
Kenneth Lee, MD 

Boord Certified Orthopedic Spine Physician 

Today's Date: _______ _ 

PATIENT INFORMATION DATE OF BIRTH: 
---------

Name: __________ _ 
Rrst Middle Lost 

Mailing Address: ______________________________ _ 
Street Address/P.O. Box Clty/Stote/Zlp Code 

Home Phone: 
-------

Cell Phone: _______ Work Phone: ______ _ 

Social Security#: ________ _ Martial Status: □ Single □ Married □ Divorced □ Widowed 

Referred by: _____________ Primary Care Physician: ___________ _ 

Employment Status: □ Full-time □ Part-time □ Retired □ Unemployed □ Student 

Occupation: ___________ _ Employer: _______________ _ 

Employer Address: ______________________________ _ 

IS TODAY'S VISIT A WORK RELATED ISSUE? □ YES D NO 

Pharmacy Name: _____________ Pharmacy Address: __________ _ 

Pharmacy Phone: ____________ _ Pharmacy Fax: ____________ _ 

BILLING INFORMATION .. PLEASE PROVIDE INSURANCE CARDS WITH PAPERWORK SO WE MAY MAKE A COPY .. 

PRIMARY PLAN WORKER'S COMPENSATION 

NAME INSURANCE COMPANY 

INSURED NAME EMPLOYER/GROUP NAME 

RELATION TO PATIENT ADJUSTER NAME 

INSURED DOB/INSURED SOOAL SECURITY# CLAIM NUMBER/ DATE OF INJURY 

ID NUMBER/GROUP NUMBER ADJUSTER PHONE NUMBER 

Do you have secondary insurance coverage? D YES D NO If so, please provide copy with your Insurance card 







MOD�RN 
SPlNE� 

Kenneth Lee, MD 

Board Certified Orthopedic Spine Physician 

New Patient □ Established Patient {New Problem) □ Today's Date: _______ _ 

Name:-----------------------------------

DOB: _____ _ AGE: ___ _ SEX: □ M □ F HT: II WT: ___ LBS 

Primary Care Physician: ________ _ Phone: ______________ _ 

How did you hear about us? D Doctor Referral D Family/Friend □ Internet □ Insurance □ Other: _____ _ 

HISTORY OF COMPLAINT 

IS THIS A WORK RELATED INJURY? □ Yes □ No Date of Injury: ___________ _ 

Describe how you were injured: _________________________ _

If this is not an injury, when did your pain start? ___________________ _ 

Location of pain: ______________________________ _ 

Does pain radiate into extremities? DR Arm 

Intensity: 0 1 2 3 4 

□ L Arm 

5 6 

□ L Leg 

7 8 

DR Leg 

9 

□ Buttocks 

10 

What helps with pain? __________ _ What makes pain worse? _______ _ 

Have you previously had: PT J Acupuncture Chiropractic C ESI lnj. J Pain Medication u Other: _______ _ 

Which studies have you had done for this injury? X-ray MRI er Myelo CAT scan J EMG .J Other: ___ _ 

DRUG ALLERGIES 

Drug: ____________ _ Reaction: _______________ _ 

Drug: ____________ _ Reaction: _______________ _ 

Drug: ____________ _ Reaction: _______________ _ 

CURRENT MEDICATIONS 

Medication: ___________ _ Dosage: _______________ _ 

Medication: ___________ _ Dosage: _______________ _ 

Medication: ___________ _ Dosage: _______________ _













Modern Spine 
16929 Southwest Freeway, Suite 100 

Sugar Land, TX 77479 

Consent for Purposes of Treatment, Payment and Healthcare Operations 

I consent to the use or disclosure ofmy protected health information by Modem Spine, for the 
purpose of diagnosing or providing treatment to me, obtaining payment for my health care bills 
or to conduct health care operations of Modem Spine. I understand that diagnosis or treatment of 
me by Dr. Kenneth J. H. Lee may be conditioned upon my consent as evidenced by my 
signature on this document. 

I understand I have the right to request a restriction as to how my protected health information is 
a

used or disclosed to carry out treatment, payment or health care opertions of the practice. 
Modem Spine is not required to agree to the restrictions that I may request. However, if Modem 
Spine agrees to a restriction that I request, the restriction is binding on Modem Spine and Dr. 
Kenneth J. H. Lee. 

I have the right to revoke this consent, in writing, at any time, except to the extent that Dr. 
Kenneth J. H. Lee or Modem Spine has taken action in reliance on this consent. 

My "protected health information" means health information, including my demographic 
information, collected from me and created or received by my physician, another health care 
provider, a health plan, my employer or a health care clearinghouse. This protected health 
information relates to my past, present or future physical or mental health or condition and 
identifies me, or there is a reasonable basis to believe the information may identify me. 

I understand I have a right to review Modem Spine Notice of Privacy Practices prior to signing 
this document. The Modem Spin Notice of Privacy Practices has been provided to me. The 
Notice of Privacy Practices describes the types of uses and disclosures of my protected health 
information that will occur in my treatment, payment of my bills or in the performance of health 
care operations of Modem Spine. This Notice of Privacy Practices also describes my rights and 
Modem Spine duties with respect to my protected health information. 

Modem Spine reserves the right to change the privacy practices that are described in the Notice 
of Privacy Practices. I may obtain a revised Notice of Privacy Practices calling the office and 
requesting a revised copy be sent in the mail or to be given at the time ofmy next office visit. 

Signature of Patient or Personal Representative Date 

Name of Patient or Personal Representative 



Forms 
Patients requesting forms to be completed by Dr. Lee and/or staff will be charged: 

$25- $50- Disability Forms (FMLA, Short-term Disability, Attending Physician Statement) 

$15- Handicap Placard Application 

$250 - Narrative Report 

Medical Record Copies 
Patients requesting copies of medical records will be charged: 

$15 - under 20 pages 

$20- 21 to 49 pages 

$25 - over 50 pages 

Attorneys and Insurance companies will be charged as follows: 

$35 - under 100 pages 

$45 - over 100 pages 

$35 for an itemized bill 

A special handling fee of $10 will be charged if records must be delivered within 72 hours of the request. 

Minors 
The parent(s) or guardian(s) is responsible for full payment and will receive the billing statements. A 

signed release to treat may be required for unaccompanied minors. 

Assignment of Benefits: I hereby authorize my primary insurance company to make payments directly 

to Modern Spine. I understand that I am responsible for knowing the details of my insurance policy 

including the extent of benefits. I am personally responsible for all allowable charges not covered by my 

insurance and all charges remaining after my insurance has paid the portion for which it is responsible. 

Patient Signature: _____________ Date:. ______ _ 

Assignment of Secondary Insurance Benefits: I hereby authorize my secondary insurance company to 

make payments directly to Modern Spine. I understand that I am still responsible for all allowable 

charges not covered by my primary and/or secondary insurance and all charges remaining after my 

insurance has paid the portion for which it is responsible. 

Patient Signature: _____________ Date: ______ _ 

Release of Information: I authorize Modern Spine to release any and all information required to 

process a claim for payment as allowed by law. 

Patient Signature: _____________ Date: ______ _ 

I have read and understand the Financial Policy and Appointment Policy for Modern Spine. I 

understand that these policies are subject to change at the discretion of the management and that I 

have a right to be notified of substantial changes. I agree to abide by these policies. 

Patient/Guardian Signature: _____________ Date: _________ _ 

Printed Name: _________________ _ 

FIN 1.0 KL Modem Spine Financial Policy Form Effective Dote: 9/1/2011 Revision Date: NA 

•. 



  Kenneth Lee, MD 

Board Certified Orthopedic Spine Physician 

AGREEMENT FOR NARCOTIC MAINTENANCE THERAPY 

The long-term use of pain medication is somewhat controversial as there is a risk of developing 

dependency and abuse. It is necessary that the use of these narcotic pain medicines be accurately 

monitored and regulated. Please read and initial each of our policies: 

All narcotic medication must always come from one physician as required by law. It is 

inappropriate as illegal for multiple physicians to be prescribing pain medications. 

No refills will be allowed after 2:00 PM on weekdays and after 12:00 PM on Fridays. No refills 

provided on weekends. DO NOT CALL ANSWERING SERVICE REQUESTING REFILL(S). 

Refills will not be given if you have not been seen in the office within the last 90-days. 

Narcotic medications must all be obtained from same pharmacy. Filling prescriptions at multiple 

pharmacies in not acceptable. The prescribing physician is authorized to discuss all diagnostic 

and treatment details with the pharmacist at the dispensing pharmacy at any time. 

Refills should be requested via your pharmacy not our office unless a change of medication 

needs to be discussed. 

Medications will not be replaced if they are lost, fall in the toilet, eaten by pets, left on airplane, 

etc. If medications are stolen a police report must be filed in order to get a refill. Otherwise, 

early refills will not be authorized. 

If it appears that narcotic medications are being used inappropriately and against medical advice 

the responsible legal authorities may be notified. All confidentiality is waived and consent is 

given by patient to provide the appropriate authorities with full access to the patient's records. 

I understand that failure to adhere to these policies will result in permanent cessation of all 

narcotic medication by Dr. Lee. 

If you are under the care and/or being treated by a pain management physician you must obtain 

a release of care sent to our office before narcotic medication will be prescribed. 

I have read and AGREED to the above mentioned terms: 

Patient Signature: _____________ _ Date: ______________ _ 

I obtain my pain medication from my primary physician/pain management doctor: Dr. ___________ _ 

and will continue to do so until I discuss these changes with Dr. lee. 

Physician Signature: _____________ _ Date: ______________ _ 

Patient Signature: _____________ _ Date: ______________ _ 

PATIENT REFUSED TO SIGN 








