INFORMATION ON ZIKA VIRUS

Zika virus disease is spread to people primarifpdbgh the bite of an infectefedes species mosquito. The most
common symptoms of Zika are fever, rash, joint @aid conjunctivitis (red eyes). The illness is liguaild, with
symptoms lasting for a few days to a week aftendpdditten by an infected mosquito. People usuatiyndt
become ill enough to visit a doctor. For this reasnany people might not realize they have beesctefl. Zika
virus may also cause Guillain Barre Syndrome iétéd individuals, involving tingling in the extrdims and
progression to muscle weakness and occasionalyyses.

Zika virus infection during pregnancy can causeriosis birth defect called microcephaly, as welbtger severe
fetal brain defects. Microcephaly is a conditionwhich a baby is born with a much smaller head thamal

because the brain has not developed properly dpriegnancy. The baby may suffer from a number gfjial

and cognitive problems, ranging from mild to seyereluding a decreased ability to learn and fuorcti
Understanding of the Zika virus and its effect nfected pregnant women and their babies is stdlwvg. The

Centers for Disease Control (CDC) is the primamnyrse for the most current information.

In May, 2015 a world health alert was issued reigardhe first confirmed Zika virus infection in Brid Local

transmission has been reported in many countridstemitories since the first alert. The CDC ligtie countries
and territories reporting active Zika transmissiBlease sebttp://www.cdc.gov/zika/geo/index.htraihd the CDC
Traveler's Health sitéttp://wwwnc.cdc.gov/travélffor the most updated travel information notic€arrently, the
majority of these regions are in Central and Sd\nierica. However, specific areas where Zika is agireg are
often difficult to determine and are likely to clggnover time.

Zika can also be transmitted sexually through sefrem infected males to their partners. All repdrtzses of
sexual transmission occurred shortly before onsethortly after resolution of a symptomatic illnessnsistent
with Zika virus disease. It is not known whethdetted men who never develop symptoms can trar&Ratvirus

to their partners. Sexual transmission of Zika wiftom infected women to their partners has nohlseported yet.
Sexual transmission of many infections, includihgse caused by other viruses, is reduced by censiand
correct use of latex condoms.

Testing for Zika virus is now available through tQeiest and LabCorp laboratories. However, testigat
universally covered by insurance. To date, theeerar vaccines to protect against Zika, and thereispecific
treatment.

The CDC has provided guidance for pregnant womeahvammen considering becoming pregnant. Please see
http://www.cdc.gov/zika/specific-groups.htnilhe CDC has also issued guidelines for healtb-paoviders in the
United States caring for pregnant women and wonfigeproductive age. As more information becomeslabiz
about the Zika virus, these guidelines will be updaln addition, the American Society of ReprotiecMedicine
(ASRM) has issued guidelines based on the CDC aod Bnd Drug Administration (FDA) published guidels.
Florida Fertility Institute follows these guidelmend strongly encourages you to continually morthe CDC
guidance as you attempt to become pregnant oragagnt.

While there have been no reported cases of Zikasviransmission through assisted reproductive t#obw
(ART), transmission through donated gametes (egdssperm) and embryos is theoretically possiblee FBA
has issued guidelines for procedures using dorte®ak, including protocols for sperm donation.rigle Fertility
Institute follows the FDA'’s guidance for tissue daon.

Based on the information available regarding the 8k to patients and the unborn child, the physicianst
Florida Fertility Institute strongly advise you and your partner NOT to travel to areas with active Zika
transmission while attempting pregnancy. Failure tocomply with this notice may result in a delay of gur
treatment as a patient at Florida Fertility Institute.



If you or your partner have recently lived in caveled to an area reporting local Zika transmissisrhave had
sex without a condom with a man infected with Zi&ad are interested in attempting pregnancy, FdoFrtility

Institute will recommend that you wait to attempégnancy according to the time frames currentlygssted by
the CDC and the American Society for Reproductivedine as outlined in the following table.

CDC's suggested time frame to wait before trying tget pregnant:

Possible exposure via recent travel orswithout a condom with a partner infected with Zika

Women Men

Wait at least 8 weeks after symptoms start or last Wait at least 6 months after symptoms start or last

possible exposure possible exposure

People living in or frequently traveling to areas vith Zika

Women Men

Positive Zika test Wait at least 8 weeks after | Wait at least 6 months after symptoms start

symptoms start

No testing performed | Talk with doctor or healthcareTalk with doctor or healthcare provider

or negative test provider




FLORIDA FERTILITY INSTITUTE
PATIENT INFORMATION FORM

We thank you for taking the time to complete altleé information requested on this form. It ismportant part of your personal
medical record and enables us to provide you watded follow up carePlease be advised that completing preliminary hedit
and insurance questionnaires does not establish &ysician-patient relationship with Florida Fertilit y Institute.

Patient information

Full legal name Date of birth
Address Social Security #
Race
City State Zip
Home phone# Cell phone # Marital Status
Employer Work phone# Spouse/Partner

Email address

Insurance Information

Do you have health insurance? Y/N (if no, skig #ection)

Name of Insurance company

Are you the main policy holder? Y/N (if yes, ymay skip this section)

Name of policy holder Date of birth
Employer Social Security #
Home phone # Work phone #

Patient’s relationship to insured

Doctor Information

Name of primary care/family physician

Address
City State Zip
Phone# Fax #
*Please be advised that if your insurance requierals to be seen by a specialist, peed to contact your primary care docto

to obtain the necessary authorization prior to wasit.

Please provide the following along with your papenark:

*Driver’s license or photo ID *Inence card(s) if applicable




Office Palicies/Financial Paolicies

Payment is due in full at the time of servithis includes payment in full for services rendet@dninsured patients as well as all
applicable amounts (co-pays, deductilWesnsurances, and/or payment in full for noncoueservices) due by insured patients.

We accept Visa, Mastercard, America Expressc®ier, cash, money orders, cashier’s and persbeaks as forms of payment.
Personal checks may only be written tjepés of our practice. Patients will be assessetharocessing fee is payment is made b
credit card.

Checks cannot be accepted from patients whe peswviously written a returned check to our offid# returned checks are subject
to a minimum service charge of $50.00nfgayment on returned checks will result in proseauthrough the State Attorney’s
Office.

It is important for insured patients to undanst that your coverage is an agreement betweeangyour insurer. It is also importan
to understand its provisions. Althoughirmurance verification will be done on your behélfs not a guarantee of coverage or
payment by your insurance company. Pegiare responsible for charges incurred by claimighvare submitted to and denied by
your insurance company. This includes,i®uaot limited to denials due to non-covered &y, improper/lack of authorization, and
untimely filing/terminated coverage besauwf failure by the patient to inform our offickamy changes to insurance status.

Your insurance may request medical informaéibany time to process claims and/or authorize gayof medical benefits to the
provider rendering services.

We make every effort to inform patients of @wgount balances by mail and/or by phone. Thismedo help keep our patient’s
accounts and credit in good standing.régerve the right to charge a late fee of $10.08lloaelinquent accounts over 30 days pag
due and an administrative fee based m@thly periodic rate of 18% annual on the balasfcall delinquent accounts.

It is a patient’s responsibility to keep usoimhed of any changes to your personal informafdease let us know as soon as possil
if you've had a change of address, phamalyer, etc. This information allows us to contamt gfficiently for any needed follow up,
appointment information, or other inforioatthat you may need.

Forms such as FMLA, etc. that are filled outtfee patient will require at least one week togess. Request for medical records is
$1.00 per page and requires 7-10 busithegs for processing.

We are a HIPPA compliant medical facility. Natiof Privacy Practices is available on our websitepon request.

We require a 24 hour notice to cancel schedagubintments. All appointments that are not keptai cancelled within 24 hours
notice are subject to a $75.00 no shoavgsh

Video and/or audio recording is prohibited.|t& to do so will result in discharge from the giree. The physician may, at his
discretion, provide written consent fadao and/or audio recording in the event of extéingacircumstances.

| acknowledge that | have received informatiegarding the Zika virus.

| understand and accept that | may be contdntedlephone, mail, text, or email for my healtlecas well as educational and/or
promotional items.
O | prefer to opt out of receiving information Bxt and email. (if applicable)

Statement of acceptance: |, the undersigned, acknowledge and accept @li@fforem

balances incurred by myself or my dependentsrgréinancial responsibility. This includes all feghise for medical services rendered,
balances remaining after insurance payment, hifiekes to collect on me/my dependent(s) accoualsd acknowledge that | have receiv

or have been offered, either today or at a prsadsit, a copy of the Florida Fertility |

Signature: Date:

entioned policies. | also understandahatharges/

nstittggorivacy policies.

t

—

le

Please list name(s) and contact information for@engon(s) with whom we may discuss your generalicaginformation.

The above named may be contacted:0 in the event of an emergency ONLY

O atany time

OfficePoli ciesFinancial Poli ciesRevised.doc-5/2017



Consent for Treatment and Agreement to Pay

CONSENT FOR ROUTINE DIAGNOSTIC PROCEDURE AND MEDICAL TREATMENT

| hereby consent to the performance of such diagnostic procedures and/or medical treatment as deemed necessary or
advisable by my provider at FFI. | hereby consent to the performance of all nursing and technical procedures and tests
as directed by my provider. Further, | understand that should any medical personnel, physician, or other person be
exposed or report an exposure to my blood or body fluids, my blood will be tested for blood borne infections including
Hepatitis B and C as well as HIV/AIDS. | am aware that the practice of medicine and surgery is not an exact science
and | acknowledge that no guarantees have been made to me as a result of treatments or examination at Florida Fertility
Institute PA.

AGREEMENT TO PAY

| acknowledge and agree that | am responsible for and will pay for al regular charges by the fees in effect on the dates
of service rendered, for items or services and treatment provided to me, including any amount not paid by my insurance
plan. | understand | can request additional information about charges for procedures, devices, and other items of
services, or can obtain a non-bhinding estimate prior to services being rendered.

| understand that some items or services that FFI may provide to me may not be covered by my insurance carrier, and |
agree to be personaly responsible for any such non-covered items or services or items or services in excess of the
limits in my member benefit agreement. | understand that | am personally responsible for any time or service
determined by my third party payor (my insurance company) to be non-covered for any reason.

| understand that | am personally responsible for deductibles and co-insurance established by my member benefit
agreement with my insurance carrier, including those required for in-network laboratory and other ancillary services or
items.

| understand and agree that | have been advised that | may be billed by FFI and that this Assignment of Benefits and
Agreement to pay applies to any and all FFl physician services. If a delinquent account balance is referred to
collections, | understand that the applicable collection fee will be applied to my balance.

ASSIGNMENT OF BENEFITS

| hereby authorize and request all insurance carriers, health maintenance organizations or managed care organizations
with whom | have coverage, to pay directly to Florida Fertility Institute PA, and any and all benefits due under the
terms of my policy for items or services provided by FFI. If my health insurance will not allow direct payment to FFI,
| agree to immediately forward to FFI all health insurance payments | receive for my care.

GUARANTOR AGREEMENT

By signing in the space below as Patient/Legal Representative or Guarantor, | hereby agree that al charges connected
with this treatment or any other treatment rendered past or future, not covered by any insurance program, sponsorship
or other third party coverage | may have are due and payable by me. | hereby acknowledge having been told that | may
be billed by FFI and that this assignment and guarantor agreement shall be allowed to cover all and any accounts,
including FFI physician accounts. If the delinquent account is referred for collections, | am aware that all applicable
feeswill be my cost.

PLEASE READ THISENTIRE AUTHORIZATION PRIOR TO SIGNING BELOW

By: Date
Patient (Sign & Print Name)

By: Date
Parent or Guardian if patient isaMinor (Sign & Print Name)

Consentfortreatmentandagreementtopayrevised11/2016



PATIENT-PHYSICIAN ARBITRATION AGREEMENT

(For claimsrelated to medical care and treatment)

AGREEMENT TO ARBITRATE CLAIMSREGARDING FUTURE CARE & TREATMENT.

| agree that any controversy, including withoutitation, claims for medical malpractice, persomgiliiy,
loss of consortium, or wrongful death, arising otibr in any way relating to the diagnosis, treatmer
care of the patient by the undersigned providemeflical services, including any partners, agents, o
employees of the provider of medical services,|df@mbubmitted to binding arbitration.

AGREEMENT TO ARBITRATE CLAIMSREGARDING PAST CARE & TREATMENT.

| further agree that any controversy, includinghwitt limitation, claims for medical malpractice rgpenal
injury, loss of consortium, or wrongful death, args out of or in any way relating to the past diags,
treatment, or care by a provider of medical sesjiaer the provider's agents or employees, shall be
submitted to binding arbitration.

WAIVER OF RIGHT TO JURY TRIAL. By entering into this Agreement, | am giving up my
constitutional right to have any such dispute dediéh a court of law before a jury, and insteadn a
accepting the use of binding arbitration.

ALL CLAIMS MUST BE ARBITRATED BY ALL CLAIMANTS. | claims based upon the same
occurrence, incident, or care shall be arbitratedrie proceeding. It is the intention that thisefgnent
bind all parties whose claims may arise out ofedate to treatment or services provided by the igenvof
medical services, including myself, my estate, apguse or heirs of mine, any biological or adoptive
parent of mine and any children of mine, whethenbar unborn, at the time of occurrence giving tise
the claim. In the case of any pregnancy, this diantlude my expected child or children. By signthis
Agreement, | consent to participation in this adiibn of any person or entity that would otherwlisea
proper additional party in a court action.

ARBITRATION PROCEDURES. | agree and recognize that the provisions ofiéi#oStatutes, Chapter
766, governing medical malpractice claims shallhagp the parties and/or claimant(s) in all respect
except that at the conclusion of the pre-suit singeperiod and provided there is no mutual agregree
arbitrate under Florida Statutes, Chapter 766.10866.207, | and/or other claimant(s) shall res@dwny
claim through arbitration pursuant to this Agreemefccordingly, any demand for arbitration shaik e
made until the conclusion of the pre-suit screempiegod under Florida Statutes, Chapter 766. \Wi(AD)
twenty days after a party of this Agreement hagwgiwritten notice to the other of a demand fortaation

of said dispute or controversy, the parties todispute or controversy shall each have an absealote
unfettered right to appoint an arbitrator of it®ide and shall give notice of such appointmenh&dther.
Within a reasonable time after such notices hawnlggven the two arbitrators so selected shallcsele
neutral arbitrator and give notice of the selectimereof to the parties. The arbitrators shaldtehearing
within a reasonable time from the date of noticeseliection of the neutral arbitrator. | agree ttiet
arbitration proceedings are private, not publicd ahe privacy of the parties and of the arbitration
proceedings shall be preserved.

ARBITRATION EXPENSES. Expenses of the arbitration shall be shared egbglthe parties to this
Agreement.

APPLICABLE LAW. Except as herein provided, the arbitration shaltteducted and governed by the
provisions of the Florida Arbitration Code, Flori@satutes, Section 682.01 et seq. The arbitratarel
shall allow for reasonable discovery in accordanith the issues raised related to any claim bageoh @
reasonable schedule set by such arbitration pareth shall at least include discovery related the
disclosure of experts and witnesses; expert, wstaesl party depositions; and written discoveryluiditig
the power of each party to issue subpoenas. Iduwatimg the arbitration under Florida Statutes,ti8ac
682.01 et seq., all substantive provisions of tla@idfa law governing medical malpractice claims and
damages related thereto, including but not limi®dFlorida’s Wrongful Death Act, the standard afe
for medical providers, caps on damages under Eidi@tutes 766.118, the applicable statute ofdiioits
and repose as well as and the application of eslidsources and setoffs shall be applied. Veou¢hke
arbitration shall be held in the county where thedival services, that are the subject of the atixtn,
were rendered.
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EFFECT OF REFUSAL TO PROCEED WITH ARBITRATION. In the event that | refuse to go
forward with arbitration, Florida Fertility Institea PA, its healthcare providers, employees or tgen
reserves the right to proceed with arbitration, dpgointment of a arbitrator, and hearings to resthe
dispute, despite my refusal to participate or mgemge. Submission of any dispute under this agrrem
to arbitration may only be avoided by a valid cauder, indicating that the dispute is beyond tteps of
this arbitration Agreement or contains an illegapect, precluding the resolution of the dispute by
arbitration. Any party to this Agreement who refsito go forward with arbitration hereby acknowleslg
that the arbitrator will go forward with the arlgition hearing and render a binding decision wittbet
participation of the party opposing arbitrationdespite that party’s absence at the arbitrationimga
SEVERABILITY. If any provision of this Agreement is held indabr unenforceable, the remaining
provisions shall remain in full force and shall betaffected by the invalidity of any other prowisi
ACKNOWLEDGEMENTS BY PATIENT. By signing this Agreement, | also acknowledgat thhave
been informed that:

a. NO DURESS. The Agreement may not be submitted to me for amdrathen my condition
prevents me from making a rational decision whetherot to agree;

b. AGREEMENT BASED UPON OWN FREE WILL. The decision whether or not to sign the
Agreement is solely a matter for my determinatioitheut any influence by the physician or
hospital;

C. BINDING ARBITRATION AND EFFECT ON RIGHT OF APPEAL. Binding arbitration

means that | give up my right to go to court toesiser defend a claim covered by this Agreement.
The resolution of claims covered by this Agreemeitit be determined by a panel of arbitrators
and not a judge or jury. Each party is entitledtfair hearing, but the arbitration procedures are
simpler and more limited than rules applicable dairt. Arbitration decisions are as enforceable
as any court order. The decision of an arbitratianel is final and there will generally be no tigh
to appeal an adverse decision.

d. READ AGREEMENT, AND UNDERSTOOD. | have read and understand the above
Agreement. | understand | have the right to hayegoestions about arbitration or this Agreement
answered and | do not have any unanswered questlamsecute this Agreement of my own free
will and not under any duress.

e SIGNATURE OF AGREEMENT. This Agreement shall be effective upon my andfer my
representative’s signature below. Upon such sigeathis Agreement shall be deemed to he fully
executed and binding upon all parties.

f. BY SIGNING THIS AGREEMENT | AM WAIVING MY RIGHT TO A JURY TRIAL
AND | AM AGREEING TO ARBITRATE ALL CLAIMS ARISING OUT OF OR
RELATEDTOMY MEDICAL CARE AND TREATMENT.

By Date
Patient (Sign & Print Name)

By Date
Parent or Guardian if patient is a Minor (S&®Rrint Name)

Arbitrationagreementrevised11/2016
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