NW SURGERY CENTER
5215 Hollister St, Houston, TX 77040
713-462-3194

PATIENT INFORMATION

(Please return completed form to NW Surgery Center on the day of your procedure)
LAST NAME FIRST NAME Ml

ADDRESS

CITY ST ZIP

HOME PH# PAGER # CELL#

DATE OF BIRTH SS# [JMale [IFemale [ISingle [IMarried [IDivorced [] Widowed

EMPLOYER

EMPLOYER'S ADDRESS

CITY ST ZIP

PHONE FAX

DATE OF INJURY IF APPLICABLE

INJURY RELATED TO [IEmployment [JAuto accident [1Other accident: (please specify)

SURGEON:

RESPONSIBLE PARTY IF OTHER THAN PATIENT OR EMPLOYER:
LAST NAME FIRST NAME Ml

ADDRESS

CITY ST ZIP

HOME PH# PAGER # CELL #

DATE OF BIRTH [JMale [JFemale [ISingle [IMarried [IDivorced [ Widowed

DRIVERS LICENSE # (Please bring with you) SS#

EMPLOYER

EMPLOYER'S ADDRESS

CITY ST Z|P PHONE

PRIMARY INSURANCE (please bring card with you for photocopy)

POLICY HOLDER'S NAME RELATIONSHIP TO PATIENT [1Self [ISpouse [IParent [1Other
INSURANCE CO. PHONE #

ADDRESS

POLICY ID# GROUP #

SECONDARY INSURANCE (please bring card with you for photocopy)

POLICY HOLDER'S NAME RELATIONSHIP TO PATIENT [1Self [ISpouse [IParent [1Other
INSURANCE CO. PHONE #
ADDRESS

POLICY ID # GROUP #
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NW SURGERY CENTER
5215 Hollister St, Houston, TX 77040
713-462-3194

ACCIDENT DETAILS FORM

(Please fill out completely and sign below)

Patient's name: Today’s Date:

Insured’s name:

Insured’s relationship to Patient: [ Self [ Spouse [1Parent []QOther:

Is today’s visit related to an Accident or Injury? CONo [0 Yes

Auto Accident? [1No []Yes State/Country where accident occurred:

Work Related? [1No []Yes

Date Accident / Injury occurred:

Place Accident / Injury occurred:

Give details of Accident / Injury:

Signature Relationship to Patient
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NW SURGERY CENTER
5215 Hollister St, Houston, TX 77040
713-462-3194

DISCLOSURE OF OWNERSHIP INTEREST

NW Surgery Center is owned by a Limited Liability Partnership, which is partially owned by local physicians, one of
who may be your physician. These physicians have become owners as a result of their commitment to quality healthcare
and services to their patients.

You should know that the NW Surgery Center might have a financial relationship with your physician. You have the
right to choose an alternative source of service. Please contact your surgeon to obtain alternative sites where he/she has
privileges to practice.

By your signature below, you acknowledge receipt of information regarding Disclosure of Ownership Interest on the
date indicated.

Patient’s Signature: Date:

If Agent, Relationship to Patient:

Rev 12/8/05



NW SURGERY CENTER
5215 Hollister St, Houston, TX 77040
713-462-3194

AUTHORIZATION AND ASSIGNMENT OF PROCEEDS
*NW Surgery Center refers to an outpatient surgery center, and/or duly authorized persons/employees of NW Surgery Center. *
To: NW Surgery Center
In consideration of your undertaking to treat me, | agree to the following;

| hereby authorize treatment and or services to be rendered by NW Surgery Center. | understand that the legal guardian must authorize treatment
for a minor child or socially dependent person.

| hereby authorize NW Surgery Center to release all information necessary to secure the payment of proceeds. |, the undersigned certify that | or my
dependent have insurance coverage and assign directly to NW Surgery Center all insurance proceeds, if any, otherwise payable to me for services
rendered at or related to NW Surgery Center. | understand that | am financially responsible for all charges whether or not paid by insurance.

| understand that NW Surgery Center will bill my insurance carrier for the services rendered: a representative of the center will negotiate directly with
the insurance carrier as | understand NW Surgery Center is not contracted with the insurance carrier. NW Surgery Center will accept the conditions
of that direct agreement as payment in full. Should the insurance company send payment for their services directly to me, | will be obliged to turn that
check over to NW Surgery Center.

| understand that | may still be responsible for charges billed by other health care providers, such as the anesthesiologist, the surgeon, any assistant
surgeon the surgeon might request, and any durable medical equipment the surgeon may deem necessary, lab work or pathology that the surgeon
may send to an outside source or implants the surgeon uses.

WORK COMP RECIPIENTS: | hereby authorize the release of information necessary for this service to my employer of record as well as duly
authorized persons of said employer, and or the work comp carrier for the employer of record as well as any duly authorized persons of said carrier.
AUTHORIZATION TO PAY DIRECTLY TO DOCTOR/FACILITY & POWER OF ATTORNEY

In consideration of the services rendered and to be the authorized persons of NW Surgery Center, | authorize and direct payment to NW Surgery
Center of any sum | now or hereafter owe by you, my attorney out of the proceeds of any settlement of my case, and/or by any insurance company,
and or government agency obligated to reimburse me for the charges submitted by NW Surgery Center. If my current policy prohibits direct payment
to the doctor/facility, then, | hereby also instruct and direct you to make the check to me but mail to the below address:

C/O: NW Surgery Center

5215 Hollister St.

Houston, TX 77040

| hereby assign to any of the duly authorized agents of NW Surgery Center to endorse any and all checks, drafts, or money orders which are payable

to the above NW Surgery Center or said duly authorized persons or to the undersigned and the said NW Surgery Center for services rendered by

NW Surgery Center or said duly authorized persons.

ACKNOWLEDGEMENT AND UNDERSTANDING

| hereby acknowledge that | am receiving (or about to receive) health services at NW Surgery Center and that | have been advised that payment is

due and payable by me in full upon my or my attorney receiving all or any part of any insurance or liability settlement by way of major medical,

personal injury protection, Medpay, HMO, PPO, third party, or any auto policy. | have been advised the physician/facility providing the services is/are

willing to wait for payment for these services for a period not to exceed one year, from date of my last office visit, provided there continues to be a

reasonable chance, as perceived by the facility/physician that payment will be made either by insurance proceeds or out of the settlement of a

liability claim. | further understand that if it is determined either;

(A) Coverage does not exist, benefits are not payable, or there is an amount considered not payable by the insurance company as it is considered
“patient responsibility”

(B) A liability claim exists, and my attorney refuses to agree to protect the interest of the doctor/facility or if | have not engaged the services of an
attorney, or if | have changed attorneys during treatment protocol and NW Surgery Center is not protected; or

(C) In the event there are lost wages to the patient, the amount patient receives from PIP proceeds will not be greater than the amount facility
receives for services rendered to patient.

(D) Inthe event the services rendered become non-compensible.

THEN: payment for services rendered by NW Surgery Center is due immediately.

| agree to the above-mentioned statements. | certify that the information provided to NW Surgery Center to be true and correct. | hereby state that |
am of sound mind and am legally authorized to sign for the below mentioned person.

(Self [J Spouse (] Parent [ Guardian
Patient or Legal Guardian Signature Patient or Legal Guardian Printed Name Relationship

Signed This Date of , 2008  Witnessed by

Witness Signature Witness Printed Name
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NW SURGERY CENTER
5215 Hollister St, Houston, TX 77040
713-462-3194

PATIENT RIGHTS

The Surgery Center adopts and affirms as policy the following rights of patient/clients who receive services from our facility.

This policy affords you, the patient/client the right to:

1
2.
3.

10.

11.
12.

13.
14.

15.

16.
17.

18.

Treatment without discrimination as to race, color, religion, sex, national origin, political belief, or handicap.

It is our intention to treat each patient as a unique individual in a manner that recognizes his or her basic human rights.
Considerate and respectful care including consideration of psychosocial, spiritual, and cultural variables that influence the
perceptions of illness.

Receive, upon request, the names of all personnel participating in your care.

Obtain from the person responsible for your health care complete and current information concerning your diagnosis, treatment,
and expected outlook in terms you can be reasonably expected to understand. When it is not medically advisable to give such
information to you, the information shall be made available to an appropriate person in your behalf.

Receive information necessary to give informed consent prior to the start of any procedure and/or treatment, except for
emergency situations. This information shall include as a minimum an explanation of the specific procedure or treatment itself,
its value and significant risks, and an explanation of other appropriate treatment methods, if any.

The patient may elect to refuse treatment. In this event, the patient must be informed of the medical consequences of this
action. In the case of a patient who is mentally incapable of making a rational decision, approval will be obtained from the
guardian, next-of-kin, or other person legally entitled to give such approval. The Surgery Center will make every effort to inform
the patient of alternative facilities for treatment if we are unable to provide the necessary treatment.

Upon request, the facility will assist you in formulating advance directives and appointing a surrogate to make health care
decisions on your behalf, to the extent permitted by law. Access to health care at this facility will not be conditioned upon the
existence of an advance directive.

Privacy to the extent consistent with adequate medical care. Case discussions, consultation, examination and treatment are
confidential and should be conducted discreetly.

Privacy and confidentiality of all records pertaining to your treatment, except as otherwise provided by law or third party payment
contract.

A reasonable response to your request for services customarily rendered by the facility, and consistent with your treatment.
Expect reasonable continuity of care and to be informed, by the person responsible for your health care, of possible continuing
health care requirements following discharge, if any.

The identity, upon request, of all health care personnel and health care institutions authorized to assist in your treatment.
Refuse to participate in research. Human experimentation affecting care or treatment shall be performed only with your informed
consent.

Upon patient request, examine and receive a detailed explanation of your bill including an itemized bill for services received,
regardless of sources of payment.

Know the facility's rules and regulations that apply to your conduct as a patient.

Any unanswered concerns on the part of patients or family relative to ethical issues can, with sufficient notice, be referred to our
Compliance Committee for advice.

Complaint or criticisms will not serve to compromise future access to care at this facility. Staff will gladly advise you of
procedures for registering complaints. Texas Department of Health, Health Facility Licensing and Compliance Division, 1100
West 49t Street, Austin, Texas 78756, phone (888) 973-0022 Complaints may be registered with the department by phone or in
writing.
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Patient’s Signature Witness’ Signature
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