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I sign this Patient Agreement and Consent to Care (the “Agreement”) for myself, or a minor child, or another person for whom I have legal
authority to sign for. I intend this Agreement to be effective for medical services including all clinical, outpatient, and inpatient services
rendered and/or billed by Women’s Care of Wisconsin or any of its affiliates from any of its facilities or by Women’s Care providers in non-
Women’s Care facilities (collectively, “Women’s Care”) to me, whether for this medical condition or for subsequent medical conditions
that may arise after the date of my signature that require treatment.

This Agreement is intended to include all services rendered during the course of my care and treatment as described in this Agreement,
unless I revoke this Agreement in writing. | understand that | can send a written request to Women’s Care to revoke this Agreement at any
time, but my revocation of this Agreement is not effective until Women’s Care receives my written revocation. | also understand that my
written revocation of this Agreement does not affect the services Women’s Care provided to me before receiving my written revocation.

1. GENERAL CONSENT TO CARE

| consent to all Medical Care and Treatment as ordered or instructed by a Women’s Care provider, their associates, or any other provider
who may attend to me at Women’s Care facilities or Women’s Care providers in non-Women’s Care facilities, or, as allowed by law. Medical
Care and Treatment includes all medical care and treatment and diagnostic procedures including, but not limited to: examinations

which may include vaginal and rectal examinations, radiology and laboratory procedures, other tests and treatments, administration

of drugs, monitoring, EKGs, general nursing care, clinical photography and/or other procedures. My consent also applies to certain
invasive procedure(s), including but not limited to blood draws, IV starts, and other procedures which will be explained to me prior to the
procedure(s) being performed on me, but do not require my separate, written informed consent.

I understand that | will be under the direct care of a provider while a patient at Women’s Care and that the employees, agents and
representatives of Women’s Care will carry out the orders and instructions of those providers. | understand that Women’s Care employed
providers may provide care and treatment to me at Women'’s Care facilities or may treat me in a non-Women'’s Care facility. | also
recognize that the practice of medicine and surgery is not an exact science and | acknowledge that no guarantees related to outcomes
have been made or will be made to me.

2. COMMUNICATION CONSENT

| consent to receive, via cellular telephone or other telephone number(s) that are listed on this form (or later provided to Women’s Care),
text messages, telephone calls or other communications or any purpose related to my current or prospective medical care, current

or upcoming services offered by any authorized caller, or my account. | understand that these communications may be made using

live, artificial or prerecorded voices, automatic telephone dialing systems, text message systems, e-mails or any other computer-aided
technologies. | also understand that these communications may come from Women’s Care and its affiliates, clinical providers, and
business associates, along with any billing services, collection agencies, agents, or other third parties who may act on their behalf. This
communication consent is not required to receive services from Women’s Care or any of the other authorized callers and that data usage
and other changes may apply.

3. ACKNOWLEDGMENT OF NOTIFICATION OF PATIENT ACCESS TO HEALTH CARE RECORDS

I understand that | may review and/or receive copies of my Women'’s Care health care records. Review requests need to be scheduled in
advance and during regular business hours at a Women'’s Care clinic location. | understand that I may incur charges related to my request.
I may authorize other persons to review and/or receive copies of my health care records by submitting a written request to Women’s

Care in accordance with Women'’s Care’s policies and applicable Privacy laws. | may also request that a copy of my health care records be
referred to another health care provider of my choice and agree to complete any paperwork required to complete my request.

4. HEALTH CARE EDUCATION

| understand that Women'’s Care participates in health care provider education and educates health care students in many health care
professions. | agree that students may observe and/or participate in my care and treatment while they are under the supervision of a
provider or other authorized Women'’s Care representative. | will be notified before a student observes and/or participates in my care and
treatment and | understand that | may decline the student’s observation and/or participation at that time.

5. FOLLOW-UP RESPONSIBILITY

I understand that | may return home before all my medical problems are known or treated. | may be given instructions to follow-up with
my provider or other providers outside of Women'’s Care. It is my responsibility to arrange follow-up care and to follow through on any
instructions provided to me.
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6. ASSIGNMENT OF BENEFITS

I assign all rights to benefits, insurance, payments, insurance reimbursements or other payments or judgments to which | may be entitled
for hospital-based provider services (pathology, radiology, cardiology, etc.) and/or emergency department services to the provider

or organization providing the professional services. | also authorize submission of a bill for professional services to my insurance for
payment.

| hereby certify that the information given regarding my insurance, and the information provided regarding the coordination of my
benefits, if | hold coverage under more than one policy, is accurate and current to the best of my knowledge; and | do hereby assign to
Hospital and physicians employed by Hospital and all affiliated entities, groups, assignees, or associates, collectively “Providers”, all of my
rights, benefits, privileges, protections, claims, causes of action, rights, and/or interests of recovery of any kind whatsoever receivable by
me, or on my behalf, arising out of any plan or policy, from any funding source, and of any plan type or any trust or fund from any funding
source, including, but without limitation, all plans, policies, funds, or trusts through any and all state, federal, or local government plans,
programs, or policies including those administered by a third-party entity on the government’s behalf; or stemming from any entitlement
program which | am or may become enrolled in which would provide a benefit to me, or any third-party responsible for me, for the
charges incurred by me from the hospital and/or employed physician group(s).

7. AUTHORIZED REPRESENTATIVE/AGENT

| authorize and designate Women’s Care as my authorized agent and representative with the power to act on my behalf with respect to
all matters related to all of my rights, benefits, privileges, protections, claims, causes of action, interests or recovery arising out of any
coverage source, including but not limited to the ability to request reconsideration and/or appeal; payment decisions made by any group
health plan, employee benéefits plan, health insurance plan, any other insurance plan or utilization review entity for overage or grievance
review (the “Plan”). This includes, without limitation, the authority and right to: file medical claims with the Plan; file appeals and
grievances with the Plan; request verification of coverage or pre-certification or authorization; file pre-service and post-services claims;
request any and all information and documents under which the Plan is established or operated; request any and all policies, procedures
and guidelines and protocols considered by the Plan in connection with the benefit claim determination; and to institute any litigation
and/or complaints against the Plan naming me as the plaintiff in such litigation if necessary.

| designate, authorize and convey to Women’s Care to the fullest extent permissible under law under any applicable plan the right and
ability to act as my Authorized Representative with respect to benefit plan governed by the provisions of ERISA as provided in 29 C.F.R.
2560.503-1(b)(4) with respect to any healthcare expenses incurred as a result of the services | received from Women'’s Care. This includes,
without limitation, the right and ability to act on my behalf in connection with any claim, appeal right, cause of action, including without
limitation, any claim that may be brought pursuant to ERISA, that | may have under the plan; and the right and ability to act on my behalf
in connection with any claim, right, or cause of action including litigation against the plan (even to name me as plaintiff in such action)
that | may have under such plan, I understand | can revoke this authorization in writing at any time.

| authorize Women’s Care to release my medical information (including medical information in my Women’s Care record relating to
services provided to me by third parties) or other information, if required, to obtain payment from my insurance or other payer and their
agents to process payments.

| authorize Women’s Care to release my medical or other information to government agencies or their designees for review of the care
provided to me.

Your treating provider/practitioner may order services or items that require upfront approval from your insurance company before you
receive the services or items. | agree to cooperate, aid and assist Women’s Care in obtaining all possible insurance benefits for such
services or items (for example: completing an application for insurance, providing timely information as requested).

| certify that the information | provided in applying for payment under Titles XVIIl and XIX of the Social Security Act is correct. | authorize
any holder of medical or other information about me to release to Women’s Care and/or the provider providing services, their billing
agents, the Social Security Administration, its intermediaries and carriers, any information needed for this or a related Medicare/Medicaid
claim. | request payment of authorized benefits be made on my behalf to Women’s Care providers for services furnished to me by that
provider.

8. PATIENT FINANCIAL RESPONSIBILITY

I understand that | am financially responsible to Women'’s Care for the total charges for services rendered and | agree to pay Women’s
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Care for all charges which are not paid by either my insurance plan, Medicare, Medicaid, PPO, HMO or other coverage, in addition to
copayments and deductibles, as permitted by law. Any excess payment after all accounts are paid will be refunded to me or to my
insurance in compliance with Women’s Care’s refund schedule. If billed to insurance, the responsible party may have access to the billing
information for the services rendered.

9. NON-COVERED SERVICES

I understand that some services may not be covered by my insurance. Those services include, but are not limited to: Fertility Treatments,
Nitrous Oxide, Dry Needling, Biofeedback, plan exclusions and/or out-of-network services as outlined by my benefit plan. | understand
that payment for these services are expected at the time those services are rendered.

10. MISSED APPOINTMENTS

I understand that Women’s Care expects 24-hours’ notice to cancel scheduled appointments and that | may incur a fee if | do not provide
proper notice to cancel appointments. In addition, Women’s Care reserves the right to refuse treatment to any patient who engagesin a
pattern of repeated cancellations or missed appointments.

11. RELEASE OF INFORMATION FOR BILLING PURPOSES

| hereby consent and authorize Women'’s Care to disclose any medical information from my patient health care records relating to
services provided to my insurer as identified or later identified, for payment purposes as may be necessary to process any pending or
future insurance claims. This may include any and all information contained in the patient care record to the extent that such records
are needed for billing or collection of benefits due from any payer. | further authorize the release of this information to a court of law in
any proceeding instituted by Women'’s Care to obtain payment of charges for services rendered. | understand that I have the right, upon
request, to inspect and receive a copy of all records being disclosed.

12. COLLECTIONS

I understand that Women’s Care utilizes a third-party collections agency and my account may be transferred after unsuccessful collection
attempts. | understand that if | was provided a time of service payment discount it will no longer be applicable if my account is sent to
Collections.

Patient Name (Please Print):

Date of Birth: Date Signed:

Patient Signature:

If the Patient is unable to consent or is a minor, complete the following:

Patient is a minor of or is unable to consent because Reason:

Signature of person legally authorized to give consent for Patient:

Relationship to Patient:

Witness:
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