Dr. Julia McCoy P: 501-993-3715
Neurology of Arkansas F: 866-816-9411
PO Box 16563 Little Rock, AR 72231

EMG-NERVE CONDUCTION TEST
APPOINTMENT PAPERWORK

APPOINTMENT DATE: TIME:

Appointment Information:
e Please arrive 10 minutes prior to your appointment with completed paperwork,
insurance cards and driver’s license.

e NOTIFY our office immediately if you need to cancel or reschedule appointment with
24 hours notice to avoid a cancelation fee.

EMG-NCV Testing Info:
e DO NOT wear any lotions, oil, creams, gels, or Vaseline on areas to be tested (i.e. legs,
feet, arms, hands). Make sure your skin is clean and dry.
e Deodorant and make-up are fine to wear.
e No additional prep is required. You may eat, drink, take any medications as prescribed.
e Please indicate if you are taking a blood thinner or if you have a pacemaker or
stimulator.

COVID Precautions:
e Notify our office immediately if you have become sick or have been exposed to COVID.
e Limit number of people to your appointment.
e Masks are optional at this time.

APPOINTMENT LOCATION: Bowen Hefley Orthopedics
4300 Landers Road
North Little Rock, AR 72117

Please check in at front desk stating you are seeing Dr. McCoy for a Nerve Conduction Test.

THANK YOU!




PATIENT INFORMATION.:
Full Name:

SSN: Date Of Birth: Marital Status: SMDW  Sexx M T

Mailing Address:

Ciy Swntc Zio

Home Phone: Cell # - Email:

Place of Employment: ___ Phone:

Employer address:

Spouse Full Name: SSN: DORB:

Spouse Emplover: Phone:

Referred by: Phone:

Mearest Relative / Friend Wot living with vou: Phone:

Primary Docter Name: Phone:

Primary Insurance. Phone:

Address: Insured’s Name: DOB:

D#: Group # ‘ (Piezze bring card 1 appotisnent

Secondary Insurance: Phone:

Address: Insured’s Name: POB:

iD#: Group # : (Please bring card to appoiniment)

1 authorize Newsology of Arkansas, B4 (and any representative thereof) to release any and all information that is necessary to any tsuranss company or companies, 1 my referring
physician, or physictan o witich I may be refered. 1 authorize payment of beneliis direst to Newnlogy of Arkansas for services rendered and understand thet I am responsible for
any chazges that are denied by my carrier. (If my ceverage requires a referral from 2 primary care physician, | will be respousible for obraining the necessary fonu and / or
number. 1 understand teat if 1do not obtain the proper refermral before coming to my appointment 3 cannot be ssen. )

RECEIPT OF NOTICE OF PRIVACY PRACTICES WRITTEN ACKNOWLEDGEMENT FORM :
T have received a copy of the Notice of Privacy Practices for Neurology of Arkansas, PA.

NOTIFICATIONS: ___ Icomsent 1 do metconsent: 1o SMS text messages from Neurology of Arkansas and affilates. I am responsible for any fees that my
mobile carrier’s chargw. | may notify Neurology of Arkansas in writing at anytime to withdraw my consent.

__Yconsent __ I do not consent: to email notifications and communications from Neurology ¢f Arkansas and affilates. | may notifiy
Neurology of Arkagsas in writing at anytime to withdraw my consent.

Signature: Date:




NEUROLOGY OF ARKANSAS, PA
PATIENT MEDICAL HISTORY

PATIENT NAME: AGE:

General Information
Why were you referred for nerve testing with Dr. McCoy? (Please be specific)

Are you allergic to any medications? Please list:

Do you have or have you had any ofthe following? (check all that apply)

___Asthma or Emphysema ___ Seizures __ Neck Trouble ___ Sinus Problems

____ Glaucoma ___ Fainting/Blacking out __ Back Trouble ____Anxiety/Nervous Condition
____High Blood Pressure __Arthritis —Depression ____Sleep Difficulty

__ HeartDisease __Thyroid Disease ___LiverDisease ___ Jaw/Joint Pain

__ Irregular Heart Beat —Renal (Kidney) Disease __ Hiatal Hernia ____ Stomach Ulcers

___Exposure to AIDS —Diabetes — Hepatitis —Hypoglycemia (low blood sugar)

___Cancer, if so what kind:

Autoimmune Disorders, such as Lupus, Rheumatoid Arthritis, etc:

Family History of: Stroke, Parkinson's, Alzheimer's, ALS (Lou Gehrig's disease), other nerve or muscle disorders resulting in full or

partial paralysis. (circle all that apply)

____ Other (please list):

REVIEW OF SYSTEMS

NEUROLOGIC:

Yes No Numbness or tingling in extremities? Yes No Confusion-spells/ Memory loss?
Yes  No Extremity weakness? Yes No Seizures

Yes No Burning or stinging pain in extremities?  Yes No Paralysis?

Yes No Imbalance when walking? Yes No Incoordination of arms?

Yes  No Neck or Low back pain? Yes No Slurred speech?

Yes No Involuntary movements? Yes No  Tremors?

Signature: Date:




NEUROLOGY OF ARKANSAS, PA

Judia M. MeCay, M.B.

If you answer yes to any of the following questions, you must contact our office immediately to

ensure proper care.

1. Haveyou bad a Nerve Conduction study done ia the lasi 6-12 months? Y
If so, when and by whom?
Please supply our office with a copy of the results.

2. Is your condition related to a Motor Vehicle Accident? Y
3. Do you have an attorney handling a personal injury case for you? Y
4. 1Isthis Work Comp? Y

1 have answered the above questions to the best of my knowledge. I understand I am to

N

N

contact Neurology of Arkansas @ 501-993-3715 if I have answered yes to any of the

abeve guestions.

Signature: Date:




{Meurology of &rlcansas, PA]
NOTICE OF FRMACY PRACTICES
Effactive Dater October, 2013
This Notice was most recently revised on fisrch 3, 2020,

THISNOTICE DESCRIBES HOW MEIMCAL INFORMATION ABOUT YIOU MAY BE USED OR DISCLOSED AND HOW YOU CAN GEY ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.
¥ YOL! MAVE ANY QUESTIONS ABOUT THIS NOTICE OR IF YOU NEED MOREIMFORMATION, PLEASE CONTACT QUR BRIVACY OFFICER:
Privagy Officer: Jocelyn Schuermann
wigting Address: 7.0, Box 15533 Little Rock, AR 722318563
Telephione: SOT952-5715
Fax 886316041
Emails jmm@nevrologyofarkansas.com

&hout This Notice: We are reaufred by law fo maintain te privacy of Protected Health information {PHI) and to give you this Notice expisining Sur privacy
practices with regand to that rformation. You have certsin rights ~ and we have certein legel obligations ~ regerding the privecy of vour P, and this Notice
also explaing your fghts snd our obifigations. We are required to abide by the terms of the current versfon of this Notice,

What is Protecied Health informetion (PHINProtected Heatth information (PHI} s Wformation that individually idertifies you and. that we creste or get from
vou erfFrom ancther hesith care provider, 3 health plan, your emplover, or @ health care dearinghouse and that ralates o (1} your past, present, or future
physica! or mentaihesith or conditions, (2} the proviston of health care to you, or (3)the past, present, or futura payment for your hezith cave.

Heow Yie fay Use and Disciose Your Pil-We may use and distiose your PH | in the following droumstances: For Treatmaent. We may use PHI fo give you madical
trosiment of setvices and to manege 2nd cogrdinete your medical Gare. For aaample, we may disdose P to doctors, nurses, technidans, o pther personnet
whe are Involved in taking care of you, induding peopie outside ouwr practice, such as raferring or specialist physicians. For Payment. Wemay use and disciose PH!
so thiat we can bilt for the tregtment and services vou get from us and can collect payment from you, 2n insurance company, or 2nother third parly. For
sample, we may need to give your hesith plan nformetion about your trestment in order for your health plan to pay for that trestment. We slgo misy t

ot

&t your
hazlth plan 2bout 3 freatment youare going toreceive to Bind out T your plan will cover the treatment. ¥ 2 bill & overdue we may need to give PH Iz
coliaction agency o the extent nacessary to help vollect the bill, and wemay discdose 2n outstanding debt 1o cradit reporting agencies, For Haakh Care
Operztions. We mey use and disclose PH ot our health care operstions. For example, we may use PH | for our general business management activities, for
checkdng onthe nerforthancs of our staff in caring for you, Tor our costrmragement activities, for audits, or to get legal services. We may Zive PH i to other
hesith care entitfes for thelr heslth care operations, for examale, to your hesith insurer for fts guality review purposes. Appoirtment Remindersf Trastment
Aterrativesfiesith-Related Benefits and Services. We may use and disdose PHI to comtact you te reming you that you ave an apooiniment for redicat care,
or i contael you to tell you zbout possible treatment options or siternatives or health refated benefits and servicss that may be of interes? %o you. Minors. We
may discluse the PHi of minor children to thelr pavents or guerdiens unless such disclosure is otherwise prohibited by faw. Parsonal Reprasentative. If you have 3
personal representative, such 253 legel guardion {or an exacutor or sdmirdstrator of your estete after your death), we wil ezt that persen as i thit person is vou
with respect to disdosures of vour PiL As Reguired by Law, We will discloge PH! about you when required to de so by international, feders), state, orlocal law.
To Avert 3 Sericws Threat 1o Health or Ssfety We may use and disciose PH 1 when necessary to prevent a serious threat to your haaith or safety orte the
hesith or safely of olhers. Sut we will only disdesure the information to sorneone whe may beable to belp pravent the threat. Business Associztes. Ws may
disclose PHE fo our business associates who perform functions on our behalf or provide us with services i the PHE iz necessary for those functions or servicaes.,
For exzmple, we may use ancther company 10 de our biliing, or to provide transaiption orconsulting services for us. All of our business associstes are
obligated, under contract with ug, to protect the privacy of your Pril Orgen and Tissue Donation. If you ars 2n organ or tissue donor, we may usa or disclose
your PHE to organizations that handfe organ procurement or trensplantation ~such a5 an organ donation bank ~as necessary 1o fadifitate organ or Ussus
Gonation and transplantation. Military and Yeterans, ¥ you are 3 member of the armed forces, we may refease PH { as required by military command suthorities.
We zlse may release PH! to the approprizte foreign miitary authotity if you are a rember of a foretgn miitary. Wotkers’ Compensation, We mzy use or disclose
Pt for workers’ compensation or simltar programs thet provide benefits for work-related injuries or iness. Publc Health Risks. We may disciose BRI for public
hagith ackivities. Thiz includas disclosures tor (1} 5 person subject ta the jurisdiction of the Food and Drag Administration (FDA™) for purposes related o the
quality, safety or effectiveness of an FDA-regulatad product or sctivity; (2) prevent or control disaasa, injury or disability; (3) report births snd desths {2} report
child zbuse or neglect; (5) report reactions o medications or problems with products; (6) notify people of recalis of products they may be using: {7) = person
who mzy have been exposed to 3 diseuss ormay be at sk for contracting or spreading 3 disease or conditiory; and () the approprizte government authority ¥
we befleve = patient hos bean the victim ofsbuse, neglect, or domestic violence and the patient sgrees or we ars required or authorized by law to seake that
disclostre. Health Oversight Activities. We may disclose PHE to 2 heslth oversight agency for acivities authorized by law. These oversight activities inciude, for
example, nudis, investigations, inspections, Brengure, and similar activities tiat are necessary for the government to monitor the hesith re systers,
govarnment programs, and compliance with dulf rights laws. Lawsuits and Disprtes, If you ave Involved in s lawsuit or a dispute, we may disclose PHI i
response 1o & court or administrative order. We aiso may disclose PHI in response to 3 subpoeng, discovery request, or other legal process from somaone sise
nvolvad in the dispute, but only I efforts tave been made to tell you about the request or to get an order proteding the information requested. We may also vse
or disciose your FHl to defend ourselves I you suz us. Law Erforcemant. We may refease PHIL T asked by 2 law enforcement official for the following
repsons: in response i & court order, subpoers, watrart, sumrmons or simlar process; toidentify or locate 3 suspect, fugitive, material wilness, or missing
persens shout the victim of a crime if; sbout & death we befieve may bathe result of arimingl conduct; zbout aiminal conduct an our premises; andin
emargency dreumstances toreport 3 crime, the tocation of the crime or victims, or the identity, description, arlocation of the person who committad the aime,
Nationat Security., We may ralease PHE to suthorized feders] officisls for national security ackivities suthorized by low. For example, we may disclose PH s
those officisls 30 they may Drotect the President Coroners, Medical Examiners, ond Funeral Directors. Wa may telease P o 8 coroner, medical xmminer, or
funers] director s thak they cn imy out thelr duties. nmetes, if you are an inmzte of 2 coectional institution or under the custody of 2 law enforcament
officiat, we may disdoss PHI to the correconal Institution or law enforcement offidal If the disdosure is nacessary (1) for the institution to provide you with
heslth care; (2) to protect your heaith and safety or the heatth and safety of others; or {3) the safaty and security of the correctionad institution.

Bizos ol Ris

Inchvidhssis invaived T Your (ave or Payment for Your Care. We may discloge PHI to 3 person who s Involved in your medicsl care or helps pay for your care,
such 3z a Tamily member or friand, o the extent & isrelevant to that person’s involvemnent in your care or payment: related to your care. We will provida you

with 2n opportunity to object toand opt out of such = disclosure whengver we practicably @n do so. Disaster Relief. We may disclose your PH 1 to disester relief
organizations thet seek your PHit to coordinate Your care, ornotify family and friends of your location or condition ina disaster. We will provide you with an
opporiumity to agres orobject to such 2 disclosure whenever we practieably can do so.

Your Wittten Autherization is Reoulred for Other Uses and Bisciosures Uses and disdosuras for marketing purposes and disclosures that constitute » ssle of
PH § can onty be radi with your written authorization. Other uses and disclosures of PH1 not covered by thils Notice or the laws that apply tous will be mads

oy with your written sutherizaton. If you do give us an suthorization, you may revoles 1 8% any time by subritiing a written revocztion to our Privecy Offcer
and we will ne longer disdose PHY under the authorization. Disdosures thet we made in reliance on your authorization before you revoked it will not b




Zpeclal Pratections for KiV, Alcohol and Substance Abuss, Mantal Health, and en
fnrormantion, sicohof and sulslanee mhmse, mental heattls, and genedic infarmation. Soma parts of this gemeral Natice of Privacy Practices may not apply o these
irely of PHL Please cheok with pur Privacy Officer for informarion about tne spedial protections that do appl Foraxample, i we Five you 8 test io determing

¥ you heve bean axposed So i, wie will not disclose the S0t Yret vou heve t2ken the test to anyone withaut your weitien consent uniess ctherwise requirad by

ut 31
faw.

etic Information: Spacial srivacy protections apphy to Hitralated

Four Rimints Reparding Your P9 You have the following rights, subject to corin lirtitations, regardin
toinspecs andior receive 7 copy of PHI that mray be used to make decisions about your care or paymert for Yo care. But you do ot have 3 right to nspect or
Lopy psychntherapy notes. We mey charge you g fae for the cogts of copying, mEEng of niher supples assocdizted with Your request, Wa Ty not ¢harge youa
fee  you need the nformation for adai lor berefits under the Social Securtty Act or any other stat or Faderal needs hused benefi progrm. We may dersy
yeurTequast 1 certain imiied drcemistances. Fwe do deny your request, you have the right 1o bizve the denfal reviewed by 3 femnsed heafthcare professional
whe wes not dirsctly invoived in the dental of Yourrequest, and wa vl comelywith the outcome of the review. Rightto an Slecironic Cony of Elaciraric
fhedial Records, i Yo PHI s malmtaiied in one or more designated record sais slecironieat y.(for example 2n electranic medicsl record oran slecroric
bealth record i, vou have the right 1 request that an electromic copy ofyour record be given to you or bansmitted w another mdividua! oo ontity. We may
<harge you a reasongble, costassad fee Tor the labor assodiated with copying or rransmizting the elecironic PH. 15 you chose io have your PR frenseitted
slectromicaify, you will resd to provide a written request to tHis office fisting the contact Fformmdion of the Individua! o entity who shewld recabve your
eleclronic PHI. Right to Recelve Notice o7 a Breuch. Wa are required to nosfy ¥0u by first dlass mad or by e-meil 137 you have indizaved = preforonce o receive
indormaian hy e mas), of arvy breach of vour Linserured P, Right {o Request &nendments, ¥ you fee] thal PHI we Bsve & incorroct ar mconplete, vou may
23 s o sinend the information. You have the wight fo request en armendmernt for g longasthe inforrration is kept bryor for us. Arecuest for amendment
raust be made inwriing to the Privocy Cfficerat the address pravided ut the begnning of this Notiea and it rmust3sll os the TERS0% AT Your request. Ve may
deny yourrequestif it is notin writing or does not include 2 resson to Support the request. B addition, wa Ry dany your request F you agk ug to amend
infesrnation that (3)was rot croated by us, (2} s not part of the medieal nformation hoapt by o for ws, (3% nod information Bt youwould be permiting 3o
insnect and copy, or (2} 1s sccurate and complete. Hwe deny your request, you may subimit 3 written statement of diszgreament of reasonabie fength, Your
Statement of dsagresmnent Wi be included in wour medics; Fecord, but we may aise Include 2 rebutial staterment, Right 1o 25 Accountdng of Disclosures, You
By the right to ask for an “zoconnting of disclosures, ™, W are ngy reoufrad to st certain disclogires,

which s a list of the disclosures wo made of vour PHL
Inclheding {1) disdosures made for treatment, paymert, and health care operations purposas, {2} disciosures made with your authorization, (3) disclosures made
equest inwriling 1o our Privacy Gfficer. Your fECUBsST MUst stete g

to create 3 finited dara set, and {4} disclosures made directly o vou, You must submic YOUT

Hme peried which may nat be longer than & yeses before your request. Your request should Indicate inwhat form you would Bke the ascounting (for exarnple,

GE BAPET OF Iy o onait), The first accounting of discosures you request within any -month period will be free. For additiona reuasts within the sarne poriad,
! rell you vebwtl the costs are, and You may choose 1o withdraw oF modiSy yaur

g your PHi: Right to tnspect and Copy, You have the ght

we nEy harge yau for the ressonaie cosis of providing the accounting. Wa wil

Taquest before the costs are incurred. Right to Request Restrickions, You hava tha right to requast a resiriction or firifation on the 29! we wse or discless for
trzaimant, peymers, or health care operations, You also have the fight 20 request s Imit om the PHE we disclose abelt you to someone whn s imeolved In your
Canw OF e paymees Jor vour eare, tha & family mensber or friend. We are not requirad Lo agres to your requesl. § we agree, we will conply weth your renuest
UTIZSS wag terminzte our agreernent or the information is needed 1o provide youwith emergency treatment. Blght o Restrict Certain Discinmures b Your
fiealth Plan. You hevethe Fight 1o restrice certain disciasuras of PHI o & health plan if the disclosure s for PRyment o heslth care operations and sertais o a
heaith cary ften o <orvice For witich you have paid out of pocket In full, We will honor Bais request anless we are atherwise required by law to disciose this
infrrmaalion. This request must be matle at the time of service: Right 1o Request Confidential Communications. You have the right to request that we
commranivate with vou only in certainways to preserve your rivacy. For sxampls, vou TR request thet we contact you by mat ata special address or cail vou
anriy 2t your work nombar. Your most mzce any such request in writing and you must specify how or ufere we Bre 1o contEt you. We will accomirmodste gl
rRAsornlie requests. We Wil nol agk you tha reason for your requess. Right to & Paper Copy of This Notice. You have the right to s pager capy of this Notics,
evaniF vou hane agreed 40 recetve dhis Motice electrorieally. You may reqiest 2 copy of this Motice at any Hine. You can E2L3 Copy OF this Notice 3t our website:
hitbplfwrere neurclogyoferianses.com

How fo Exerdse Your fights: To exercise Your rights deseribed in this Notice, send your request, i weiting, to our Privacy Officer a¢ the Fgddress listed zt the
beginning of thiy Notice. We Ry wsk you to il out a form that we wall supply. To gel a paper Looy of s totice, contact our Privacy Ofiicer by phone or muil,
Shenges To This Motice The efective dete of the Notice is stated 2t the beginning. e reserve the Aght to change this Notice, We reserve the right o makes the
changeae Notice effactive for PHI we eiready have as well a5 for any PHEwe crazts o receive in e futtre, A copy of aur current Neties i postad inour office
203 O g welbsiie,

Somplaints: ¥ you defigve your privacy rights bave baen vislased, vou My file 3 complainlwiily us or with ihe Secretary of the Department of Health and Heman
Sarvices. To Hig 2 complalnt with ue, contaet pur Privacy Officar at the address fisted ot the beginning of this Notice. Al Complaints must be rade I wiitng sng

should be submitted within 130 days of when you Xrevw or should have known of the suspected viokton, There will be no retafiation ageinstyou Jor filing s
compining.

Cptonsl Provisions to be ncluded 25 appliczbie:

Fovelgn Language Versien. [Note: Fereign kanguage versions zre not requirad by HIF&A, byt federsi favw rEires & provider to mzske material distributed to the
public; such as 3 Metice of Privacy Fractices, avsimsie in the iBnguages of persons with fimited English proficlency in the provider's serviss area]

Medical Residents and Madic Studomts, Medical residents oredical students may observe or participate In your trestiment o AR your PHI Lo assist Tt
training. ¥ou havethe right iorefuse to be examined, obsensad, or frestad by medical residents or medies] studerds.

Nenwsletiars and Other Communicstions. W Ry use your Pl to commuricaie to you 9y nevsletters, mailings, or other means regerding reatment options,
heaith related infermation, discate management programs, welness programs, or sther comrm unity based initistives or activities i which our pradiice ic
participating. [Note Use only Hhe practics Intends to send newsietters or sinflar communications to patients.]

Fundraising ASetiities. [Note: Use only if the practice intends to engage infundreising.]

Pychotherapy Notes. Undermost drcumstanges, without your written Buthorization we may not disciose the notes s mental health professional tosk duringa
counsefing session.. However, wie iy disclose such notes for treatment and mayent purpases, for slatn and federsi oversight of the mersts! hesith
professional, for the purposes of medics! exarminers znd coronRrs, to avert s serious Uhweat to heatth ar satety, or as othenwise autharized oyrlaen

[Note: Use only i the preciice recards or mEitaing psychotherapy notes.]

Research. We may use and disclose your PHI for research purpases, but we will oaly do that ifthe research has been zpecially anprovad by an instittetions]
Feview o or 2 privacy board thal las roviewed the research proposal ard has et Ui protocols o snsure fhe privacy of your PHL Bven without that special
SPDTOVAL, We MaY perit researchers o look 3t PMI ro vielp them prepare for research, for example, to allow theen ta identily patfents who may b inthured in
ther reszarch projact, 35 long s thay do not remove, o take 2 Copy of, By PHI. Ve may use and disclose 2 limited date st that doss not contyin specific
readily Heatfiable wiormation ahout you for research, Butwe will only disclose the limited daty saLif we enterinto 3 data use agreemant with the recinient

e sl agroe ledi) vae dhe dals sol wrdy for the purposes forwhich it was provided, (2) ersure the sectrity of the datz, and (3] nol identity the Informotion
oruse it to contactany individua L{Mover Use oniy Ftha practice perilcipaies nresearch activities,]






