Signature . Date




Noel R, Williaris, M.D
Benjamin ), Barenberg, M.D.
Abbey Ronck, PA-C
Christina Telcocdi, PA-C
Shannan Carmouche, PA-C
Tricia Hall, PA-C
Amy Brooks, APRN
Bethany Cook, APRN

AUTHORIZATION FOR TREATMENT

| hereby authorize the Physicians(s) in charge of the care.of the patient to administer treatment as may be deeined
necessary or advisabie in the dia_g'no'sis and treatment of this patient.

AUTHORIZATION FOR RELEASE OF MEDICAL INFORMATION
FOR INSURANCE CLAIMS

1 hereby authorize the physician(s) to disclose any or gll of the infarmation in my méadical records to any person,
corporation oragency which is or may be liable for al! or part of the phvsi_c_ian's-charge_'-'o.r_-who may be responsible for
determining the necessity, appropriateness, amount or other matter to the physician’s treatmeént or charge including,
but not limited to, insurance companies; health maintenance organizations, preferred provider organizations, welfare
funds; the Social Security Administration or it intermediaries or carriers. [ UNDERSTAND THAT MY MEDICAL
RECORDS MAY CONTAIN INFORMATION THAT INDICATES THAT I HAVE A COMMUNICABLE
DISEASE WHICH MAY INCLUDE, BUT IS NOT LIMITED TO, DISEASE . SUCH AS HEPATITIS,
SYPHILIS, GONORRHEA, OR THE HUMAN IMMUNODEFICIENCY VIRUS, ALSO KNOWN AT
ACQUIRED IMMUNE DEFICIENCY SYNDROME (AIDS). With this knowledge, | give my consent ta the release.
of all informationin my medical recards, including any information conceriing idéntity, and release TPG, it agents and
employees from liability in connéction with the release of information contained therein.

ASSIGNMENT OF INSURANCE BENEFITS

I'hereby authorize payment directly to my physicians(s) of the medical insurance benefits-otherwise payable to e for
services-rendered during my visit. 1 understand | am financially responsible for charges not covered by this assignment.

| understand a photocopy of this document is as valid as the original.

Print Patient Name

Daté:

Patient’s Signature

Date:

Or Responsible Party Signature (parent of minor, etc...)




DISCLOSURE OF PHYSICIAN OWNERSHIP
NOTICE TO PATIENTS

Please¢ carefully review the information contained in this notice,

As a prospective patient -of Community Hospital or Northwest Surgical Hospital, we are pleased
to inform you of the following:

I, Dr, Noel Williams and Dr, Benjamin Barenberg have.an ownership interest in
Community Hospital and Northwest Surgical Hospital,

2. In addition, other physicians that may treat you at the hospital may have an ownership
interest in the hospital, ' '

3. You have the righit to choose the provider of your health care services. Therefore, you
' have the option to use g bealtheare facility other than Comniunity Hespital or Noithywest
Surgical Hospital, You will not be treated differently by your physician if you choose to
use a different facility. If desited, your physician can provide information.about
alternative providers, -

We welcome you as a patient dnd val ue-our relationship with you. If you have any qiestions
eoncerning this notice, please feel free Lo ask your physician or any representative of Corﬁimin ity
Hospital or Northwest Surgical Hospital. For a full list of our physician owners and additional
information abeut our healtheaie facilities, Please visit our website at |

communityhospitaloke.com or iwsurgicaloke.con,

By signing _;_hi's-PiSclqﬁsm.‘e of Ph‘y._sibia_n Ownership, you acknowledge that you have read and
Fi_ndc_l_-sta‘_md the fore gomg notice and hereby understand that your. physician has an o'wnerslii]i
iterest in Community Hospital and Northwest Surgical Hospital, ' '

Sighature of Patient Signature of Parent or Guardian
(if applicable)

Print Name of Patient Print Nanie of Parent or Guardién

Dated;




OPTIMA L

PR OANLST B

Attention Optimal Health Patients

Optimal Health has established a protocol for directing patient lab orders based on the patient insurance.
Our usual protocol is.to perform labs at the Broadway location using.our IN-HOUSE lab for insutances that
Optimal Health is contracted with; including Blue Cross Biue Shield. .

Since LabiCorp will becomeé the preferred in-network provider for Blue Cross Blue Shield on January 1%, 2017,
Op.tima_l Health will refer other outside testing to LabCorp.

If you have a lahoratory preference for biood work and other gynecologlcal tests, please acknowledge it below:
We recommend verifying with-yvourinsurance pian benefits about your preferred Iab provider,

| understand that each insurance plan has its own criteria for medical coverage and that I wili be responsible
for payment if testing is not fully covered, i.e., Cigna HMO, Cigna Open Access and strict Vitamin D criteria,

it fs the pdtient’s responsibifity to inform the phlebotomist each time biood is drawn if they have a preferred
Ltab.

Please circle the laboratory of choice

NO'PREFERENCE

IN-HOUSE LAB or iN-HOUSE LAE./ LABCORP

LABCORP

DLO QUEST

Other:

Piease sign below that.you have read, understood, and agree to this policy,

Print Name:

Patient Signature: . Date:




12/29/17

Optimal Health Associates
CONTROLLED SUBSTANCE PRESCRIPTION AGREEMENT

Print Patient Name: . DOB:,

The purpose of this.agreement is to prevent misunderstandings about certain medicinés the patient wifl be 'tﬁr!&ing-__
for pain management and/or aniiety monagernent. Thisis to help both the patient and thelr provider comply with
the law regarding controlied medications. Pledse réad this contract thoroughly, as it is o condition of your
continued treatment. Yoursignature wi{f_be-ri?quired.

The use of oploids, benzodiazepines and stimulants may cause addiction, and Is anly onhe part of a complete
treatment:plan,.

{ agree to thie following: _

1. lamresponsible for my medicines. | will not share, sell, or trade.my medicing, [ will ot take ary
medicine not prescribed tome.

2. Forging or altering a narcotic preseription, or-distributing medications to others is @ crime, | understand
that should any of the above occur; iy entiré care with this office will be terminated, and Lwill be
reported to law enforcément authoritfes.

3. Excessive:phone calls requesting Increased dosages or frequency is viewed as drug-seeking behavior.

Chariges In miedication will not be made without an office visit.

| will not increase-my medicine until | speak with my doctor or nurse,

My medicine may not be replaced If it I lost, stolen, or used up sooner than prescribed.

6. Iwill keep afl appointments set up by my doctor, 1 wil) notify my doctor’s office at Jeast 24 hours prior to

my scheduled appointment if | must cancel. Multipie cancellations; no-shows, or rescheduled

appeintments may be considered non-compllance and may result In my termination as a patient,

I will Bring the pill bottles with any remalning pills of this medicine to sach.clinic visit.

lagree to come to the office for a pill count at any:time.!f asked by my doctor.

I'wifl riot use any lllegal or contralled substances fncluding miarljuana, cocaine, amphetamines, etc.

10. 1 agree to give a blood or urine sample, if asked, to test for illegal drug and other medication use. |
understand that.my insurance company might not cover the test, and | will be responsible for the
payment. 1 understand that this test can be very costly. This drugscreen may be given at iy inltial Visit,
and again randomly through-the course of my treatment.

11, )understand that my doctor’s office will utilize the Okiahoma Bureau of Narcotics Drug Tracking Program,

12, | have been informed by my physician-about narcotic effects, including the normal physiological effect of
tolerance (where | might need to take more medication to obtain the same pairi rellef) and dependence
{an tincomfortable withdrawal reaction which may-occur if | stop taking medication abruptly), and the:
abnormal effects of addiction {psychalogical dependence leading to abnarmal behavior), which Is very
rare i patients with genuine pain.

13. lunderstand that narcotics can adversely affect my judgement in making business decisions, and in
operating equipment such as-an automobile, _

14, 1understand thatthe main treatment goal is to fmprove my ability to function andfor worlt, ot simpiy
decrease pain. In consideration of that, | agree to help’ myselfhy following hetter health habits such _és_
exercising regulaly, achieving optimal weight contro! and fimiting my use of unhealthy substances like
alcohol and tobacco, |.understand that only by followirig a healthier Hfestyle can | hape to have the'most
successful outcome from'my treatment,

15, Junderstand that there will be a trial perlod for this medication regime. Within this period, my case will
bereviewed. If there Is no evidence that | am improving, ;:ir if progress s not being made to.improve my
function and quality of life, ny medication regime will be tapered and my care will bé referred back to my
primary care physiclan,

LI

© @

Controlied Substance Prescription Agreement




12/29/17

16. Non-payment of sérvices rendered may result in my cffi_ce visit-being re_scheduled.-_ Per.this-a'g_reemeht,-
refills will only be provided at regularly scheduled office visits, If my office visit Is rescheduled due to non-
payment, I will not receive a refill on my medications,

Refills

s lunderstand that.refills of narcotic médication wil be given only during my regularly scheduled _
appointment, or orice. monthly by telephone if the current prescription has been correctly used. 1f the
medication reguiires a written prescription, | must call 3 business days In advance. Ifthe medication does
not require a written prescription, | will call my pharmacy 3 business tlays in-advance arid have them fai
the request to the office,

e lunderstand thatrefills will be-made only during regular office hours — Monday through Thursday,
8:30AM - 4:30PM. No refills witl be available on nights, holidays or weekends. Advance notice of 3 days
is-required. _

° | must keep track of my medications.. No-early or'emergency refills may be made, Prescriptions must be
filled before expiration, In.the event the prescription has expited, the prescription must be retumed to
this office-before the new prescription will be written. ' '

+ Iwillonly use.one pharmiacy to get my medicine. My doctor may talk with the pharma'ci'st_about'my
medicines. The name and phone number of my pharmacy is

Emergencigs

In the event of anew'injury or sighificarit chiange In youir condition, please call our office to make-an appointment.
In the caseof a true medical emergency, please go directly to the ER or call 911. Patients are responsible for
notifying any other physiclan they'see that they obtain narcotics form this office, Patients are responsible for
notifying this office of any treatment received by the ER or another physiclan. Patients must hotify.this office if
narcotics have been obtalned from another physiclan. '

Prescriptions form Other Dociors

If1 see another doctor who gives me @ contrdlled substance medicine (a dentist, a dpct_or-ffom-the-Emérgehcy
Room, another doctor, ete.), I'must bring this medicine to th_e office in the original bottle; even if there are no pills
left. tam not to see or accept medications form other providers without my doctor's permission. '

Termination of Agreement

If I break any of the rules, If my drug test results are Inconsistent with treatment prescribed by my doctars orif rmy
(doctor-decides that this medicine’ls hurting wie more than helping me, this medicine will be.stopped -'by my doctar
in a safe-way, and no refills- will be made, Further, my physician may dismiss me as a patient of the practice-and
ask me to select another physician, -Any viclation of this contract of counseling received regarding violations will
remain a part of my permanent medical record. This contract will remain enforced during the entire course of my
treatment plan,

t have talked about this-agreement with my doctor and | understand the above rules,

Patlent’s:signature Date

Physician’s signature

Controlled Substance Prescription Agreement




Filkin the complete oval as shown...

R R

Do not write, stamp, punch:fioles ;- & Direction of Ff“" _ Handwritten 'r‘_r'er'_ns_ m_q_s:t H
.oFuffix a sticker i this orea. Men’s Preventive Health be-entered MANUALLY.

To reproduce, follow the printing instructions, Please answer every guestion Do rigt f_o'f_d this:form,
. - =

P|_e_358\HSE;a.:#IZ_.pEﬂ_Cll.

i -

| Have you been immunized-against the following? If yes, please list approximate date.

yes

no

if yes, date:

Influenza f' Flu {within the past year) |

Have you had your l_:hblest_ertjl
checked in the last five years? L RO B et e

Have you had the following?

. Prostate cancer screenmg {age 40+}

. Do you perform monthly
. self-testicular exams?

Ligersed Mndar U5 Patent Nos. '?;a‘:fm'z

TG, 393 i (Al Tackrolo “Copyright-4 Patisntlink Ferm P47 {Rew 1/25£2044)
and 7,281, 220 fram Wallls Teeknologias,

For technizol susticrt,
l pleare contoct Parfentlink ot

Suppart@MyPaticatlink.com.




Markmg lnstructlons
Please use a#2 pencll, .
'FJFI |n the compiete oval as shown L

R ) 4 Difectlon of Fedd 4 - . :

Do’ ot write, stamp, " o e - . To reproduce, follow.the |
punch holes or affix o Personal / F.amlly History printing instructions.

~ shicker inthis orea. Please answer every-question b not fold this forem, i

TOBACCO USE
What is your smaking status? current (every day) <
At what age did you begin smoking? EXAMPLE

i iFyau started
B smoking at the age
of 21, you wodld filk
in the ovalslike this:

1 you quit smoking, at what-age did you quit?

How many cigarettes do you currently
smoke {ordid you previously smake} per day?

How many cigars or pipes do you smoke per week?

How many cans of smokeless }' chewmg tobacco
do you use. per week'-’

Are you exposed to passwe {second hand} smoke?

ALCOMOL USE Number of times:

"HOW. often do you drink alcohiol? i e e
{if you marked “never”, please skip ahiead to Drug Use section) i
What-t'y'pe{'si of 'alt;oh_dl do you c_['rir_ik-? beer < liquer ¢ |
How many drinks dof you have per occasion? 10+ 07
How often do you have more: occasionally <
than five drinks per occasnon'-" frequently :

DRUG USE

prefer to dlscuss w1th physwlan 1

HIV HIGH RISK.BEHAVIOR?
{Hiv-Risk Factors: 1V.drig use, nore than one sexual partnér, séx with'a prostitute,
unpratected sexual contact contact wlth contamlnated m;ection Equment ,'l

prefer to discuss wrth physician <

_ soft drmksnﬁ g

HABITS Type(s) of cafféine: e
Caffeine Drinks per day: 173

Exercise -'swim'ming
T Type s of exercise;
. o occasionally <
Times per_week: S Y
3-4
How often-do you wear a'sesthelt?: always. < almcst aiways' :
Sun Exposure° occasnonally :
o o e e e Pagelofz prgn
an-7,835, 348 bram Wilks Technologies, LLC i F'or' echinical suensre
pivesd contort Patisntiink vy
. Support@KyPotienilink, conr.




R ) 4 Direction of Fedd £ :

Do-not write, stamp, . i .. . Toreproduce, followthe
pirich holés or affix & Personal / Family History printing instructigns,
sticker in this areq. Pieaseanswerevery questign Do f?Dt_fod'th‘fS.fﬁ)nn.‘. :

PAST MEDICAL HIST.RY' Please mdlcate if YOU have a hlstory of the following

5 Growth / Development Disorder
> Heart Attack
Heart Disease
Heart Pain/ Angina
Hepatltls ‘A
Hepatlt_ B
* Hepatitis: ¢
: High Blood Pressure
% High Chalesteral ;
HIV

= Alcoho! Abuse

Anemiia
Anesthetic-Complication
Anxiety Dlsorder
Arthritis o
Asthma _
Autoimrune Problems
Birth Defect(s)

Bladder Problems
Bleeding Disgéase

Blood Clots

Re;ta_l.(;ancé'_i’ .
Reflux / GERD
Selzures. ! Convu!smns

> Severe Alergy

Sexually Transmitted Disease (STD}
Skin Cancer _

> Stroke / CVA of the Brain’ i

Blood Transfusion(s) 7% Hives > Suicide:Attempt
Bowsel! Disease % Kidney Disease '_I'hyro‘id- Problems
Breast-Cancer Liver Cancer _
Cervical Cancer tiver Disease f:'.:"') Other Disease, Cancer, or :
Colon Canceér : Lung Cancer Significant Medical Hiness

+ Depression Lung / Respiratory Disease 7 NONE of the Above
e 5
g FAM!LY MEDICAL HISTORY
: Family History UNKNOWN <77 NO SIGNIFICANT FAMILY MEDICAL HISTORY é

Please indicate which family

members have had these ilinesses: Sister

» Mother, Grandmother; or Sister devefoped heart disease before the age of 65

s Father, Grandfather, or Brother developed heart disgase before the age of 55 v
guensedfdsrusﬁ;atenrmos'?cw T et e e et b page 2 of 2 e e e et ﬁ,&‘:&”gm S puwﬁlu;;‘-;‘;;—n 303 ERE:;;{Q,,:;A;, e
sad 7,943,338 from Willis Technblogies, Lil ) Far-techrizal support,
) LS F piras 26 copract-Potientlink ot
I . Sipport@MyPaticntlink.cont




t Fillin the complete oval’ a3 shown - -

. . £ Direction of Feed 4
Do not write, stamp; . .
pinch holes oraffid a Su rgeries

sticker in this.orea: Please answer every question

Marking instructions
Please usé.a # 2 pencil

Please mark aII surgerles you have had

Lo'w- Back _D_rsc Surgery
Neck Disc Surgery
Sinus: Surgery

Ana[ _F-ls_sure__Rjepalr
Appendectomy
HEmor'_r_'hoide_ct_omv

__ Prostate Surgery ¢
allbladder Surgery

ol have had no Surgenes (na need to complete questlonna1re)

Ulcer Surgery

: Tonsillectomy

- Vasectomy

To réproduce, follow the
printing irstructions. .
Do not fold this form, i

Deviated Nose Septum
» Tubal Ligation

Lirarsed tndr 1S Patent dos. 7,487,102
anad 7L 338 Fom \Wilkis Tadhrologias, LG

Conh[gh'l."‘-;'!_'Patfungl;lr:-k Forin 60 iRévII,.Q?_i’lb By

For ‘echnrcar supporr
plenze comiert Patientting m
Support@MyPotientLink.cony,




