STEPHANIE TAYLOR, M.D. JESSICA ENIX, M.D.

PHONE: (4085) 265-2210
FAX: (405) 696-9092

Dear Patient,
On behalf of our entire team, welcome to Surgical Partners of Oklahoma. We are honored that you and your
referring physician have chosen us for your surgical care. Our goal is to provide you with the highest quality
medical treatment in a supportive and professional environment, and we understand that undergoing sargery
can be a significant event. We are committed to making your experience as comfortable and clear as possible
by providing thorough information at every step of your journey.
Your First Visit
During your initial consultation, your surgeon will review your medical history, discuss your diagnosis, and
go over all available treatment options. We encourage you to bring a list of questions and a trusted friend or
family member to help take notes.
Practice Information & Policies
To help our office run smoothly, please keep the following in mind:
s Arrival: Please arrive [15] minutes before your scheduled appeointment to complete any necessary
paperwork.
¢ Insurance: Although we make every effort to ensure we have the correct referrals, approvals and
pre-authorizations for each patient, it is imperative, you, as the subscriber, be familiar with
your specific insurance plan. Medical fees not covered by insurance are the responsibility of the
patient and will be hilled accordingly.
¢ What to Bring: Please bring your photo ID, current insurance card, and a list of all medications you
are currently taking.
* Cancellations: If you need to reschedule, we kindly ask for [24 /48] hours' notice so we can offer that
time to another patient.
Our Commitment to Youn
Communication is a vital part of your recovery. If you have any questions regarding your upcoming
procedure, or post-operative care, please do not hesitate to call our office at 405-265-2210

Thank you for trusting us with your health. We look forward to meeting you soonmn.

Sincerely,

Surgical Partners of Oklahoma



harre

SURGICAL PARTHERS OF DKLAHOMA

Jate

A Keght Heght:

Aczompanied Dy

-

E ]

L ]

Belztaczh ntapatiany

PERSONAL HISTORY: PLEASE NOTE ALL CURRENT OR PAST MEMMCAL CONDITIONS

Reart Troub e
trreguis- Fesvtoeat
H gk biood prezsute
Stroke

Ragumatc Fover
Lung disnace
Asthma

Pravror 2

£ood vezae’ & seaze{Phish o2

Ferdioe

Parcreattis

Wrerz

Bach trouble

Btozele waakness
Paraviis

EpTepoy or selzures
Arthraiz

G aucoma

B ood ditazze [srevis)
Baed Transtusior
Sickir £e0l teait or doesse
Eaney & sease

Dalysis ___ _ Gays

Whare

U<irarg prohiens
Bz treated
Diszates

Carger

Qg Med eallztue

Abrgrnal chest X-ray
Abrormal EKG
Abrawamal Seed:ng tendences

Articoagdantteramy

K K3AI0%

Byod thinrars or sspinn

Fositive RIV/AIDS blood teat

¥i

Tk
TN
Th
¥
TH
¥ i
k]
T
L
T
¥k
Tk
N
¥
LR

Peacs o4 20 tape, 3343088
goves. salloons, ‘aten
fractareof freip so-es
Feacture of = otk or bpee
Blenon sickness
Paesraler

Iva a~ted defd azor
Jont retizgamant
Heztvave replacement
Pregrant currestly
Brorgets

Empruzema

Tapesed a2is

Hapztts

Lirrroz s

Ganladder probianr:

Any 3970rT R Ak ons to

anesthes 2 or s2gabon medigatian

Do you have:

T b
v
TN
TN

i

Fi se 0*iotie teath
Dental B~¢ge:
5 aseer of coniRets
Body perging

Heanrgad

Do You:

Y b
¥ b
¥h
Th

kizt,

Srase _pack 3] mar duy
Fotarer Svaker
Derv 3ok

sz recreationsl (street) dmigs

Patient signature

List allergies {drug, food)
1

v

s

Hoe ow

List medications & dosages
5.

W e W R

=l

{ist prior surgeries & dates

(]

O R

List all Doctors you are currantly seeing

Pramy Care

Carc oo=int

Pulmmenclagist

Pals Mzgme

Qerologist;

Qher,




PATIENT INFORMATION

Date Pharmacy fame

Pharmacy Location
Patient Hame

First Middle Last
Mailing Address
City State Zip Email
Preferred Phone: Qther Phone
Birthdate SSN Gingle Mamied Widowed Divorced
Age _ __ Sex________ Race Primary Language
Employed by Work Phone
Referred by
Do you have an Advanced Direclive (Yes/No) If yas, on file with
Spouss ifunder 1 Parent
EMERGENCY CONTACT (QUTSIDE THE HOME)

Mame Relationship lo patient
Phone number

Please complete below if insured and/or responsibie party is DIFFERENT than patient
PERSON RESPONSIBLE FOR BILL (iF DIFFERENT THAH PATIENT)

MName Relationship fo patent

Birthdate SSM Phone

fating Address

City State Zip

MEDICAL INSURANCE INFORMATION {IF 110 CARD OR PATIENT IS NOT SUBSCRIBER)

Medical nsurance Camer

o # Group # : Emplover

Mame of insured {if different than patient)

Patient relationship o insured Insured Sex

Insured birthdats Insured SGH




RELEASE OF INFORMATION
{We cannot file insurance without a copy of your insurance card(s) for venfication of coverage.)

f heraby authonze my phys ciae 1o mizsh My (FSUFANCE SOMPANY ¢© 45 Tefresentative or PATMI My inSUFENCE company or its
representative 10 review any information requested with respect to 3ry ness o7 acedent, medical hislesy of copt4s of hosp 3t and
madical repards. A eopy of this authedzation sha’ ba considerad as valid ag the orging' document, | hereby authorze payment dirsstly
ta my physician for this fress erinjury, for the physican’s benefits otherwise payst’s to me, but not fo exceed my ‘ndebtedress to sa'd
physzician. | agree 1o pay the physician for 37 my eharges whether or not eovered by the assigamen:. The resgorsible parly heraby
ggrees that the physician office or the pany rasponsble %rthe biing of these services may check cradit with 3 source fo oian sred.t
informaton, | authorze gny Fa'der of medical mforraticn abawt me o release any !‘farma ion needed to determing these bene’ils
payable for related semvices. This release may include information ab2ut 2 mediesi conditon thatis considered 3 commun 2able

vereraal disease, incuding, tut rot Imied to d seases such as hepatts, syphdis, gororhea ard the human mmunodeficiancy wirus,
also krown as acquired mmmune defoancy syrndrome (RIDS), § urderstand 3l of the abave and hereky state 2 the mformaton 5
coract to the best of my know.edge. %‘.’y signature indicates that h&ve read the above and gran: the reguest of authornzatons. | have
baen notified that | may recefve sernses frem the Nurse Fracttioner o7 Wed-ca! Assistance at this office.
Patient or Authorized Person Signature Date

HIPAA CONSENT
I {payiert or authorized person), give permission to Surgical

Pariners of Okiahoma andlor steff (o leave information pertaining {o my health including, but not limited fo, dates and
imes of appointments. lablx-ray resulis and other information as they fecl necessary, on my answering machine andfor 2-
mail. 1 understand this could result in unintentional disclosure of my personal heaith information

Patient or Authorized Person Signature Date

# you have any objections 1o the above, plzase list

I also give pemiission to Burgical Partners of Oklahama andlor stal o discuss my heatth condilions with the following
peopie: {examples: spouse. parent, children, sbling)

Person Retataonship
Person Hefationship
Person Refatonship
Persen Retatonship

ACKNOWLEDGEMENT OF NOTICE OF PRIVACY PRACTICES

The Notice of Privacy Praclices posied in our facility describes how Surgical Pariners of Oklzhama may use and digclose
your medical information and how you can get access 1o this informalion. Please review it carefuily.

A complete copy of the Facility's Molice of Privacy Praclices is posted in the ofiice. By signing below. you acknowledge
the Faeility's Nolice of Privacy Eractices has been made available to you and a copy will be provided fo you at your
request.

Patient or Authorized Person Signature Date

if authorized person, refationship to patient




SURGERY OPIOID CONSENT FORM

Patient Name: | Date of Birth:

The doctor may prescribs Opioids to contrel and mmanage post-surgical pain.

Alternative cptions to opioids are Qver the counter pain medications such as Tylenal, Advil, Excadrin.

Instructions: Please review the informuation listed gelow ond put your initials next to cach item

when you feel yvou understand and accept whaot ecch sigtement says.

nitiais

My surgeon wili prescribe an opioid med cation to help me cont-al and manage post-
surgical pain.

This medicing is used to decrsase and manage my pain but will not take away my pain
compietaly.

I will stop using the opicid medicine 33 soon 2: my pain is manageable and will use aver
the counter pain relievers if cossible to manages the oain.

¥ will contact my provider i the medicine does not contrcl my pain when | take it 85
rescribed or if | have any adverse reactions o it.

I will follow-up with my provider for post-surgical consultations as instructed or
requested by my provider.

if | do not use all of the meadicine prescribed, Twill ensure that it is disposed of properly

in order to prevent its misuse by someone else.

t il safely store the madicine to minimize the risk that children or other people will take
it.

When 1 take this medicine it may not be safe for me te drive a car, operate machinery, or
takes care of other peopls, If | feel sedated, confused, or otherwise impaired by these
medications, | should not do things that would put other people at risk for being injured.

When | tak=s this medication, | may experignce certain reactions or side =ffects that could
be dangercus, including sleepiness or sa2dation, constipation, nausea, itching, alfergic
reactions, problems with thinking clearly, slowirz of my reactions, or slowing of my
breathing.

| may becorre physically or psychologically dependent gr addicted to this medicine if |
take them continuously 5o l agree o stop using them at the sarlest possible time and to
take no more than is necessary to control my pain.

f have toid my provider ¥ 1 or anyone in mry family has had any problems with mental
illness or with controlling drug or alcohol use in the past.

Taking too much of my pain madication, or mixing my pain medications with drugs,
alcohel, psychiztric madicine, or other medications that causs sleepiness, such as
benrodiazepines, barburates, and cther sleep aids, could cause me to be dangerously
sedated or to cverdose and stop breathing.

1t iz my responsibility to tell any provider that is treating me or prescribing me
medications that | am taking opicid pain medications so that they can treat me safely and
de not give me any medicines that may interact dangerously with my pain medicines.

1 will not use any illegal substance, such as cocaine, etc., while taking this meadicine.

if 1 travel out of the country while taking this medicineg, | will notify the appropriate travel
authority {usually the consulate website of the country) and obtain a note from my
provider before travel, as traveling out of country with opioids may pose problems.

For females: | understand it is my responsibility to inform my provider if | am pregnant.

Signature of patient or guardian Date

Printed name of patient or guardian:




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 vou
of the foilowing:

. Dr. Stephanie Taylor and Dr. Brady Hagood have an ownersiup interest in Community Hospital and
Northwest Surgical Eospital.

1o

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

o

You have the right to choose the provider of your health care services. Therefore. vou have the option to
use a healtheare facility other than Community Hospital or Northwest Sargical Hospital. You will not be
treated differently by your physician if vou clhicose fo use a different facilitv. If desired. vour physician
can provide information about alternative providers.

We welcome vou as a patient and value our relationship with vou, If you have any questions conceming this
notice. please feel free to ask your physician or any representative of Community Hospital or Northwest Surgical
Hospital. For a full list of our physiciaa owners and additional information alrout our healthcare facilities. please
visit our website at communityhospitaloke com or nwstagicaloke com.

By signing this Disclosure of Physician Ownership. you acknowledge that vou have read and understand the
foregoing notice and hereby understand that vour physicias has an ownership interest in Community Hospital
and Northwest Surgical Hospital

Signature of Patient Signature of Parent or Guardian
(if applicabrle)
Print Name of Patient Print Mame of Parent or Guardian

Dated:
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COMMUNITY NORTHWESI
el Pre-Admission Testing Decision Tool -
Today's Date: Date of Surgery:

Name: DOB: Ht: Wt Surgeon;
Medical History (Section 1) Metaholic Activity (Section 3)- Are you able do the following without
Kidney disease of dizlysis Yo 1t stopping to rest? Cirel the highest number vou are abie to achieve,
Liver disease | Yes e | L Foed, dress yourself Yes | No
Diabetlc/Pre-Dizbetic/insulin resistant | vas | ho | |2, walkindoors around the house Yes | Mo
AnemiafHIV/bleeding disorder Yes | ho | |2 Walk 2 blocks anlavel ground Yas | No
Lung disease {uncontrolled asthma/COPDY Yes | No | |4. Climb a flight of stairs without stopping or walk up a hill| Yes | No
Emphysema) or symptoms of lung disease
History of heart disease, Coronary Artery 5. Run 3 short distance Yes | No
Diseass, Congestive Heart Failure, stent 6. Do moderate extendad work around the house such
placemznt, heart attack, 2bnormal stress test, tesifi o as vacuuming, sweeping, and dusting 165 ] o
or abnormal EXG | 7.Do heavy work arourd the house such as scrubbing | |
History of TIA ar stroke fwithin iast 12 montas) Yes | No | |floors, or moving heavy furniture
History of bload tlots (withinast 12 menths) Ys | No | |2.Doyard work such as raking leaves, weed-eating,or | |\
History of cancer that required radiation or mm pushing a high power mower
chemotherapy (withinfast 12 months) ! 9. Participats in moderate recreational activities such as vasd o
Current alcohol or drug ABUSE | Yes | No doubles teanis, dancing, bowling, walking golf course
Pacemaker or Automatic Implantable ves | No 10. Participate in strenuous sports such as swimming, ves | mo
Cardioverter Defitrittator {AICD) singles tennis, football, basketball, or skiing
History of Seizures Yes | Mo | ifyau answered “No® to any of the abovs questions In
section 3, s the limitation due to pain in the extremities? Yas | No
Medications {Section 2}
NSAIDS Yes | No
Anticonvulsants Yes | Mo | |Does any activity listed in saction 3 cause shortnass of ves | No
breath, chest tightness, or chest pain?
Diet pills (e Phentermine, Adipes, Gsymiz) Yes | No | |“intemnal office wse: i ves to this question, patient will need Pre-Admission Testing
GLP-1 (Semazlutide, Ozempic, Mounjare, etc) Yes | ha | Addition Information:
SGLT-2 (Jardiance, Farxiga, Synjardy, e} Yos | Mha
Diabetes [Metformin, Glimepiride, lanuwia, ete} Yes | ko
Blood fressure Yes | Mo
Diuratics (water pill) Yes | No | Outsourced labs: Where When
Nitrates or other heart medication Yes | Mo
Digoxin Yes | No
Anticoagulants (bloed thinners) Yes | No




SPO
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Patient Name: Date of Birth: Patient identifier:

Patient-Provider Agreement for Ongoing Use of Opiate (Narcotic) Medication

Purpose of Agreement: We used to believe that using opioids for long-term pain was safe. We now
know that opioids can be harmful. Using opioid medicine is risky, and can cause overdose and addiction.
There is also the risk of becoming addicted or having a relapse if you have a history of prior addiction.
The extent of this risk is not certain. Because these drugs are likely to be abused, there are strict rules
set by the State of Michigan law.

Our office will review this agreement with you so that you get the best pain relief and you know how to
lower the chances of possible harm to yourself and others while you are taking this medication. This
agreement also lays out the rules for getting opioids including the role of our clinic and your provider.

e The use of the following medicine(s):

s s only one part of my treatment for: acute postop pain (no more than 6 weeks after surgery)

e The Primary Prescribing Doctor is: Jessica L Enix MD FACS

Terms you should know:
» Psychological dependence — It is possible that stopping the drug will cause you to miss or crave it.

« Tolerance — You may need more and more drug to get the same effect.

» Addiction — You may become dependent on a drug and unable to stop using it without suffering
unsafe effects.

e QOverdose — Taking more than the amount of medication prescribed to you or using with alcohol
or other drugs can cause you to stop breathing, causing a coma, brain damage, or even death.

The goals of this medicine are:

Acute postop pain control, if | require continued narcotic prescriptions beyond 6 weeks after surgery,
then | WILL seek care with chronic pain management from another licensed medical provider.

Opioid medications will not get rid of my pain fully. The goal for treating my pain is to improve my day-
to-day function.

My provider will work with me to find other options to opioid medicines to control my pain and improve
my day to day function.

What should | know about this medication?

Opioid medications often have side effects, which may include, but are not limited to:
* Iltching or rash
* Severe constipation; trouble urinating or passing stool
* Depression getting worse
e Problems thinking clearly or sleepiness



Using pain-relieving medications with alcohol, illegal or illicit drugs, or benzodiazepines can cause:
* Overdose
¢ Trouble breathing
¢ Death

Other risks:

+ Opioids can cause sleepiness, decreased response time, affect decision-making, and increase
tolerance. Thus, it can be unsafe for me to operate heavy gear or drive while taking opioids.

* Pregnancy: If | am pregnant or thinking about becoming pregnant, | should discuss taking an
opioid medication with my provider prior to taking any medications.

« Physical dependence: Stopping the use of a drug quickly may cause withdrawal symptoms, which
could include: runny nose, stomach cramping, rapid heart rate, loose stool, sweating, anxiety,
bad temper, problems sleeping, or goose bump

Ways to lower harm from this medication:
To lower my chances for harm from my opioid medication | agree that:

* | will take my opioid medication as prescribed. | will not take more than my prescribed amount
without being told by my provider. This means | will not run out of my medication early.

e | agree to take only the opioid medication prescribed to me, even if another person offers me the
same opioid medication, or another opioid medication that | have used in the past.

* | will not take street drugs or illegal drugs, those not prescribed to me, or abuse alcohol.

» | will not operate motor-powered tools or gear after starting an opioid medication or after a
change (such as a dose increase) until | know how the medicine affects me. | will not drive or
operate motor-powered equipment if | ever feel drowsy, dizzy, or not quite myself.

» Theft or illegal use of opioid medications is common. They can even be stolen out of my home by
visitors or curious young people. Therefore, | will hide or secure my opioid medications. | will
consider using a lock box or another way to lock up my opioid medications.

» | will get rid of any unused opioid medications in a safe way, such as at a drop box at certain
pharmacies or police departments. If you have any questions on safe drop box location’s we can
provide you further assistance

» | know the clinic must notify the police if it believes there is ilegal action relating to my opioid
medication, such as selling or giving away my opioid medication to other people.

If | take this medicine and drink alcohol, take some medications related to anxiety treatment, or use
illegal drugs or use drugs prescribed by other providers:

» | may not be able to think clearly

s | could risk hurting myself (such as a car crash)

* | could become ill or even die

I am in charge of my medicine.
s | know my medicine will not be replaced if it is lost. If my medication has been stolen and |
complete a police report about the theft, an exception may be made.
e | will not share my opioid medications with anyone or sell them to anyone. This violates federal
law and will cause my provider to stop prescribing opioids to me.



| agree to the following:
| will keep all appointments set up by my doctor
» | will be on time for appointments. If | arrive late to an appointment for prescription refills, my
appointment may be rescheduled.
s If I miss my appointments, it may not be safe for me to stay on this medicine.
| will only use one pharmacy to fill these prescriptions. This is on file in my chart, no changes to this
pharmacy will be made unless completed in person.

When asked, | will give a urine and/or blood sample to help monitor my treatment.
e My doctor will check my prescription fill history by Oklahoma Patient Prescription Monitoring
Program (OK PMP) as required by State of Oklahoma Law and may call my pharmacy.
+ If my doctor decides that the risks outweigh the benefits of this medicine, my medicine will be
stopped in a safe manner.
| can only get this prescription for the listed controlled substance from Dr Enix
e | will not get controlled medications from other providers (including dentists, the Emergency
Room, specialists or other providers), without checking with my prescribing doctor.
e Refills will be given only during normal office hours. Clinic policy prevents on-call doctors from
giving controlled-substance prescriptions.

What are reasons for ending the agreement?

| may not be able to obtain controlled prescriptions from this clinic if | take more medication than is
prescribed, if | fail to give requested urine or blood for testing, if those tests fail to contain the proper
amounts of my prescribed medication, if non-prescribed medications (from friends, other prescribers,
the ED, street purchases} are present, or if illegal drugs are present.

| may not be able to be seen in this clinic if | am disruptive or threaten clinic staff. | understand that
under State of Oklahoma law, the non-medical use of controlled substances (lying to get medications,
giving or selling these medicines to others) is a crime and will result in the end of my controlled
substance treatment.

By signing below, | agree that | have read and understood the information above. Any questions | have
about this agreement have been answered. If | am not able to keep the promises made in this
agreement, | will inform you. I understand that if | do not follow this agreement, my provider can choose
to stop giving me my opioid medication treatment. If this occurs, | understand that the clinic will let me
know this in person or will contact me at my last known address or phone number.

Patient Signature: Provider Signature:
Printed Name: Printed Name:
Date: Date:




