ORTHOPAEDIC
SPECIALISTS

PATIENT INFORMATION
Patient’s Last Name: First: Middle: (] Mr [] Miss | Marital Status (circle one)
[ Mrs. |[[]Ms. Single / Mar / Div / Sep / Wid

Is this your legal name? | If not, what is your legal (Former Name): Birth Date: Age: Sex:
[ 1Yes [ INo name? / / M LIF
Address: Social Security #: Home Phone #:

( )
City: State: ZIP Code: Cell Phone #:

( )
Occupation: Employer: Employer Phone #:

( )
Email: How would you like to be contacted?

[LJHome Phone [ Cell Phone [JMail L] Email
Religious Preference: Patient’s Preferred Language:
MEDICAL HISTORY

Is today’s treatment a work related injury? If yes, have you filed a workers compensation claim?
[ ] Yes [ ] No [ ] Yes [ INo Ifyes, what year:
Have you had any prior surgeries that pertain to today’s treatment?

L] Yes [J No
If yes, what type and when?

Primary Physician

Name: Phone:

Address:

IN CASE OF EMERGENCY

Name of friend or relative: Relationship to patient: Home or Cell Phone: Work Phone:

( ) ( )

The above information is true to the best of my knowledge. | authorize my insurance benefits be paid directly to the physician. |
understand that | am financially responsible for any balance. | also authorize LA Orthopaedic Specialists or insurance company to
release any information required to process my claims.

Signature of Patient or Guardian Date




LA ORTHOPAEDIC
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Patient Financial Agreement & Medical Authorizations Form
The following is a statement regarding our Medical Authorizations and Financial Policy Agreement which we require you to read and
sign prior to receiving treatment:

Health Insurance Portability and Accountability Act (HIPAA) Medical Authorization

The Health Insurance Portability and Accountability Act of 1996 (HIPAA) established a “Privacy Rule” to help insure that personal
health care information is protected for privacy. The Privacy Rule was also created in order to provide a standard for certain health
care providers to obtain their patients consent for uses and disclosures of health information about the patient to carry out
treatment, payment, or health care operations. As our patient, we want you to know that we respect the privacy of your personal
medical records and will do all we can to secure and protect that privacy. We strive to always take reasonable precautions to protect
your privacy. When it is appropriate or necessary, we provide the minimum necessary information only to those we feel are in need
of your health care information regarding treatment, payment or health care operations, in order to provide health care that is in
your best interest. We fully support your access to your personal medical records. We may have indirect treatment relationships
with you (such as laboratories that only interact with the physician and not patients), and may have to disclose personal health
information for purposes of treatment, payment or health care operations. These entities are most often not required to obtain
patient consent. You may refuse to consent to the use or disclosure of your personal health information, but this must be done in
writing. Under this law, we have the right to refuse to treat you should you choose to refuse to disclose your Personal Health
Information. If you choose to give consent in this document, at some future time you may request to refuse all or part of your
Personal Health Information. You may not revoke actions that have already been taken which relied on this or a previously signed
consent. You have the right to review our Privacy Notice (Compliance Assurance Notification to Our Patients), to request restrictions
and revoke consent in writing.

Signature Date

Patient Financial Agreement

| hereby authorize the release of pertinent medical information to my insurance carriers. | am aware that health insurance coverage
varies and while insurance carriers may use terms such as customary, reasonable, prevailing, etc. to limit their coverage; | am
ultimately responsible for payment of radiology fees, laboratory fees, and of ALL charges for services rendered as a result of
treatment. If | have insurance that the doctor is contracted with, | understand that | will be responsible for co-payments, co-
insurance, and/or deductibles designated by my insurance company or health plan. In addition to this, that all co-payments and past
due balances are due and payable at the time of service.

| also, understand and agree that if my account is delinquent, | may be turned over to a collection agency. In the event that | fail to
pay the balance of my account within ninety (90) days of the date of service, my account will be turned to collection. Also, in the
event that it is necessary to turn my account over to collection, | will also be responsible for any and all costs of collection; including
attorney fees and interest charges.

I understand that this practice contracts with health care service plans (i.e. HMOs, PPOs) that relate only to items and services which
are covered by the health care service plans. Accordingly, the undersigned accepts full responsibility for all items or services, which
are determined by the health care service plans not to be covered. Examples of non-covered services include, but are not limited to,
services not specified as being covered in the patients contract with a health care service plan, or in the benefit summary the health
care plan furnished to the patient.

| understand that if my insurance has designated a primary care physician (PCP), | am required to have prior authorization from my
PCP prior to my visit. If the authorization is not provided whether by my-self or my insurance carrier, | will either reschedule my
appointment, or pay for my visit at the time of service. | also understand that if my carrier is one the practice does not participate in,
| agree that | am individually obligated to pay the full charges at time of service.

I have read and fully understand the Patient Financial Agreement as outlined above. | understand that this Authorization shall apply
to all services provided to me, my dependents, or any other person for which | have assumed responsibility by signing below.

Signature Date

1414 S. Grand Avenue, Suite 210
Los Angeles, CA 90015
Office: 213-455-8448
Fax: 213-745-8922
www.LAOrthoSpecialists.com
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PHYSICIAN-PATIENT 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 law, and not by a lawsuit or resort to court process except os California
law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their constitutional
rights to have any such dispute decided in a court of law before a jury, and instead are accepting the use of arbitration.

Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may arise out
of or relate to treatment or service provided by the physician including any spouse or heirs of the patient and any children, whether born
or unborn, at the time of the occurrence giving rise to any claim. In the case of any pregnant mother, the term 'patient" herein shall mean
both the mother and the mother's expected child or children.

All claims for monetary damages exceeding the jurisdictional limit of the small claims court against the physician, and the physician's
partners, associates, association, corporation or partnership, and the employees, agents and estates of any of them, must be arbitrated
including, without limitation, claims for loss of consortium, wrongful death, emotional distress or punitive damages. Filing of any action in
any court by the physician to collect any fee from the patient shall not waive the right to compel arbitration of any malpractice claim.

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 of a demand for a neutral arbitrator by either party. Each party to the arbitration shall pay such party's pro
rata 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 or witness fees, or other expenses incurred by a party for such party's own benefit. The
parties agree that the arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of arbitrator under
this contract. This immunity shall supplement, not supplant, any other applicable statutory or common law.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral
arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity which 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 California law applicable to health care providers shall apply to- disputes within this arbitration
agreement, including, but not limited to, Code of Civil Procedure Sections 340.5 and 667.7 and Civil Code Sections 3333.1 and 3333.2.
Any party may bring before the arbitrators a motion for summary judgment or summary adjudication in accordance with the Code of Civil
Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure section 1283.05, however, depositions may be taken
without prior approval of the neutral arbitrator.

Article 4: General Provisions: 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 California statute of limitations, or (2) the claimant fails to pursue the arbitration claim in accordance
with the procedures prescribed herein with reasonable diligence. With respect to any matter not herein expressly provided for, the
arbitrators shall be governed by the California Code of Civil Procedure provisions relating to arbitration.

Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days of signature. It is the
intent of this agreement to apply to all medical services rendered any time for any condition.

Article 6: Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is signed (Including, but not
limited to, emergency treatment) patient should initial below:

Effective as of the date of first medical services

Patient's or Patient Representative's Initials

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.

By: By:
Physician’s or Authorized Representative’s Date Patient’s or Patient Representative’s Signature Date
Signature

By:

Print Patient’s Name

Brian D. Solberg, M.D., Inc.

(If Representative, Print Name and Relationship to Patient)



Patient’s Name:

LA ORTHOPAEDIC
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Pharmacy Information

Date of Birth:

Pharmacy Name:

Pharmacy Address:

City:

State: Zip Code:

Pharmacy Phone #:

Patient’s Signature:

Date:

Nombre del Paciente:

Informacion de Farmacia

Fecha de Nacimiento:

Nombre de Farmacia:

Direccion de Farmacia:

Ciudad:

Estado: Codigo Postal:

Telefono de Farmarcia:

Firma del Paciente:

Fecha:
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Patient’s Name: Date of Birth:

List of Medications
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