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Associates in Central
Ohio OB/GYN, Inc. (acoos)

[k New patient [} Established patient

575 Westar Crossing, Suite 102, Westerville, OH 43082 {614) 839-5555
G482 East Main Street, Suite B, Reynoldsburg, OH 43068 (614} 856-0327

Patient Information

Last Name First Name Middle Initiat
Address

City - State Zip Code
Home Phone Work Phone Cell Phone

E-mail Address

Preferred method for appointment reminders {Check one): Call}; E-mail [ Text(J; Primary Care Physician:

Social Security Number: - -

Marital Status

Date of Birth: / /

Emergency Contact

May we release protected health information to
this individual? [ yves & NO

Last Name

* Address

City

First Name

Mi

State Zip Cade

Home Phone

Work Phone

Cell Phone

E-mail Address

Rélationship

What is the name of your insurance provider:

Other {Please Specify):

Ll Medicare

Insurance

L) Medicaid J; Other

Effective Date: / /

Name of policy holder: Last Name First Name

Address of policy holder if not the same as Patient’s

/

Middie Initial Relationship to Patient

City

Phone: ( ) -
Social Security Number of Policy Holder: - -

State . iip Code

Policy Holder Date of Birth: / /

Insurance Identification Number:

Group ldentification Number:

Status: Cl Retired Lk Full-Time

Name of Employer {Company Name}

Part-Time

Address

Emplayment

Lk Unemployed Other:

Occupation
Phone Number: |{ )

City

State e Zip Code



New Pregnancy Questionnaire
New Pregnancy Questionnaire

Dating Information

What was the date of your last menstrual period? [ =
About

Hoight * ft [ in

Pre-pregnancy Weight Ib ]

What is your occupation?

Is English your native language? No  Yes

What is the name of your partner/spouse?

What is the phone number of your partner/spouse?

Is the father or sperm donor of the baby 40 or older?* No Yes
Sensitive

Has your current partner ever threatened you, or made you feel afraid?* No Yes

Have you ever been in an abusive relationship?* No Yes

Do you feel unsafe in the neighborhood where you live?* No Yes
Pregnancy History

Is this your first pregnancy?* No Yes

Have you ever had a C-Section? No Yos

Do you feel like you had a really stressful experience with any labor and delivery No Yes

from any previous pregnancy?

Did you have a forceps assisted dslivery in any previous pregnancy? No Yes

Did you ever have Vacuum Extraction delivery assistance on a previous No Yos

pregnancy?

hitps:/fapp.dorsata.com/acog/pregnancies/2172006/new-ob-print?populatedNewOb=falselpatianiFacingNewOB=trued department|d=4009&pat lang ... 1/8



New Pregnancy Questionnaire

Did you deliver a larger than normal infant (baby greater 8lbs,130z) on a previous No Yes
pregnancy?

Have you ever lost a pregnancy after 14 weeks gestation? No  Yes
Have you ever had your uterus rupture during pregnancy, labor, or delivery? No Yes
Have you ever had a placental abruption or placental separation? No Yeos
Have any of your babies been infected with Group B Strep? No  Yes
Have you ever had a baby who was too small or growth restricted? No Yes
Have you had Gestational Diabetes with a previous pregnancy? No Yos
Have you been diagnosed with high blood-pﬁssurelpreeclampsia gesstationsl No Yes
hypertension or HELLP syndrome Ip_ your prevlous pregnancies?

Were you ever admitted with pre-term contractions or diagnosed with pre-term No Yes
labor in a previous pregnancy? B )

Have you had a preterm delivery at less than 37 weeks? No Yes
Have you ever been diagnosed with a shortened cervix in a previous pregnancy? No Yes
During a previous delivery, did the baby's shoulder get stuck on the way out? No Yes
Have you ever had a hemorrhage after delivery with a previous pregnancy? No Yes
Have you had postpartum depression? No Yes
Were you ever re-admitted to the hospital after a delivery? No Yes
Did you have complications during a previous pregnancy or postpartum other No Yes

than those listed above?

Endocrine History

Do you have an overactive thyrold, or Graves disease? No Yes
Do you have an underactive thyroid, or Hashimoto's thyrolditis? No Yes
Do you have insulin-dependent or juvenile (Type 1) diabetes?* No Yes
Do you have adult-onset (Type 2) diabetes?* No Yes

hitps.Happ.dorsata.com/acog/pragnancies/2172008/new-ob-print?populatedNewOb=false&patientFacingNewOB=trueddepartmentld=4008&pat lang ... 2/8



New Pregnancy Questionnaire

Do you have Polycystic Ovarlan Syndrome (PCOS) No  Yes

Cardiovascular History

Do you have high blood pressure?* No Yes
Do you have ITP, history of low platelet count, or a platelet disorder?* No Yes
Have you ever had a blood clot in the leg (DVT) or lung (Pulmonary Embolism) or No Yes

a disorder that makes your blood clot more than usual?*

Do you have any cardiovascular problems (heart’heart valve disease, previous
heart surgery, heart defects, aortic aneurysm, arrhythmia, rapid or irregular No Yes
heartbeat, or postpartum heart failure)

Neurological History

Do you have any type of seizure disorder? No Yes
Have you ever been diagnosed with a stroke (CVA, TIA)? No Yeos
Have you ever been diagnosed with migraines? No Yes
Psychiatric History
Do you have problems with anxiety?* No Yes
Have you had a problem with depression?* No Yes
Have you ever been diagnosed with PTSD? No Yeas
Have you ever been diagnosed with OCD? No Yes
Have you been diagnosed with a bipolar (manic-depressive) disorder? No Yes
Do you have schizophrenia? No Yes
Have you ever attempted suiclde? No Yes
Have you ever been diagnosed with ADD (Attention Deficit Disorder) or ADHD No Yes

{Attention Deficit Hyperactivity Disorder)?

hitps./fapp.dorsata.com/acog/pragnancies/2172008/new-ob-print? populatedNewOb=falseipatientF acingNewOBstrue&departmentid=4009&pat lang ... 3B



New Pregnancy Questionnaire

Respiratory History
Do you currently have asthma?* In Past No Yes
Do you have any pulmonary disease or lung problems other than asthma? No Yos
Surgical History
Have you ever had any complications with anesthesia? No Yes
Have you ever had postoperative complications? No Yes
Have you had welght loss/bariatric surgery?* No Yes
Have you ever had a blood transfusion?* No  Yes
Have you ever had back surgery? No Yes
Have you ever had abdominal surgery (other than a C-section)?* No Yes
Have you ever had cosmetic surgery (ir-ic.ludln breast augmentation, tummy No Yes
tuck)?
Have you ever had transplant surgery No Yes

Gastroenterological History

Do you have Ulcerative Colitis? No Yos
Do you have Crohn's disease? No Yes
Do you have any history of gastrointestinal or digestive disorders other than the No Yes

conditions noted above?

Urologic History
Have you ever had any urinary tract/urologic surgery? No  Yes
Do you have any type of kidney/renal disease (including history of kidney stones No Yos
or kidney Infection)?*

General Medical History

hitps:/lapp.dorsata.com/acog/pregnancies/2172006/new-ob-print ?populatedNewOb=false&patientFacingNewOB=lrue&departmentid=4009&pat lang .. 478



New Pragnancy Questionnaire

Do you have antiphospholipid syndrome (APS) / thrombophilia / No Yes

hypercoagulability? i

Do you have lupus? No Yes

Do you have rheumatoid arthritis? No Yes

Do you have Sjogrens Syndrome? No Yes

Have you ever been diagnosed with or undergone treatment for a Blood No VYes
_Elsorder?

Do you have a connective tissue disorder (Ehlers-Danlos or Marfan Syndrome)? No Yes

Have you ever been diagnosed with or undergone treatment for Cancer? No Yes
Gynecological History

Have you had 3 or more miscarriages? No Yes

Have you ever needed IVF or other treatment to get pregnant? No Yes

Have you ever had any surgery or procedures on your cervix?* No Yes

In a previous pregnancy, have you ever had your cervix sewn or taped No Yes

closed due to a weak or incompetent cervix?*

Have you ever had a cold knife cone biopsy (conization) to remove tissue No Yes
from your cervix?"

Have you ever had a LEEP (Loop Electrosurgical Excision Procedure) No Yes
performed to remove abnormal cells from your cervix?*

Have you ever had cervix cryosurgery to freeze and destroy abnormal tissue No Yes
in your cervix?*

Have you ever been diagnosed with a uterine anomaly such as a bicorunate, No Yes
unicorunate, arcuate, or septate uterus?

Do you have (or have you had) uterine fibroids (myomas)? No Yes

Have you ever had an operation to remove a fibroid or myoma from your uterus? No Yos
Family History

Do you or your partner have an ethnic background of Cajun/French Canadian? No Yes

hitps:/fapp.dorsata.com/acop/pregnancies/2172006/new-ob-print7populatedNewOb=false& patientFacingNewOB=true&deparimentld=4009&pat fang ... &8



New Pregnancy Quastionnaire

Do you or your partner have an ethnic background of No Yes
Greel/Mediterranean/italian?

Do you or your partner have an Ashkenazi/Eastern European Jewish No Yes
background?

Has anyone In your or your partner's family had a baby with anencephaly? No Yes
Has anyone in either your or your partner’'s family had Canavan Disease? No Yes
Have you, your partner or either your or your partner's family had a chromosomal No Yes
defect?

Has anyone in either your or your partner's family had familial dysautonomia No Yos
(FD)?

Have you, your partner or either your or your partner's family had a heart defect? No Yeos
Do you, your partner or either your or your partner's family have sickle cell No Yes
anemia?

Has anyone in your or your partner’s family had sickie cell trait (SCT)? No Yes
Has anyone in your or your partner's family had a child with Down syndrome? No Yes
Has anyone in your or your partner's family had hemophllia? No Yes
Has anyone in your or your partner's family had Muscular Dystrophy? No Yes
Do you, your partner or either your or your partner's family have cystic fibrosis? No Yes
Has anyone in your or your partner's family had Huntington's Chorea? No  Yes
Has anyone in your or your partner’s family had Fragile X? No Yes
Has anyone in your or your partner’s family had spinal muscular atrophy (SMA)? No Yes
Have you, your partner or anyane in your or your partner's family had von No Yos
Willebrand Disease?
Do you, your partner or anyone in sither family have any birth defects?* No Yes
Does anyone in either your or your partner’s family have an intellectual No Yos
disability?

Do you, your partner or either your or your partner’s family have any chlldren No Yos

with special needs?

hitps.//app.dorsata com/acog/pregnancias/2172008/new-ob-print?populatedNewOb=false&patientFacingNewOB=true&departmeniid=40098&pat lang ... &8



New Pregnancy Cluestionnaire

Has anyone in the family had pre-eclampsia? No Yes

-;J—c.:;our or your partner's family have any close relatives (parent, chlld, sibling) No Yes
with diabetes?

Infection History
Have you been exposed to tuberculosis? No Yes
Have you had a rash or viral llln_ess since your last menstrual period? No Yes

“ Have you ever been diagnosed with MRSA? No Yes :
Have you ever been diagnosed with Hepatitis B? No Yes
Have you ever been diagnosed with Hepatitis C?* No Yes
Are you HIV positive? No Yes
Have you ever been diagnosed with any sexually transmltte; .c'II;;;se iSTD) - No a Y;s
(Gonorrhea, Chiamydia, Trichomonas, HIV, HPV, oL Syphilis? ) o
Have you ever had a genital herpes? No  Yes
Does your partner have a history of genital herpes? No Yes
Have you ever had cold sores? No Yes

Vaccination History

Have you ever had chickenpox or been vaccinated against it? No Yes
Social History

Do you have any objections to blood transfusions? No  Yes

Do you have a cat? No Yes

Do you have exposurs to chemicals or radiation? No  Yes

htips:/fapp.dorsata com/acog/pragnancies/2172008/new-ob-print?populatedNewOb=false&patientFacingNewOB=true&departmentld=4009&pat lang ... T@



New Pregnancy Quesbonnaire

i : Not Since P t
When was the last time you drank any Never Years Ago Woeeks Ago ot Since Pregnan
alcohol? Current
Weeks Ago
When was the last time you smoked, vaped, or used Never Years Ago .
any tobacco/nicotine products? Not Since Pregnant  Current
Never Years Ago Weeks Ago  Not Since Pregnant
Do you vape or use e-
cligarettes? Current
When was the last time you smoked a Never Years Ago Wesks Ao
cigarette? Not Since Pregnant  Current
When was the last time you used marijuana, cocaine, Nover  YeileAgo  WasksAgo
meth, benzos, and/or oplolds? Not Since Pregnant Current
ks Ago
When was the last time you used any Never o ladol s Wecks Ag
marijuana? Not Since Pregnant  Current
Weeks A
When was the last time you used any A Voars Ago SRR 280
cocaine? Not Since Pregnant  Current
When was the last time you used any Nevar Years Ago Wesks Ago
methamphetamines? Not Since Pregnant  Current
ks A
When was the last time you used any benzos (such —— Years Ago Weeks Ago
as Vallum, Xanax, or Atlvan)? Not Since Pregnant Current
ks A
When was the last time you used any Never  YearsAgo Wee e
opiolds? Not Since Pregnant  Curvent

Are you axposed to second-hand tobacco smoke?

No Current

Options Counseling

Do you have questions about your options regarding this pregnancy?* No

Yes

https.//app.dorsata.comiacog/pregnancies/2172006/new-ob-print?populatedNewQb=false&patieniF acingNewOB=true&depanmantid=4008&pat_lang .
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Preferred Name:

Pronouns:

DOB: Age:
Pharmacy: Pharmacy #:
Pharmacy Address:
Medication Dose Frequency Prescriber
Allergy (medication, food, latex, etc.) Reaction
|
!-.- r——

No Known Allergies

Total Number of Pregnancies:

Total Number of Miscarriages or Abortions:

Total Living Children:

Total Ectopic Pregnancies:

Date Weeks Weight

Sex

Vaginal, Cesarean

Pregnancy Complications

Date Surgery

Location Performed

Preferred Delivery Hospital:

Riverside Methodist Hospital (Ohiohealth)

St. Ann’s {Mt. Carmel)

Grme ke,



OBSTETRICAL ULTRASOUND

IR , hereby request the performance of an Obstetrical Ultrasound. This
procedure will be preformed by

Ultrasound is a technique used to view the baby in the uterus (womb) with the use of sound waves. During an
abdominal ultrasound examination, a gel is spread over your abdomen and a scanning device moves lightly over
the area. As sound waves pass through the layers of the abdomen and uterus, they are reflected to show the
developing baby, placenta, uterus, and nearby structures. These images are then converted into sound echoes,
which can be seen on a monitor. In the case of vaginal ultrasound, performed in early pregnancy or in certain
other situations, the scanning device is a small probe, which is placed inside the vagina. This is similar to
having a pelvic examination and may be mildly uncomfortable.

This ultrasound test is not a treatment for any condition but is done for diagnostic purposes. The information
obtained may be used to confirm the presence of fetal heart beat, evaluate the baby’s growth, estimate the size
of the baby, detect the presence of multiple fetuses, and to detect some but not all birth defects. It is possible
that fetal birth detects may not be seen on the ultrasound examination performed today, or that anatomy could
falsely appear abnormal. Therefore, neither a normal ultrasound nor the results of any prenatal test guarantee a
normal, healthy baby.

Currently, there are no known health risks to the mother or fetus during an ultrasound examination.

There may be alternatives to this examination available to you. However, alternative methods of prenatal
diagnosis have their own risks.

I acknowledge that I have had an opportunity to discuss with and have had explained to my satisfaction the
purpose and nature of this obstetrical ultrasound, as well as reasonable risks. I understand that medicine is not
an exact science, that it may involve the making of medical judgments based upon the facts known to the
physician at the time, and that it is not reasonable to expect the physician to be able to anticipate or explain all
possible risks and complications, and further, that an undesirable result does not necessarily indicate an error in
judgment. I understand that no guarantee as to the results have been made to me. | expressly wish the
physician to exercise his/her best judgment during the course of the procedure, and to inform me of the findings
of the obstetrical ultrasound.

I DO or DO NOT wish to know the estimated gender of my baby. (Please circle one)

Tunderstand that there is not 100% certainty when determining gender through ultrasound.

I understand that this obstetrical ultrasound may or may not be paid for by my insurance company. Many
insurance companies will not pay for an ultrasound unless medical indications are present. | understand and

agree that if the procedure is not paid for by my insurance, I will be responsible for the payment.

All my questions have been answered, and I do herby consent to the performance of an obstetrical ultrasound.

(Patient Signaturé)_ - (Printed Patient Namej

(Physician/Provider Signatt_li"e) _ ' (Date)



PRIVIA.

Authorization and Consent to Treatment

Assignment of Benefits and Authorization to Release Medical Information. | hereby certify that the insurance information | have provided is accurate, complete and

current and that | have no other insurance coverage. | assign my right to receive payment of authorized benefits under Medicare, Medicaid, and/or any of my insurance
carriers to the provider or supplier of any services furnished to me by that provider or supplier. | authorize my provider to file an appeal on my behalf for any denial of
payment and/or adverse benefit determination related to services and care provided, f my health insurance plan does not pay my provider directly, | agree to forward to
my provider all health insurance payments which | receive for the services rendered by my provider and its health care providers. | authorize my provider or any holder of
medical information about me or the patient named below to release to my health insurance plan such information needed to determine these benefits or the benefits
payable for related services. | understand that if my provider does not participate in my insurance plan’s network, or if | am a self-pay patient, this assignment of benefits
may not apply.

Guarantee of Payment & Pra-Certification. In consideration of the services provided by my provider, | agree that | am responsible for all charges for services | receive
that are not covered by my health insurance plan or for which | am responsible for payment under my health insurance plan. | agree to pay all charges not covered by my
health insurance plan or for which | am responsible for payment under my health insurance plan. | further agree that, to the extent permitted by law, | will reimburse my
provider for all costs, expenses and attomey's fees incurred by my provider to collect those charges.

If my insurance has a pre-certification or authorization requirement, | understand that it is my responsibility to obtain authorization for services rendered according to the
plan’s provisions. | understand that my failure to do so may result in reduction or denial of benefit payments and that | will be responsible for all balances due.

Consent to Treatment. | voluntarily consent to the rendering of such care and treatment as my providers, in their professional judgment, deem necessary for my health
and well-being; however | may refuse any particular treatment or procedure.

if | request or initiate a telehealth visit (a “virtual visit’), | hereby consent to participate in such telehealth visit and its recording and | understand | may terminate such visit
at any time.

My consent shall cover medical examinations and diagnostic testing (including testing for sexually transmitted infections andfor HIV, if separate consent is not required by
law), inciuding, but not limited to, minor surgical procedures (including suturing), cast application/removals and vaccine administration. My consent shall also cover the
carrying out of the orders of my treating provider by care center staff. | acknowledge that neither my provider nor any of his or her staff have made any guarantee or
promise as to the results that | will cblain.

Consent to Call, Email & Text. | understand and agree that my provider may contact me using automated calls, emails and/or text messaging sent to my landline and/or
mobile device. These communications may nolify me of preventative care, test results, treatment recommendations, outstanding balances, or any other communications
from my provider. | understand that | may opt-out of receiving all such communications from my provider by notifying my provider's staff, by visiting “My Profile” on my
myPrivia Patient Portal, or by emailing the Privacy Officer at privacy@privizhealth.com,

HIPAA. | understand that my provider's Privacy Notice is available on my provider's website and at priviahealth.com/hipaa-privacy-notice/ and that | may request a paper
copy at my provider's reception desk.

1 hereby acknowledge that | have received my provider's Financial Policy as well as my provider’s Notice of Privacy Practices. | agree to the terms of my

provider’s Financial Policy, the sharing of my information via HIE,* and consent to my treatment by my provider. This form and my assignment of benefits
applies and extends to subsequent visits and appointments with all Privia Health affiliated providers.

Printed Name of Patient: Emall:

Signature: Date:

To be signed by patlent’s parent or legal guardian if patient is a minor or otherwise not competent.

Name and Relationship of Person Signing, if not Patient:

*Note: If you do not want to participate in Health Inf tion Exchange (HIE}, it isyour responsibility to follow the instructions autlined on the my provider HIE Opt-Out Request Form and/or contact
the HIE directly.

Privia Financlal Pollcy & Notice of Privacy Praclices Effective February 2022



PRIVIA

Preferred Communication:
The HIPAA Privacy Rule gives individuals the right to direct how and where their healthcare provider communicates with them. This could, for

example, include sending correspondence to your office instead of your home. Please tell us your preferred place and manner of
communication. You may update or change this information at any time; please do so in writing.

Patient Name: Date of Birth:

I prefer to be contacted in the following manner {check all that apply):
O Send all communication through my Patient Portal.

O Home Telephone: O cell Phone:
0O OK to leave message with detailed information 0O OK to leave message with detatled information
O Leave message with call-back number only O Leave message with call-back number only
O wWork Telephone: O written Communication:
00 OK to leave message with detailed information O Please send all of my mail to my home address on file
O Leave message with call-back number only O Please send all mail to THIS address:
O other:
My Preferred Contacts:

We respect your right to tell us who you want involved in your treatment or to help you with payment issues. Our secure patient portal is our
primary means of patient communication, such as to share your test results. You have the ability to control access to your patient portal.

Please indicate the person(s) with whom you prefer we share your information belowPlease update this information in writing promptly if
your preferences change.

Please note that in some situations, it may be necessary and appropriate for us to share your information with other individuals. This
may include information about your general medical condition and diagnosis (including information about your care and treatment),
billing and payment information, prescription information and scheduling appointments.

Note that we generally do not share your information via email; if you wish, you can give another individual access to your secure patient portal.
You can set this up yourself through the portal or contact our Patient Experience team at 1-888-774-8428 - Monday - Friday 8 am — 6 pm ET.

*Name: Telephone: Relationship:
Email::
*Name: Telephone: Relationship:
Emaii::
*Name: Telephone: Relationship:
Email::

ACKNOWLEDGMENT: | understand that HIPAA may permilt my provider to share my information with other personsot named on this form
as needed for my care or treatment or to obtain payment for services provided.

Patient Signature: Date:
(To be signed by patient’s parent or legal guardian if patient is a minor or otherwise not competent)




Associates in Central Ohio OB/GYN, Inec,

The doctor and patient are desirous of entering into and/or maintaining a positive physician/patient relationship that
focuses on quality patient care and open lines of communication. The parties to this agreement shall agree to pursue a
good faith effort to resolve any problems that may arise between them. As a part of entering into the physician/patient
relationship, the patient agrees to submit in writing to Associates in Central Ohio OB/GYN, Inc., any dispute,

controversy or disagreement arising out of or relating to the physician/patient relationship and the agreement to provide
medical services.

1. After the matter has been presented in writing to Associates in Central Ohio OB/GYN, Inc., the parties shall
use negotiation in an attempt to reach a voluntary resolution of their differences.

2. Ifthe dispute, controversy or disagreement is not resolved in a reasonable time, then the matter shall be
submitted to mediation in accordance with the Associates in Central Ohio OB/GYN, Inc. Rules of
procedure.

Mediation is a process in which a neutral third party helps the doctor and the patient discuss the issues that
have arisen between them with the ultimate goal of resolving any problems. Either party is entitled to seek
legal representation at any time, but Associates in Central Ohio OB/GYN, Inc, wishes to provide the patient

with this opportunity to settle any problems that may have arisen without the need to incur additional cost
and fees.

These Mediation Rules of Procedure provide in part that:

The patient is not required to reach a resolution in mediation.

» The mediator (or co-mediators) will be a neutral third party who is trained in mediation.

= All mediation sessions are considered confidential as defined in Ohio Revised Code 2317.123.
* The costs of mediation will be paid by Associates in Central Ohio OB/GYN, Inc.

" The date, time and place of any mediation session shall be scheduled by the mediator in
consultation with the parties.

* The use of mediation does not preclude either party from pursuing any other remedies that may
be available to them.

® Any agreements reached by the parties shall be in writing and signed by both parties.

" Parties considering mediation should remember by signing this agreement they agree to make a
good faith effort at mediation prior to pursuing litigation. Any decisions may affect their legal
rights. Mediation is not a substitute for legal advice. Parties should consult with their legal
counsel for any questions regarding legal rights.

It is the goal of Associates in Central Ohio OB/GYN, Inc. that all physicians and patients engage in a cooperative

approach to ensure quality healthcare and that any conflicts that may arise between them will be resolved in the same
cooperative style through mediation.

Patient - ' [ﬁte Doctor " Date



FINANCIAL POLICY

We are pleased that you have chosen us as your healthcare provider. To avoid any misunderstandings and ensure timely payment for
services, it is important that you understand your financial respeonsibilities with respect to your health care. We require all patients to sign our
Authorization and Consent To Treatment Form before receiving medicai services. That form confirms that you understand that the heaithcare
services provided are necessary and appropriate and explains your financial responsibility with respect to services received as set forth in this

policy.
PATIENT RESPONSIBILITY

Patients or their legal representative are ultimately responsible for all charges for services provided. We expect your payment at the time of
your visit for all charges owed for that visit as well as any prior balance. When the insurance plan provides immediate information regarding
patient responsibility, we may request payment for your share when you schedule and/or when you present for your appointment. As a
convenience to you, we can save a credit card on file to settle your account when you check in or out. You may receive an estimate for your
patient responsibility prior to or at the time of your service. if there is a difference in the estimated patient responsibility, we will send you a
statement for any balance due. If a credit balance results after insurance pays, we will apply the credit to any open balance on your account.
If there are no open balances, we will issue a refund.

If you have an Annual Wellness Visit or Physical/Preventative Exam, but need or request additional services, we may bill you for those
additional services. All services for patients who are minors will be billed to the custodial parent or legal guardian. If you are uninsured and
demonstrate financial need and complete the required paperwork, financial assistance may be available. If you have a large balance, a
payment plan may be available.

INSURANCE

We ask all patients to provide their insurance card (if applicable) and proof of identification {such as a photo 1D or driver's license) at every
visit. If you do not provide current proof of insurance, you may be billed as an uninsured patient (i.e., self-pay}). We accept assignment of
benefits for many third party carriers, so in most cases, we will submit charges for services rendered to your insurance carrier. You are
expected lo pay the entire amount determined by your insurance to be the patient responsibility. Keep in mind that our fees are for physician
services only; you may receive additional bills from laboratory, radiology or other diagnostic related providers.

You are responsible for understanding the limitations of your insurance policy, including:

e |f a referral or authorization is necessary for office visits. (If it is required and you do not have the appropriate referral or authorization,
you may be billed as an uninsured patient).

» What prescribed testing (lab, radiology, etc.) is covered under your insurance policy. {If you choose to have non-covered testing, we
will require full payment at the time of your visit.}

¢ Any co-payment, coinsurance or deductible that may apply

NO SURPRISES ACT/ GOOD FAITH ESTIMATE OF CHARGES

If you do not have insurance or are not using insurance to pay for your care, you have the right to receive a “Good Faith Estimate™ explaining
how much your medical care will cost. Under the NO SURPRISES ACT, health care providers must give patients who don’t have insurance
or who are not using insurance an estimate of the bill for medical items and services.

¢ You have the right to receive a Good Faith Estimate for the total expected cost of any non-emergency items or services. This includes
related costs like medical tests, prescription drugs, equipment, and hospital fees.

e Make sure your health care provider gives you a Good Faith Estimate in writing at least one (1) business day before your medical
service or item.

¢ You can also ask your health care provider, and any other provider you choose, for a Good Faith Estimate before you schedule an
item or service.

o [f you receive a bill that is at ieast $400 more than your Good Faith Estimate, you can dispute the bil.

+ Make sure to save a copy or picture of your Good Faith Estimate. For questions or more information about your right to a Good Faith
Estimate, visit www.cms.gov/nosurprises or call 1-888-774-8428.

CARD-ON-FILE PROCESS

You may be requested o provide a credit card when you check-in for your visit. The information will be held securely until your insurance has
paid their share and notified us of any additional amount owed by you. At that time, we will notify you that your outstanding balance will be
charged to your credit card five (5) days from the date of the notice. You may call our office if you have a question about your balance. We
will send you a receipt for the charge.

This "Card-on-File" program simplifies payment for you and eases the administrative burden on your provider's office. It reduces paperwork



and ultimately helps lower the cost of healthcare. Your statements will be available via your patient portal and our Customer Support line is
available to answer any questions about the balance due. If you have any questions about the card-on-file payment method, please let us
know.

YOUR RESPONSIBILITIES

Outstanding Balances. After your visit, we will send you a statement for any outstanding balances. We send out statements when the
balance becomes the patient’s responsibility.

All outstanding balances are due on receipt. If you come for another visit and have an outstanding balance, we will request payment for both
the new visit and your outstanding balance. Your cutstanding balances can be paid conveniently via our patient portal.

We may add a finance charge of 1.33% of your outstanding account balance every month if you do not pay your account in full.

If you have an outstanding balance for more than ninety (90} days, you may be referred to an outside collection agency and
charged a collection fee of 23% of the balance owed, or whatever amount is permitted by applicable state law, in addition to the
balance owed. In addition, if you have unpaid delinquent accounts, we may discharge you as a patient andfor you may not be allowed to
schedule any additional services unless special arrangements have been made.

No-shows. If you miss your appointment, you may be charged a $50.00 fee for a missed appointment, a $75.00 fee for a missed pediatric
appointment, a $100.00 fee for a missed physical, or a $200 fee for a missed procedure or surgery. This fee will need to be paid before you
are allowed to schedule another appointment. This fee cannot be billed to insurance.

Interpreter and Translation Services. If you have requested interpreter or translation services for your visit and you miss your appointment
without cancelling at least forty-eight (48) hours prior to your scheduled appointment, you may be charged the amount that the translation or
interprater service charges your care center for such missed appointment.

Additional information about our financial policies is available on cur website at priviahealth.com.

Thank you for choosing us as your healthcare provider!



