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“Getting our patients back to life”
Welcome

Thank you for choosing Texas Back Institute for your healthcare provider. Please
remember to bring with you the New Patient Back Pack completed, along with your
insurance identification card. It is important that you arrive 30 minutes early to
complete patient check-in. Late arrival or failure to have all of your paper work
completed for your appointment may result in it being rescheduled.

If your insurance company requires a referral to see a specialist, you must bring the
referral to your appointment or verify that our office has received the referral. If you are
not sure whether or not you need an authorization or referral you should contact your
primary care physician’s office. In addition, if your insurance company denies your
claim due to a pre-existing clause, you will be responsible for any and all charges not
covered by your insurance company.

It is essential that you bring with you any medical records and x-ray films in order to
assist the physician in determining your treatment. Records may also be faxed to 972-
608-5068 prior to your appointment to the attention of the doctor with whom you have
the appointment. Be sure to include your name and your referring physician’s name on
your fax cover sheet.

At the time of your visit you will be expected to provide payment in the amount of any
co-payment required by your insurance plan, any unmet annual deductible amount where
appropriate, and for any services that are not covered. Payments can be in the form of
cash, check or credit card.

We look forward to serving you. Should you have any questions, please call us at 972-
608-5000 so that we may assist you.
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“Getting our patients back to life”
Office Policies
Office Hours: Office Hours are Monday through Friday, 8:00 am to 5:00 pm.

Prescription Refills — As of Monday, September 1, 2008, we no longer handle
prescriptions refill requests over the phone. You are required to ask your pharmacy to
fax in the request. Requests may be faxed to: (972) 608-5160. Please allow 24 hours
from time of receipt from the pharmacy to process the prescription. Your prescription
refill will only be processed if it includes the correct name of the medicine, dosage, and
instructions on how you are taking the medicine. Prescription refills will not be processed
outside of normal business hours or after 3:00 pm on Fridays, nor weekends and evenings
after the office has closed.

Physician Emergency on Call Policy — when the office is closed a physician is on-call
24 hours a day. The physician is to be contacted when the office is closed for MEDICAL
EMERGENCIES ONLY. If you wish to make an appointment, have prescriptions
refilled, obtain x-ray or lab results you will not be called in over the weekend or when the
office is closed. When attempting to contact a physician after office hours please remove
any Caller I.D. or Call Intercept features that are operating on your phone line. Otherwise
the physicians may be unable to contact you. In case of a true life threatening emergency
call 911 or seek treatment at the nearest emergency room on weekends and after hours.

15 Minute Late Policy — If you are 15 minutes or later for your appointment you may be
asked to reschedule.

Walk-In Appointments — Texas Back Institute is an appointment only office.
Examination by a physician cannot be guaranteed if you present to the office without an
appointment.

Payment is expected at the time of service. Due to the high cost of billing, patients
unable to make payment at the time of service will be rescheduled. Accepted methods of
payment include cash, check, credit card, and debit card.

Form Completion — Please be aware that we need 7 — 10 business days to complete

forms. Patients are required to pay a $20 completion fee for disability forms. There is no
charge for completing FMLA papers.
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Copying of Medical Records — Patients requesting copies of their medical records will
be assessed a $25 fee for the first 20 pages and thereafter 50¢ a page. If an abstract is sent
to a continuing care provider, there is no charge. An authorization for release of
information must be signed and submitted before any request for records will be
processed.

Copying of X - Rays — Patients requesting copies of their x-rays records will be assessed
an $8 fee for each film. All films will be duplicated with DICOM (medical grade)
software, and put on a CD for release. No original film will be released. An
authorization for the release of film must be signed and submitted before any request for
film will be processed.

No Show Policy — patients who schedule appointments but fail to show up are
documented as “no shows.” Patients who continue to “no show” may be charged a $25
fee. In addition, patients with multiple “no shows” may be terminated from the practice.
The definition of a “No-Show” is failing to cancel an appointment within 8 hours.

Patient Termination Policy — although it is an infrequent occurrence, a patient may be
terminated from the office. Patient termination is at the discretion of the patients’
provider. Common reasons for termination include, but are not limited to, use of foul
language, chronic noncompliance with recommended therapy, non-compliance with
medications, abusive behavior of staff, physicians, visitors or other patients.

Original: 08.26.08
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Please fill out these forms completely!
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Thank you for helping us to know you better!
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PAIN DIAGRAM

Please mark the areas where you feel the following sensations. Pay attention to right and left sides.
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FACTORS OF COMPLAINT

What do you want to happen
as a result of this visit?

How and when did your problem begin? (Please mark
each answer that applies to your neck/back pain.)
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How bad is your pain? Place an “X” (—X—) on each of the lines below to indicate your pain.

How bad is your low back pain?

No pain orst possible
How bad is your leg pain?
No pain
How bad is your middle back pain?
No pain
How bad is your neck pain?
No pain orst possible
How bad is your arm pain?
No pain Worst possible]
Do you have any of the following problems? 1 C - t
(Please check your answer.) o, "
3# " O# 0O 0O " H
# 0" # "o O# O 0 -
# 6 O# 0O
# # 6 O# O 1 ( +
3 %89* 6 o, "
u U O ( '
3 & # 6 O# U 0 -
3 & # 6 O# U
How does each of the following affect your pain? (check your answer)
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PREVIOUS TREATMENT
We need to know about the treatments you have already Have you ever had surgery on your back or
received for your current back/neck pain. If YES, did it neck?
make your condition better or worse? O# O If YES, complete the following:
Have you had: ST #
" O O
# "# O O 9
34 O O # 0" 0 @ 2
# O O
S ¢ O O LS #
For your current back/neck pain, please mark the boxes 9
for the timeframe that any tests were done. # " 0 @ 6
<6mo <12 mo
=l # O O DLoH! #
0<3 O O
(€ O O 9
O# O O # " O @ 6
O O
80/ ,(?- & O O

GENERAL MEDICAL HISTORY

Check all the conditions below that you have currently or have had in the past. If NONE check O

o7 oC " 07/ 08 )

a7 ] 0o2) # oo "

02 o7" o - oC  +#

07 " 0 ( 08 " # o5 "

o9 oA # u>

o2 & oA # 0( 7 & # +

09 O & o" B " 03 P 6
O " O< o2 0 (

02 : o1 # 09) # 05

List any major surgery you have had, other than on your Are you allergic to any medications?
back or neck. O 0O 3 %89* $
SH" # %

$
$
:$

Do you take any medications, including herbal, over-the-counter, and prescription?

O# O 3 %89 # $
0 < 7 T
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FAMILY MEDICAL HISTORY

@I do not know the (@) 4 4 , &
medical history of my ¥
biologi 02 & t 02 & t

iological parents or »
other family members. O t O t *
-/ ) §. -
Members of my family (parents, brothers/sisters, grandparents, aunts/uncles) suffer with the following:
C " o7 O A#"
09 o1 " 02
O 0( o,
O, os " O
o7 " 09 05

SOCIAL HISTORY

Marital Status Smoking Alcohol

oo # * & # & 6 # t

oo™ O# O 1 6 O# O

o & 6 O# O

09 3 %89+ " t C7 D 6 0O# O

O 3 " "

3 & $ " B # ¥

Education or . . o &
¢ 3 0 #

& " s # * 3B O #-

0/ # $ o #

o7

0 ( # # # & # &# 6

O ! " 6 O# O O# O
Effect of your back/neck pain on your lifestyle. What is your ability to

enjoy life? 08)

3 # "o § Oo# O a? #
3 # "o § o# O ny4
o#" # # # § O# 0O a-
> # # #" & $O# O O

Please indicate your current work status.

U

0 "

o9 "o#

o, # _ * *

O # # "

o # # "

Before having back or neck pain, did
you normally work:

O o O
What is your usual occupation?

Do you like your work situation?

O# O o, 2

Has your pain affected your ability to do your job or any other daily activities? O# O

3 %89+ " "

Is there anything we have failed to ask that you believe is important for us to know?

O# O 3 %89 " Yy
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REVIEW OF SYSTEMS

Do you have any allergies other than to medications (such as to latex, shellfish, etc.)?

o# O 3 %89 §
Do you have any of the following?
General: Cardiac:
< " 6 0O# O ( " O# O
< " 6 O# O 9 1 O# O
& 6 0# O
C 6 o# O Respiratory:
) 6 O# g F O# g
O# g
78 # # 0" # "H# " # 6 0# O ( O# O
Gastrointestinal: Skin: Hematoligic/Oncologic:
2 " O# O 5" O# O 8 # O# O
) O# g ) O# g 1 O# g
? O# g O# g 1 O# g
O# g 9 O# g 5 " O# g
;& " O# O
Bones/Joints: Genitourinary: Nervous System:
9 " O# 0 2 # O# O 7 O# O
" O# 0 O# O > O# O
ALY O# 0 " B # O# O " O# O
A " o# O C O# O
;" O O Mental Health:
(@] O# O 9 " O# O Endocrine:
b # O# u - " O# 0 > # " O# 4
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BACK PAIN QUESTIONNAIRE

If you have LOW BACK pain- complete this page,

if vou only have neck pain, skip this page.

Please Read: > B &
& # # § & #

Section 1 — Pain Intensity

o3 & " $

o> " & # $

o> " $

o> " # & $

o> " & # & $

o> " §

Section 2 — Personal Care (washing, dressing, etc.)

03 # # )
"

03 # # & #"

o3 " # 3

03 " #

03 "y # # " §
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Section 3 — Lifting
03 &#
03 &# ¥ & ) "8
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Section 5 — Sitting
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Section 6 — Standing

03 3 )

03 3 & )

| " &

O " &
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Section 7 — Sleeping

oo# " & #" %

oo# " # #" 0§
01 " s
01 "3 s
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Section 8 — Sex Life (if applicable)
0 O#
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=
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H
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Section 9 — Social Life
O o# )
O o#

Section 10 — Traveling
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O 3 4 # &
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NECK PAIN QUESTIONNAIRE

If vou have NECK pain- complete this page.

Please Read: > B # " # #
# & # # & % 4 # "
Section 1 — Pain Intensity Section 6 — Concentration
03 & " § 03 # 3 #$
o> " & # § O3 # 3 #
o> " § 03 & # 3
o> " # & § §
o> " & # & $ 03 & # 3 §
o> " § 03 & # 3
§
Section 2 — Personal Care (washing, dressing, etc.) 03
O3 # # )
"os Section 7 — Work
O3 # # ) O3
o3 " 3 O3 # # $
$ 03 # * §
O3 " #" O3 #
O3 & #HO# " $ O3 # # $
O3 * # # O3 #
Section 3 — Lifting Section 8 — Driving
03 &# ) 03 & # # "
O3 &t ¥ & ) " % 03 & # 3 " #
O " & &# $
3 & #" O3 & # 3 "
) " # 8
O " & &t 3 O3 & # 3
# " # $
& #" O3 # & & " # §
O3 & # O3 & #
03 # # §
Section 9 — Sleeping
Section 4 — Reading 03 & "
O3 3 " # oo# " # - "
03 3 " # oo# " # -1 "
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" #oy
Section 5 — Headaches O3 #
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o3 & & B # # $
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PATIENT QUESTIONNAIRE

SF-12

Instructions: This survey asks for your views about your health. The information will help keep
track of how well you are able to do your usual activities. Please answer each question by marking
one box. If you are unsure about how to answer please give the best answer you can.

In general, would you say your health is:
08) a? # 0/ 0" 0

The following questions are about activities that you might do during a typical day. Does your
health now limit you in these activities? If so, how much?

(@] & * & L & ¥ o4 +
0% * $ 0% * $ a, $

C & t
0% * $ 0% * $ 0, $

During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of your physical health.?
2 " # t O# 0
& 4 O# O

During the past 4 weeks, have you had any of the following problems with your work or other
regular daily activities as a result of any emotional problems (such as feeling depressed or anxious)?
2 " # + O# O
& # + O# U

During the past 4 weeks, how much did pain interfere with your normal work (including work
outside the home and housework)?
a, 02 0o # OH 08) #

The following questions are about how you feel and how things have been for you during the past 4
weeks. For each question, please give the one answer that comes closest to the way you have been

feeling.
How much of the time during the past 4 weeks...
I & # " 6
O, a2 oo # [OH 08) #
I # & #6
O, a2 m[e) # [OH 08) #
I & # 6
a, o2 oo # OH a8) #

During the past 4 weeks, how much of the time has your physical health or emotional problems
interfered with your social activities (like visiting with friends, relatives, etc.)?
02 oo a9 P U,
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Notice of 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 IT CAREFULLY.

Texas Back Institute has adopted the following privacy policies.

Uses and Disclosures

Treatment. Your health information may be used by staff members or disclosed to other health
care professionals for the purpose of evaluating your health, diagnosing medical conditions, and
providing treatment. For example, results of laboratory tests and procedure will be available in
your medical record to all health professionals who may provide treatment or who may be
consulted by staff members.

Payment. Your health information may be used to seek payment from your health plan, from
other sources of coverage such as an automobile insurer, or from credit card companies that you
may use to pay for services. For example, your health plan may request and receive information
on dates of service, the services provided, and the medical condition being treated.

Health care operations. Your health information may be used as necessary to support the day-
to-day activities and management of Texas Back Institute. For example, information on the
services you received may be used to support budgeting and financial reporting, and activities to
evaluate and promote quality.

Law enforcement. Your health information may be disclosed to law enforcement agencies,
without your permission, to support government audits and inspections, to facilitate law-
enforcement investigations, and to comply with government mandated reporting.

Public health reporting. Your health information may be disclosed to public health agencies as
required by law. For example, we are required to report certain communicable diseases to the
state’s public health department.

Other uses and disclosures require your authorization. Disclosure of your health information or
its use for any purpose other that those listed above requires your specific written authorization.
If you change your mind after authorizing a use or disclosure of your information you may
submit a written revocation of the authorization. However, your decision to revoke the
authorization will not affect or undo any use or disclosure of information that occurred before
you notified us of your decision.

Additional Uses of Information
Appointment reminders. Your health information will be used by our staff to send you
appointment reminders by mail or to contact you by phone regarding appointment reminders.

Information about treatments. Your health information may be used to send you information on
the treatment and management of your medical condition that you may find to be of interest. We



may also send you information describing other health-related goods and services that we believe
may interest you.

Individual Rights
You have certain rights under the federal privacy standards. These include:
1. The right to request restrictions on the use and disclosure of your Protected Health
Information;
2. The right to receive confidential communications concerning your medical condition and
treatment;
3. The right to inspect and copy your Protected Health Information;
4. The right to amend or submit corrections to your protected health information;
5. The right to receive an accounting of how and to whom your protected health information
has been disclosed; and
6. The right to receive a printed copy of this notice.

Texas Back Institute’s Duties

We are required by law to maintain the privacy of your protected health information and to
provide you with this notice of privacy practices. We also are required to abide by the privacy
policies and practices that are outlined in this notice.

Right to Revise Privacy Practices

As permitted by law, we reserve the right to amend or modify our privacy policies and practices.
These changes in our policies and practices may be required by changes in federal and state laws
and regulations. Whatever the reason for these revisions, we will provide you with a revised
notice on your next office visit. The revised policies and practices will be applied to all
protected health information that we maintain.

Requests to Inspect Protected Health Information

As permitted by federal regulation, we require that requests to inspect or copy Protected Health
Information be submitted in writing. You may obtain a form to request access to your records by
contacting: Neal Shah, AMRAS Privacy Officer, AMRAS, 1926 Silver Street, Garland, TX
75042 (972)272-4335

Complaints

If you would like to submit a comment or complaint about our privacy practices, you can do so
by sending a letter outlining your concerns to: Cheryl Zapata, Privacy Officer, Texas Back
Institute, 6020 W. Parker Rd., Ste. 200, Plano, TX 75093

If you believe that your privacy rights have been violated, you should call the matter to our
attention by sending a letter describing the cause of your concern to the same address. You will
not be penalized or otherwise retaliated against for filing a complaint.

Contact Person

The name and address of the person you can contact for further information concerning our
privacy practices is:  Stephanie Boston, Texas Back Institute, 6020 W. Parker Rd., Ste. 200,
Plano, TX 75093

Effective Date
This Notice is effective on or after April 14, 2003.



TEXAS BACK INSTITUTE, PA

ACKNOWLEDGEMENT
To Receipt of Notice of Privacy Practices

I understand that as part of my healthcare, TEXAS BACK INSTITUTE, PA (“PROVIDER”)
originates and maintains health records describing my health history, symptoms, examination
and test results, diagnoses, treatment and any plans for future care or treatment. I understand that
this information is utilized to plan my care and treatment, to bill for services provided to me, to
communicate with other healthcare providers and in other routine healthcare operations such as
assessing quality and reviewing competence of healthcare professionals and as required or
permitted by law without my consent.

The PROVIDER’S Notice of Privacy Practices provides specific information and complete
description of how my personal health information may be used and disclosed. I have been
provided a copy of or access to the Notice of Privacy Practices and understand that I have the
right to review the notice prior to signing this acknowledgement. I understand that the
PROVIDER reserves the right to change the Notice of Privacy Practices.

I have been provided and have reviewed the PROVIDER’S Notice of Privacy Practices dated
APRIL 14, 2003.

Signature of Patient or Legal Representative

Print Name of Patient or Legal Representative

Date:

I give permission to Texas Back Institute to release my private health information to the
following person(s). Please print below.




L)
R P N
Texas Back Institute”

PATIENT CONSENT TO TREATMENT

PURPOSE: As a patient, you have the right to be informed about your condition and the recommended
medical or diagnostic procedure or drug therapy. This disclosure is not intended to alarm or frighten
you, but rather to make you better informed so that you may give or withhold your consent to the
proposed treatment.

CONSENT TO TREATMENT: I voluntarily request Texas Back Institute, as my physician, and such
associates, assistants, nurses and other health care providers as it may deem necessary or advisable, to
treat my condition. I understand that it is my responsibility to actively participate in my care in order to
maximize improvement in my condition.

I understand that I may undergo extensive diagnostic tests and examinations during my treatment at
Texas Back Institute. If I am unable or unwilling to undergo such testing, my treatment plan may be
revised and my condition outcome may be affected. During the course of treatment, I may be required to
make frequent follow-up visits to review diagnostic and therapeutic test results. Accommodations for
patients traveling significant distances will be made as much as possible, but patients will be required to
personally attend office visits for appropriate care and treatment of their condition.

I agree to keep my physician and authorized associates apprised of any changes in my medical condition.
Certain diagnostic tests, treatments and drug therapies can be dangerous under certain medical
conditions or medication use. Pregnancy is one such medical consideration and females must be certain
to acknowledge this condition prior to diagnostic imaging and initiation of any medication therapy.
Female patients who become pregnant during the course of their treatment with Texas Back Institute will
notify their prescribing physician if they are on medication therapy.

I understand that treatment of my condition will be directed initially toward conservative management in
an effort to avoid surgical intervention, unless I have been directly referred to a Texas Back Institute
surgeon. However, failing conservative care, I may then be considered a potential surgical candidate and
referred to a surgeon.

I understand that no warranty or guarantee will be made to me as to result of any drug therapy, treatment or cure of
my condition. I have the opportunity to ask questions about my condition and treatment, risks of non-treatment

and the drug therapy, medical treatment(s) or diagnostic procedure(s) to be used to treat my condition, and the risks
and hazards of such drug therapy, treatment(s) and procedure(s), and I believe I have sufficient information to give
this informed consent. I hereby consent to treatment:

Patient Name: Signature:
Date:
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PATIENT CONSENT TO MEDICATION THERAPY

CONSENT TO MEDICATION THERAPY: By accepting medication samples and/or medication
prescriptions and filling such prescriptions, I authorize and voluntarily consent to medication
management.

If provided medications, it has been explained to me that these medications may include narcotic drugs,
which can be harmful if taken without medical supervision or in any manner other than which it is
prescribed. I further understand that these medications may be addictive and may, like other drugs used
in the practice of medicine, produce adverse affects or results. These potential side effects or adverse
reactions have been provided to me on the attached Narcotic Information Sheet which I will retain for
future reference. I understand that this listing is not exhaustive and that it describes the most common
side effects or reactions, and that death is also a possibility as a result from taking these medications alone
or in combination with other medications not prescribed by Texas Back Institute.

The drug therapy prescribed may involve using a drug that the Federal Food and Drug Administration
may not have been asked by the manufacturer to review for safety or effectiveness for your condition.
Current medical literature shows that such “off label” use may be beneficial to some patients. I also
understand that treating some pain conditions often requires exceeding the recommended dosage in
order to balance the risk and expected benefit to the patient.

I'understand that there are federal and state laws, regulations and policies regarding the use and
prescribing of controlled substances. Controlled substances include all medications for which a
prescription is required; ie, muscles relaxants, anti-inflammatories, non-narcotic and narcotic pain
medications.

I agree to use any prescribed medication only as directed by my physician or authorized associates. 1
may take decreased quantities but any unauthorized increase in dosage or quantity is considered self-
medication and can lead to my discharge from Texas Back Institute. I will not share, sell or otherwise
permit others, including my family and friends, to have access to these medications. I will not participate
in the diversion of my medications for illegal use.

I understand that prescriptions and/or medications are exactly like money. If either are lost or stolen,
THEY WILL NOT BE REPLACED. I may schedule an appointment to speak with my prescribing
physician regarding this situation. Otherwise, I will wait until my next scheduled medication refill. I will
not seek or receive similar or same medications from any other source, whether professional or otherwise.

I will not request early medication refills. If the prescribed medication fails to relieve or improve my
symptoms, I will contact my physician before increasing the dosage. 1 may be required to schedule an
appointment with my physician for further evaluation.

I agree to submit to urine or blood prescription monitoring randomly and at the discretion of the
physician to ensure that I am taking any prescribed medications as directed. Refusal of the screening test
or receipt of inconsistent results from the screening may result in my termination from Texas Back
Institute. I will be terminated immediately if I test positive for any illegal substances.

I hereby give my physician and authorized associates permission to communicate with my referring
physician(s) and any pharmacist(s) regarding my use of controlled substances. All controlled substances
must be obtained at the same pharmacy, where possible. I will informTBI if the need to change



pharmacies arises. I have specified the pharmacy and the location I intend to use on the attached signed
agreement.

Texas Back Institute medication prescription policies are designed and intended to protect our patients as
well as our prescribing physicians. Any violation of this policy may be considered grounds for
termination of the patient-physician relationship and my association with Texas Back Institute.

REFUSAL OF MEDICATION THERAPY: Imay elect to waive medication management from Texas
Back Institute. By doing so, I will not receive samples, prescriptions or other medications from Texas
Back Institute physicians or authorized associates. I may elect or continue to receive medications from
my primary care provider or pain management specialist. If I decide in the future to transfer medication
management to Texas Back Institute, I may be required to present documentation from a previous
prescribing physician of their intent to discontinue medication management. I will be required to
complete a “Patient Consent to Medication Management” contract before receiving any prescriptions.

I understand that no warranty or guarantee will be made to me as to result of any drug therapy, treatment or cure of
my condition. I have the opportunity to ask questions about my condition and treatment, risks of non-treatment

and the drug therapy, medical treatment(s) or diagnostic procedure(s) to be used to treat my condition, and the risks
and hazards of such drug therapy, treatment(s) and procedure(s), and I believe I have sufficient information to give
this informed consent.

Please read, but do not sign the next page until you have been evaluated by a
Texas Back Institute physician.
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PATIENT CONSENT TO MEDICATION MANAGEMENT

, agree to the following:

I will notify my treating and/or prescribing Texas Back Institute physician or authorized
associates of any change in my medical condition, including pregnancy for females.

I'will take any and all prescribed medications only as directed by my physician and authorized
associates. I will not obtain pain medications from more than one physician, request early refills
or request replacement of lost or stolen medications or prescriptions.

I will submit to random urine or blood prescription monitoring testing to ensure medications are
utilized properly and as prescribed and that no illegal substances are present.

I agree to address any concerns or issues regarding my treatment with my physician or
authorized associates.

I'have received the “Texas Back Institute Refill Policy” and “Narcotic Information Sheet” today
regarding the process for medication refills and potential medication side effects. I also
understand that each clinic’s policy may vary slightly and it is my responsibility to obtain the
Refill Policy for the clinic to which I transfer my care.

I agree to obtain my prescriptions from one pharmacy. The pharmacy I have selected is:

Name:

Location: Phone:

I understand that any violation of the polices contained within the “Patient Consent to
Treatment” and/or the “Patient Consent to Mediation Management”, may result in my
permanent and irreversible discharge from Texas Back Institute.

I have read and now acknowledge my understanding of the “Patient Consent to Treatment”
policies as detailed in the previous pages.

PATIENT SIGNATURE: DATE:

I REFUSE MEDICATION MANAGEMENT:

TBI REPRESENTATIVE:




