
 
 

Anthony Owusu, MD & James Carson, MD 

Board Certified Orthopedic Spine Physician & Board Certified Orthopedic Surgeon 

 

 
Today's Date:    

 

PATIENT INFORMATION Date of Birth:   
 

Name:       

First 

Mailing Address: 

Middle Last 

           
Street Address/P.O. Box City/State/Zip Code 

 

Home Phone:   Cell Phone:   Work Phone:   

 
Email: _______________________  Social Security # : __________________

 
 

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

Occupation:   Employer:   
 

Pharmacy Name:   Pharmacy Address:   
 

Pharmacy Phone:  _ Pharmacy Fax:  

 

BILLING INFORMATION 
 

PRIMARY PLAN 

 

NAME 

INSURED NAME 

 
RELATION TO PATIENT 

**PLEASE PROVIDE INSURANCE CARDS WITH PAPERWORK SO WE MAY MAKE A COPY** 

 
WORKER'S COMPENSATION 

 
 
 

INSURANCE COMPANY 

 
EMPLOYER/GROUP NAME 

ADJUSTER NAME 

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

 

ID NUMBER/GROUP NUMBER ADJUSTER PHONE NUMBER 

 

 

Do you have secondary insurance coverage? □YES □NO If yes, please provide copy with your insurance card 



Next Generation Orthopedic & Spine Institute 
  New Patient Medical History Forms 

 
Age: _______           Sex: ______       Height: ____ft ____in   Weight:______ lbs 

Primary Care Physician: _____________________________  Fax: _______________________________  

How did you hear about us? □Doctor Referral □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? 

Intensity: 0 1 2 

□R Arm 

3 4 

□L Arm 

5 6 

□R Leg 

7 8 

□L Leg 

9 

□Buttocks 

10 

What helps with pain?   What makes pain worse?   

Have you previously had:  PT Acupuncture   Chiropractor   Injection   Pain Medication   Other: __________ 

Which studies have you had done for this injury? - X-ray ,.,MRI CAT scan EMG Other:  ___________ 

DRUG ALLERGIES 

Drug:  ___ 

Drug:   _ 

Drug:   _ 

Reaction:     

Reaction:     

Reaction:    

CURRENT MEDICATIONS 

Medication:   

Medication:   

Medication:   

Dosage:   

Dosage:   

Dosage:    

If more, please write on addendum   



Next Generation Orthopedic & Spine Institute  
  New Patient Medical History Forms 

FAMILY HISTORY & SOCIAL HISTORY 
  

 
Mother Father Grandmother Grandfather Sibling 

Cancer □ □ □ □ □ 

Diabetes □ □ □ □ □ 

Heart Disease □ □ □ □ □ 

Arthritis □ □ □ □ □ 

RA □ □ □ □ □ 

Stroke □ □ □ □ □ 

Kidney Disease □ □ □ □ □ 

Liver Disease □ □ □ □ □ 

Other: □ □ □ □ □ 

 
 

Do you smoke? □Yes □No If yes, how many packs a day?  ___  # years smoked: ______ 

  Do you drink alcohol? □Yes □No If yes, how many drinks a day or week? _ _ _ _   

Do you exercise regularly? □Yes □No If yes, how many days per week?   _________  

Martial Status: □Married □Single □Divorced □Widowed 

REVIEW OF SYSTEMS  

Other than your main complaint, do you have any other current health concerns? If yes, please list them: 

________________________________________________________________________________  

Have you ever had any of the following conditions? (Circle all that apply) 
 

Cancer 

Heart Disease 

Stroke 

Diabetes 

Seizures 

Constipation 

Covid 

High Blood Pressure 

Migraine Headaches 

Hepatitis ( A B  C ) 

Asthma 

Psoriasis 

Depression 

Other: _____________ 

Blood clots in legs 

Excessive Fatigue 

Irregular Heartbeat 

Previous Blood Transfusion 

Headaches (not relieved by medication) 

Difficulty Breathing

I have not had any of the above conditions: ______ {Initial} 

 

Please list all previous surgeries:   _ 

 

 

 
 



Next Generation Orthopedic and Spine Institute 

 

CONSENT TO TREAT 

I consent to necessary medical treatment as recommended by my physician. I understand that insurance may not 

cover all recommended medical services, such as preventative health exams, immunizations, screening tests, 

detailed phone consultations, copies of medical records, preparations of reports and forms or summaries. 

 
I have read and fully understand the above consent for treatment, financial responsibility, release of medical 

information, and insurance authorization. These authorizations shall remain valid until written notice is given by me 

revoking said authorization. 

 

 

Patient Signature:   _ Date:   

 

PRIVACY NOTIFICATION 

As permitted by the Health Insurance Portability and Accountability Act (HIPAA), I understand that my protected 

health information may be used and disclosed by my physician, office staff, and others outside of this office who is 

involved in my care and treatment for the purpose of providing health care services. 

 
I acknowledge that I have been provided an opportunity to review the Notice of Privacy Practices which explains how 

my medical information will be used and disclosed. I understand that I am entitled to a copy of this document. 

 

 

Patient Signature:   _ Date:   

 

RELEASE OF INFORMATION 

I authorized Next Generation Orthopedic & Spine Institute to discuss information with the following: 

Name: _________________________________________ 

Name: _________________________________________ 

Name: _________________________________________ 

Relation: ________________________________________ 

Relation: ________________________________________ 

Relation: ________________________________________ 

 
Patient Signature: ___________________________________________________   Date: ____________________________  
 

EMERGENCY CONTACT INFO 

 

Name:   Phone:  _ 

 
 

Relation:   

 

 

 

 

 

  



FINANCIAL POLICY 
 

 

Next Generation Orthopedic & Spine Institute is dedicated to providing you the most efficient care and service possible. 

Your understanding of our financial policy is an essential element of your care and service. If you have any questions 
regarding any aspect of our policy, please feel free to present your question to any of our staff. 

 
Full payment is due at the time of service. If you have insurance, and have signed an "Assignment of Benefits" 

statement, we will bill your insurance carrier for you if we are a provider on your plan. 

 

Co-pay/Deductibles 

If your insurance has a co-payment policy, the co-payment is due at the time of service. If you have a deductible, you are 

responsible for all charges until the deductible is met. You are responsible for any and all allowable charges which 

remain after your insurance has paid its portion. 

 

Outstanding Balances 

Balances are due within thirty (30) days of the billing statement date. Any balance unpaid after ninety days may be 

turned over to a collection agency and you may not be able to schedule a follow-up visit until financial arrangements 

have been made with the billing department. 

 

Insurance Coverage/Benefits 

It is your responsibility to know the details of your particular insurance policy. Not all services are covered by all carriers. 

Services which are not covered by your insurance are your responsibility. 

 
Diagnoses and services are carefully documented to comply with federal law. Under no circumstances will these be 

changed, altered or falsified in order to obtain coverage by insurance. 

 

If your insurance carrier has a "network" of providers, it is your responsibility to make sure that we are an "in-network" 

provider prior to obtaining services. If we are not "in-network," we will still be happy to provide services; however, the 

percentage of charges for which you are responsible will be greater. 

 
It is your responsibility to make sure we have accurate insurance carrier information and billing information. If a claim is 

unsuccessful because of flawed insurance or billing information, you will be responsible for the balance. 

 
We will make every effort to assist you in understanding the above information. We will also assist with any problems 

arising with your insurance to the extent we can accommodate. 

 

Appointment Policy 

We will work hard to accommodate appointments that fit your schedule and medical needs. We ask that you let us 

know about cancellations or changes twenty-four hours in advance. Habitual missed appointments are grounds for 

dismissal from the practice. 

Forms 

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

 

$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: 

$10- CD with medical files (no page limit) 
 

$15 - under 20 pages 

$20 - 21 to 49 pages 

$25 - over 50 pages 

 
Attorneys and Insurance companies will be charged as follows: 

$20 - CD with medical files (no page limit) 

$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 Next 

Generation Orthopedic and Spine Institute. 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 Next Generation Orthopedic and Spine Institute. 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 Next Generation Orthopedic and Spine Institute 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 Next Generation Orthopedic & Spine 

Institute. 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:  



 

 
 

 

Dear Friends and Patients, 

 
Welcome. Thank you for choosing Next Generation Orthopedic and Spine Institute. 

 
Next Generation Orthopedic and Spine Institute is centered on compassionate, conservative and 

evidenced-based care with patient education being one of our highest priorities. 

 

We have organized our practice to include services that complement our treatment philosophy so that 

you can feel confident that you are receiving the best care possible: 

 

• Digital x-rays and electronic medical records 

• CBD Oil 

• Durable Medical Equipment (DME) to include orthopedic braces. 

 

If surgery is the treatment option recommended for you, Dr. Carson is affiliated with several highly 

acclaimed hospitals and surgical centers conveniently located  to better serve our patients. 

 
These facilities are staffed with experienced nurses and support staff who work closely with Dr. Carson 

to provide the highest quality specialized care in an efficient and personal manner. These facilities are 

equipped with state-of-the-art equipment specific for his patients who are having an outpatient 

procedure as well as those who require an overnight stay. 

 
Financial Disclosure 

 
We also want to ensure you are aware that Next Generation Orthopedic and Spine may have some 

financial interest in companies who may also provide services during your course of care with us. 

 
 
 

We appreciate the opportunity to serve you and your family and look forward to helping you feel better 

and get your life back! 

 
 
 
 
 
 

Patient Signature Date 



'  

HIPAA AUTHORIZATION FOR USE OR DISCLOSURE 

OF HEALTH INFORMATION 

This form is for use when such authorization is required and complies with the Health Insurance 

Portability and Accountability Act of 1996 (HIPAA) Privacy Standards. 
 

Print Name of Patient:   
 

Date of Birth:   SSN:  _ 

 
I. My Authorization 

 
I authorize the following using or disclosing party: 

 

 

 
to use or disclose the following health information. 

□ - All of my health information 
□ - My health information relating to the following treatment or condition: 

 
 

□ - My health information covering the period from  (date) to  (date) 
□ - Other:   

The above party may disclose this health information to the following recipient: 

Name (or title) and organization NEXT GENERATION ORTHOPEDIC AND SPINE INSTITUTE 

Address 200 VALLEYWOOD DRIVE, SUITE A300 

CityTHE WOODLANDS State TEXAS Zip 77380 

Phone 832-402-1400 Fax 210-855-7337 Email INFO@NXGOSI.COM 

 
The purpose of this authorization is (check all that apply): 

□ - At my request 

□ - Other:   

□- To authorize the using or disclosing party to communicate with me for marketing purposes 

when they receive payment from a third party to do so. 

□ - To authorize the using or disclosing party to sell my health information. I understand that the 

seller will receive compensation for my health information and will stop any future sales if I 
revoke this authorization. 

 
This authorization ends: 

□ - On (date)  

□ - When the following event occurs:   
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11.  My Rights 

 
I understand that I have the right to revoke this authorization, in writing, at any time, except 

where uses or disclosures have already been made based upon my original permission. I may 

not be able to revoke this authorization if its purpose was to obtain insurance. In order to revoke 

this authorization, I must do so in writing and send it to the appropriate disclosing party. 

 
I understand that uses and disclosures already made based upon my original permission cannot 

be taken back. 
 

I understand that it is possible that information used or disclosed with my permission may be re­ 

disclosed by the recipient and is no longer protected by the HIPAA Privacy Standards. 

 
I understand that treatment by any party may not be conditioned upon my signing of this 

authorization (unless treatment is sought only to create health information for a third party or to 

take part in a research study) and that I may have the right to refuse to sign this authorization. 

 
I will receive a copy of this authorization after I have signed it. A copy of this authorization is as 

valid as the original. 

 
 

Signature of Patient:   
 

 
Date:   

 

If the patient is a minor or unable to sign, please complete the following: 
 

D - Patient is a minor:   years of age 

D - Patient is unable to sign because:   

 

Signature of Authorized Representative:   

 

Date:   _ 
 

 
Print Name of Authorized Representative:   

 

Authority of representative to sign on behalf of the patient: 

D - Parent D - Legal Guardian □- Court Order D - Other:   
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Ill. Additional Consent for Certain Conditions 

 
This medical record may contain information about physical or sexual abuse, alcoholism, 

drug abuse, sexually transmitted diseases, abortion, or mental health treatment. Separate 

consent must be given before this information can be released. 

 
D - I consent to have the above information released. 

 
D - I do not consent to have the above information released. 

 
Signature of Patient or Authorized Representative:   

 

Date: --------- 
Time:  

 

IV. Additional Consent for HIV/AIDS 

 
This medical record may contain information concerning HIV testing and/or AIDS diagnosis or 

treatment. Separate consent must be given to have this information released. 

 

D - I consent to have the above information released. 

 
D - I do not consent to have the above information released. 

 
Signature of Patient or Authorized Representative:   

 

Date:   Time:   
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Additional Medications 

Medication Dosage Frequency 
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