Q WELLMED

Patient name: Birth date (Mo/Day/Yr)
Street address: City/ State/Zip:
Email address: [IWeb enable to register for Patient Portal

WellMed recommends that you provide a private email address to which only you have access.

Home phone: Work phone: Cell phone:
Preferred method of communication: [1Call [1Text [ Digital [lIn Person [IMail
Preferred spoken medical language: [ 1English [ Spanish [1Other:

Preferred written medical language: [ English [1Spanish []Other:

Do you require translation (written/verbal) services? [1Yes [INo [Language:

Race: [_INative Hawaiian or other Pacific Islander [ IBlack or African American [ JAsian [ JWhite
[] American Indian or Alaska Native ~[_]Prefer not to report

Ethnicity: [IHispanic or Latino  [_INot Hispanic or Latino  [IPrefer not to report

Sex: [IM [JF [Other

Marital Status: [ IMarried [1Single [IDivorced [IWidowed [Partner [IlLegally Separated

Are you a WellMed employee? [ 1Yes [INo []Are you a family member of a WellMed employee? [ 1Yes [INo

EMERGENCY CONTACT AND/OR CAREGIVER

Emergency contact name: Relationship to patient:
Home phone: Work phone: Cell phone:
Caregiver name: Phone:

CONSENT TO TREAT

| voluntarily consent to receive medical and health care services provided by WellMed physicians, employees and such
associates, assistants, and other health care providers as my physicians deem necessary. | understand that such services
may include diagnostic procedures, examinations and treatments. | understand that WellMed is an affiliated teaching site
and may have residents and students involved in my care. | acknowledge that no warranty or guarantee has been made to
me as to result or cure. | understand that this consent to treatment will be valid and remain in effect as long as | attend or
receive services from WellMed, unless revoked by me in writing with such written notice provided to each clinic | attend or
from which | receive services.

Patient/Parent or Legal Guardian Initials

AUTHORIZATION TO RECEIVE PRESCRIPTION HISTORY

| authorize WellMed and its Affiliated Providers to electronically retrieve my external prescription history. | understand

that prescription history from multiple other unaffiliated medical providers, insurance companies, and pharmacy benefit
managers may be viewable by my providers and staff here, and it may include prescriptions back in time for several years.
| understand that WellMed and its Affiliated Providers will use my external prescription history to provide me with medical
treatment and to evaluate and improve patient safety and the quality of medical care. | understand that | can revoke my
permission at any time by giving written notice to my provider.

Patient or Parent/Legal Guardian Initials

Continued on next page

The company does not discriminate on the basis of race, color, national origin, sex, age, or disability in health programs and activities. We provide free services to help you communicate with us such as letters
in other languages or large print. Or, you can ask for an interpreter. To ask for help, please call 888-781-9355. ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su
disposicion. Llame al 888-781-9355. ki &: 4o 3 F < (Chinese), &AM & A BIRAEE S H IR . #5350 E: 888-781-9355
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Q WELLMED

CONSENT FOR DIGITAL COMMUNICATIONS

By providing my telephone number to WellMed, | agree to receive automated calls, prerecorded messages, and/or voice
or text messages related to my health care from WellMed and its affiliates. | agree to receive text message appointment
reminders and clinic-related notifications, such as flu shot availability or closures, on the phone number. | understand

that message and data rates may apply, terms and privacy information are available at www.wellmedhealthcare.com/
texting-terms/, and that messages will be recurring. | also acknowledge and agree that these text messages may contain
Protected Health Information (PHI). Text messaging is not a secure method of communication and carries some risk of
being read by a third party. | may revoke or withdraw this consent at any time. Such withdrawal of consent must be made
in writing.

Patient or Parent/Legal Guardian Initials

CONSENT FOR PHOTOGRAPHY AND VIDEO/AUDIO RECORDING

| consent to WellMed taking my image for use in treatment, payment or for health care operations. | understand that my
image, including photographs and audio/video recordings, will be for the purpose of assisting in my care, payment or
health care operations including quality initiatives. | understand that WellMed will own these images. Copies of them may
be available at a reasonable cost. | may revoke or withdraw this consent at any time. Such withdrawal of consent must be
made in writing. Withdrawal of consent does not affect any information prior to the written notice of withdrawal.

Patient or Parent/Legal Guardian Initials

ASSIGNMENT OF BENEFITS

| authorize WellMed to apply for benefits on my behalf for covered services. | request that payment from my insurance
company be made directly to WellMed. | certify that the information | have reported with regard to my insurance coverage
is correct. | understand that | am responsible for payment of all medical services rendered. Any checks sent to me by

my insurance company will be forwarded to this medical group to apply to my account, should a balance exist. This
assignment will remain in effect until revoked by me in writing.

Patient or Parent/Legal Guardian Initials

NOTICE OF PAYMENT POLICY
| have received and agree to abide by the Payment Policy. A copy will be provided upon request.

Patient or Parent/Legal Guardian Initials

NOTICE OF TELEHEALTH/TELEMEDICINE SERVICES
| have received notice of my rights with respect to telehealth/telemedicine. A copy will be provided upon request.

Patient or Parent/Legal Guardian Initials

NOTICE OF PRIVACY PRACTICE

WellMed Privacy Practice is available to review in the clinic and at www.wellmedhealthcare.com/privacy/. A copy will be
provided upon request. | acknowledge receipt of the Notice of Privacy Practice.

Patient or Parent/Legal Guardian Initials

Signature of Patient or Parent/Legal Guardian Date
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@ WELLMED® NOTICE OF TELEHEALTH/

TELEMEDICINE SERVICES

Please read prior to receiving services.
| understand that | have the following rights with respect to telehealth/telemedicine:

1. Definition of telehealth/telemedicine. Telehealth/telemedicine services involve the use of secure interactive
videoconferencing equipment and devices or platforms that enable healthcare providers to deliver healthcare services
to patients when located at different sites.

2. Right to care. | understand that the same standard of care that applies to an in-person visit will apply to a video visit. |
understand that | have the right not to participate or decide to stop participating in a video visit and that my refusal will
not affect my right to future care or treatment.

3. Patient information and confidentiality. | understand that the laws that protect the privacy and confidentiality of
health care information also apply to telehealth/telemedicine services. | understand that video, audio, or photographs
may be stored with my consent and that | have a right to access my medical information in accordance with federal
and state law. | understand that my insurance carrier will have access to my medical information for quality review
and/or audit purposes. | understand that | will not be physically in the same room as my clinician; therefore, | will
be notified of and my consent obtained for anyone other than my clinician present. | understand that the release of my
medical information, including audio and/or video, may be by electronic transmission.

4. Communication risk and consent. | understand that there are potential risks with using telehealth and video
technology, including, but not limited to, the possibility, despite reasonable efforts on the part of my provider, of
interception, interruption, or distortion due to technical failures. If it is determined that the electronic connection is not
adequate, | understand that my healthcare provider or | may discontinue use and make other arrangements to
continue the visit by other methods. By signing the registration form (including all forms of digital signature) and
providing my mobile number and/or email address within the telehealth platform, | consent to receive SMS/text
messages or emails (message and data rates may apply) for the purpose of video visit reminders and/or connection
links. | acknowledge that messages may contain protected health information (PHI) and sent via unencrypted means,
there is some risk of disclosure or interception, and | may opt-out by removing my mobile number or email address
from the applicable account within the telehealth platform. | acknowledge understanding of the Texting Terms and
Conditions available at www.wellmedhealthcare.com/texting-terms.

5. Insurance and billing. | agree and understand that | am responsible for any out-of-pocket costs, including
deductibles, copayments, or coinsurances, that apply to my video visit. | understand that health plan payment policies
for video visits may differ from in-person visits.

6. Complaints. | understand that | may file a complaint about physicians, as well as other licensees and registrants of
the respective state’s medical board.

Texas Medical Board: 333 Guadalupe, Tower 3, Suite 610, PO. Box 2018, MC-263, Austin, TX 78768-2018. (attn.: Investigations) or
1-800-201-9353. More information can be found at www.tmb.state.tx.us.

Florida Health Care Complaints: Department of Health, 4052 Bald Cypress Way, Bin C75, Tallahassee, Florida 32399-3260.
Email: MOA.ConsumerServices@flhealth.gov. Fax 850-488-0796. More information can be found at https://www.floridahealth.gov.

New Mexico Medical Board: 2055 S. Pacheco Building 400, Santa Fe, NM 87505. Fax: (505) 476-7237.
Email: nmbme@state.nm.us. More information can be found at https://www.nmmb.state.nm.us.

(S23_0344_PATIENT REGISTRATION FORM_CS_0523 PAGE 1 OF 1



@ WELLMED® PAYMENT POLICY

Please read prior to receiving services.

Payment: If your deductible has not been met or a percentage is your responsibility, payment is expected at the time of service. If you
are responsible for any balance due after any insurance claims are processed, the balance will be billed via a statement. There is a
$25 charge for returned checks.

Proof of insurance: All patients must complete the patient registration form before seeing a clinician. Please notify our office of
insurance changes in primary or secondary insurance coverage. We will obtain a copy of your driver’s license or state ID and current,
valid insurance card. If you do not provide us with the correct insurance information in a timely manner, you may be responsible for the
claim’s balance. If we are unable to verify/confirm your eligibility, you may be responsible for the charges incurred.

Insurance: WellMed participates in various insurance plans, including Medicare. Before receiving services, you should know your
benefits and verify that we are participating providers for your insurance. If you receive service, and we are not participating providers
or our physician is not listed as your primary care provider with your insurance company or uninsured, payment is due in full at the
time of service.

Managed care: All managed care (HMO, PPO, etc.) copayments are due at the time of service. If your insurance plan requires a
referral authorization from a primary care physician, please present this at your initial visit. If you request an office visit or surgery
without a referral authorization your insurance plan may deem this as out-of-network or non-covered treatment, and you will be
responsible for a larger amount or all the charges. Please ensure you understand what services are covered and are prepared to pay
for any service deemed to be non-covered or not authorized by the plan.

Medicare: WellMed participates with the Medicare program and accepts the Medicare allowable payment, patient deductible, and/
or 20% co-insurance. If you have supplemental insurance (Medigap) please provide us with a copy of your insurance card and any
forms your insurance company may require. Medicare or secondary carriers do not cover some procedures and supplies. In these
cases, you may be asked to sign a waiver form, which states that you understand that you will be responsible for these charges.

Medicaid: If you have Medicaid coverage of any kind, please notify us prior to your visit. This is part of your agreement with Medicaid;
failure to notify us of Medicaid coverage may result in your fiscal responsibility for services rendered.

Copayments and deductibles: All copayments and deductibles are due at the time of service. This arrangement is part of your
contract with your insurance company.

Non-covered services: Please be aware that some or all of the services you receive may be non-covered or considered non-
reasonable or not necessary by Medicare or other insurers. A payment is due at the time of service and any remaining balance due
will be billed via a statement.

Claims submission: We will submit your claims to your insurance. Your insurance may need you to supply certain information
directly. It is your responsibility to comply with their request.

Coverage changes: If your insurance changes, please notify us before your next visit so we can make the appropriate changes to
help you receive your maximum benefits.

Non-payment: If your account is past due you may contact our billing department to make payment arrangements.

Automobile accident patients: WellMed may treat established patients for automobile accident care. A claim will be filed with
your health insurance plan, or we accept payment as self-pay. WellMed will not accept a letter of protection from an attorney as a
guarantee of payment or bill third-party insurance.

Workers’ compensation: WellMed does not treat new or established patients for workers’ compensation/work injury. Additionally,
WellMed does not participate in workers' compensation insurances.

Children of divorced parents: Payment for treatment of minor children rests with the parent who seeks the treatment. Any court-
ordered responsibility judgment must be determined between the individuals involved, without the inclusion of WellMed.

Fee schedule (charges): Our practice is committed to providing the best treatment for our patients. Our prices are representative of
the usual and customary charges for our area.

Statements: We will send a billing statement to the billing address you provide. If you have questions or dispute the balance’s validity,
contact our business office as soon as possible upon receipt of the statement.
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