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Patient Information

Last name: First name: M.1.
Date of birth: / / Age: Sex at birth:  Male Female
Address:

street apt/bldg #
city state zip code
SS #: - - Who referred you to us?
Occupation: Employer:
Preferred phone #: ( ) -
May we leave a message containing your health information at this number?  Yes No
Email address:
In case of emergency, notify: Phone #: ( ) -
Relationship to patient: Patient’s Primary Care:
Insurance Information
Policy holder: Relationship:
Policy holder DOB: / / Policy holder SS#: -
Address (if different from patient):
street apt/bldg #
city state zip code

Insurance company: Member ID #:
Group #: Name on card:
Insurance company: Member ID #:

Group #: Name on card:
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Patient Demographics
as required by the federal government
Patient name: DOB:

Please circle your race:
Native American White African American or Black Asian
Native Hawaiian/Pacific Islander Prefer not to specify
Please circle your ethnicity:
Hispanic or Latino Not Hispanic or Latino Prefer not to specify
Please circle your sex at birth:
Male Female
Please circle or provide your gender:

Male Female other:

Please circle your smoking status:
current daily current occasional
never smoked smoker smoker previous smoker
Please circle your marital status:

Single Married Separated Divorced Widowed Domestic Partner

signature date
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Acknowledgement of Receipt of Notice of Privacy Practices

l, , hereby acknowledge that | have received a copy of the interveneMD
Notice of Privacy Practices.

Designation of Personal Representative

l, , hereby designate as my personal
representative for purposes of all rights, obligations and responsibilities created under the HIPAA Privacy
Rules. | acknowledge and agree that interveneMD may disclose my protected health information to my
personal representative and that my personal representative has the authority to authorize the practice to use
and disclose my protected health information.

Insurance Disclosure and Payment Guarantee
| hereby authorize and direct payment of my medical benefits on my behalf for any services furnished to me
by interveneMD. | understand that it is my responsibility to provide the most current insurance information
and by not doing so could result in denial of my claims.

Insurance carriers will only pay for services determined to be covered and/or medically necessary under the
terms of the policy. | understand that even if my insurance carrier has preauthorized the requested services,
my insurance carrier may later determine it is not covered or medically necessary and deny payment for that
service. | consent to be billed directly by interveneMD and Anesthesia Associates of Charleston for any
services denied by insurance. | agree to be personally and fully responsible for payment should | receive or
agree to services denied by my insurance.

No Surprise Billing Act
The No Surprises Act (NSA) protects the uninsured (or self-pay) and out of network individuals from many
unexpectedly high medical bills. If you do not have certain types of health insurance or do not plan to use
insurance to pay for health care items/services, you are eligible to receive a “good faith estimate” of what you
may be charged before receiving an item/service. Once an uninsured or self-pay individual schedules an item
or service with a healthcare provider or healthcare facility, that facility must give them a good faith estimate of
the amount it expects to charge for that item/service. An individual may also request this estimate at any time
regardless of whether they have scheduled the item/service.

Consent to Treatment
| give consent to Dr. Todd Joye, Jennifer Pedersen, PA-C, Deborah Manke, HNP and interveneMD staff to
provide medical care including consultation, examination, diagnostic testing and treatment to me deemed
appropriate. | acknowledge that no guarantees of effectiveness are expressed or implied, that | have the right
to decide the extent of my health care, including referrals to other healthcare facilities or professionals, and
that | may refuse or terminate treatment at any time.

print patient or responsible party name date of birth

signature of patient or responsible party date
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Policies and Procedures

Our first priority will always be providing reliable, quality healthcare to all patients in a timely manner.
No-shows, late changes/cancellations, and late arrivals hinder our ability to fulfill this priority.

Please note the following office policies:

1. Patients arriving >10 minutes late to their appointment will be rescheduled.

2. All late reschedules, late cancellations or no-shows will result in an automated $100 fee. Late
is considered less than 24 hours prior. If your appointment is at 9am, you must cancel by 9am
the day before to avoid the late cancellation fee. Future appointments will not be scheduled
until this payment is collected.

3. Payments and co-payments will be collected prior to service.

4. A $30 form fee will be charged for any forms requiring your provider's signature occurring
outside of a scheduled appointment.

5. There is a $25 fee for prescription refill requests made between appointments. Please note:
we will not provide prescriptions for pain medications without an appointment.

6. Itis your responsibility to notify staff of any address, phone or insurance changes prior to your
appointment.

7. Due to HIPAA privacy policies, all communication must be with the patient only, unless the
patient signs a formal release of information to a designee.

8. Our office will do our best to obtain proper authorization from your insurance for your
intended visit or procedure, however it remains your responsibility to ensure this authorization
has been obtained prior to services rendered. Treatment without the necessary referral or
authorization will result in denial of payment by your insurance company, placing full
financially responsibility onto you.

If you need to cancel or change your appointment for any reason, please call us between the hours
of 9am and 5pm Monday — Friday at (843) 216-4844 ext. 1 and we will be happy to assist you.

| have read and understand the above policy. | agree to pay any applicable fees as stated above.

print name of patient or responsible party

signature of patient or responsible party date
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Pre-visit Questionnaire

Patient name: DOB: / /

What is your reason for your visit today?

If you are experiencing pain, what is your pain on a scale of 0-10?

0 1 2 3 4 5 6 7 8 9 10
(no pain at all) (pain cannot be ignored/ (pain so severe you cannot
unable to distract yourself from the pain) carry on a conversation)

Please mark the area of your discomfort below:

How would you describe this discomfort? (please circle)

Burning Stabbing Aching Pins & Needles Numbness Weakness
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What therapies, treatments or medications have you tried for this problem so far? (please circle)

Physical therapy
Chiropractic

Massage

Which of these have resulted in improvements?

Acupuncture

Medications

Injections/Epidurals, etc.
IV Infusions

Shockwave Therapy

s your visit today in relation to a car accident/personal injury or legal case? Please list your attorney:

Please circle all of the following within your family’s history:

Alcoholism/substance abuse
Alzheimer's/dementia
Bleeding or clotting disorder
Cancer

Chronic pain
Depression/anxiety

Diabetes

Please circle all of the following within your personal history:

Alcoholism/substance abuse
Alzheimer's/dementia
Bleeding or clotting disorder
Cancer

Chronic pain
Depression/anxiety

Diabetes/Pre-diabetes

Fibromyalgia

Lupus

Multiple Sclerosis
Osteoarthritis
Rheumatoid arthritis
Seizure disorder

Thyroid disorders

Fibromyalgia

Lupus

Multiple Sclerosis
Osteoarthritis
Rheumatoid arthritis
Seizure disorder

Thyroid disorders



intgrvenel\/ID

ortho spine health & wellness

Please list any allergies to medications or supplements:

Please list all medications and supplements you are currently taking or attach a list to this packet:

medication name medication name medication name

Please list any operations and the approximate year or decade they were performed:

How many alcoholic drinks do you consume per week? (please circle)

0 1-3 4-8 8-12 12+
Do you smoke cigarettes? Yes No If so, how much?
Do you vape/use electronic cigarettes? Yes No If so, how often?

About how many hours of sleep do you get per night?

Any difficulty falling asleep or staying asleep? (please circle) Falling asleep  Staying asleep  No
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Please complete the following checklist to the best of your ability:

General Health and Wellness Brain and Nerve Systems
Appetite change Mental fogginess
Fever/Chills Memory difficulties
Headache Concentration difficulties
Unexplained weight loss Imbalance or instability
Difficulty losing weight Headaches or migraines
Fatigue Weakness/falls/tripping
Difficulty sleeping Numbness between legs
New loss of bladder control
Heart and Lung Health New loss of bowel control
Calf pain with walking Fainting/syncope
Lower leg swelling
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Cough Mental Health
Sleep Apnea Anxiety

CPAP use Depression
Low stamina with activity PTSD

In-patient psych care
History of substance abuse
Current substance abuse

High blood pressure
Blood clot/stroke
Heart attack
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Musculoskeletal Systems Immunologic and Endocrine Systems
Stiff or aching joints History of or active cancer

Arthritis Gout/gouty arthritis
Fibromyalgia Syndrome Lupus

Neck pain Rheumatoid arthritis
Upper back pain Low thyroid activity

Elevated thyroid activity
Pre-diabetes
Poor/weak immune system

Lower back pain
Spine/joint hardware
Spinal cord stimulator
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Reproductive Wellness
Gut and Digestive Health Decreased libido
Heartburn or indigestion Traumatic birth/delivery
Diarrhea or constipation Currently pregnant
Irritable bowel syndrome Trying to conceive
Crohn's/ulcerative colitis
Irregular bowel habits
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Help Us Help Youl!

As we continue to expand our offerings, your wellness toolbox grows!

During your visit today, what would you like to learn more about?

[J Peptide therapy for weight loss (generic Ozempic/Wegovy or Mounjaro)

OJ Peptide therapy for brain fog, improved skin, tendon, muscle, & ligament healing

[J Pentosan injections for osteoarthritis with potential to reverse, stop or delay disease
progression

0 EmsculptNeo: body sculpting for an average of 25% muscle gain and 30% fat loss
utilizing radiofrequency and HIFEM

[J Emsella: an FDA approved treatment for incontinence and strengthening the pelvic
floor

[J EmFace: a 20 min treatment to naturally lift the resting muscle tone of the face and
better define the jawline without needles or downtime

[J EXION: a face and/or body applicator uses targeted ultrasound and radiofrequency to

boost hyaluronic acid production by 224% in the treatment area, resulting in new
collagen and elastin fibers to tighten, tone, and smooth

[J Vasper: a 21 min low-impact, high endurance workout equivalent to up to 2 hours of
traditional exercise

O IV infusion therapy for increased energy, longer-lasting pain relief, increased athletic
performance and graceful aging

[J Prodrome blood testing: discover your body's biochemical deficiencies for better cell
functioning and disease management/prevention

[J PRP/HGH prolotherapy: an alternative to steroid injections for sports injuries, spinal
pain, joint dysfunction, and decreased mobility

[J Alzheimer’s disease risk mitigation therapy

OJ Supplement knowledge to better your quality of life

[J Shockwave therapy as a non-invasive alternative treatment for joint and tendon pain

[J Dutch Test: the most advanced hormone test for sex and adrenal hormones

[J Genova Diagnostics Stool Test for optimized gut health
[J Aesthetics with Kristen Drenga, CRNA



