Harron Neurosurgery, P.C,

2965 Colonnade Drive SW, Suite 140 | Roanoke, VA 24018
{Colonnade i)

. P 540.400.8777 | F: 540.400.8735

www. harronneurosurgery.com

Dear

Thank you for choosing Marron Neurcsurgery, P.C., for your health care needs. You have
an upcoming appointment on
at am/pm.

Qur office is located at 2965 Colonnade Drive SW, Suite 140, Roanoke, VA.
Directions and a map are enclosed.

We are enclosing several forms for you to complete prior to your appointment. Please bring
these completed forms at the time of your appointment and give them to the receptionist
when you sign in. Also, please bring your MRI or CT films and CD-ROM to your appointment.
Please arrive 15 minutes prior to your appointment time so we can review your documents
and gather additional information if necessary. Your form packet includes:

Patient Information

Medical Information

Review of Systems

Current Medications

Consent and Authorization

Medication and Disability Policy

Acknowledgement of Receipt of Privacy Notice/Consent
In addition to these completed forms, please bring your current insurance cards and your
driver's license or valid picture ID. If your insurance requires a referral from your primary
care physician, it is your responsibility to obtain that referral prior to arriving for your

appointment. Any copayment required by your insurance company will be collected when
you sign in.

Please call our office at 540.400.8777 should you have questions prior to your appointment.

Very truly vours,

Medical Secretary
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S8229C 126 Pageiof9



Harron Neurosurgery, P.C.

2965 Colonnade Drive SW, Suite 140 | Roanoke, VA 24018
{Colonnade 1)

P: 540.400.8777 | F: 540.400.8795
www.harronneumsurgery.com

From Downtown Roanoke:
» Follow US Highway 2205/581; turn right on Electric Road/Route 419,
» Drive 2.9 miles (T1th stoplight). Turn right onto Colonnade Drive.
» Take a slight right to stay on Colonnade Drive.
* The entrance to the cffice is on the right side of Colonnade I (New York Life Building),
« Office is on the first floor - Suite 140,

From I-81 Morth {Exit 147
» Take Exit 141 for VA-419/Electric Road.
» Drive 7.4 miles (12th stoplight). Turn left onto Colonnade Drive.
» Take a slight right to stay on Colonnade Drive,
* The entrance to the office is on the right side of Colonnade I (New York Life Building).
« Office is on the first floor - Suite 140.

Harron Neurosurgery, B.C. | 2965 Colonnade Drive SW, Suite 140, Roanoke, VA | P 540.400.8777 | www. harrsRneurosurgery.com

SHEZI0 TG Page 2 0f 8



Harron Neurosurgery, P.C,

2965 Colonnade Drive SW, Suite 140 | Roanoke, VA 24018
{Colonnade 1)

P: 540.400.8777 | F: 540.400.8795
www.harranneurosurgery‘com

Physician:

PATIENT INFORMATION
PLEASE PRINT AND COMPLETE ALL INFORMATION

PATIENT NAME:

{Last) {(First) {Middle) (Maiden}

Address:

Street or RO, City State ZIP
Home Phone: Work Phone; Cellular Phone:
SSH; DhOB: Age: Sext M F Marital Statusi SMD W
Race; Ethnicity: Preferred Language:
Emergency Contact Name; Telephone:
E-Mail Address
EMPLOYER: RETIRED: Yes[[] No[l]
Address: Telephone:

SPOUSE or PARENT/GUARDIAN (if minor)

NAME: DOB: SS#:
Emplover:
Employer Address: Telephone:

PRIMARY INSURANCE COMPANY:

Subscriber or insured Name; DOB:
Policy #:; Group #:; Effective Date;
Relationship to Patient: SS#:

SECONDARY INSURANCE COMPANY:

Subscriber or Insured Name: DOB;
Policy #: Group #: Effective Date;
Retationship to Patient: S5

FAMILY PHYSICIAN;

CARDIOLOGISTS/OTHER SPECIALTY PHYSICIANS:

REFERRED BY:

Marron Neurosurgery, 2.0, i 2965 Colonnade Drive SW, Suite 140, Roanocke, WA I P: 540.400.8777 § www harronneurosurgery.com
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Harron Meurosurgery, P.C.

{Colonnade 1}
P: 540.400.8777 | F: 540.400.8795
www.harronneurosurgery.com

MEDICAL INFORMATION Namae:

2965 Colonnade Drive SW, Suite 140 | Roancke, VA 24018

Chart:
Helght: Weight; Date
Briefly describe your symptoms and how they began:
Past and Current llinesses:
[J High Blood Pressure
[.] Heart Problems (Murmur, Heart Attack, Mitral Valve Prolapse, Angina)
[ Diabetes ~ diet-controlied
O Diabetes - diet and pills
1 Diabetes - insulin required
U Breathing Problems (Asthma, Sleep Apnea)
O] Other: (Please describe)
Past Hospitalizations (within the last 5 vears)
Date Reason FPhysician
List any drug allergies/feod and environmental allergies:
Do you take Aspirin? LlYes [INo I am currently:
Do vou take lbuprofen? Llves [JNo [l wWorking Fuil~Time
Bed Rest makes my pain: [ Better [ Worse [ Ne Change U Working Part-Time
Do you use tobacco products? Tyes ONo L1On Disability
How long? ) Applying for Disability

; .
How much? {1 Retired

Have you had:
[} Physical Therapy (in the past & months) Frequency Duration

How much relief has physical therapy given you? 0%-25% [1126%-50% L]51%-75% [ 76%-100%

[ Chiropractic Therapy {in the past 6 months)
How much relief has chiropractic therapy given you? L] 0%-25% L 126%-50% £1519.-75% L] 76%-100%

L Epidural Steroid Injections  if so, how many? Whera?

How much relief did you receive from the injections? [ 0%-25% [026%-50% [I151%-75% [ 76%-100%
[ Change in Gait: f so, explain

[ visual Changes: If so, explain

U Numbness: if so, explain

LiTingling: If so, explain

Notes:

Harron Neurosurgery, P.C. | 2965 Colonnade Drive SW, Suite 140, Roanocke, VA | P: 540.400.8777 | www.harronneurosurgery.com
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Name:

Date of Birth:

Harron Neurosurgery, P.C.

2965 Colonnade Drive SW, Suite 140 | Roanoke, VA 24018

{Colonnade I}
P: 540.400.8777 | Fr 540.400.8795
Www.harronneurosurgery.com

NEUROSURGERY

Today's Date

REVIEW OF SYSTEMS

Please chack Yes or No for the symptoms vou currently have.

Yes Bo Yes No
chills speech difficulties
fatigue syncope
faver vertigo
sleep loss/problems stroke
weight gain/obesity tremors
welght loss seascnal allergies
angina cancer of head and neck

chest pain/pressure

difficulty swallowing

edama dysphasia
elevated blood pressure apistaxis
exercise intolerance hoarseness
fainting/blackouts/pass out back pain
heart murmur neck pain
irregular heartbeat sciatica

asthma double vision
bronchitis biurred vision
dyspnea photophobia

dyspnea at rest

vision change

dyspnea oh exertion

urinary incontinence

frequent cough

urinary retention/hesitancy

pedal edema

abdominal pain

oleuritic pain

bowel incontinence

numbness/tingling

nausea/vemiting

headache

arterial thrombosis

motor weakness

bleeding/bruising

paresis

pulmonary emboius

sgizure

venous thrombaosis

spasms/spasticity

Harron Neurosurgery, P.C. | 2965 Colonnade Drive SW, Suite 140, Roanoke, VA | P: 540.400.8777 | www.harronngurosurgery.com
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Harron Meurosurgery, P.C.

2985 Colonnade Drive SW, Suite 140 E Roanoke, VA 24018
(Celonnade 1)

P: 540.400.8777 | F: 540.400.8795
www.harronneurosurgerycom

CONESENT AND AUTHORIZATION

Namae:
Chart:
Date:

1. Consent to Treatment: |, the undersigned, do consent to the physicians of Harron Neurosurgery, 2C., to administer any
and all treatments deemed necessary for diagnostic or treatment purposes while in their care. This consent is given for
a perlod of one year, ending one year from the date signed below.

2. Consent te HIV Testing: In case a health care worker of this Clinic, during your care, is punctured by a needle or is
directly exposed to fluids that may transmit the HIV virus, in accordance with Section 321-451 of the Yirginia Code,
you witl be deemed to have consented to the Clinic’s right to draw bload for testing for the HIV virus and the release
of such test results to the Clinic and the worker who suffered the exposure. All positive test results will be disclased ta
the Bepartment of Health. Other persons to whom the resuits may be disclosed include healih care providers involved
in your care or treatment, emergency medical services personnel, others who have access 1o the record for quality
assurance, your pareni{s) if you are a minor, or your spousa.

3. Consent for Virginia Jurisdiction: The relationship between the undersigned Patient and Harron Neurosurgery, BC.,
shalf be in accordance with and governed by the laws of the Commonwealth of Virginia in effect as of the date of this

Registration. The Patient hereby consents to the personal jurisdiction of any state or federal courts located within the
Commonwealth of Virginia.

4. Authorization of Benefits: | authorize the release of any medical information necessary to process my insurance claims
for services rendered by Harron Neurosurgery, P.C, and reguest payment to be made directly to Harron Neurosurgery,
P.C. | accept responsibility for all charges incurred at Harron Neurosurgery, P.C.

5. Consent to Medical Photography: | consent for medical photographs to be made of me or my child ¢or person for
whom | am legally responsible). By consenting to these medical photographs, | understand that § will not receive
payment from any party for them. | understand the photograph(s) may be used in my meadical record and for
purposes of maedical teaching.

&. Authorization to Release PHi for participation in Electronic Prescription Database: | authorize the use or disclosure of
my individual Protected Heaith Information (PHD as described below, with the understanding that this authorization
is voluntary and may be revoked at any time by notifying HN, in writing, except to the extent it has already taken
action in reliance on this Authorization. This authorization covers individuat prescription (present and future) PHI
and prescription history disclosed by the physicians and cther emplovees of Harron Neurosurgery, PC., (MN) as well
as to employees and agents of Sure Script and SRSsoft. The purpose of this disclosure of PHI is to permit HN to
provide prescription and prescription history information to a national electronic clearinghouse of such information
to facilitate accessibility to and exchange of such information among my various heatth care providers and third-
party pharmacy program payors for purposes of my treatment, reimbursement for prescriptions, and for any related
purpose. if the organization authorized to receive the PHI is not a health plan, health care clearinghouse or healthcare
provider covered by federal privacy regulations, the released PHI may no longer be protected from further use or
disclosure by federal privacy regulations and may be subject to redisclosure by the recipient(s). | understand that |
may see and receive a copy of the information described above if | request it in writing, | have the right to a copy of
this consent, | have a right to refuse to sign this consent, and acknowledge that this consent will expire on termination
of my status as a patient of Harron Neurosurgery, P.C.

! have read and understand the consent information above. | ynderstand any changes o the ahove consents must ba
made in person or in writing.

Fatient Name (please print):

Batient Signature: Date:

As the patient's Parent ___ Leagal Guardian or ___Power of Attormney, | am authorized to sign on behalf of the
above named patient.

Authorized Signatuie: Date:

Harron Neurosurgery, P.C. | 2965 Colonnade Drive SW, Suite 140, Roancke, VA | P: 540.400.8777 | www.harronneurosurgery.com

587210 1296 Page 7 0f 9



Harron Neurosurgery, P.C.

2965 Colonnade Drive SW, Suite 140 | Roanoke, VA 24018
(Colonnade H)

P: 540.400.8777 | F: 540.400.8795
Www,harronneurosurgery‘com

MEDICATION AND DISABILITY POLICY

MEDICATION POLICY

Please be advised that it is the policy of this office to only prescribe narcotic medications to
patients requiring surgical intervention. Up until the time of surgery, all narcotic medications will
be administered by your referring physician. If, after a consultation in this office, surgery is not
recommended, no prescription medications will be provided.

Foliowing surgery, we will prescribe appropriate prescription pain medication. These
prescriptions will not be filled outside of our normal office hours (9:00 am-5:00 pm Monday
through Friday), nor on weekends. After an appropriate period of time, you will be weaned

off narcotic medications and converted to nonnarcotic medications. If further chronic pain
management is necessary and no further surgical intervention is warranted, you will be referred
for chronic pain management with either your referring physician or a physician at a chronic pain
management center.

DISABILITY POLICY

Dr. Harron does not make disability determinations. For patients who have surgery, he will
reguire that they return to their regular jobs after a reasonable post-op period. This may require
some rehabilitation.

For patients who have not had surgery, or for whom surgery is not planned, Dr. Harron will

not make any work capacity evaluation. Dr. Marron is also under no obligation to answer
questionnaires or similar forms submitted for completion by attorneys, insurance companies, or
other related entities.

Dr. Harron aiso will not become involved in fitigation processes, such as depositions and/or
court appearances, which arise out of desire to establish causality and/or compensability in auto
accidents or other personal iniury cases.

| have read and understand the above,

Signature: Date;

Harron Neurosurgery, 2.C. | 2965 Colonnade Drive SW, Suite 140, Roancke, VA | P; 540.400.8777 | www. harronneurosurgery.com
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Harron Neurosurgery, P.C.

\ 2965 Colonnade Drive SW, Suite 140 | Roanoke, VA 24018
z. {Colonnade iD)

P: 540.400.8777 | F: 540.400.8795
www.harronneurosurgery,com

ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE/CONSENT

I have been presented with a copy of this practice’s NOTICE OF PRIVACY POLICIES, detailing how
my information may be used and disclosed as permitted under federal and state law.

I hereby authorize Harron Neurosurgery, P.C,, to release any and all information pertaining to my
health care, test results, procedures, billing and/or accounting, appointment needs or any other
information contained in my records to the following person{s) or agencies:;

L] Spouse — Name:

L] Parents — Name:;

L1 Other — (Please Specify):

“INo Cne

| further authorize any Harron Neurosurgery, P.C., representative to contact me in one or more of
the following ways:

By phone: flat home [Hatwork U on my mobile phone

By leaving a message on an
answering machine or voice mail: Uat home Llat work LJon my mobile phone

By sending a postcard through:  [lpostal mall [l e-mail

I understand that Harron Neurosurgery, P.C., may release any information to those persons

whom | have designated. They may receive this information without a separate consent or prior
notification. | also understand that this relates to ALL the above-mentioned information. IE | WISH
TO MAKE ANY CHANGES TO THE STATUS OF THIS FORM, 1 MUST DO SO IN WRITING.

Sighed: Date:

if not signed by the patient, please indicate relationship to the patient (e.g., spouse)

Relationship:

Withess:

Harron Neurosurgery, R.C. | 2965 Colonnade Drive SW, Suite 140, Roanoke, VA | P! 540.400.8777 | WWW.RarTONNeurosurgery.com
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