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1. Hospital Care Consent: I/we consent to hospital services, treatment and diagnostic procedures by the hospital as may be deemed necessa
advisable by my physician and/or consultants selected by my physician. The consent to hospital care includes permission for x-ray examinat
laboratory procedures, 1.V. treatments, hepatitis test administration of blood and blood products, injections, medications, recording, filming or vi
monitoring for internal purposes only, and hospital services rendered the patient under the general and special instruction of doctors. The p:
acknowledges responsibility for any or all of these procedures. It is the hospital policy that the patient has the opportunity to discuss surgery
procedures with the patient’s doctor before hand. The patient has the right to consent to surgery and procedures. Except in emergencies or ul
circumstances, the hospital does not allow its facilities to be used without this discussion and patient’s consent. | voluntarily give my conser
hospital care and accept the condition of hospitalization listed.

2. Authorizations for Release of Information: The employees and agents of this hospital and copy services and electronic claims processir
services under contract with this hospital and any third party billing agents for this hospital or any of its staff physicians involved with patient cz
are given permission to release any and all information relating to the patient, including but not limited to the medical record of the patier
hospitalization, to another healthcare provider if the patient was transferred to that facility from this hospital and to any and all insurance compa
or other third—party paying or obligated to pay, in whole or in part, the charges incurred by the patient in this hospital; and they are also gi\
permission to release the above described information to any agent or firm working for or with the above described insurance companies or ¢
third—party payors for the purpose of performing pre—certification, concurrent and/or retrospective review and/or other utilization review of a
kind.

3. Valuables: | understand and acknowledge that the hospital assumes no responsibility for personal possessions including cash, jew
bridgework, eyeglasses or any other personal possession which | choose to keep in my room. | have been advised that such valuables sho
placed in the care of my family or deposited in the hospital vault located in the Business Office.

4. Safety Code for Hospital: Safety Codes for hospitals issued by the National Fire Protection Association prevent the use in the hospital of al
electrical equipment or accessories until they have been safety checked by the hospital’s electrical engineer. Exceptions to this rule are hair anc
dryers, curling irons, hot rollers, radios, clocks, electric razors, shavers, contact lens sterilizers, electric toothbrushes and calculators.

5. Payment Guaranty and Assignment of Insurance Benefits: |, the undersigned patient, guardian, and/or guarantor (hereinafter "Debtor") hereby
promise to pay in full Willis—Knighton Health System (WKHS) customary charges for the goods and services rendered to the patient identified
the reverse side hereof during this period of hospitalization (hereinafter "Indebtedness”). Debtor acknowledges and agrees that, unless waived |
by WKHS as set forth below, the Indebtedness accruing during this hospitalization is due and payable in such amounts and at such times durin
hospitalization as WKHS may, in its sole discretion, determine, that the entire Indebtedness is due and payable in full at discharge. | acknowl
that, upon proof of acceptable insurance coverage, WKHS, in its sole discretion, may reduce the amount of indebtedness due and payable durir
hospitalizations and the balance due at discharge. In such event, | understand that all deductibles, co-insurance, non—covered charges an
items not paid by insurance or other third—party payors shall be due and payable during this period of hospitalization and upon discharge as set
hereinabove. | acknowledge and agree that in the event that WKHS, in its sole discretion, accepts proof of insurance coverage, claims for pay
for benefits will be filed on behalf of the Debtor and/or the insured and that these benefits will be considered by WKHS in determining the amou
due as set forth hereinabove. | understand and agree that WKHS will accept payments from third—party payors and insurers on behalf of the D
and apply such payment to the indebtedness to the extent that they are received. | acknowledge and agree that the filing of such insurance anc
third—party claims is performed as a service by WKHS and in no way relieves me of the obligation to pay the Indebtedness as agreed herein a

Patient hereby appoints WKMC as Patient’s authorized representative to file any necessary claim appeal(s) on Patient’s behalf. In consider
for this appointment. WKMC agrees only to collect only applicable copayments, deductibles, and coinsurance for covered benefits from the Pa
and waives any right to collect any other payments related to those covered benefits from the Patient.

Debtor herebybsolutelyassigns to WKHS aihsurance benefitsn all policiesof insuranceunder which Debtor is an insured, whether hospital,
medical,liability or otherinsuranceandalsoherebyabsolutelyassigngo WKHS the proceedof any judgmentor settlemenbf any claim against
any third party and any and all otheramountswhich may be determinedn any mannerto be payableto Debtorin connectionwith any injury
sufferedby the patientwhich givesrise to the Indebtednesmcurredduringthis periodof treatment! herebyauthorizeWKHS to obtainanyandall
information relatedto suchinjuries, including, but not limited to, accidentreportsand agreeto cooperatewith WKHS in connectionwith the
procuremenbf anyinformationor documentd8VKHS deemsdn its solediscretion,necessargr appropriatén connectiorwith theassignmeninade
pursuanto this paragraphl herebyauthorizeanddirectthatall suchpaymentsandproceedshallbe madedirectly to WKHS underthetermsof this
assignmentAny receiptsfrom WKHS shall be appliedtowardsindebtednesbut suchapplicationshall not relieve the Debtor from the Debtor’s
obligationto pay any remainingportionto the Indebtednesebtoracknowledgesindagreeghat, to the extentthatthe Indebtednesbkasnot been
satisfiedby suchreceiptsthatportionof the Indebtednestor which paymenthasbeendeferredoursuanto theprecedingparagraptshallbedueand
payablein full on the thirtieth day following the date of service.In the eventthat WKHS receivesproceedsand/orpaymentsin excessof the
IndebtednessWKHS may apply suchexcesspaymentto any outstandingndebtednessf Debtorto WKHS arising out of any other period(s)of
treatment as well as any attorneys’ fees and expenses for which Debtor may be liable hereunder. In the event that all Indebtedness has been
in full, then WKHS will refund the Debtor any such excess payment. Notwithstanding anything herein to the contrary, the assignments made hereby
shall remain in full force and effect until the entire Indebtedness and any and all attorneys’ fees and expenses for which Debtor may be liable have
been paid in full. In the event that the Indebtedness is not paid when and as due as determined by WKHS hereunder, and the Indebtedness is placed
in the hands of an attorney for purposes of collection, Debtor agrees to pay reasonable attorneys’ fees, which are hereby acknowledged to be one
—third (1/3) of the amount of the Indebtedness at the time the matter is placed in the hands of an attorney, plus any and all court costs and other
expenses incurred in connection with the collection of the Indebtedness.
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6. Assignment to Physicians: | understandhatmy physicianaswell asotherphysicianswvho treatme or otherwiseinvolvedin my carewhile a

patient at the hospital are not employees or agents of the hospital and the hospital is not responsible for their actions. | further understand 1
physician or other physicians will send me a separate bill for their services, in addition to the hospital bill. | hereby assign to all physicians
treat me the benefits due to me for these services covering medical and/or surgical expenses. | agree that should be the amount be insuff
cover the entire medical/surgical expense, | will be responsible to said physicians for payment of the entire bill.

7. Medicare Consent: | certify that the information given by me in applying for payment under Title XVIII of the Social Security Act (SSA) is
correct. | authorize Willis—Knighton Health System (WKHS) to provide (SSA) or its intermediaries with access to my medical/hospital recorc
the purpose of processing the Medicare claim for this or a related Medicare claim. | further request that WKHS provide such copies thereof a
be requested. Copies may be made by WKHS or its agents or contractors providing copy service and electronic claims processing servic
said third party billing agents for hospital and staff physicians involved with patient care.

8. Champug/Medicare Notice: Champus/Medicare will not pay for private rooms unless medical justified, personal convenience items, diagnc
admissions or test or hospital stays not medically necessary. My signature below acknowledges my receipt of this information rege
Champus/Medicare from the hospital on the date indicated.

9. Willis—Knighton HealthSystem(andour Medical Staff) will useanddiscloseyour personahealthinformationto treatyou, to receivepayment

for the care we provide and for other health care operations. Healthcare operations generally include those activities we perform to impro
quality of care. We have prepared a detailed NOTICE OF PRIVACY PRACTICES to help you better understand our policies in regards to
personal health information. The terms of the notice may change with time and we will always post the current notice at our facilities, or
website and have copies available for distribution. | acknowledge that | have received a copy of the Notice of Privacy Practices.

You expressly consent and agree that, in order to discuss or service your accounts(s) (the “Accounts “) or to collect amounts you may owe,
WK Quick Care, and its officers, agents, affiliates, employees, and any affiliated or associated service providers and any third-party debt
collection agency associated therewith (collectively, “We”) may contact you by telephone at any telephone number associated with the
Accounts, including wireless telephone numbers, which could result in charges to you. You expressly consent and agree that We may also
contact you by sending text messages, emails, using any e-mail address you provide to us, or by pre-recorded or artificial voice or voice
messages, automatic dialing methods, systems, or devices, and pre-recorded or artificial voice prompts at any telephone number associated
with the Accounts, including wireless or mobile telephone numbers, regardless of whether you incur charges as a result.

This form hasbeenfully explainedto me. My signaturereflectsmy understandingf the informationcontainecherein.| furtherunderstandnd
acknowledgehatall referenceso myself asthe patientshall be deemedo apply asif rewrittenin their entiretyto a dependenfor whom| am
responsible for and/or who is unable to consent on their behalf for reasons indicated below.

| acknowledge that | have been informed of my rightsand obligations as a patient.

Signature of Patient/Guardian Date/Time Guarantor Date/Time Witness Date/Time
Print Name Print Name Print Name
If Patient/Guarantor is unable to sign, |, , do hereby state that | have been given the authority to sign for

, either expressed or implied and that he or she is fully aware of this authority.

Signature of Authorized Party’s Date/Time Witness Date/Time
Authorized Party Relationship to the Patient





