
 ___________________________________ SS #:            

Employed? Eo

<eǀŝŶ�D͘�DoƐŝer͕�D���
WĂƚrŝĐŬ��͘�teďƐƚer͕�W�Ͳ��

^oƵƚŚeĂƐƚ�<ĂŶƐĂƐ�KrƚŚopedŝĐ��lŝŶŝĐ
ϭϵϬϮ�^�,ǁy�ϱϵ͕��ldŐ��
WĂrƐoŶƐ͕�<^�ϲϳϯϱϳ
;ϲϮϬͿ�ϰϮϭͲϬϴϴϭ

zes Employer͗ _____________________

Empůoyerͬ Schooů͗_______________________________________KccƵpation͗_______________________________Phone#͗____________________

tas the inũƵry the resƵůt oĨ a motor ǀehicůe acciĚent or oĨ physicaů contact ǁith a motor ǀehicůe͍   zES EK

C�ZͬdZhC< DKdKZCzC>EΎ/Ĩ zES͕ ǁhat type oĨ ǀehicůe ǁas inǀoůǀeĚ͍  

tas another party responsiďůe Ĩor yoƵr inũƵry or conĚition͍  zES EK

/Ĩ ΗzESΗ půease eǆpůain͗_______________________________________________________________________________________________________

Patient Eame͗ ________________________________ 

�ĚĚressͬCity ________________________________
Stateͬ�ip 

________________________________ 

�ate oĨ �irth͗ ____ _________________�ge͗_______ 

WŚoŶe�EƵmďerƐ

,ome͗ ________________________________  

Ceůů͗___________________________________ 

torŬ͗__________________________________ 

Emaiů͗_______________________Portaů͗ zes        Eo 

Marital Status: DarrieĚ       Singůe       �iǀorceĚ       tiĚoǁeĚ

�dǀĂŶĐe��Ăre�WlĂŶŶŝŶŐ: Do Ǉou have a healthcare ƉroǆǇ in the event Ǉou are unaďle to ŵaŬe Ǉour own ŵedical decisions͍ 
z�S  EO
�eƐŝŐŶeeΖƐ�EĂme͗______________________________________ Contact phone nƵmďer͗ ___________________________ 

/nsƵrance /nĨormation͗________________________________/�#͗_______________________________________ 

Poůicy,oůĚer͗_________________________________ �K�͗_____________________Zeůationship͗_____________ 

Zesponsiďůe Party͗_____________________________Phone͗_____________________Zeůationship͗____________

�ccident/ /nũurǇ /nĨorŵation

/Ɛ�oĨĨŝĐe�ǀŝƐŝƚ�dƵe�ƚo�ĂŶ�ĂĐĐŝdeŶƚ�or�ŝŶũƵry?�������zE^�ͬEK� �;/Ĩ�yoƵ�ĂŶƐǁered�ΗEKΗ�pleĂƐe�Ɛƚop�ĂŶd�ĐoŶƚŝŶƵe�ƚo�pĂŐe�Ϯ�;,eaůth ,istory.Ϳ�

ΎΎΎ/Ĩ�yoƵ�ĂŶƐǁered��ΗzE^Η�pleĂƐe�Đompleƚe�ƚŚe�eŶƚŝre��ĂĐĐŝdeŶƚͬŝŶũƵry�ƐeĐƚŝoŶ͘ΎΎΎ

�ate oĨ acciĚentͬinũƵry͗ _____________________  ,oǁ ĚiĚ acciĚentͬinũƵry occƵr͍_______________________________________________________ 

�oĚy Part͗_________________________________________________________________________________________________________________   

t,EZE ĚiĚ acciĚentͬinũƵry occƵr͍      Schooů        torŬ         ,ome          Kther͗_____________________________________________ 

tas the acciĚentͬinũƵry ǁorŬͬschooů reůateĚ͗          zES  EK

�rĂd�Z͘�DeŝƐƚer͕�D�
:oŚŶ�<͘�dĂďer͕�W�Ͳ�

Primary Care Physician:  ________________________ 

Specialty Physician :____________________________ 

Emerg. Contact: ______________________________  

Emerg. Contact Ph#͗ ___________________________� 

;Seůect oneͿ  ZightͲ,anĚeĚ     or   >eĨtͲ,anĚeĚ 

PreĨerreĚ Pharmacy͗ _____________________________ 

^poƵƐe�EĂmeͬWŚη͗___________________________________

rev. Aug. 2024 1

User
Rectangle

Susan LaForge
Cross-Out



____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________

DedŝĐĂƚŝoŶ��llerŐŝeƐͲ Půease ůist meĚications to ǁhich yoƵ haĚ hiǀes͕ sŬin rash͕ ďreathing proďůems or other aůůergic 
reactions. 
Name of Medicine͗ __________________________________________ 

__________________________________________ 

 __________________________________________ 

ΎΎW>E�^E�WZKs/�E�>/^d�K&�DE�/��d/KE^��d��,E�<Ͳ/EΎΎor�lŝƐƚ�ďeloǁ�ĂŶy�preƐĐrŝpƚŝoŶ�ĂŶdͬor�ŶoŶͲ
preƐĐrŝpƚŝoŶ�medŝĐĂƚŝoŶƐ�yoƵ�Ăre�ĐƵrreŶƚly�ƚĂŬŝŶŐ͘�/ŶĐlƵde�ǀŝƚĂmŝŶƐ͕�ŶƵƚrŝƚŝoŶĂl�ƐƵpplemeŶƚƐ͕�orĂl�
ĐoŶƚrĂĐepƚŝǀeƐ͕�pĂŝŶ�relŝeǀerƐ͕�dŝƵreƚŝĐƐ͕�lĂǆĂƚŝǀeƐ�or�Đold�medŝĐĂƚŝoŶƐ͘�WleĂƐe�ĂlƐo�ŝŶĐlƵde�ĂŶy�dŝeƚ�medŝĐĂƚŝoŶƐ�
yoƵ�Ăre�ƚĂŬŝŶŐ�;preƐĐrŝpƚŝoŶ�or�oǀer�ƚŚe�ĐoƵŶƚerͿ͘��ƚƚĂĐŚ�ƐepĂrĂƚe�pĂŐe�ŝĨ�Ŷeeded͘

EĂme�oĨ�DedŝĐĂƚŝoŶ�ͬ��oƐĂŐe͗�

^oĐŝĂl�,ŝƐƚory

hse oĨ �ůcohoů͗ zES    or   EK Kccasionaů _____   Sociaů ______   �aiůy ______

,oǁ many times in the past year haǀe yoƵ haĚ ϱ or more ĚrinŬs in a Ěay Ĩor men͕ KZ ϰ or more ĚrinŬs in a Ěay Ĩor ǁomen KZ 
any aĚƵůt oůĚer than ϲϱ͍ Choose a nƵmďer ďetǁeen Ϭ anĚ ϯϲϱ ________________

hse oĨ doďacco͗  zES    or   EK  or  &KZDEZ  SmoŬeͬsape   or  Cheǁ 

hse oĨ Street �rƵgs͗ zES    or   EK >iǀing SitƵation͗  �ůone     &amiůy 

 �ǀerage PacŬsͬ�ay͗ ___ 

&rienĚ        Kther

^oƵƚŚeĂƐƚ�<ĂŶƐĂƐ�KrƚŚopedŝĐ��lŝŶŝĐ�

,eĂlƚŚ�,ŝƐƚory�YƵeƐƚŝoŶŶĂŝre
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^Khd,E�^d�<�E^�^�KZd,KWE�/���>/E/�
EoƚŝĐe�oĨ�WrŝǀĂĐy�WrĂĐƚŝĐeƐ�^ƵmmĂry�ͬ&ŝŶĂŶĐŝĂl��ĐŬŶoǁledŐemeŶƚ�

_________________________
Date 

ͺͺͺ_______ͺͺͺͺͺͺͺͺͺ________ͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
Signature of Patient / Patient Rep.�;ƌĞůĂƚiŽŶƐŚiƉͿ 

SEK Ortho Use Only 

A good faith effort was made to obtain a written acknowledgment of his / her receipt of the Notice, but such 
acknowledgement could not be obtained because: 

Patient / Personal Representative refused to sign. 

Patient / Personal Representative was unable to sign. 

The Patient had a medical emergency and an attempt to obtain the acknowledgement will be made at the next available opportunity. 

Other reason (please specify):________________________________________________  

_________________________________________________________________________ 

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ 
Signature of SEK Ortho Staff 

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
Date

<eǀŝŶ�D͘�DoƐŝer͕�D���
WĂƚrŝĐŬ��͘�teďƐƚer͕�W�Ͳ��

�rĂd�Z͘�DeŝƐƚer͕�D�
:oŚŶ�<͘�dĂďer͕�W�Ͳ�

Maintaining privacy of your health information is very important to us. We encourage you to read the entire Notice and ask any questions 
you may have regarding its contents. You may read our Notice of Privacy Practices in person or request a copy via email or mail.

dhe ultiŵate resƉonsiďilitǇ Ĩor ƉaǇŵent lies with the Ɖatient/guarantor͘ WaǇŵent Ĩor services is due at the tiŵe oĨ service unless 
ƉaǇŵent arrangeŵents have ďeen aƉƉroved in advance͘ /t is the resƉonsiďilitǇ oĨ the Ɖatient to Ɖrovide current insurance inĨorŵation at 
the tiŵe oĨ aƉƉointŵent and veriĨǇ that we are ƉarticiƉating Ɖroviders in Ǉour networŬ͘ Eot Ɖroviding this inĨorŵation in a tiŵelǇ Ĩashion ŵaǇ 
result in services ďeing Ɖatient ĨŝŶĂŶĐŝĂl�resƉonsiďilitǇ͘ 

/ acŬnoǁůeĚge that / haǀe receiǀeĚ͕ or ďeen giǀen the opportƵnity to receiǀe͕ a copy oĨ my proǀiĚer͛s Eotice oĨ Priǀacy Practices ǁith the 
eĨĨectiǀe Ěate oĨ �priů ϭϰth͕ ϮϬϬϯ. ;reǀiseĚ Darch Ϯϱ͕ ϮϬϭϯͿ.

te are committeĚ to proǀiĚing yoƵ ǁith the ďest possiďůe care. dhe Ƶůtimate responsiďiůity Ĩor payment ůies ǁith the patientͬgƵarantor. Payment 
Ĩor serǀices is ĚƵe at the time oĨ serǀice Ƶnůess payment arrangements haǀe ďeen approǀeĚ in aĚǀance. �s a coƵrtesy͕ SoƵtheast <ansas 
KrthopeĚic Cůinic ǁiůů sƵďmit cůaims to insƵrance companies Ĩor payment oĨ serǀices. �ůů nonͲcoǀereĚ serǀices͕ ĚeĚƵctiďůes͕ coinsƵrance͕ anĚ coͲ
pays are the patient͛s Ĩinanciaů responsiďiůity. 
/ hereďy assign aůů meĚicaů ďeneĨits to incůƵĚe maũor meĚicaů ďeneĨits to ǁhich / am entitůeĚ͕ incůƵĚing priǀate insƵrance anĚ other heaůth půans to 
<eǀin D Dosier͕ D�͕ �raĚ Z Deister͕ D�͕  anĚͬor their physician eǆtenĚers.

Consent Ĩor ,eaůth Care͗ Patient ǀoůƵntariůy consents to sƵch meĚicaů care incůƵĚing ďƵt not ůimiteĚ to ůaďoratory͕ Ěiagnostic or meĚicaů 
treatment ǁhich may ďe orĚereĚ ďy the patient͛s physician or assistants͕ or Ěesignees Ĩor meĚicaů treatment ǁhich they may Ěeem necessary 
anĚ aĚǀisaďůe.
dhe agreements anĚ assignments ǁiůů remain in eĨĨect Ƶntiů reǀoŬeĚ ďy me in ǁriting. � photocopy oĨ this assignment is consiĚereĚ as ǀaůiĚ as an 
originaů. /͕ the ƵnĚersigneĚ͕ aƵthoriǌe <eǀin D Dosier͕ D�͕ �raĚ Z Deister͕ D�͕ anĚͬor their physician eǆtenĚers to reůease any inĨormation 
acƋƵireĚ in the coƵrse oĨ my eǆamination or treatment to my insƵrance company ;sͿ͕ another physician or agents or empůoyees oĨ SoƵtheast 
<ansas KrthopeĚic Cůinic Ĩor the pƵrposes oĨ ďƵsiness operations͕ payment Ĩor heaůth care serǀices renĚereĚ anĚ continƵaů treatment or 
coorĚination oĨ care. 
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^oƵƚŚeĂƐƚ�<ĂŶƐĂƐ�KrƚŚopedŝĐ��lŝŶŝĐ�

,/W���WrŝǀĂĐy��ƵƚŚorŝǌĂƚŝoŶ�&orm�

�ƵƚŚorŝǌĂƚŝoŶ�Ĩor�ƵƐe�or��ŝƐĐloƐƵre�oĨ�WroƚeĐƚed�,eĂlƚŚ�/ŶĨormĂƚŝoŶ 

ϭ. I hereby authorize SE< Ortho to use and/or disclose my protected health information (“PHI”)
described below.

Ϯ. I hereby authorize the release of my PHI ǁhich may incůƵĚe the Ĩoůůoǁing eǆampůes͗
o Appointment dates and times
o Tests that have been received
o Test results
o Other health information

ϯ. In addition to the authorization for release of my PHI described in section 2 of this authorization, I
authorize disclosure of information regarding my billing, condition, treatment, and prognosis to the
following individual(s):

Name: Relationship: 
Telephone: 

Name: Relationship: 
Telephone: 

Name: Relationship: 
Telephone: 

4. This medical information may be used by the persons I authorize to receive this information for medical
treatment or consultation, billing, or claims payment, or other purposes as I may direct.

5. I understand that I have the right to revoke this authorization, in writing, at any time. I understand that a
revocation is not effective to the extent that any person or entity has already acted in reliance on my
authorization.

ϲ͘ I understand that information used or disclosed pursuant to this authorization may be disclosed by the
recipient and may no longer be protected by federal or state law.

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
Signature of Patient Date 

ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ� ͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ�
Print Patient Name  Date of Birth 

<eǀŝŶ�D͘�DoƐŝer͕�D���
WĂƚrŝĐŬ��͘�teďƐƚer͕�W�Ͳ��

�rĂd�Z͘�DeŝƐƚer͕�D�
:oŚŶ�<͘�dĂďer͕�W�Ͳ�
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  Southeast Kansas Orthopedic Clinic Medication Agreement

 Kevin M. Mosier, M.D.  
 Brad R. Meister, M.D. 
 Patrick A. Webster, PA-C 
 John K. Taber, PA-C 

Welcome to the Southeast Kansas Orthopedic Clinic, we appreciate that you chose us to 
provide care for your orthopedic needs. There are times as a patient being seen at this 
facility you will be given prescriptions for anti-inflammatory or pain medication. Legislation 
has placed many new restrictions on these medications, and we are taking all measures to 
reduce your reliance on this type of treatment.  

Here are some guidelines associated with these medications that you should be aware of: 

1. If you are prescribed an anti-inflammatory medication such as meloxicam
(Mobic), celecoxib (Celebrex) or diclofenac (Voltaren), we will only prescribe these
for 4-6 weeks maximum. If you find you have good relief from these medications,
further refills will need to be refilled by your PCP (primary care physician). These
medications require your kidney function to be monitored regularly. 

2. If you are prescribed pain medication such as Tramadol, Hydrocodone, or
Oxycodone these medications will only be prescribed for a short duration. Post-
operative pain meds will be refilled for up to 6 weeks. We do not prescribe pain
medication prior to surgery.

3. Refills. Please contact us a minimum of 2 DAYS IN ADVANCE during normal
business hours Monday- Thursday if you need a refill. EVERY WEDNESDAY, PLEASE
COUNT YOUR PILLS TO ENSURE THAT YOU HAVE ENOUGH TO GET YOU THROUGH
THE WEEKEND. Please allow 24-48 hours for pain medication refills.

Thank you for your attention to this matter. We look forward to helping you in your recovery 
process regarding your orthopedic needs. 

Patient name  Patient date of birth

%ate

08/13/2024

@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@

@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@@
4iHnatVre of Patient� Patient 3epreTentatiWe 

@@@@@@@@@@@@@@@@@@@@@@@
3eMationThip to Patient

*Attention: SEK Ortho staff- Add patient flag to account!*

@@@@@@@@@@@@@@@@@@@@@@@

@@@@@@@@@@@@@@@@@@@@
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