PATIENT NAME: DATE:

ARBITRATION AGREEMENT

Article 1: Agreement to Arbitrate: Itis 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 onva 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 ClaimsMust'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 unconscionable, and any procedural disputes, will also
be determined by submissionto 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 or 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 bofn orunborn 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 clinicor 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 acceunt unless and until revoked.

Article 3: Procedures and Applicable Law: A demand for atbitration 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, sectionsestablishing the rightto 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 incidentstransaction, or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the date notice thereofis 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 @F MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURYOR/COURT TRIAL. SEE
ARTICLE 1 OF THIS CONTRACT.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on this agreement are
the same as handwritten signatures for the purposes of validity, enforceability, and admissibility.

Patient Name (print): Signature: Date:
Parent or Guardian (print): Signature: Date:
Office Name: _ Ressler Chiropractic Inc Signature: Date:

ALSO SIGN THE INFORMED CONSENT oN REVERSE sipE

© Allied Professionals’ Insurance Services All Rights Reserved, Rev. 9/4/20 G2006-CA
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Informed Consent to Care

You are the decision maker for your health care. Part of our role is to provide you with information to assist you in
making informed choices. This process is often referred to as “informed consent” and involves your understanding
and agreement regarding the care we recommend, the benefits and risks associated with the care, alternatives, and
the potential effect on your health if you choose not to receive the care.

We may conduct some diagnostic or examination procedures, if indicated. Any examinations or tests conducted will
be carefully performed, but may be uncomfortable.

Chiropractic care centrally involves what is known as a chiropractic adjustment. There may be additional supportive
procedures or recommendations as well. When providing an adjustment, we use our hands or an instrument to
reposition:anatomical structures, such as vertebrae. Potential benefits of an adjustment include restoring normal joint
motion,reducing swelling and inflammation in a joint, reducing pain in the joint, and improving neurological functioning
and overall'well-being.

It is important that you understand, as with all health care approaches, results are not guaranteed, and there is no
promise to cure. As with all types of health care interventions, there are some risks to care, including, but not limited
to: muscle spasms; aggravating and/or temporary increase in symptoms, lack of improvement of symptoms, burns
and/or scarring from electrical stimulation.and from¢hot or cold therapies, including, but not limited to, hot packs and
ice, fractures (brokentbones),.disc injuries, strokes, dislocations, strains, and sprains. With respect to strokes, there
is a rare but serious condition knowr as an arterial dissection that involves an abnormal change in the wall of an artery
that may cause the development of a thrombus (clot)withithe potential to lead to a stroke. This occurs in 3-4 of every
100,000 people, whether they are receiving health care.or not. Patients who experience this condition often, but not
always, present to their medical doctor or chiropractor with neck pain and headache. Unfortunately, a percentage of
these patients will experience a strokes As chiropractic can involve manually and/or mechanically adjusting the
cervical spine, it has been reported that chiropractic care may be a risk for developing this type of stroke. The
association with stroke is exceedingly rare and is stimated to be related in one in one million to one in two million
cervical adjustments.

It is also important that you understand there are treatment.options available for your condition other than chiropractic
procedures. Likely, you have tried many of these approaches already. These options may include, but are not limited
to: self-administered care, over-the-counter pain relieversyphysical measures and rest, medical care with prescription
drugs, physical therapy, bracing, injections, and surgery. Lastly, you.have the right to a second opinion and to secure
other opinions about your circumstances and health care as you'seefit.

| have read, or have had read to me, the above consent. | appreciate that.t is not possible to consider every possible
complication to care. | have also had an opportunity to ask questions about its content, and by signing below, | agree
with the current or future recommendation to receive chiropractic care as is.deemed appropriate for my circumstance.
| intend this consent to cover the entire course of care from all providers insthis office’for my present condition and for
any future condition(s) for which | seek chiropractic care from this office.

Both parties agree that this agreement may be electronically signed, and that the electronic signatures appearing on
this agreement are the same as handwritten signatures for the purposes of validity, enforceability,;and admissibility.

Patient Name: Signature: Date:
Parent or Guardian: Signature: Date:
Witness Name: _David C Ressler, D.C. Signature: Date:

| also attest under penalty of perjury that | have verbally informed the patient of the material risks of the proposed chiropractic care.

ALSO SIGN THE ARBITRATION AGREEMENT on REVERSE sipe

© Allied Professionals’ Insurance Services All Rights Reserved, Rev. 9/9/20 C2005
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RESSLER CHIROPRACTIC

Notice of Privacy Practice-Summary

Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you can get access to this
information.

Review this carefully and sign.at the bottom. If you would like a copy, please ask we will be happy to provide this for
you.

Your Rights
You have the right to:

» Get a copy of your paper or electronic. medical record

« Correct your paper or electronic medical record

» Request confidential communication

o Ask us to limit the information'we share

o Get a list of those with whom we’ve shared yourdnformation

» Get a copy of this privacy notice

» Choose someone to act foryou

« File a complaint if you believe your privacy rights have beenviolated

Your Choices
You have some choices in the way that we use and share‘information as'we:

o Tell family and friends about your condition
 Provide disaster relief

o Include you in a hospital directory

» Provide mental health care

o Market our services and sell your information
» Raise funds

Our Uses and Disclosures
We may use and share your information as we:

Treat you

o Run our organization

« Bill for your services

« Help with public health and safety issues

o Do research

o Comply with the law

» Respond to organ and tissue donation requests

» Work with a medical examiner or funeral director

o Address workers’ compensation, law enforcement, and other government requests
» Respond to lawsuits and legal actions

Your Rights



When it comes to your health information, you have certain rights. This section explains your rights and some of our
responsibilities to help you.

Get an electronic or paper copy of your medical record

» You can ask to see or get an electronic or paper copy of your medical record and other health information we have
about you. Ask us how to do this.
» We will provide a copy or a summary of your health information, usually within 30 days of your request. We may
charge a reasonable, cost-based fee.
Ask us to correct.your medical record

e You can askus to correct health information about you that you think is incorrect or incomplete. Ask us how to do
this.
o We may say “no”.to your request, but we’ll tell you why in writing within 60 days.
Request confidential communications

« Youcan ask us to contact you in a specific way (for example, home or office phone) or to send mail to a different
address.
o Wewill say«“‘yes” to all reasonable requests.
Ask us to limit what we use or share

» You can ask us not to use or share certain health information for treatment, payment, or our operations. We are not
required to agree to your request, and we may:say,“no” if it would affect your care.

« Ifyou pay for a service or health care item.out-of-pocket in full, you can ask us not to share that information for the
purpose of payment or our operations with your health insurer. We will say “yes” unless a law requires us to share
that information.

Get a list of those with whom we’ve shared information

» You can ask for a list (accounting) of the times we’ve shared your health information for six years prior to the date
you ask, who we shared it with, and why.

o We will include all the disclosures except for those about treatment;payment, and health care operations, and certain
other disclosures (such as any you asked us to'make). We’ll provide one accounting a year for free but will charge a
reasonable, cost-based fee if you ask for anotherone within 12 months.

Get a copy of this privacy notice

You can ask for a paper copy of this notice at any time, even if you have agreed to receive the notice electronically. We will
provide you with a paper copy promptly.

Choose someone to act for you

« Ifyou have given someone medical power of attorney or if someone is your legal guardian, that person can exercise
your rights and make choices about your health information.
o We will make sure the person has this authority and can act for you before we take any action.

File a complaint if you feel your rights are violated

» You can complain if you feel we have violated your rights by contacting us using the information on page 1.

» You can file a complaint with the U.S. Department of Health and Human Services Office for Civil Rights by
sending a letter to 200 Independence Avenue, S.W., Washington, D.C. 20201, calling 1-877-696-6775, or visiting
www.hhs.gov/ocr/privacy/hipaa/complaints/.

« We will not retaliate against you for filing a complaint.

Your Choices

For certain health information, you can tell us your choices about what we share. If you have a clear preference for
how we share your information in the situations described below, talk to us. Tell us what you want us to do, and we will
follow your instructions.



In these cases, you have both the right and choice to tell us to:

 Share information with your family, close friends, or others involved in your care

 Share information in a disaster relief situation

o Include your information in a hospital directory

If you are not able to tell us your preference, for example if you are unconscious, we may go ahead and share your
information if we believe it is in your best interest. We may also share your information when needed to lessen a
serious and imminent threat to health or safety.

In these cases we never share your information unless you give us written permission:

o Marketing purposes

« Sale of yourinformation

o Most sharing(of psychotherapy notes
In the case of fundraising:

o Wemay contact you for fundraising efforts, but you can tell us not to contact you again.

Our Uses and Disclosures

How do we typically use or share your health information?
We typically use or shareyour health information in the following ways.

Treat you
We can use your health information and share it with.otherprofessionals who are treating you.
Example: A doctor treating you for.an injury asks another doctor about your overall health condition.
Run our organization
We can use and share your health information to run.our practice, improve your care, and contact you when necessary.

Example: We use health information about you to manage:your treatment and services.

Bill for your services

We can use and share your health information to bill and get payment from health plans or other entities.

Example: We give information about you to your health insurance plan sa it will pay for your services.

How else can we use or share your health information?
We are allowed or required to share your information in other ways — usually in ways that contribute to the public good,
such as public health and research. We have to meet many conditions in the law before we can share your information for

these purposes. For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.
Help with public health and safety issues
We can share health information about you for certain situations such as:

» Preventing disease

o Helping with product recalls

» Reporting adverse reactions to medications

» Reporting suspected abuse, neglect, or domestic violence

» Preventing or reducing a serious threat to anyone’s health or safety
Do research

We can use or share your information for health research.



Comply with the law

We will share information about you if state or federal laws require it, including with the Department of Health and
Human Services if it wants to see that we’re complying with federal privacy law.

Respond to organ and tissue donation requests

We can share health information about you with organ procurement organizations.
Work with a medical examiner or funeral director

We can share health information with a coroner, medical examiner, or funeral director when an individual dies.
Address workers’ compensation, law enforcement, and other government requests

We can use or share health'information about you:

o Forworkers’ compensation claims

» For law enforcement purposes orwith a law enforcement official

» With'health oversight agencies for activities authorized by law

 For special government functions'such.as military, national security, and presidential protective services
Respond to lawsuits‘and legal actions

We can share health information about you in response to a court or administrative order, or in response to a subpoena.

Our Responsibilities

o We are required by law to maintain‘the privacy and security'of your protected health information.
» We will let you know promptly if a breach occurs that may have compromised the privacy or security of your
information.
o We must follow the duties and privacy practices described in this notice and give you a copy of it.
o We will not use or share your information other than-as described here unless you tell us we can in writing. If you
tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.
For more information see: www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/noticepp.html.

Changes to the Terms of this Notice

We can change the terms of this notice, and the changes will apply to all'information we have about you. If there are

changes, the new notice will be available upon request, in our office, and on our website.



Acknowledgement of Receipt of NPP

Ressler Chiropractic Inc
HIPAA

PATIENT ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Y ou may refuseto_sign'this acknowledgement. In refusing we may not be allowed to process your insurance
claims.

The undersigned acknowledges receipt of a copy of the currently effective Notice of Privacy Practices for this
healthcare facility. A copy.of thisssigned, dated document shall be as effective as the original.

Please print name of Patient Please sign for Patient Date
Legal Representative / Guardian Relationship
Office Use Only

As Privacy Officer, I attempted to obtain the patient’s (or representatives) signature on this Acknowledgement
but did not because:

It was emergency treatment

I could not communicate with the patient
The patient refused to sign

The patient was unable to sign because

Other (please describe)

Signature of Privacy Officer Date
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FINANCIAL POLICY

RESSLER CHIROPRACTIC INC.

Patient’'s Name

Thank you for choosing us as your health care providers. We are committed toc}/our treatment being
?#c%es?ful. The following is our Financial Policy, which we require you read and sign prior to seeing
e doctor.

FULL PAYMENT IS DUE AT THE TIME OF SERVICE

WE ACCEPT CASH

WE ACCEPT.CHEGKS (our returned check/NSF is charge is $30)

WE ACCEPT MASTERCARD/VISA/AMEX/DEBIT (CARD)
WE ACCEPT HRAs/HSAs/FSAs

Ifyou are here due to iry'uries from work or an auto accident, please complete the appropriate
accompanying form and return. it to the front desk with this Financial Policy.

Regarding Your Insurance

Your insurance policy is a‘contract’ between you and your insurance company. We are not a party to
that contract. Yoursportion (co-pays; €o-insurance, and deductibles) is due at the time of treatment.
We agree to await the balance of payment of claims submitted by us directly to your insurance
company after your portion has been.paid.

Verifying Coverage

If as a courtesy to you wehave verified coverage, it remains your responsibility to confirm your
coverage. All services/products'rendered/purchased remain your sole responsibility. Payment in full
is our policy at your first visitif we.are not able toverify coverage before. If your insurance company
has not paid, or there is a coverage discregancy on a bill after 45 days, the balance of that bill will
automatically be considered your.responsibility and billed.to you or charged to your CARD on file.

"Reasonable and Necessar¥"/"MedicaIIy Necessary”/"Usual and Customary” Rates/Charges
Please be aware that some of the services provided may.be inon-covered services. Although we
provide only those services that we believe/are necessary for the best possible results, some of
these charges may not be considered "reasonable‘and necessary" for coverage by Medicare and/or
other medical insurance. You are responsible for payment regardless of any insurance company's
arbitrary determination of "usual and customary" rates.

Regarding Your Credit/Charge/Debit (CARD)

When you give us your CARD we keep It stored in an electronic vault provided by our credit card
vendor. Your information is protected not only by the CCA-but also HIPAA and is more secure than
¥our bank information. Understanding this, you agree and give.us permission to charge your CARD
or the following reasons:

Your portion not collected from you at the beginning of your visit

No-show fees, Late-payment fees, and Interest charges if applicable

Insurance coverage discrepancies that are not resolved within 45 days of the date of service
Outstanding balances greater than 45 days past.due

Late Payment Fee/ Interest Charge

As healthcare providers, we may provide interest-free payment agreements.in compassion for our
atients. If, however for any reason, you have not made an agreed payment,a $30 late-payment

ee will be added to your account on the first of the following month. Additionally an interest charge of

20% APR will be charged to your account from that time forward until the account is paid in full.

Thank you for understanding our Financial Policy. Please let us know if you have:questions or
concerns.

| have read, understand, and agree to this Financial Policy.

Patient or Responsible Party Date
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No-Surprises Billing Protection Form

Patient name:

Out-of-network provider (OON): Ressler Chiropractic Inc

Date patient was\given written notice that office is OON:

The purposesef thisdocument is to let you know about your protections from unexpected
medieal bills. Italse’asks whether you would like to give up those protections and pay more for
out-of-network care,

IMPORTANT: You‘aremot.required to sign this form and should not sign it if you did not
have a‘ehoigéf health care proyider when you received care. You can choose to get care
from a provider or facility'ingour health plan’s network, which may cost you less.

If you would like assistance with,this document, ask your provider or a patient advocate.

You’re getting this noficébecause ResslenChiropractic Inc is not in your health plan’s network.
This means Ressler Chiropractic Inc does net-have an agreement with your plan.

Getting’care from this«office could cost you more.

If your plan covers the item oréservice you are regéiving, federal law protects you from higher
bills:

e \When you get emergency care from out<of-networkiproviders and facilities, or

e When an out-of-network provider treats'you at an in-network hospital or ambulatory
surgical center without your knowledge'er consent.

e When actual costs from out-of-network provider are more than $400 higher than
estimated.

Ask your health care provider or patient advocate if'yourneed help knowing if these
protections apply to you.

If you sign this form, you may pay more because:

e You are giving up your protections under the law and agreeing to the OON cost.

e You may owe the full costs billed for items and services received;

e Your health plan may not count any of the amount you pay towards your deductible and
out-of-pocket limit. Contact your health plan for more information.

You should not sign this form if you did not have a choice of providers whenseCeiving care.
For example, if a doctor was assigned to you with no opportunity to make a change.

Before deciding whether to sign this form, you can contact your health plan to find an
In-network provider or facility. If there isn’t one, your health plan might work out an agreement
with this provider or facility, or another one.

See the next page for your cost estimate.



Estimate of what you could pay

Patient name:

Out-of-network provider(s)or facility name: Ressler Chiropractic Inc Tax ID: 45-1603105 NPI: 1740574847

Total cost estimate of what you may be asked to pay:

P Review your detailed estimate. See Page 3 for a cost estimate for each item or service you’ll get.

P Call your health plans,Your plan may have better information about how much you will be asked to pay. You also can ask about
what’s covered under your'plan‘and your provider options.

P Questions about this notice and estimate? Call 650-583-4080 to speak with Dr. Ressler
» Questions about your rights? Contact'Health and Human Services 800-985-3059
Prior authorization or other caré management limitations

Except in an emergency, your health plan'may require prior authorization (or other limitations) for certain items and services. This
means you may need your plan’s approval ofian item or service before you get them. If prior authorization is required, ask your health
plan about what information.ds necessary to get coverage:

Understanding your option$
You may be able to get the itemsdr services described in thismotiee from these providers who are in-network with your health plan:

More information about your rights and protections
Visit No Surprises Act | CMS https://www.cms.gov/nosurprises foramare information about your rights under federal law.

By signing, | give up my federal consumer protections and agree to pgay more for out-of-network care.
With my signature, | am saying that | agree to get'the items or services from¢Regsler Chiropractic Inc.
With my signature, | acknowledge that | am consenting of my own free will ahd'am‘not being coerced or pressured. | also understand
that:
e I’m giving up some consumer billing protections under'federal law.
e | may get a bill for the full charges for these items and services, or | may have to pay out-of-network cost-sharing under my
health plan.
e [ was given a written notice explaining that my provider or fagility<sn’t in my health plan’s network, the estimated cost of
services, and what | may owe if | agree to be treated by this provider or facility.
e | got the notice either on paper or electronically, consistent with/my choice.
e | fully and completely understand that some or all amounts | pay might not-count toward my health plan’s deductible or out-
of-pocket limit.
e | can end this agreement by notifying the provider or facility in writing beforesgetting services.

IMPORTANT: You don’t have to sign this form. But if you don’t sign, this facilityawill not treat"yotyYou can choose to get care
from a provider or facility in your health plan’s network.

Patient’s signature Guardian/authorized representative’s signafure
Print name of patient Print name of guardian/authorized representative
Date of signature Date of signature

Take a picture and/or keep a copy of this form.
It contains important information about your rights and protections.


https://www.cms.gov/nosurprises
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