Advanced .
Medical Center PLEASE PRINT

) REGISTRATION FORM

_Physician (PCP):

Today's Date:
PATIENT INFORMATION

Legal Name Last: First: ‘ Middle:
Date of Birth: Sex: Nickname/Goes By:
OF OM -
Billing Address: * Apt # City: State, Zip:
Secondary Address: City: State, Zip:

AT

Contact Preference: OCell Phone OHome Phone DOEmail Email:

Marital Status: OSingle OMarried ODivorced OSeparated OWidow Student Status: OFull Time OPart Time ONot A Student B
Home Phone No.: ° Daytime Phone No.: Cell Phone No.:

( ) ( ] , ( )

Employment: OFT OPT ORetired OSelf Employed ONot Employed n{ Employer:

GUARANTOR INFORMATION (Must complete Parent/Legal Guardian Form if Patient Under Age 18)
Person Responsible for Bill: oSelf oOther Address (if differs from above): ; Home Phone No:
Specify Other: L

; INSURANCE INFORMAITON

Is this patient covered by insurance? OYes ONo Is the policyholder a patient here? OYes ONo o
Subscriber Name
Insurance Company: (If not patient): e
Subscriber Date of Birth: Relationship to Subscriber:
Member ID: e
Group Name: . Subscriber Address: e
Employer: City State Zip
Subscriber Name
Secondary Insurance Company: (If not patient:
Subscriber Date of Birth: Relationship to Subscriber:
Member ID:
Group Name: Subscriber Address: e
Employer: City State ‘ Zip

PHARMACY INFORMATION (For EHR Entry Only)
Pharmacy Name: ? Pharmacy Phone No:

Permission to access Sure Scripts (electronic pharmacy) for the viewing of all Electronicdlly
recorded medications: OYes ONo Please Initial

EMERCENCY CONTACT (For EHR Entry Only)

Name of local friend or relative (not living at same address): ! Relationship to Patient:

Xt OWLEDGEM TRUE'AND ACCURATE INEORMATIO! PSRN S
The information reported on this document is frue to the best of my knowledge. | hereby authorize the physicians and staff of Advanced
Urgent Care to release any information acquired in the course of my treatment to my insurance company or third party payer as required for
claims filed, quality assurance, health plan administration, or complaints/grievances. | understand that the specific information to be released
may include HIV virus, Acquired Immune Deficiency Syndrome (AIDS), and mental health. | authorize direct payment to be made to the
physicians of Advanced Urgent Care for any and all medical or surgical services rendered. | understand that if any services or charges are not
covered, or if Advanced Urgent Care is unable to verify eligibility, that 1 am responsible for all charges incurred for services rendered.

ignature . Date




MEDICAL INFORMATION FORM - ADVANCED URGENT CARE

iem
" Advanced Please provide the following information to your physician.

s 4* Medical Center

Date:

Name:
Primary Care Physician:
Reason for today’s visit:

REVIEW OF MEDICAL SYSTEMS
(Check all that apply to you.)
OCHEST PAIN/PRESSURE OHIGH BLOOD PRESSURE CIHEART ATTACK OSTROKE OHEADACHES OGLAUCOMA ODEPRESSION OARTHRITIS
OCOUMADIN/PLAVIX USE COASTHMA CSHORTNESS OF BREATH [COCHRONIC LUNG DISEASE ODIZZY SPELLS ODIFFICULTY HEARING

OURINARY INFECTIONS ~ CIKIDNEY STONES DIKIDNEY DISEASE DOBLOOD CLOTS  ODIABETES OCHRONIC BACK PAIN  OSKIN DISORDERS
OBLOOD DISORDER [BLOOD CLOTTING ABNORMALITIES OHEART VALVE REPLACEMENT OCANCER (type)

QINFECTION (type) OHEPATITIS (type) OOTHER

FAMILY HISTORY
(Major illnesses and history of significant disease of Gl tract, liver, pancreas, etc.)

FFother: Mother:
Sister: Brother:
Other:

QUESTIONNAIR

Do you use chewing tobacco nowe OY ON Amount; How Long?
Do you smoke nowe OY ON Amount: How Long?
Former smoker? OY -ON When did you quit (month/year)?

Alcohol Intake (circle one) Daily Weekly Monthly Never
Caffeine Intake (circle one) Daily Weekly Monthly Never

Last menstrual period:

** X-rays and some medications can be harmful to a fetus. For that reason, it is our policy to perform a pregnancy test on all females ages 15-45.
Initial your response**

Are you pregnante OY 0ON | agree to a pregnancy test | opt out of a pregnancy test at my own risk

[List all current or recently used medications:

List medications used not prescribed to you or recreational drugs, if applicable:

Have you had any allergies or sensitivities to medications or other substances? OY ON

Please list all:

rPIecse list any past medical problems:

Please list all surgeries or hospitalizations:

Patient Signature: Date:




MRN:

Advanced
Medical Center

CONSENT AND RELEASE FORM

Patient Name (Print): Date of Birth:

CONSENT FOR MEDICAL TREATMENT

I voI'untarily present for treatment and consent to my physician and whomever they may designate, associate, treating physician and
patient care staff to provide my care. Such care may include, but not limited to, diagnostic procedures, psychotherapeutic
treatment, other treatments and medications, pathologic and radiological evaluations and procedures considered advisable in my
diagr),osis, treatment and course of care.

| acknowledge that no guarantee can be made or has been made as to the results of treatments or examinations.

Patient’s Printed Name:

Patient/Guardian/Guarantor Signature: ] Date:

RELEASE AND USE OF PATIENT INFORMATION

In addition to the release and uses of my health information described in the HIPPA Notice of Privacy Practices, | authorize the
release of my medical records, information, treatment and advice, and specific health information to:

D Check box if you choose the same person as your emergency contact

Name Relationship ' Phone

Name Relationship Phone

| understand the information concerning medical care, advice or treatment may include: history, physical, diagnosis, laboratory and
diagnostic testing, specific information concerning alcohol abuse, mental health, drug abuse, human immune-deficiency virus,
hepatitis, or other infectious diseases.

| understand that | have the right to revoke this authorization at any time

Patient’s Printed Name:

Patient/Guardian/Guarantor Signature: Date:

If you wish to revoke the above Release and Use of Patient Information authorization or any previous Release and Use of Patient
information authorization provided then please let the staff know so you can fill out an updated form. Thank you



EFFECTIVE DATE: 4/23/2021 & ‘ & Adva’"“CEd
HIPAA NOTICE OF PRIVACY PRACTICES myy  Medical Center

THIS NOTICE DESCRIBES HOW MEDICAL INFORAMTION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT
CAREFULLY.

If you have any questions about this notice, please contact the Office Manager al: 1690 Dunlawlon Ave, Suite 120, Port Orange, FI 32127

OUR_OBLIGATIONS: We are required by law to:

. Maintain the privacy of protected health information !

. Give you this notice of our legal duties and privacy practices regarding health information about you

. Follow the terms of our notice that is currently in effect
HOW_WE_MAY_USE AND. DISCLOSE HEALTH. INFORMATION:
The following describes the ways we may use and disclose health information that identifies your (‘Health Information”). Except for the purposes described
below, we will use and disclose Health Information only with your written permission. You may revoke such permission at any time by writing to our Privacy
Officer.
For Treatment: We may use and disclose Health Information for your treatment and to provide you with treatment-related health care services. For example,
we may disclose Health Information to doctors, nurses, technicians, or other professional personnel, including people outside our office, who are involved in
your medical care.
For Payment: We may use and disclose Health Information so that we or others may bill and receive payment from you, an insurance company or a third
party for the treatment and services you received. For example, we may give your health plan information about you so that they will pay for your
treatment.
For Health Care Operations: We may use and disclose Health Information for health care operations purposes. These uses, and disclosures are necessary to
make sure that all of our patients receive quality care and to operate and manage our office. For example, we may use and disclose information to make
sure the obstetrical or gynecological care you receive is of the highest quality. We also may share information with other entities that have a relationship
with you (for example, your health plan) for their health care operation activities.
Appointment Reminders, Treatment Alternatives and Health Related Benefits and Services: We may use and disclose Health Information to contact you to
remind you that you have an appointment with us. We also may use and disclose Health Information to tell you about treatment alternatives or health-
related benefits and services that may be of interest to you.
Individuals Involved in your Care or Payment for Your Care: When appropriate, we may share Health Information with a person who is involved in your
medical care or payment for your care, such as your family or a close friend. We also may notify your family about your location or general condition or
disclose such information to an entity assisting in a disaster relief effort.
Research: Under certain circumstances, we may use and disclose Health Information for research. For example, a research project may involve comparing the
health of patients who received one treatment to those who received another, for the same condition. Before we use or disclose Health Information for
research, the project will go through a special approval process. Even without special approval, we may permit researchers to look at records to help them
identify patients who may be included in their research project or for other similar purposes, as long as they do not remove or take a copy of any Health
Information.
SPECIAL _SITUATIONS:
As required by law, we will disclose Health Information when required to do so by International, federal, state or local law. To avert a serious threat to
health or safety, we may use and disclose Health Information when necessary to prevent a serious threat to your health and safety or the health and safety
of the public or another person. Disclosures, however, will be made only to someone who may be able to help prevent the threat.
Business Associates: We may disclose Health Information to our business associates that perform functions on our behalf or provide us with services if the
information is necessary for such functions or services. For example, we may use another company to perform billing services on our behalf. All of our
business associates are obligated to protect the privacy of your information and are not allowed to use or disclose any information other than as specified
in our contract
Organ and Tissue Donation: If you are an organ donor, we may use or release Health Information to organizations that handle organ procurement or other
entities engaged in procurement, banking or transportation or organs, eyes or tissues to facilitate organ, eye or tissue donation and transportation.
Military and Veterans: If you are a member of the armed forces, we may release Health Information as required by military command authorities. We also
may release Health Information to the appropriate foreign military authority if you are a member of a foreign military.
Workers’ Compensation: We may release Health Information for workers' compensation or similar programs that provide benefits for work-related injuries or
illness.
Public Health Risks: We may disclose Health Information for public health activities. These activities generally include disclosures to prevent or control disease,
injury or disability; report births and deaths; report child abuse or neglect; report reactions to medications or problems with products; notify people of recalls
of products they may be using; a person who may have been exposed to a disease or may be at risk for contracting or spreading a disease or condition;
and the appropriate government authority if we believe a patient has been the victim of abuse, neglect or domestic violence. We will only make this
disclosure if you agree or when required or authorized by law.
Health Oversight Activities: We may disclose Health Information to a health oversight agency for activities authorized by law. These oversight activities, for
example, audits, investigations, inspections, and licensure. These activities are necessary for the government to monitor the health care system, government
programs, and compliance with civil rights laws.
Data Breach Notification Purposes: We may use or disclose your protected Health Information to provide legally required notices of unauthorized access to or
disclosure of your health information.
Lawsuits and Disputes: If you are involved in a lawsuit or a dispute, we may disclose Health Information in response to a court or administrative order. We
also may disclose Health Information in response to a subpoena, discovery request, or other lawful process by someone else involved in the dispute, but only
if efforts have been made to tell you about the request or to obtain an order protecting the information requested.
Law Enforcement: We may release Health Information if asked by a law enforcement official if the information: (1) in response to a court order, subpoena,
warrant, summons or similar process; (2) limited information to identify or locate a suspect, fugitive, material witness, or missing person; (3) about the victim
of a crime, even if under certain very limited circumstances, we are unable to obtain the persons agreement; (4) about a death we believe may be the result
of criminal conduct: (5) about criminal conduct on our premises; and (6) in an emergency to report a crime, the location of the crime or victims, or the
identity, description or location of the person who committed the crime.



Coroners, Medical Examiners and Funeral Directors: We may release Health Information to a coroner or medical examiner. This may be necessary, for
example, to identify a deceased person or determine the cause of death. We also may release Health Information to funeral directors as necessary for their

duties.
National Security and Intelligence Activities: We may release Health Information to authorized federal officials for intelligence, counter-intelligence, and other

national security activities authorized by law.
Protective Services for the President and Others: We may disclose Health Information to authorized federal officials, so they may provide protection to the
President, other authorized persons or foreign heads of state or to conduct special investigations.
Inmates or Individuals in Custody: If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may release Health
Information to the correctional institution or law enforcement official. This release would be necessary if: (1) for the institution to provide you with health
care; (2) to protect your health and safety or the health and safety of others; (3) the safety and security of the correctional institution.
USES AND DISCLOSURES.THAT REQUIRE US TO_GIVE_YOU.AN_OPPORTUNITY TO OBJECT AND OPT
Individuals involved in your care or payment for your care: Unless you object, we may disclose to a member of your family, a relative, a close friend or any
other person you identify, your Protected Health Information that directly relates to that person’s involvement in your care,, if you are unable to agree or
object to such disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional
judgement.
Disaster Relief: We may disclose your Protected Health Information to disaster relief organizations that seek your Protected Health Information to coordinate
your care or notify family and friends of your location or condition in a disaster. We will provide you with an opportunity to agree or object to such a
disclosure whenever we practically can do so.
YOUR_WRITTEN. AUTHORIZATION IS REQUIRED FOR OTHER_USES AND_DISCLOSURES
The following uses and disclosures of your Protected Health Information will be made only with your written authorization:

1. Uses and disclosures of Protected Health Information for marketing purposes

2. Disclosures that constitute a sale of your Protected Health Information
Other uses and disclosures of Protected Health Information not covered by this Notice or the laws that apply to us will be made only with your written
authorization. If you do give us an authorization, you may revoke it any time by submitting a written revocation to our Privacy Officer and we will no longer
disclose Protected Health Information under the authorization. But disclosure that we made in reliance on your authorization before you revoked it will not be
affected by the revocation.
YOUR RIGHTS:
You have the following rights regarding Health Information we have about you:
Right to Inspect and Copy: You have a right to inspect and copy Health Information that may be used to make decisions about your care of payment for your care. This
includes medical and billing records, other than psychotherapy notes. To inspect and copy this Health Information, you must make for your request in writing, to “Office
Manager” at 1690 Dunlawton Ave, Suite 120 Port Orange, FL 32127. We have up to 30 days to make your Protected Health Information available to you and we may
charge you a reasonable fee for the costs of copying, mailing or other supplies associated with your request. We may not charge you a fee if you need the information
for a claim for benefits under the Social Security Act or any other state of federal needs-based benefit program. We may deny your request in certain limited
circumstances. If we do deny your request, you have the right to have the denial reviewed by a licensed healthcare professional who was note directly involved in the
denial of your request, and we will comply with the outcome of the review.
Right to an Electronic Copy of Electronic Medical Records: If your Protected Health Information is maintained in an electronic format (known as an electronic medical
record or an electronic health record), you have the right to request that an electronic copy of your record be given to you or transmitted to another individual or entity.
We will make every effort to provide access to your Protected Health Information in the form of format you request, if it is readily producible in such form or format. If
the Protected Health Information is not readily producible in the form or format you request your record will be provided in either our standard electronic format or if
you do not want this form or format, a readable hard copy form. We may charge you a reasonable, cost-based fee for the labor associated with transmitting the
electronic medical record.
Right to Get Notice of a Breach: You have the right to be notified upon a breach of any of your unsecured Protected Health Information.
Right to Ament: If you feel that Health Information we have is incorrect or incomplete, you may ask us to amend the information. You have the right to request an
amendment for as long as the information is kept by or for our office. To request an amendment, you must make your request, in writing, to “Office Manager” at 1690
Dunlawton Ave, Suite 120, Port Orange, FL 32127.
Right to an Accounting of Disclosures: You have the right to request a list of certain disclosures we made of Health Information for purposes other than treatment,
payment and health care operations or for which you provided written authorization. To request an accounting of disclosures, you must make your request, in writing to
“Office Manager” at 1690 Dunlawton Ave, Suite 120, Port Orange, FL 32127.
Right to Request Restrictions: You have the right to request a restriction or limitation on the Health Information we use or disclose for treatment, payment, or health care
operations. You also have the right to request a limit on the Health Information we disclose to someone involved in your care or the payment of your care, like a family
member or friend. For example, you may ask that we not share information about a diagnosis or treatment with your spouse. To request a restriction, you much make
your request, in writing, to “Office Manager” at 1690 Dunlawton Ave, Suite 120, Port Orange, FL 32127. We are not required to agree to agree to your request unless
you are asking us to restrict the use and disclosure of your Protected Health Information to a health plan for payment or health care operation purposes and such
information you wish to restrict pertains solely to a health care item or service for which you have paid us “out-of-pocket” in full. If we agree, we will comply with your
request unless the information is needed to provide you with emergency treatment.
Out-Of-Pocket-Payments: If you paid out-of-pocket (or in other words, you have requested that we not bill your health plan) in full for a specific item or service, you have
the right to ask that your Protected Health Information with respect to that (item or service, not be disclosed to a health plan for purposes of payment or health care
operations, and we will honor that request.
Right to Request Confidential Communications: You have the right to request that we communicate with you about medical matters in a certain way or at a certain
location. For example, you can ask that we only contact you by mail or at work, to request confidential communications, you must make your request, in writing, to
“Office Manager” at 1690 Dunlawton Ave, Suite 120, Port Orange, FL 32127. Your request must specify how or where you wish to be contacted. We will accommodate
reasonable requests.
Right to a Paper Copy of This Notice: You have the right to a paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if you
have agreed to receive this notice electronically, you are sill entitled to a paper copy of this notice. You may obtain a copy of this notice at our web site,
www.advancedurgentcarecenter.com under forms.
Changes_to. this_Notice: We reserve the right to change this notice and make the new notice apply to Health Information we already have as well as any information we
receive in the future. We will post a copy of our current notice at our office. The notice will contain the effective date on the first page, in the top left-hand corner.
Complaints: If you believe your privacy rights have been violated, you may file a complaint with our office or with the Secretary of the Department of Health and Human
Services. To file a complaint with our office, contact the Office Manager at 1690 Dunlawton Ave, Suite 120, Port Orange, FL 32127. All complaints must be made in
writing. You will not be penalized for filing a complaint. For more information on HIPAA privacy requirement, HIPAA electronic transactions and code sets regulations and
the proposed HIPAA security rules, please visit ACOG's website, www.acog.org,

Patient/Guarantor Signature Date
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Patient Financial Responsibility Statement B  Medical Center

I‘Z’i'.‘_d

Thank you for choosing Urgent Care Center of Port Orange, LLC dba Advanced Urgent Care (AUC) AND Town Center Medical Services, LLC dba
Advanced Family Practice; as your healthcare provider. The medical services you seek imply a financial responsibility on your part. This responsibility
obligates you to ensure payment in full for the service you receive. To assist in understanding that financial responsibility, we ask that you read and
sign this form. Feel ‘free to ask any questions you have regarding your financial responsibility. If someone else, (parent, spouse, domestic partner, etc.)
is financially responsible for your expenses or carries your insurance, please share this statement with them, as it explains our practices regarding
insurance billing, copayments, and patient billing. By signing below and/or by receiving medical services from Urgent Care Center of Port Orange, LLC
dba Advanced Urgent Care (AUC) AND Town Center Medical Services, LLC (TCM) dba Advanced Family Practice you agree:

1)

2)

3)

4)

5)

6)

7)

8)

9)

10)

11)

You are ultimately responsible for all payment obligations arising out of your treatment or care and guarantee payment for these services. You are
responsible for deductibles, co-payments, coinsurance amount or any other patient responsibility indicated by your insurance carrier or services that are
not otherwise covered by supplemental insurance.

You are responsible for knowing your insurance policy. For exampie, you will be responsible for any charges if any of the following apply; (A) your health
plan requires prior authorization or referral by a Primary Care Physician (PCP) before receiving services at TCMS/AUC/AMC, and you have not obtained
such authorization or referral; (B) you receive services in excess of such authorization or referral (C) your health plan determines that the services you
received at TCMS/AUC are not medically necessary and/or not covered by your insurance plan; (D) your health plan coverage has lapsed or expired at
the time you receive services at TCMS/AUC; of (E) you have chosen not to use your health plan coverage. If you are not familiar with your plan coverage,
we recommend you contact your carrier plan provider directly.

You will be required to follow all registration procedures, which may include updating or verifying personal information, presenting verification of current
insurance and paying any co-pays or other patient responsibility amount each visit. Your card or other insurance verification must be on file for your
insurance to be billed. If we do not have your card on file, or are unable to verify your eligibility for benefits, you will be treated as a self-pay patient. As
a self-pay patient, our fee is expected to be paid in full at the time of service. If the insurance card or other necessary information is furnished after the
visit, we may file a claim with your insurance; and if paid in full by insurance, you will be reimbursed. If you are not prepared to make your co-pay or
other patient responsibility amount, your visit may be rescheduled by TCMS/AUC.

We may verify your insurance benefits or submit your claim to your insurance carrier as a courtesy to you. You agree to facilitate payment of claims by
contacting your insurance carrier when necessary. Without waiving any obligation to pay, you assign to TCMS/AUC, for application onto your bill for
services, all of your rights and claims for the medical benefits to which you, or your dependents, are entitled under any federal or state healthcare plan,
insurance policy, any managed care arrangement or other similar third-party payor arrangement that covers health care costs and for which payment
may be available to cover the cost of the services provided to you. You authorize TCMS/AUC and associates, physicians, staff, outpatient clinics and
hospitals to release patient information acquired in the course of your examination and/or treatment, including but not limited to, any and all medical
records, notes, test results, X-Ray records/reports, MRI Reports or other documents related to your treatment (Including itemization of any charges and
payments.on my account) that is deemed necessary to process this claim to the necessary insurance companies, third party payors, and/or physicians or
health care entities as they require to participate in your care. It is important to notify us as soon as possible of any changes related to your insurance
coverage, failing to so do may result in unpaid claims, and you will be responsible for the balance of the claim. TCMS/AUC does not accept responsibility
for incorrect information given by you or your insurance carrier regarding your insurance benefits or benefit plans.

If your insurance carrier does not remit timely payment on your claim, you will be responsible for payment of the charges within the terms set forth
herein. Once your insurance carrier processes your claim, we will bill you for any remaining patient responsibility deemed by your insurance carrier. If
any payment is made directly to you for services billed by us, you agree to promptly submit same to TCMS/AUC until your patient account is paid in full.
If you make a payment that results in a surplus on your account, you authorize TCMS/AUC to apply the overpayment to any other account for which you
are financially responsible, including your account, a member of your family’s or dependent’s account, or on any account for which your are Financial
Responsibility Party, and any remaining balance will be returned to the payor.

You will be mailed a billing statement that contains the total cost of your service(s) or procedure(s) received during you visit(s). You may generally expect
this billing statement within thirty (30) days after your insurance company has responded to a submitted claim. You must notify us of any errors or
obligations to the billing statement within thirty (30) days or they will be deemed accurate, and the fees and expenses shall be deemed reasonable and
necessary for the services incurred. If there is an issue with your account, it is your responsibility to contact our Billing Department to address the problem
or to discuss a workable solution.

Whether or not you have insurance or are self-pay, payment of any account balance is due within thirty (30) days of receipt of your billing statement. If
any balance on your account is over one hundred twenty (120) days past due, your account will be in default and auto referred to a collection agency.
We may stop sending billing statements any time after the initial statement, but your understand that the amount shall remain due and owing until paid
in full.

At the time of service, we accept payment by cash, debit card or credit card only. You may submit payment in response to a billing statement via check,
debit card, or credit card. If payment is made by check and it is returned or declined for any reason, your account will be charged $35.00 in addition to
any costs accrued or charged by any depository institution.

Medicare. TCMS/AUC is participating provider with the Medicare program and accepts as payment the Medicare allowable, patient deductible and/or co-
insurance. Medicare or secondary carriers do not cover some procedures and supplies. Please make certain you understand which aspects of your
treatment are covered before proceeding. You understand that you will be responsible for your annual deductible, the co-payment, and any non-covered
services specified by Medicare. We may submit a claim to any supplemental plan as a courtesy to you, so long as you provide all necessary policy
information.

Motor Vehicle Cases: If you are being treated for injuries related to a Motor Vehicle Accident (MVA), you are responsible for providing the required
information necessary to bill your auto insurer. In the event that your claim is denied, you are financially responsible for all charges.

Workers’ Compensation Cases. Charges for services incurred because of a verified work-related injury will be treated as worker’s compensation, and we
will bill the workers’ compensation carrier as a courtesy. You must provide necessary information to bill the carrier. You are responsible for the completion
of information with the employer and approval of the workers’ compensation claim. In case your workers’ compensation claim is denied, you will also
provide us with your medical insurance information. If your claim is denied, we will bill your regular medical insurance carrier. When the claim is no longer
pending, and any portion of your claim is ultimately resolved against you by workers’ compensation and your medical insurance, you will be required to
pay all amounts due within thirty (30) days. If you receive treatment as a result of a third-party liability injury (for example; MVA, premises liability, or
other general liability claims against third parties), the balance for services rendered is considered due in full at the time of service. Because Advanced
Medical Center (AMC) does not protect charges incurred relating to or arising out of third-party liability, we will not accept a delay in payment due to
settlement disputes and/or litigation. We will not accept a letter of protection from an attorney as a guarantee of payment or assignment of third-party
insurance payments. AMC cannot act as administrator to resolve financial arrangements. We may agree to bill a third-party insurance company of an at-
fault party involved in an accident as a courtesy to you. To bill your claim directly, you must provide is all necessary information to confirm coverage for
these payments with the auto/ third-party carrier. We will also collect information about your personal medical insurance in case the auto/third-party
carrier denies your claim. Regardless of whether we submit your claim to third-party insurance, as the patient, you are ultimately responsible for payment.



12) Ancillary Services. You may receive ancillary medical services while a patient of TCMS/AUC such as: anesthesia, interpretation of te_st.s, neuropsychologllcal
testing, imaging services (i.e. X-rays) and pathology specimen examination. By signing below, you understand that some physicians may not provide
services in your presence but are actively involved in the course of diagnosis and treatment. You authorize payment directly for these services under the
policy(s) or plan(s) issued to you by your insurance carrier. You may incur additional charges as a result of these ancillary services. You agree to pay all
charges due with respect to such services after benefits paid on your behalf by any third-party are credited to your account.

13) Additional Charges. Patients may incur and are responsible for the payment of additional charges at the discretion of TCMS/AUC including but r)ot limited
to: (A) charges for returned checks; (B) charges for a missed appointment without 24 hours advanced notice; (C) charges for extensive phone
consultations and/or after hours phone calls requiring treatment, or prescriptions; (D) charges for copying and distribution of patient medical records;
(E) charges for extensive forms preparation or completion; or (F) any costs associated with collection of patient balances, all as allowed by law.

14) Non-payment on Account. Should collection proceedings to other legal action become necessary to collect an overdue or delinquent account, you
understand that AMC has the right to disclose to an outside collection agency or attorney all relevant personal and account information necessary to
collect payment for services rendered. You are responsible for all costs of collection including, but not limited to: (A) late fees and charges and interest
due as a result of such delinquency; (B) all court costs and fees (but only to the extent allowed by law); and (C) a collection fee to be charged under
separate agreement with a third-party collections agency, either as a fiat fee or computed as a percentage of the total balance due up to the maximum
allowed by applicable law, and to be added to the outstanding balance due and owing at the time of the referral to the third party collection agency. You
acknowledge that any such interest assessed on the‘account will be a late fee as a result of default or delinquency on your account and is not deemed
interest as part of a credit transaction. If your account is referred to a collection agency, attorney, court, or the past due status is reported to a credit
reporting agency, it may have an adverse effect on your credit history; and related portions of your account, including the fact that your received
treatment at our offices, may become a matter of public record. Failure to comply with your financial responsibilities established herein may also result
in a Credit Withdrawal of Care.

15) Minor Patients. The parent/guardian of a minor is responsible for payment of the minor's account balance. A minor who is not accompanied by a
parent/guardian will be denied any emergency treatment unless charges for the treatment have been pre-authorized. Responsibility for payment of
treatment of minor children, whose parents are divorced, rests with both parents. Any court-ordered responsibility judgement must be determined
between the individuals involved, without the inclusion of TCMS/AUC. ’

16) Authorization to Contact. You authorize TCMS/AUC personnel to communicate by mail, answering machine messages, and/or e-mail according to the
information provided in your patient registration information. TCMS/AUC, or any agent or servicer of your patient account, may use any information you
have provided, including contact information, e-mail addresses, cell phone numbers, and landline numbers, to contact you for purposes related to your
account, including debt collection. You authorize TCMS/AUC to use this information in any manner consistent with the information you have provided,
including mail, telephone calls, e-mails, or text messages. You expressly consent to any such contact being made by the most efficient technology
available, including automatic dialing/e-mailing or similar equipment, or pre-recorded or other messages, even if you are charged for the contact.

17) Financial Responsibility Party. If this or a separate TCMS/AUC Financial Responsibility Statement is signed by another person, on your account, then that
co-signature remains in effect until cancelled in writing. Cancellation in writing shall become effective the date after receipt and shall apply only to those
services and charges thereafter incurred. By signing as Financial Responsibility Party, you hereby guarantee the full prompt payment to TCMS/AUC of all
indebtedness of Patient to TCMS/AUC, whether now existing or hereafter created (‘the indebtedness”); and you further agree to pay all expenses, legal
or otherwise, incurred by TCMS/AUC in collecting the indebtedness, in enforcing this guaranty or in protecting its rights under this guaranty or any other
document evidencing or securing any of the indebtedness. This guaranty shall be a continuing, absolute and unconditional guaranty, and shall remain in
force and effect until any and all said indebtedness shall be fully paid. There shall be no obligation on the part of TCMS/AUC at any time to first exhaust
its remedies against Patient, any other party, or any other rights before enforcing the obligations of Financial Responsibility Party.

Acknowledgement

By signing below each of the undersigned acknowledges that: (A) I have been provided a copy of the Advanced Medical Center Patient Financial Responsibility
Statement; (B) I have read, understand, and agree to their provisions and agree to the specified terms; (C) I agree to pay all charges due (or to become due) to
AMC for the below Patient’s care and treatment, including copayments and deductibles, as required or provided pursuant to my insurance plan and/or the insurance
plan of another, as applicable; (D) benefits, if any, paid by a third-party will be credited on the Patient account; (E) regardless of my insurance status or absence of
insurance, I am ultimately responsible for the balance on the account for any services rendered; (F) If I failed to make any of the payment for which I am
responsible in a timely manner, I will be responsible for all costs of collecting the money owed, including court costs, collection agency fees, and attorney’s fees (to
the extent allowed by law); and (G) failure to pay when due may subject me to late payment charges and can adversely affect my credit report.

I further agree that a photocopy of this Patient Responsibility Financial Statement shall be as valid as the original I HAVE SIGNED THIS AGREEMENT, WHETHER BY
ORIGINAL, FACSMILE OR ELECTRONIC (‘PDF”) SIGNATURE, I AG!}EE TO ALL OF THE TERMS AND CONDITIONS CONTAINED HEREIN AND THE AGREEMENT SHALL
BE IN FULL FORCE AND EFFECT. 4

Patient/Responsible Party/Guardian Date Date of Birth

Patient/Responsible Party/Guardian Date Date of Birth

PLEASE READ THE FOLLOWING STATEMENT CAREFULLY

(This section only pertains to those who DO NOT wish the release of patient information in accordance with Section 4 above. By signing below, you are
solely responsible for the balance in full at the time of service and no claim will be filed with your insurance plan.)

Waiver of Patients Authorizations

I do not wish to have information released and prefer to pay at the time of service and/or to be fully responsible for payment of charges and
to submit claims to insurance at my discretion.

Patient/Responsible Party/Guardian Date Date of Birth



