American Specialty Health Plans of California, Ine. (ASH Plans)
P.O. Box 508002, San Diego, CA 92156-3002

INITIAL HEALTH STATUS
(Chiropractic) Fax: 877/4274777

Patient Name Birthdate Sex M/F
Address City

State Zip Telephone ( ) Patient Primary Language

Occupation Employer Work Phone

Address City State Zip

Subscriber Name Health Plan:

Subscriber 1D # Group # Spouse Name

Spouse Employer City State Zip

Primary Care Physician Name PCP Phone

MARK AN X ON THE PICTURE WHERE YOU HAVE PAIN OR OTHER SYMPTOMS.

DESCRIBE YOUR CURRENT PROBLEM AND HOW IT BEGAN:

[1Headache []NeckPain [ ] Mid-back Pain [ ] Low Back Pain
[] Cther
Is this? [ | WorkRelated  [] Auto Related (] N/A
Date Problem Began:
How Problem Began:
Current complaint (how you feel today):
| ]
0 1 Z 3 4 5 6 r 8 9 10
No Pain Unbearable Pain

How often are your symptoms present?
(Intermittent) [ | 0 — 25%

[ ]26~50%

[151-75% []176—100% (Constant)

In the past week, how much has your pain interfered with your daily activities (e.g., work, social activities, or household chores?

No interference 0 1 2 3 4 5

Date(s) taken:

6
HAVE YOU HAD SPINAL X-RAYS, MRI, CT SCAN FOR YOUR AREA(S) OF COMPLAINT? [_] No

7 8 9 10 Unable to carry on any aclivities
[ ]Yes

What areas were taken?

Please check all of the following that apply to you:

[] Recent Fever [] Prostate Problems
[] Diabetes [] Menstrual Problems
[C] High Blood Pressure [] Urinary Problems
[] Stroke (date) (] Currently Pregnant, # weeks
[] Corticosteroid Use (cortisone, prednisone, etc.) [C] Abnormal Weight [ ] Gain [] Loss
] Taking Birth Control Pills [ Marked Moming Pain/Stiffness
[[] Dizziness/Fainting [ ] Pain Unrelieved by Position or Rest
[ ] Numbness in Groin/Buttocks [(] Pain at Night
[] Cancer/Tumor (explain) [] Visual Disturbances
[ Surgeries
[ ! Osteoporosis
[_| Epilepsy/Seizures
[l Other Health Problems (exptain) ] Medications
Family History: [ | Cancer [] Diabetes [ High Blood Pressure

[] Heart Problems/Stroke

[ ] Rheumatoid Arthritis

I cerify to the best of my knowledge, the above information is complete and accurate. If the heaith plan information
is not accurate, or if | am not eligible to receive a health care benefit through this provider, | understand that | am
liabie for all charges for services rendered and | agree to notify this doctor immediately whenever | have changes in

my health condition or health plan coverage in the future.

| understand that my chiropractor or a clinical peer

employed by ASH Plans may need to contact my physician if my condition needs to be co-managed. Therefore, |
give authorization to my chiropractor and/or ASH Plans to contact my physician, if necessary.

Patient Signature

Date
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QUADRUPLE VISUAL ANALOGUE SCALE
Please circie the number that best describes the question being asked. If you have more than one complaint, please answer each

question for each individual complaint and indicate the score for each complaint. Please indicate your pain level right now, -average
pain, and pain at its best and worst.

Exampie: Headache Neck Low Bock

0o 1 > oz 4 B s 7 ® 9 10

No Pain Worst Possible Pain

What is vour pain RIGRT NOW?
g 1 2 3 4 5 6 7 8 9 10
Neo Pain Worst Possible Pain

What is your TYPICAL or AVERAGE pain?
0 1 2 3 4 5 6 7 2 9 10
No Pain Worst Possible Poin

What is your pain level AT [TS BEST {How close to “0” does your pain get at its best)?
0 1 2 3 4 5 6 7 8 8 10

No Pain . ' Worst Possible Pain

What 15 your pain level AT [TS WORST (How close to “10” does your pain get at its warst)?
. 0 1 2 3 4 5 &) 7 8 S 10

Ne Pain Weorst Possible Pain

GENERAL PAIN INDEX QUESTIONNAIRE
We would lixe to know how much your pain presentfy prevents you from doing what you would normally do. Regarding each
category, please Indicate the overall impact your present pain has on your life, not Just when the pain is at its worst. Please circle
the number which best describes how your typical level of pain affects these six categories of activities.

1. FAMILY/ AT-HOME RESPONSIRILITIES SUCH AS YARD WORK, CHORES ARQUND THE HOUSE OR DRIVING THE XIDS TO SCHOOL:

0 1 2 3 4 5 6 7 8 9 10
COMPLETELY ABLE TOTALLY UNABLE
TO FUNCTION TO FUNCTION
2. RECREATION INCLUDING HOBBIES, SPORTS OR OTHER LEISURE ACTIVITIES:
0 1 2 3 4 5 6 7 8 9 10
COMPLETELY ABLE TOTALLY UNABLE
TCQ FUNCTION TO FUNCTION
3. SOCIAL ACTIVITIES INCLUDING PARTIES, THEATER, CONCERTS, DINING-OUT AND ATTENDING OTHER SOCIAL EUNCTIONS:
0 1 2 3 4 5 6 7 8 9 10
COMPLETELY ABLE TOTALLY UNABLE
TO FUNCTION TO FUNCTION
4. EMPLOYMENT INCLUDING VOLUNTEER WORK AND HOMEMAXING TASKS:
0 1 2 3 4 5 6 7 8 9 10
COMPLETELY ABLE TOTALLY UNABLE
TO FUNCTION TO FUNCTICN
5. SELF-CARE SUCH AS TAKING A SHOWER, DRIVING OR GETTING DRESSED:
0 1 2 3 a 5 6 7 8 9 10
COMPLETELY ABLE TOTALLY UNABLE
TO FUNCTION TO FUNCTION
6. LIFE-SUPPORT ACTIVITIES SUCH AS EATING AND SLEEPING:
0 1 2 3 4 5 6 7 8 S 10
COMPLETELY ABLE TOTALLY UNABLE
TO FUNCTION TO FUNCTION

SCORE {60)



Amerioan Speciatty Health (ASH) MEMBER BILLING ACKNOWLEDGMENT

P.C. Box 509001, San Diego, CA 92150-8001 Chiropractic
California Only Fax: 877.427.4777  All Other States Fax: 877.304.2746 For questions, please call ASH at 800.872.4226

IMPORTANT NOTICE: You may have additional coverage options for these services through your medical
insurance benefits. ASH recommends that you contact your health plan to inquire regarding coverage for these
services prior to signing this form.

L, , & member being treated by Dr.
{(Name of Patient/Member/Subscriber) (Chiropractor Name)

do hereby acknowledge that a certain portion of my care will not be covered by my HMO, insurance company,

or health plan under the terms of my Benefit Plan with

(Name of Heaith Plzn)
I'understand and agree to be responsible to self-pay for the following services:

LIST OF SERVICES TO BE PAID FOR BY MEMBER:

Date Procedure Charge
Elecirical Stimulation

$ 4000
Rapid Release/Ultrasound Vibration 3 000
Flexion Distraction $ 10.00
Massage S 80/ Hr. 45/ Half Hr.
Athletic Taping S 10.00
Nutritional Consuli $ 50.00

Separately list each date of service on which non-covered services will be rendered and have the member
initial the charge. Please attach additional Member Billing Acknowledgment form(s) for additional services.

This form is only to be used if an ASH member desires to self-pay for non-covered services. Non-covered
services include services such as supplements that are not covered by the member’s health plan. Non-covered
services may also include services determined by ASH to be maintenance-type services.

The ASH Contracted Chiropractor may not bill the member during the course of an ASH approved treatment
program unless there is a copayment, deductible, coinsurance, or the member is receiving non-covered
services.

The ASH Contracted Chiropractor may not bill the member for the difference between what the ASH
Contracted Chiropractor bills and what the ASH Contracted Chiropractor agreed contractually to accept as
payment for services. This difference represents an amount the ASH Contracted Chiropractor agreed
contractually to waive.

This agreement may not be used as a “blanket” or “retroactive” agreement to bill members for any services not
reimbursed by ASH. Such use will render this agreement “void” and non-binding on the Member. This
agreement may only be used to allow the member to agree {o “self pay” for specific services in advance.

[ acknowledge that | have reviewed my coverage options and that | have been told in advance of treatment
what portion of my care | will have to pay for, including non-covered services as described above, and agree to
make financial arrangements with my chiropractor,

Dr. , to pay for these services myself.
{Chiropractor Name)

Dated at Huntington Beach , CA this day of .20
(city) (state) (date) {month) (year)

Member Signature Member Health Plan ID#
(Guardian must sign for all members 17 years or younger)

Practitioner Signature Date

DCMbrBillAckn(32812.docx



_'Iafq;mad Comsent 'Fo-rm_' -

The doctor of chiropractic evaluates the patient using standard examination and. festinrr procedures. A chiropractic
adjustment involves the application of a quick, precise force directed over a very short distance to a specific vertebra or
bone. There are 2 number of different techniques that may be used to deliver the adfustment, some of which utilize
specnaﬂy deswned equipment. Adjustments are usually performed by hand but may also be perfomaed by hand-guided
instruments. In addition to adjustments, other treatments used by.chiropractors include physical therapy modélities
(heat, ice, uitrasound, soft- nssue mampulauon} nutntlonal fecommendauons and rehabilitative procedures

Chiropractic treatments are one of the safest interventions avaﬂable o the public demonstrated Lhrou,,h various clinical
trials and indirectly reflected by the low malpractice insurance paid by chirgpractors. ‘While there are risks involved .
with treatment, these are seldom great encugh to contraindicate care. Referval for further dizgnosis or management to a
medical physmmn or other health care prowder will be Sugg ested based ¢n hlstory and examination ﬁndmcs

Llstad be.low aré simmaries of both common and Tare s1de—effects/comphcat10ns assoczated with c]moprachc care:
Common
o Reactions most commonly reported are focal soreness/dlscomfort (53%), headaches (12%), tiredness (ll%)

; fadlatmcr discomfort (10%), dlZZ:[IlESS the vagt major.rty of which resolve within 48 hours

Rare
s Fracm.res or Jomt injuries in 1soIatad cases with underlymcr physlcal defects, deformlt[es or pathologles
€ Physmthe.rapy burns due to some theraples
e  Disc herniations
°  Canda Eqmna Syadrome @ (1 case per 100 mﬂhon adJustments)
¢ Compromise of the vertebrobasilar artery (L.e. stroke) (tange: 1 case per 400, OOO to 1 million cemcal spine

© adjustments {manipulations). This.associated risk is 2lso found with consulting a medical doctor for patients
under the age of 45 and is kigher for those clder than 45 when seeing a redical doctor.
Please md.lcate o your E[octor if you kave hea&ache or neck pain that is the Worst you have every IeI‘r}

I understand that there are beneficial effects assomated with these i:reatmem procedu:es mcludlncr decreased pam
mproved mobility and function, and reduced muscle spasm. I also understand fhat my, condition may worsen and
referral may be necessary 1f a course of chiropractic care dees mot help or m:Lprove my conditich.

Reasonable alternatives to these procedmes have been explained to me including prescnp tion medlcahons over-the-
counter mediczfions, possﬂale su:very, and non—treatment Listed below ars summaries of concern with the associated

alternative procedures. -
o Long-term use or overnse of medication carries some risk of dependency w1th the use of pain medication the

sk cf gastrointestinal bleeding among other risks _
e Surgical risks may include unsuccessful ouicome, complications such s mfecnom pm reactions fo

anesthesia, and prolonged recovery . )
« Potential risks of refusing or neglecting care may result in mcreased pa.m Tes tricted motlon increased

- inflammation, and worsening of my (:cmdmcm6
Neck and back pain generally improve in time, howevar TecuITence is COMmmeD. Remalmnv aCtLVE. and posﬂ:rve u:nprove

your chances of recovery.

1. Thiel HW, Beltor JE, Dccherty 3, Portlock JC. Safety of chzrupractzc manipulation of the cervical spme a prospective national survey.

Spine. Oct'l 2007;32(21):2375-2378; discussion 2379.

C 2. Rubinstein SM, Leboeuf-¥de C, Knel DL, de Koekkoek TE, Pfeifle CE, van Tulder MW. The benefits outweizh the dsks forpar: enls
undergoing chxmpracac care for fieck pain: a prospectzve, mulhcemer cohort study J Manipulative Plysiol Ther. Jul-Aug
2007;30(5):408438.

3. . Cassidy ID, Boyle E, Cote P, et al. Risk of vertebrobasilar s:roLe and chiropractic care: Tesuits of a population-based case-contro] and
case-CcTossover study. Spine, Feb 152008;33(4 Suppl):S176-183. :
4. Boyle E, Cote P, Grier AR, Cassidy JD. Examining vertebrobasilar artery stroke in two Canadian provinces. Spine. Feb 15 2008; 3(4

. Suppl}$170-175.
5 Carragee EJ, Hurwitz EL, Cheng I, et al. Treatment of neck pain: injections and surgial interventions: tesults of the Bone and Joint

" Decade 2060-2010 Task Force cn Neck Pain and Its Associatéd Digorders. Sping. Feb 15 2008;33(4 Suppl):§153-169.
€. Carroli LT, Hogg—.]’ ohnson 8, van der Velde G, ef al. Course and prognostic factors for neck pain in the general population: resnlts of the
Bone znd Joint Demde 2000-2010 Task Force on Neck Pain and Iis Associated Disorders. Spine. Feb 13 2008;33(¢ Suppl):S75-8Z.



PL,_AS‘E DO NOT SIGN THIS FOGRM UNTH, AFTER ¥ GUR TREATMENT PLAN HASBEEN
} . REVIEWED WITHE YOU BY YQUR DOCTOR '
Please amswer the following questions to help us- detemlme possible rigk factors . : - ‘
' QUESTION . S _ - YES - DGCTOR’S COMMENTS
GENERAT, ‘ : . . - T
- Have you ever had am adverse (' ie. bad) react(on to or foHowmcr
chiropractic care? .
BONE WEAKINESS
Have you been dizgnosed with osteoporoszs‘? ‘
Do you take corticosteroids (e.g - predaisone)?
Have you been diagnosed with 2 compression fracture(s) of the spme‘?
Have you'ever been diagnosed with cancer? ,
Do you have any metal implants?
YASCULAR WEAEKNESS -
Do you take aspirin or other- pam medxcatxon ona recrular basis? _
I yes, about how muck do you take daily?. :
Do you take warfarin (coumadm), beparin, or other sxmﬂar “blood
thinners”?
Have yom ever been dxagnosed with any. of the foHowm,__, :
dxsorders/dlseases’? : e . :
» Rhenmatcud arthriiis - .
¢ Reiter’s s'j_fndrrome, ankylosing spondylitis, or psoriatic
arthrits. ' a . '
o Giant cell arteritis (femporal arteritis) -
s . Osteogenesis imperfecta -
e Ligzmentous hypermobuty sach 2s with Marfan § disease, -
. Ehlers-Danlos syndrome ~ '
o Medial cysf:(c necrosis (cystic mucoid degemeration)
o . Bechet’s disease
e Fibromuscalar dysplasia .
Have you ever become dizzy or lost consciousness when z&rm:.mc your
head? o
- SPINAT, COMPROMISE OR IN STABILITY
Have you kad spinal surgery? -
K yes, when?
Have you been diagnosed with spinal stenosis?”
Have you been diagnosed with spondyliokithesis?
Haveyou had any of the foliowing problems?
" » ‘Sudden weakness in the arms or Ievs"
e Numbness in the genital area?
° Rgcent inability to orinate or lack of cortrol when urinatfxicr?

a

b0 -ooo0o

N o I e O Dt e D mmm‘-mm

I have read the previous information re@arimcr risks of chiropractnc care apd my doctor kas
verbally explained my ‘risks (if any) to me and suggested alternatives when these risks exist.
understand the purpaose of my care and have been given an esplapation of the treatmemt, the -
frequency of care, and alternatives to this care. All of my guestions have been answered to my
satisfaction. I agree to this plan of care understanding 2ny perceived risk(s) and alternaf:wes

to ﬁns care.

PA’IIEN’I [or PARENT/GUARDIAN] SIGNATURE - : DATE

INTERN SIGNATURE S . ' DATE

DOCEOR’S SIGNATURE ' : DATE



PATIENT RECORD OF DISCLOSURES

In general, the HIPAA privacy rule gives individuals the right to request a restriction on uses and disclosures of their protected
health information (PHf). The individual Is also provided the right to request confidential communications or that a communication
of PHI be made by alternative means, such as sending correspondence to the individual's office instead of the individual's home.

' wish to be contacted in the following manner (check all that apply):

(] Home Telephone ] Written Communication
1 QK. to leave message with detailed information [] O.K. to mail to my home address
[ Leave message with call-back number only (] O.K. to mail to my work/office address

[[] QK to fax to this number

F wWark Telephone
P

[J O.K. to leave message with detailed information [} Other

[] Leave message with call-back number only

Patient Signature Date

Print Name Birthdate

The Privacy Rule generally requires healthcare providers to take reasonable steps to limit the use or disclosure of, and requests
for PHI to the minimum necessary to accomplish the intended purpose. These provisions do not apply to uses or disclosures
made pursuant to an authorization requested by the individual.

Heslihcare entities must keep records of PH/ disclosures. Information provided below, if completed properly, will constitute an
adequate record.

Note: Uses and disclosures for TPO may be permitted without prior consent in an emergency.

- Record of Disclosures of Protected Health Information

Bisclosed To Whom 1) Description of Disclosure/ By Whom Disclosed ) @)

Date Address or Fax Number Purpose of Disclosure

| | |

(1) Check this box if the disclosure is authorized
(@) Type key: T=Treatment Becords: P=Payment Information; O=Healthcare Operations
(3) Enter how disclosure was made: F=Fax; P=Phone; E=Email; M=Mail; O=Cther



Patient Name:

Advance Beneficiary Notice of Noncoverage (ABN)

NOTE: If Medicare doesn’t pay for D. below, you may have to pay.

Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D. below.
D. E. Reason Medicare May Not Pay: F. Estimated

Cost
Electric Stimulation These services are not covered by $15.00
Flexion Medicare when performed by a $15.00
Health Consult Chiropractor or at a Chiropractic $50.00
Spinal Decompression office. $100.00 per
Massage Therapy $80.00 -60 min
Theraputic Exercise Session $45.00 -50 min

WHAT YOU NEED TO DO NOW:
e Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
e Choose an option below about whether to receive the D. listed above.
Note: If you choose Option 1 or 2, we may help you to use any other insurance
that you might have, but Medicare cannot require us to do this.

G. OPTIONS: Check only one box. We cannot choose a box for you.

COOPTION 1. | want the D. listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a Medicare
Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible for
payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

COOPTION 2. | wantthe D. listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not billed.
COOPTION 3. | don’t want the D. listed above. | understand with this choice |

am not responsible for payment, and | cannot appeal to see if Medicare would pay.
H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on
this notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You also receive a copy.
l. Signature: J. Date:

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (03/11) Form Approved OMB No. 0938-0566



PATIENT NAME:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether any medical services
rendered under this contract were unnecessary or unauthorized or were improperly, negligently or incompetently rendered, will be determined
by submission to arbitration as provided by California and federal law, and not by a lawsuit or resort to court process except as California and
federal law provide for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional
right to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration. Further, the parties will
not have the right to participate as a member of any class of claimants, and there shall be no authority for any dispute to be decided on a class
action basis. An arbitration can only decide a dispute between the parties and may not consolidate or join the claims of other persons who
have similar claims.

Article 2: All Claims Must be Arbitrated: Itis also understood that any dispute that does not relate to medical malpractice, including disputes
as to whether or not a dispute is subject to arbitration, as to whether this agreement is unconscicnable, and any procedural disputes, will also
be determined by submission to binding arbitration. It is the intention of the parties that this agreement bind all parties as to all claims, including
claims arising out of or relating to treatment or services provided by the healthcare provider including any heirs or past, present ar future
spouse(s) of the patient in relation to all claims, including loss of consortium. This agreement is also intended to bind any children of the patient
whether born or unborn at the time of the occurrence giving rise to any claim. This agreement is intended to bind the patient and the healthcare
provider and/or other licensed healthcare providers, preceptors, or interns who now or in the future treat the patient while employed by, working
or associated with or serving as a back-up for the healthcare provider, including those working at the healthcare provider's clinic or office or
any other clinic or office whether signatories to this form or not.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the healthcare provider, and/or the
healthcare provider's associates, association, corporation, partnership, employees, agents and estate, must be arbitrated including, without
limitation, claims for loss of consortium, wrongful death, emotional distress, injunctive relief, or punitive damages. This agreement is intended
to create an open book account unless and until revoked.

Article 3: Procedures and Applicable Law: A demand for arbitration must be communicated in writing to all parties. Each party shall select
an arbitrator (party arbitrator) within thirty days, and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators appointed by the
parties within thirty days thereafter. The neutral arbitrator shall then be the sole arbitrator and shall decide the arbitration. Each party to the
arbitration shall pay such party’s equal share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration
incurred or approved by the neutral arbitrator, not including counsel fees, witness fees, or other expenses incurred by a party for such party's
own benefit. Either party shall have the absolute right to bifurcate the issues of liability and damage upon written request to the neutral
arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity that would otherwise be a proper additional party
in a court action, and upon such intervention and joinder, any existing court action against such additional person or entity shall be stayed
pending arbitration. The parties agree that provisions of the California Medical Injury Compensation Reform Act shall apply to disputes within
this arbitration agreement, including, but not limited to, sections establishing the right to introduce evidence of any amount payable as a benefit
to the patient as allowed by law (Civil Code 3333.1), the limitation on recovery for non-economic losses (Civil Code 3333.2), and the right to
have a judgment for future damages conformed to periodic payments (CCP 667.7). The parties further agree that, where not in conflict with
this agreement, the Arbitration Rules of ADR Services, Inc. shall govern any arbitration conducted pursuant to this Arbitration Agreement. A
copy of the ADR Services rules are available on its website at www.adrservices.com or by calling 213-683-1600 to request a copy of the rules.

Article 4: General Provision: All claims based upon the same incident, transaction, or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof is received, the claim, if asserted in a civil action, would
be barred by the applicable legal statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures
prescribed herein with reasonable diligence.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the healthcare provider within 30 days of signature
and, if not revoked, will govern all professional services received by the patient and all other disputes between the parties.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (for example, emergency
treatment), patient should initial here. . Effective as of the date of first professional services.

If any provision of this Arbitration Agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and shall not
be affected by the invalidity of any other provision. | understand that | have the right to receive a copy of this Arbitration Agreement. By my
signature below, | acknowledge that | have received a copy.

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE

DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

Patient Name (print): Signature: Date:
Parent or Guardian (print): Signature; Date:
Office Name: Signature: Date:

ALSO SIGN tHE INFORMED CONSENT on REVERSE sipe

© Allied Professionals’ Insurance Services All Rights Reserved, Rev. 3/1/19 G2006-CA





