
 ___________________________________ SS #:            

Employed? o

e o er
r e er

o e r oped l
y ld

r o

es Employer _____________________

Emp oyer  Schoo _______________________________________ cc pation _______________________________Phone# ____________________

as the in ry the res t o  a motor ehic e acci ent or o  physica  contact ith a motor ehic e    ES 

C C  C C E ES  hat type o  ehic e as in o e   

as another party responsi e or yo r in ry or con ition   ES 

 ES  p ease e p ain _______________________________________________________________________________________________________

Patient ame  ________________________________ 

ress City ________________________________
State ip 

________________________________ 

ate o  irth  ____ _________________ ge _______ 

o e m er

ome  ________________________________  

Ce ___________________________________ 

or __________________________________ 

Emai _______________________Porta  es        o 

Marital Status: arrie        Sing e       i orce        i o e

d e re l : Do ou have a healthcare ro  in the event ou are una le to a e our own edical decisions  
S  O
e ee me ______________________________________ Contact phone n m er  ___________________________ 

ns rance n ormation ________________________________ # _______________________________________ 

Po icy o er _________________________________ _____________________ e ationship _____________ 

esponsi e Party _____________________________Phone _____________________ e ationship ____________

ccident/ n ur  n or ation

o e d e o de or ry? E yo ered ple e op d o e o p e ea th istory.

yo ered E ple e omple e e e re de ry e o

ate o  acci ent in ry  _____________________  o  i  acci ent in ry occ r _______________________________________________________ 

o y Part _________________________________________________________________________________________________________________   

E E i  acci ent in ry occ r       Schoo         or          ome          ther _____________________________________________ 

as the acci ent in ry or schoo  re ate           ES  

r d e er
o er

Primary Care Physician:  ________________________ 

Specialty Physician :____________________________ 

Emerg. Contact: ______________________________  

Emerg. Contact Ph#  ___________________________  

Se ect one   ight an e      or   e t an e  

Pre erre  Pharmacy  _____________________________ 

po e me ___________________________________
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____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________ 

____________________________________________________________________

ed o ller e  P ease ist me ications to hich yo  ha  hi es  s in rash  reathing pro ems or other a ergic 
reactions. 
Name of Medicine  __________________________________________ 

__________________________________________ 

 __________________________________________ 

E E E E E or l elo y pre r p o d or o
pre r p o med o yo re rre ly l de m r o l ppleme or l
o r ep e p rel e er d re l e or old med o le e l o l de y d e med o
yo re pre r p o or o er e o er ep r e p e eeded

me o ed o o e

o l ory

se o  coho  ES    or    ccasiona  _____   Socia  ______   ai y ______

o  many times in the past year ha e yo  ha   or more rin s in a ay or men    or more rin s in a ay or omen  
any a t o er than  Choose a n m er et een  an   ________________

se o  o acco   ES    or     or  E   Smo e ape   or  Che  

se o  Street r gs  ES    or    i ing Sit ation   one     ami y 

 erage Pac s ay  ___ 

rien         ther

o e r oped l

e l ory e o re
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E E
o e o r y r e mm ry l o led eme

_________________________
Date 

_______ ________  
Signature of Patient / Patient Rep. i i  

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):________________________________________________  

_________________________________________________________________________ 

 
Signature of SEK Ortho Staff Date

e o er
r e er

r d e er
o er

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.

he ulti ate res onsi ilit  or a ent lies with the atient/guarantor  a ent or services is due at the ti e o  service unless 
a ent arrange ents have een a roved in advance  t is the res onsi ilit  o  the atient to rovide current insurance in or ation at 

the ti e o  a oint ent and veri  that we are artici ating roviders in our networ  ot roviding this in or ation in a ti el  ashion a  
result in services eing atient l res onsi ilit  

 ac no e ge that  ha e recei e  or een gi en the opport nity to recei e  a copy o  my pro i er s otice o  Pri acy Practices ith the 
e ecti e ate o  pri  th  . re ise  arch  .

e are committe  to pro i ing yo  ith the est possi e care. he timate responsi i ity or payment ies ith the patient g arantor. Payment 
or ser ices is e at the time o  ser ice n ess payment arrangements ha e een appro e  in a ance. s a co rtesy  So theast ansas 
rthope ic C inic i  s mit c aims to ins rance companies or payment o  ser ices.  non co ere  ser ices  e cti es  coins rance  an  co

pays are the patient s inancia  responsi i ity. 
 here y assign a  me ica  ene its to inc e ma or me ica  ene its to hich  am entit e  inc ing pri ate ins rance an  other hea th p ans to 
e in  osier   ra   eister    an or their physician e ten ers.

Consent or ea th Care  Patient o ntari y consents to s ch me ica  care inc ing t not imite  to a oratory  iagnostic or me ica  
treatment hich may e or ere  y the patient s physician or assistants  or esignees or me ica  treatment hich they may eem necessary 
an  a isa e.

he agreements an  assignments i  remain in e ect nti  re o e  y me in riting.  photocopy o  this assignment is consi ere  as a i  as an 
origina .  the n ersigne  a thori e e in  osier   ra   eister   an or their physician e ten ers to re ease any in ormation 
ac ire  in the co rse o  my e amination or treatment to my ins rance company s  another physician or agents or emp oyees o  So theast 

ansas rthope ic C inic or the p rposes o  siness operations  payment or hea th care ser ices ren ere  an  contin a  treatment or 
coor ination o  care. 
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o e r oped l

r y or o orm

or o or e or lo re o ro e ed e l orm o  

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

. I hereby authorize the release of my PHI hich may inc e the o o ing e amp es
o Appointment dates and times
o Tests that have been received
o Test results
o Other health information

. 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.
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.

Signature of Patient Date 

Print Patient Name  Date of Birth 

e o er
r e er

r d e er
o er
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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

i nat re of Patient  Patient epre entati e 

e ation hip to Patient

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