ANDERS DERMATOLOGY INC. FINANCIAL POLICY

The following Financial Policy will become effective for our patients, immediately:

PLEASE BRING ALL OF YOUR INSURANCE CARDS WITH YOU; IF YOU DO NOT HAVE THEM YOU
WILL BE RESPONSIBLE FOR ALL CHARGES INCURRED IN THE OFFICE.

1. We accept assignment and participate in most insurance plans. If your insurance is not a plan we participate in, payment in full is expected
at each visit. Knowing your insurance benefits is your responsibility. Please contact your insurance carrier with any questions you may
have regarding your coverage to receive the maximum benefit.

2. All copayment amounts are due and payable at the time of service, in accordance with the legal requirements for collecting patient
responsibility amounts. If you do not have your copay you may incur an additional fee of $10.00 for billing cost.

3.  All patients must complete our patient information form, which will be entered into our computer to maintain accurate information for
proper billing. We must obtain a copy of your driver’s license and current valid insurance card to provide proof of insurance. IF YOU FAIL
TO PROVIDE US WITH THE CORRECT INSURANCE INFORMATION, OR YOUR INSURANCE CHANGES AND YOU FAIL TO NOTIFY USIN A
TIMELY MANNER, YOU MAY BE RESPONSIBLE FOR THE BALANCE OF A CLAIM. MOST INSURANCE COMPANIES HAVE TIME FILING
RESTSRICTIONS; IF A CLAIM IS NOT RECEIVED WITHIN THE TIME FILING LIMIT BECAUSE OF WRONG INSURANCE GIVEN, IT CAN BE
RENDERED INELIGIBLE FOR PAYMENT AND YOU WILL BE RESPONSIBLE FOR THE BALANCE THAT REMAINS.

4. Itis the patient’s ultimate responsibility to obtain a current referral if required by the Insurance Company prior to the appointment. We
suggest you do this at least two weeks prior to your appointment. If you do not have a current referral, we will reschedule your appointment
so you may obtain one. If it is necessary for the patient to obtain lab work (i.e., blood, or urine) then it is the patient’s responsibility to
patronize the correct contracting Lab with whom their insurance participates.

5.  We will submit your claims and assist you in any way we reasonably can to help get your claims paid. Your insurance company may not
accept information from our office and may need information from you. It is your responsibility to comply with their request.

For those patients who are eligible for Medicare, we are “Participation Physicians”. We will accept assignment on all services covered by
Medicare. This means we will accept the approved amount as our payment in full, writing off Medicare’s non-approved portion of our
charges to you. Medicare will send a check to our office for 80% of the approved amount minus any deductible and or copays for which
you are responsible. If you have supplemental insurance coverage that will cover the portion of the approved amount Medicare does not
pay, please make certain we have a copy of your insurance card (front and back).

Although we will accept assignment for Medicare patients, the patient by law, is responsible for any portion of the approved amount not
covered by Medicare or a secondary insurance carrier.

6. The responsibility for payment for services rendered to any dependent children whose parents are divorced rest with the parent who seeks
treatment. Any court ordered responsibility judgement must be determined between the individuals involved without the inclusion of our
office.

7. Patients with no insurance coverage are asked to pay as services are rendered unless financial arrangements are made in advance.

8. Twenty- four (24) Hours advance notice is required for a Cancelled Appointment. Failure to give adequate notice or to appear for your
appointment may result in a fee of $40.00 for an established patient and $70.00 for a New Patient. Failure to comply with this policy
can result in the dismissal of the patient from this practice.

We have been and will always be sensitive to our patients’ needs. It is our hope that the above financial policy will allow us to provide quality care
to our valued patients. If you have any questions, need clarification of any of the above policies, or if a problem regarding your account should arise,
please do not hesitate to contact our office.

| have read and understand the practice’s financial policy and | agree to be bound by its terms. | also understand and agree that such terms may
be amended by the practice from time to time.

Patient Signature (or responsible party, if minor) Date

Please print name of patient D.O.B.




Anders Dermatology, Incorporated
4126 N. Holland Sylvania Rd., Suite 200
Toledo OH 43623

AUTHORIZATION TO DISCLOSE HEALTH INFORMATION

Patient Name Date of Birth

I hereby authorize the use and disclosure of individually identifiable health information relating to me
as described below from Anders Dermatology, Incorporated:

Results from any laboratory testing (skin and/or blood), medications prescribed, diagnosis of my
skin disease and/or treatment thereof, insurance response/payment, account balance due, appointment
scheduled with us or with another Medical Provider.

Person(s) receiving my authorized information include:

Name Their relationship to me

Name Their relationship to me

I understand that I have the right to cancel this authorization at any time by notifying Anders
Dermatology, Incorporated in writing. If I choose to do so, my cancellation will not affect any actions
taken by Anders Dermatology Incorporated before receiving my cancellation notification. I understand
that the cancellation will not apply to my insurance company when the law gives my insurer the right to
contest a claim under my policy.

I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign
this authorization. I do not need to sign this form to obtain treatment unless the sole purpose for the
treatment is the disclosure of information for which this authorization is necessary. I understand that I
may inspect or copy the information to be used or disclosed, as provided by the federal government’s
rules, which are in the United States Code of Federal Regulations at section 164.524. I understand that
any disclosure of information carries with it the potential for an unauthorized re-disclosure and the
information may not be protected by federal confidentiality rules.

This authorization will expire one year from date signed.

Patient Signature
Or Legal Representative / Relationship to Patient

Address:

Phone:

Date Signed:




