
Welcome to the offices of  Robert Schmidt, MD; Ajai Cadambi,MD; Theodore Crofford, MD;

Steven Weeden, MD; Jeffrey McGowen, MD and Steven Odgen, MD. We feel very fortunate
that you have chosen our practice for your medical care.

Our office hours are 9:00AM to 5:00PM, Monday through Friday. Our clinic telephones are
unavailable from 12:00 to 1:30PM each day and after our office closes for the day. You may
 contact our answering service during these times for any urgent need. There is always a physician
on call for our practice. You can reach our answering service by dialing 817-679-0164. If you
have any emergency, please call 911 or go to the nearest emergency room. If your call is
of an urgent nature, simply contact our answering service and they will page the physician on
call.

For patients on managed care plans, our physicians are on most of the major plans. It is always
best for you to check with your insurance company to insure the physician you are scheduled
to see is currently on your plan. Patients who are on an HMO or POS, and need a referral
to see a specialist, must obtain a referral from your Primary care physician (PCP). You
will need to call our office prior to your visit with us, to insure we have received your
referral. If we have not received your referral by your appointment day, your insurance
company will require that we reschedule your appointment to a later date.

Our office will be happy to authorize prescription refills between 9:00 AM and 4:00 PM. We
cannot refill any medications over the weekend. Please contact your pharmacy by noon on
Fridays if you feel your medication will not last through the weekend. We cannot make
exceptions regarding weekend refills.

Payment is expected at the time of service. If you have any questions regarding our office
policies or our billing procedures, please see our website to view our Financial Policies or contact
our office. We are here to assist you whenever possible. Any comments or suggestions may be
sent to our address, 750  8th Avenue, Ste 400, Ft.Worth, Tx 76104.
Again, we  welcome you to our practice.

Sincerely

The Physicians and Staff of The Texas Hip & Knee Center LLP.

                                texashipandkneecenter.com



The Texas Hip & Knee Center
New Patient Information Form

Patient’s Name_____________________________________________________(Mr/Mrs/Ms)
                              (First)                           (Middle)                     (Last)

Address__________________________________________Home phone____________________
City_____________________________State_________Zip code__________Cell:_____________
Birthdate________________Age_______         Sex  M / F             Marital Status  M  S  W  D
Social Security Number __________________________Ht___________Wt_____________

Patient’s Employer______________________________Occupation____________________
Employers Address__________________________________Phone____________________

City______________________State_______Zip___________________
Spouse:_______________________Spouse’s Social Security Number___________________
Spouse Date of Birth_______________ Employer/Occupation_________________________
Spouse Work Phone_______________________

Primary Insurance

Company________________________________Policy#______________
Address___________________________________________Phone__________________
City___________________________State________Zip____________Group#__________
 *Name of Insured (if different than patient)________________________Relationship________

Secondary Insurance
Co _____________________________________ Policy#________________

Address:_________________________________________Phone_____________________
City__________________________State________Zip___________Group#_____________

*Name of Insured (if different from patient)_______________________Relationship_________
           **Is your secondary policy a managed care plan (HMO/PPO/POS)?  Yes  /  No

Notice:If your insurance company requires a referral, it is your responsibility to obtain
the referral prior to your appointment.

Family Physician(PCP)_____________________________________Phone_______________
Address: (if unknown, list city)______________________________________________

Who Referred you to our office?__________________________________________________

*Medicare______Medicaid______HMO_____PPO_____POS_____Other:_____
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Name:  _________________________________________ Today’s Date:  _________________________________________

SSN:    _________________________________________ Date of Birth/Age:   ___________________________________

Medical History Continued:
Stomach ulcers No Yes  ______________________________________________________________
Difficulty tolerating fatty foods No           Yes         ___________________________________________________________________
Liver Disease                 No           Yes         ___________________________________________________________________
Congestive Heart Failure or No Yes          Name & phone number of Cardiologist:___________________________________
         Heart Attack                                                                 ____________________________________________________________________
Angina No            Yes         Name of Medication: __________________________________________________
Stroke                                     No            Yes         ___________________________________________________________________
Low back pain No Yes History of Back problems?___________________________________________
Blood clots, Phlebitis No Yes ______________________________________________________________
Prostate Disease                  No            Yes         ___________________________________________________________________

Female organs/menstrual       No            Yes        ___________________________________________________________________
Chronic Infections                   No            Yes        Site of infection:______________________________________________________
 Arthritis                      No             Yes        Rheumatoid?________________________________________________________
Gout                                                No            Yes        ___________________________________________________________________
Thyroid Disease                      No            Yes        __________________________________________________________________
Skin: Rashes, infections                        No            Yes        ___________________________________________________________________
         psorias

 PAST SURGICAL/HOSPITALIZATION  HISTORY- (For previous orthopaedic surgeries, please list surgeons name
and

year of surgery)
Surgeries / Hospitalizations                                           Year                                             Complications

Have you ever had general anesthesia?(Being put to sleep for an operation) No Yes
Have you ever had problems with anesthesia? No Yes Describe:  _____________________________________

FAMILY HISTORY
Member                                    Alive        Deceased                   Age                      Health status or cause of death

Father                                       A             D

Mother                                      A             D

Sister/Brother                           A             D

Sister/Brother                           A             D

Sister/Brother                           A             D

Patient Signature: __________________________________________ Date: __________________________________
Reviewed By:    ________________________________________MD Date: ___________________________________
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Name:  _________________________________________ Today’s Date:  _________________________________________

SSN:    _________________________________________ Date of Birth/Age:   ___________________________________

SOCIAL HISTORY
 Work in the home  Employed (occupation______________________________________)     Student  Retired
 Single  Married  Divorced  Separated  Widowed

Children?    No  Yes

Do you live alone?  No  Yes If yes, do you have help or family near by?  Yes  No

Exercise?    Daily  Weekly  Monthly  Rarely  Never
What type of exercise? _____________________________________________________________________________________

History of substance abuse?  No  Yes What? _______________________________________________________

Smoke currently?  No  Yes ____Packs per day for ____ years.
Quit smoking  This year   1 year  5 years    10 years
Previously smoked     ____ packs per day for ____ years.

Drink alcohol?  Daily  1-2 x/week  1-2 x/month  1-2 x/year  None

Please use the space below to make comments regarding any health issues not covered by our form:
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
_________________________________________________________________________________________________________
____________________________________________________________

Patient Signature: __________________________________________ Date: ___________________________________

Reviewed By:    ________________________________________MD Date: ___________________________________



Joint or area to be examined  HIP / KNEE / Other___________________________________
______________________________________________________________________________

**Who may we contact in case of an emergency? ____________________________________
Phone _______________________ Relationship to  you? ______________________________

====================================================================

  Please read the following before signing

I authorize Texas Hip & Knee Center, LLP, Robert Schmidt, MD,PA; Ajai Cadambi, MD,PA;
Theodore Crofford, MD,PA; Steven Weeden, MD,PA; Jeffrey McGowen, MD,PA; and/or Steven
Ogden, MD,PA to render treatment based on medical necessity.

Texas Hip & Knee Center, LLP, Robert Schmidt, MD, PA; Ajai Cadambi, MD,PA; Theodore
Crofford, MD,PA; Steven Weeden, MD,PA; Jeffrey McGowen, MD,PA; and/or Steven Ogden,
MD,PA is a Medicare participating facility. Our office will file your Medicare claims and we will be
happy to file your secondary claims. However, patients are responsible for any deductibles/copays
according to the contract you have with your insurance company (ies). Failure to pay
deductibles/copays could result in forfeiture of medical benefits. Patients will also be responsible for
the 20% that Medicare does not pay; in the event your secondary policy does not cover that portion
of your claim(s).

By signing below, I authorize payment of medical benefits to be made to the Texas Hip and Knee
Center, LLP; Robert Schmidt, MD,PA; Ajai Cadambi, MD,PA; Theodore Crofford, MD,PA; Steven
Weeden, MD,PA; Jeffrey McGowen, MD,PA; and/or Steven Ogden, MD,PA. I authorize release of
any medical records necessary to process medical claims I have with Texas Hip & Knee Center,
LLP; Robert Schmidt, MD,PA; Ajai Cadambi, MD,PA; Theodore Crofford, MD,PA; Steven
Weeden, MD,PA; Jeffrey McGowen, MD,PA; and/or Steven Ogden, MD,PA.

***I acknowledge by my signature below that I have been supplied with the Privacy Policies
for  Texas Hip & Knee Center, LLP.

Signature of Patient  ______________________________________________

Printed Name of Patient ___________________________________________

                                     Date ___________________________



Financial Policy

Thank you for choosing Texas Hip & Knee Center LLP as your health care provider. We are committed to
providing you the best possible care and are pleased to discuss our professional fees with you. Your clear understanding of our
Financial Policy is important to our professional relationship. Please ask if you have any questions at all.

PATIENTS MUST BRING THEIR INSURANCE CARD ON EACH VISIT TO OUR CLINIC AND NEW
PATIENTS MUST FILL OUT PATIENT INFORMATION FORMS PRIOR TO SEEING THE DOCTOR. WE WILL
MAKE A COPY OF YOUR INSURANCE CARD AS WELL AS YOUR DRIVERS LICENSE OR OTHER FORM OF
IDENTIFICATION WITH A PHOTO ID (For Identification Purposes).

***TO ASSURE YOUR INFORMATION IS ALWAYS CURRENT AND ACCURATE,
PLEASE REPORT ANY CHANGES IN PERSONAL INFORMATION OR INSURANCE CHANGES.

Forms of Payment: We accept Cash, Checks, Mastercard and Visa.

Self Pay Patients: All self pay patients and patients who present without proof of insurance are required to pay for services in
full prior to seeing the Doctor. Prompt Pay discount available to self pay patients if balance paid within 7 days of service.

Co-payments: Your insurance REQUIRES that we collect your designated co-pay at the time of service. Please be prepared to
pay the co-pay at each visit. Without it, you may be required to reschedule. Some insurance plans require the patient to pay a co-pay and
a percentage of other services (Xrays, DME, injections, etc).

Referrals: If your plan requires a referral from your primary care physician it is YOUR responsibility to obtain the referral
prior to your appointment. If we do not have your referral at the time of your appointment, you may have to reschedule your appointment.

Medicare: We accept Medicare assignment. We will submit your claim to Medicare but you will be responsible for any
deductible, co-insurance or any charges not covered by Medicare. We will be happy to bill your secondary insurance if you provide us with
the insurance information (copy of card). Any remaining balance will be billed to you.

HMO/PPO/Commercial: All co-payments are due at the time of service, we are members of most, but not all plans. You are
responsible for verifying what your insurance plan will cover and that we are providers on your plan.

Non-Participating Insurance Plans or “Out of Network”: As a service to our patients, we will bill your claim as a non-
participating provider. All outstanding balances however are the responsibility of the patient. We cannot guarantee that your claim
will be paid out of network. It is the patient’s responsibility to determine if you have “out of network” benefits and it is the patient’s
responsibility to determine the amount of the “out of network” benefits, if any.

Workers Compensation: We do not accept Work Related Injuries

Third Party Billing: We do not do third party billing. If your injury is the result of an auto accident you will be responsible for
payment in full. We will bill your health plan if requested but if payment is denied or delayed due to your accident, you will be responsible
for payment in full of your account in a timely manner.

Extended Payment Plans: Patients are expected to pay outstanding balances in full. However, payment plans may be accepted
under certain circumstances with approval of our Business Office. Please contact our Billing Office to discuss this option if you cannot pay
your balance in full.

Form Completion/Medical Record requests (Disability, FMLA, etc): There is a $15.00 charge for completing each form
that is not directly related to reimbursement of medical services. For compliance purposes, the patient information portion of the form must
be completed and signed prior to acceptance, along with payment. Payment must be received prior to completion of forms.

***I have read the Financial Policies of Texas Hip & Knee Center LLP and agree to comply with the Financial Policies. In
addition, Texas Hip & Knee Center LLP has my permission to provide medical documentation in order to obtain reimbursement.

_____________________________________________________________________________________________
Signature, Patient                                                       ( Please Print)                                           Date
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                            Patient Responsibility Balances

Dear Patient:

***We are finding that the current trend for Insurance Companies is
to place more financial responsibility to you, the patient.

Specifically services Texas Hip & Knee Center provide that apply to this
trend are Xrays and Injections.

(1)  Co-pays often apply only to the office visit. If you require another service
      such as an xray or injection, the fee for this service is applied to your
      deductible which becomes your responsibility to pay in addition to your
      office visit co-pay.

(2) Injections are considered by standardized billing and coding standards
to be a surgical procedure and sometimes applied to your deductible in
addition to your office visit co-pay.

(3)  The cost of the medication used in the injection may also be applied
 to your deductible in addition to your office visit co-pay.

We urge you to check with your insurance plan
(the customer service number is most often on the
back of your card) to clarify your benefits in these
instances and explain to you what they will pay for

these services.

**If you have any questions regarding this notice please ask to speak to a
patient billing specialist.

Thank you very much
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