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FINANCIAL POLICY AND AGREEMENT

Than you for choosing us as your health care provider. We ar¢ commiteed to excellent patient care. The following is an explanation of our
Financial Policy and Agreement which you must read and sign prior to any current and future medical evaluation or freatment in this office.
All patients must also complete the information and insurance form before seeing 2 provider.

1. Each patient is responsible for their own bill.

2. Payment of all insyrance co-payments and deductibles are required all the time medical services are rendered.

3. Patients who have no insurance are Tequired to pay 100% of services rendered each visit. 1fthis is impossible, you will need to make
payment arrangements with our billing office prior to any medical evaluation or treatment. We accept cash, checks and Visa/MasterCard.

4. Your insurance policy is a contract between you and your insurance company. We are not a party to that confract. As a courtesy, this
office will submit bills to your insurance carrier. In order to facilitate claims processing, you must provide all insurance policy
information and changes to our office. Your bill is your responsibility whether your insurance company pays ot not, At times, you may

need to contact your insurance Carrier regarding slow or non-payment of your insurance claim. :

5 You are responsible for knowing what your insurance covers and the providers and network(s) covered under your health insurance plan,
Any service provided, but not covered by your insurance company, you will be responsible to pay.

6. 1f your insurance comparny has not paid your full account within 60 days, the outstanding balance must be paid by you without further
delay. ' IR

7. Monthly payments are required on Al accounts with outstanding balances, A monthly finance charge of 1-3/4% per month (21% annual
rate) will be charged to the amourtt not paid after 60 days, with a minimum charge of §.50 per month, By signing below, you
acknowledge receipt of this Financial Policy and Agreement. If collection is made by suit or otherwise, patient and/or responsible party
agtees to pay interest until paid, collection costs of 40% of the temaining balance, all attorneys fees and court cost,

§. A%25.00 Teesili be, charged-on all ety checks

9. Patients who'failto a_f)pear_ for their scheduled appointrments may be charged-a fee of525:00, nilessthe;patient cancels the.appointment at
least 24 hours before he scheduled gppointmenttime.

USUAL AND CUSTOMARY RATES
Our rates for medical services reflect the usual and customary rates in the community. You are responsible for payment regardless of any

insurance company’s arbitrary determination of usual and customary tates for medical services.

AUTHORIZATION TO RELEASE INFORMATION S _ ‘
1 hereby authorize this office to release all information concerning my medical treatment 10 MY insurance carriers and to requesting referring

providers (if any).

AUTHORIZATION TO PAY BENEFITS
1 further and direct said agency, attorney or insurance company to pay from the proceeds of benefiis of any recovery or insurance payments in

Ty case, difecly 10 the proﬁiﬁﬁﬁﬁﬁiﬁfﬁ@?fér'b*e‘i’i-"?“w"c'ifés"s‘itfﬁal"ge‘fvims*reﬁderect’*}""un‘d*erstan‘d-“chisﬁn*n'o*way relieves me-fronrmy -
personal responsibility for paying my provider when a statement is rendered. 1t is understood that signing of this form does not prohibit
customary mortthly billings.

Date

X/ff//
Signature of Responsible Party




WRITTEN EXPLANATION OF BINDING ARBITRATION

A binding arbitration agreement requires a patient to submit all future
medical malpractice claims to arbitration instead of having the claim heard in
court by a judge or jury.

An arbitrator is a person chosen to resolve disputes after hearing the
information presented by both sides. You select an arbitrator, your doctor
selects one, and you and the doctor agree on a third arbitrator. In the event we
cannot agree, the third arbitrator will be selected by the other two arbitrators
from a court-issued list of arbitrators.

You pay for the fees and expenses of your arbitrator, the doctor pays for
his or her arbitrator, and the fees and expenses of the third arbitrator are
shared equally.

You have the right, at vour expense, to be represented in arbitration by
an attorney.

By choosing arbitration, you may also have the right to require
mediation. Mediation occurs before arbitration. Mediation is a process by
which a neutral person tries to help the parties reach a mutually agreeable
resolution of their dispute. The cost of mediation i shared equally.

You have the right to decline to enter into the agreement and stifl receive
health care.

You have the right to rescind the agreement within ten (10) days of
signing the agreement.

The arbitration agreement is renewed each year unless it has been
canceled in writing before the renewal date,

You have the right to have all of your questions about arbitration
answered,

May 3, 2004






ARBITRATION AGREEMENT

Article 1 Dispute Resolution

By signing this Agreement (“Agreement™ we are agreeing to resolve any Claim for medicat malpractice by the dispute
resolution process described in this Agreement. Under this Agreement, you can pursue your Claim and seek damages, but
you are waiving your right to have it decided by a judge or jury.

Article 2 Definitions

Al
B.

C.

The term “we,” “parties” ot “us” means you, {the Patient), and the Provider,

The term “Claim” means one or more Malpractice Actions defined in the Utah Health Care Malpractice Act
(Utah Code 78-14-3(15)). Each party may use any legal process to resolve non-medical malpractice claims.
The term “Provider” means the physician, group or clinic and their employees, partners, associates, agents,
successors and estates.

The term “Patient” or “you” means:

(1) you and any person who makes a Claim for care given to YOU, such as your heirs, your spouse, children,
parents or legal representatives, AND

(2) your unborn child or newborn child for care provided during the 12 months immediately following

the date you sign this Agreement, or any person who makes a Claim for care given to that unborn or newborn
child.

Article 3 Dispute Resolution Options

Al

Methods Available for Dispute Resolution. We agree to resolve any Claim by:

(1 working directly with each other to try and find a solution that resolves the Claim, OR

(2) using non-binding mediation (each of us will bear one-half of the costs); OR

(3) using binding arbitration as described in this Agreement.

You may choose to use any or all of these methods to resolve your Claim,

Legal Counsel. Each of us may choose to be represented by legal counsel during any stage of the dispute
resolution process, but cach of us will pay the fees and costs of our OWn attorney.

Arbitration — Final Resolution. If working with the Provider or using non-binding mediation does not
resolve your Claim, we agree that your Claim will te resolved through binding arbitration. We both agree
that the decision reached in binding arbitration will be final,

Article 4 How to Arbitrate a Claim

A.

Notice. To make a Claim under this Agreement, mail a written notice to the Provider by certified mail that

briefly describes the nature of your Claim (the “Notice™). If the Notice is sent to the Provider by certified mail it

will suspend (toll) the applicable statute of limitations during the dispute resolution process described in this

Agreement,

Arbitrators. Within 30 days of receiving the Notice, the Provider will contact you. If you and the Provider

cannot resolve the Claim by working together or through mediation, we will start the process of choosing

arbitrators. There will be three arbitrators, unless we agree that a single arbitrator may resolve the Clain,

(1) Appointed Arbifrators. You will appoint an arbitrator of your choosing and afl Providers will jointly
appoint an arbitrator of their choosing.

{(2) Jointly-Selected Arbitrator, You and the Provider(s) will then jointly appoint an arbitrator (the “J ointly-
Selected Arbitrator”). If you and the Provider(s) cannot agree upon a J ointly-Selected
Arbitrator, the arbitrators appointed by each of the parties will choose the Jointly-Selected Arbitrator from a
list of individuals approved as arbitrators by the state or federal courts of Utah. If the arbitrators cannot
agree on a Jointly-Selecied Arbitrator, either or both of us may request that a Utah court select an individual
from the lists described above. Each party will pay their own fees and costs in such an action. The Jointly-
Selected Arbitrator will preside over the arbitration hearing and have alt other powers of an arbitrator as set
forth in the Utah Uniform Arbitration Act.

Arbitration Expenses, You will pay the fees and costs of the arbitrator you appoint and the Provider{s) wiil

pay the fees and costs of the arbitrator the Provider(s) appoints, Each of us will also pay one-half of the fees

and expenses of the Jointly-Selected Arbitrator and any other expenses of the arbitration panel.

Final and Binding Decision. A majority of the three arbitrators will make a final decision on the Claim. The

decision shall be consistent with the Utah Uniform Arbitration Act.




E. All Claims May be Joined. Ay person of entity that could béﬁal‘:)pi‘t’iﬁfi'ately named in a court proceeding (“Joined

Party”) is entitled to participate in this arbitration as long as that person or entity agrees to be bound by the

_ arbitration degision (*J oinder™). Joinder may also include Claims against persons or ies that provided care
 prior to the signing date of this Agreement. A “Joined Party”
but is considered a “Provider” for all other purposes of this Agreement,

Article 5 Liability and Damages May Be Arbitrated Separately

At the request of either party, the issues of liability and damages will be arbitrated separately. If thearbltratmn p'aﬁél"‘fiﬁds

liability, the parties may agree to either conti -'
second panel be selected for considering damages, However, I8 Seeont pare:
will remain the serme and will continue to preside over the atbitration unless the parties agree offierwise. -

rate damages wi

Article 6 Venue/ Governing Law

The arbitcation hearings will be held in a place agreed (o by the parties. If the patties carihot agree, the heatings will be held

in Salt Lake City, Utah. Asbitration proceedings are privaté and shall be kep_tjcj&jjfi'ﬁdentiéii.'The'ij'rdvisidﬁs of the Utah

Uniform Arbjtration Act and the Federal Arbitration Act govern this Agresmeftt. We Hereby waive the prelitigation panel
review requirements, The arbitrators will apportion fault to ail persons or entities that contributed to the injury claimed by

the Patient, whether or not those persons ot enfities are parties to the arbitration.
Article 7 Term /. Rescission / Termination
A Term, This Agreement is binding on both of us for one year 1

not rescinded, it will automa ically renew every y ﬁft'ﬂ:éa}'s"fe'ith' pa

terminate it e o
B. Rescission, You may rescind this Agreement within 10 days of signing it'by seriding written notice by registered or
cortified mail to the Provider, The effective date of the fesg notice will be'the date the rescission is

postmarked. 1ot rescinded, this Agreement will govern al ne

afior the daie of signing, 6xCept in the ¢ése of a Jomned Pa

(see Article 4(E)). . PR R S
C. Termination. If the Agreeient has not been rescinded, either party may sill terminate it at any tire, but

terrmnation will not fake effect until the next anniversary of the signing of the Agreement. To terminate this

'does'qq_t_'_ga}ﬁiéipafe: in'the selection of the arbitrators

he initial panel ox either party may cause that a
ever, if a second panel is 's‘eléqtedj,:'thé Jointly Selected arbitrator

r.éé‘c‘_in"d_ it. it is
othet in writing of a decision to

dical services received by the Patfent from Provider
ded care prior 10 the signing of this agreement

Agreement, send writien notice by registered or certified faail to the Provider. This Agreement applies to any Claim

that arises while it is in effect, even if you file a Claim or requsst arbitration afier the Agreement has been
terminated, . . e i R

Article 8 Sﬂf___ﬁ’;?_.__ﬁlbﬁi‘i.\i .

¢ any part of tuis Agteerent is Beld to be invalid or tinenforocable, fhe'remaining provisions will reméin in full force and

of any other provision.

I have received a wiitien explanation of the tetms of this ‘Agreein

Agreement. [have had the tight to-ask’ questions, I havé been verbally encourage

beet verbelly enicouraged fo'read it and this
_ ally encoraged fo ask atiy questions, and Thave had all
my questions answered. 1 understand that any Claim I might have tust be tesolved thtough the dispute resolution process

in this Agreement iastead of having them heard by 4 judge or jury.’I nderstandthe role of the arbitrators and the manner in

which they are selected. T'inderstand the responsibility for arbitration related costs. [ understand that this Agreement

renews each year unléss Gancelled before the renewal date. T tinderstand that T ean decling to enter into the Agreement and

still receive health care. | understand that T-can rescind this Agfesment within 10 deys of signing it.

Article 10 Receipt of Copy [ have received a copy of this document.

Provider

Name of Phiysician, Group of Clinic | ‘Name of Pa.tiqht'(Priﬂt)

By:

Signature of Physician or Authorized Agent Signature of Patient or Patient’s Representative (Date)




JORDAN LANDING CLINIC PATIENT HISTORY

Dr. Brent Pugh

What brings you here foday?

Patient Name

Medical Problems you are being treated for now or in the past:

What surgeries have you had?

What have you been in the hospital for?

When?

What medications do you take?

mdme: Dosa:

How Often: When started:

What medications are you allergic o2

What happened?

Are you allergic to anything else?




Patient Nams

What medical problems run in your family?

Father

Mother

Siblings

Grandparents

Asthmua

Bleading Disorder

Cancer {which type?)

Diabetes

Heart Problems

High Blood Pressure

Kidrey Dissase

Mentai llness

Migraine Headaches

Stroke

Thyroid Dissase

Other

Social History

Marital Status/Kids?

Occupation?

Education?

Tobacco?

Alcchol?

llicit Drugs?

Exercise Regulariy?

Have you recently been bothered by any of the following?

Yes

Na

Yes

No

Yes

No

Fever or chills

Naused

Skin Rashes

Night sweats

Yamiting

ltching

Weight change

Heartburn

Headaches

insomnig

Abdominal

Numbness

Vision Changes

Diarrhea

Weakness

Cold Symptoms

Constipation

Depression

Nascl drainage

Black stools

Anxiety

Chest pain

Blood in stools

Fatigue

Palpitations

Pain with utination

Excassive thirst

Swelling of legs

Urine incontinence

Heat/Cold intolerant

Shortness of breath

Joint swelling

Swollen glands

Cough

Joint Pain

Easy bruising

Females

Last PAP Smear:

Last menstrual cyde:

Periods regular?

Last mammogram:

Vaginal discharge?

Other gyn problems?

Males

| Poor urine straam?

| Difficulty with erection?

| Prostate problem?




JORDAN LANDING FAMILY MEDICINE & LASER AESTHETICS
NOTICE OF PRIVACY ACKNOWLEDGEMENT

NOTICE QF RECEIPT

By signing this form, you acknowledge having received the
“Notice of Privacy Practices” for JORDAN LAN DING FAMILY
MEDICINE & LASER AESTHETICS

Patient Name

Patient/Guardian Signature

Date: |

Thereby authorize JORDAN LANDING FAMILY MEDICINE & LASER
AESTHETICS to release my medical information to the following individuals:

I give my permission to JORDAN LANDING FAMILY MEDICINE & 1,ASER
AESTHETICS to leave a detailed message on my voice mail, or with a family
member . (Initials)






Fermission to Transmit Newsletter Via Emai

The vndersignad does hey B0V give consent 1or a de sionated emplovee of Jordan 1 Landing
Chnic and Laser Aeselics o transmi: ther newsietler o my ema;] addiess. Thig PETIESion
will be effective mmediately, T understand Jordan Landing Clinic and Laser Aestheies wil}

oliow ali privacy pretocols that can be apphied o the transmission of emai] wformation, bui ]
alse realize tha: no method of communisation 1s without possible interception, incladine eniails.
Iwill hold blameless the dociors and aser Aesthatic

17 10 transmitin g thelr newsletier nformatior is inter cepted in anv mannsy by & third narty.

Signed this dav of

Parisnt’s sign aLu“e or Person Legally s-mail Address
pesoonsm;e 107 Patient, if & minor

SAAdminisirationie -mai; waviar rewsietter.dos
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professional chosen by Jordan Landing Family
Medicine will review your request and the denial. The
person conducting the review will not be the person
who denied your original request. We wili camply with
the outcome of the review.

v Right to Amend - if you fee| that medical
Information we have about you is incerrect or
incomplete, you may ask us to amend the
information. You have the right to request an
amendment for as long as the information is
kept by of for Jordan Landing Family
Medicine.

To request an amendment, your request must be
made in writing and submilted to Business Office. In
addition, we may deny your request if you ask us to
amend information that:

» Was not created by us, unless the person or
entity that created the information is no
longer available to make the amendment:

* Isnot part of the medical information kept by
or for the dlinic; Is not part of the information
which you would be penmitted to inspect and
copy; or

= s accurate and complete.

~ Right to an Accounting of Disclosures —
You have the right to request an “Accounting
of Disclosures.” This is a list of the
disclosures made of medical information
about you that were not made for treatm ent,
payment for health care operations.

To request this list or “Accounting of Disclosures”, you
must submit your request in writing to Business

- Office. Your request must state a time period that
must not be longer then six years and may not include
dates before Aprit 14, 2003. The first fist you request
within a 1-year period will be free of charge. For
additional list, we may charge you for the cost of
providing this fist.

v Riaght to Request Restrictions — You have
the right to request a restriction or limitation
on the medical information we use or
disclose about you for treatrnent, payment or
hiealth care cperations. You also have the
right o request g iim# on the medical
information we disclose about you to
someone who is involved in your eare or the

bayment of your care, fike a family member
or friend.

We are not required to agree to your
request. If wa do agree, we wilt comply with
your request unless the information is
needed to provide you emergency treatment.

To request rastrictions, you musi make your
request in wiiting to Business Office. Your
fequest must include the 1) information you
want {o imit; 2) whether you want to Bmit our
use, disclosura or both; and 3) to whom you
wanit the limits to apply.

¥ Riaht fo Confidential Communications —
You have the right o request that we
communicate with you about medical
matters in a cerfain way or at a certain
location.

¥ Right to a Paper Copy of this Notice — You
have the right to = paper copy of this “Notice
of Privacy Praclices.” You may ask us to
give you a copy at any fime.

Changes to this nofice

We reserve the right to change this notice. We
reserve the right to make the revised or changed
nofice effective for medical information we already
have about you as well as any information we receive
in the future. We will post of current copy in tha
wailing area(s) of our clinic. The naiice will contain on
the first page, in the top dght-hand comer, the
effective date. In addition, each time you present for
treaiment or health care services, we will offer you a
copy of the current notice.

Complaints

1 you believe your pivacy righis have been viclated,
you may file a complaint with the Business Office,
280-7774 or with the Seoretary of the Department of
Health and Human Services. All complaints must be
submitted in writing.

Other Uses of Medical Information

Gther uses and disclosures of medical information not
covered by this nofice or the laws that apply to use
will be made only with your written permission. If You
provide us permission to use or disclose medical

information about you, you may revoke that
permission, in writing, at any time. If you revoke your
permission, we will no longer use or disclose medical
information about you for the reasons covered by your
written authorization. You understand that we are
unable to take back any disclosure we have already
made with your permission, and that we are required

to retain our records of the care that we provided to
you.




