3/5/26, 12:33 PM Tebra

HIPAA, MEDICAL RELEASE AND VERBAL DISCLOSURE

AUTHORIZATION TO DISCLOSE
PROTECTED HEALTH INFORMATION

First Name *

Middle Initial *

Last Name *

| authorize the use or disclosure of the above name individual's health information as described below.
Indicate the type of information to be disclosed:

Dates Requested From:

Dates Requested Through:

Type of Records

(] Discharge Summary

(J Operative/Procedure Reports

(J Emergency Department Records

(] Other(Consultations, Progress Notes)

(O Test Results (X - Rays, Lab/Pathology Results, Cardiovascular Studies) Please Specify:
(O Entire Record

Format & Delivery Method Requested: (select one)

O Paper Copy
O CD Medical Records

O CD Radiology/Imaging Dept

Email: (Provide Email to send records to)

This information may be disclosed to and used by the following individual or organization: (Please fill in below)
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Name

Address

For the purpose of

| understand that the information in my health record maintained by Neurobehavioral Associates may include details relating to
sexually transmitted diseases, Acquired

Immunodeficiency Syndrome (AIDS), or Human Immunodeficiency Virus (HIV). It may also include information about behavioral or
mental health services, as well as treatment for

alcohol and drug use.

initials *

| understand that | have the right to revoke this authorization at any time, except to the extent that action has already been taken in
reliance upon it. If | choose to revoke this authorization, | must do so in writing and present my revocation to Neurobehavioral
Associates’ Health Information Management department. | understand that the revocation will not apply to my insurance company if
the law provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire
on the specified date, event, or condition indicated below. If no expiration date, event, or condition is specified, this authorization will
automatically expire six months from the date of signing.

Initials *

| understand that authorizing the disclosure of this health information is voluntary and that | am not required to sign this
authorization form to receive treatment. | also understand that | may inspect or request a copy of the information being disclosed, as
provided under CFR 164.524, and that | may request a copy of this authorization form for my records.

Initials *

| understand that any disclosure of my health information carries with it the potential for unauthorized re-disclosure, and such
disclosed information may no longer be protected by

federal confidentiality rules. By signing this form, | release Neurobehavioral Associates from any liability and agree to hold the
facility harmless for actions taken in compliance with

this authorization.

Initials *

If | have questions about the disclosure of my health information, | understand that | can contact Neurobehavioral Associates, LLC.
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Name of Patient or Legal Representative *

Relationship (Please Print) *

Please sign your name below *

Signature Date

(J l'am the parent/guardian of this patient

Date *

PROTECTED HEALTH INFORMATION TO FAMILY MEMBERS OR OTHERS

"l authorize disclosure of my protected health information for purposes of communicating results, findings, and care decisions to my
family members and others as indicated below."

"l acknowledge that no information regarding my healthcare can be communicated without my permission unless | become
incapacitated. If | become incapacitated healthcare providers will communicate to individuals assigned in advanced directives
previously designated by me. If no advanced directive has been designated, | acknowledge that healthcare

providers will communicate to my nearest next of kin."

Name

Relationship

Telephone Number

Please sign your name below *

Signature Date

(O Iam the parent/guardian of this patient
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Date and Time

"l acknowledge that | have been contacted by the hospital or have presented myself as the proxy / healthcare surrogate /

durable power of attorney for:

Due to the patient's incapacity | acknowledge that | will be asked to make healthcare decisions and as a consequence request that
the protected health information be disclosed to me so that | may make healthcare decisions."

"l have indicated above my name as well as the names of others whom the hospital is authorized to disclose protected health
information."

Parent/ Guardian/ Proxy/ Surrogate

Please sign your name below *

Signature Date

(J lam the parent/guardian of this patient

Relationship

Date and Time

GENERAL ADMISSION/TREATMENT CONSENT
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I, the undersigned, do hereby agree and give my consent for admission to NeuroBehavioral Associates, LLC. | hereby request and
authorize the facility, its physicians, licensed healthcare professionals, and staff, assisted by its employees, to provide such care
and administer any diagnostic, radiological, and/or therapeutic procedures and treatments as, in the judgment of the attending
physician(s) or healthcare professionals, are deemed necessary or advisable in my care or, in the case of obstetrical patients, the
care of my newborn.

This includes all routine diagnostic tests and procedures, such as diagnostic imaging, the administration and/or injection of
pharmaceutical products and medications, and the withdrawal of blood for laboratory examination.

| understand that the practice of medicine and healthcare is not an exact science, and | acknowledge that no guarantees have been
made to me as to the results of treatments, procedures, or examinations performed at NeuroBehavioral Associates, LLC.

| am aware that NeuroBehavioral Associates, LLC may engage healthcare professionals in training as part of its practice. These
individuals may participate in aspects of
my care under appropriate supervision to enhance their learning and professional development.

| hereby authorize NeuroBehavioral Associates, LLC to retain, preserve, and use for scientific or teaching purposes, or to dispose of
at its discretion, any specimens,
tissues, parts, or organs taken from my body during treatment or care.

Additionally, | authorize NeuroBehavioral Associates, LLC to take photographs, video, or audio recordings of me for diagnostic,
treatment, teaching, identification,

patient/caregiver safety, consultation, care management, research, risk management, or quality improvement purposes, in
compliance with applicable laws and regulations.

Please sign your name below *

Signature Date

(O l'am the parent/guardian of this patient

Date and Time

Advanced Directive Will

Advance Directives are documents such as Living Wills, Durable Power of Attorney, or Health Care Surrogate appointments. | have
been offered information regarding Advance Directives. Please initial the following applicable statements

| have executed an Advance Directive or Living Will and have been requested to supply a copy to Neurobehavioral Associates, LLC.

Initials

| have not executed an Advance Directive or Living Will and do not wish to do so at this time.

Initials

| have a Health Care Surrogate:
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Name

Telephone
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NOTICE OF PRIVACY PRACTICES: | acknowledge that | have received NeuroBehavioral Associates, LLC's Notice of Privacy
Practices, which describes the ways in which the facility will use and disclose my healthcare information for treatment, payment,
healthcare operations, and other described and permitted uses and disclosures. | understand that | may contact the facility's
designated Privacy Official, as outlined in the Notice of Privacy Practices, if | have any concerns or complaints.

| also acknowledge that information from my medical records may be released to regulatory and/or accrediting organizations as
necessary for NeuroBehavioral Associates, LLC to maintain its licensure and accreditation status, or to county, state, or federal
public health agencies, as required by law and as explained in the Notice of Privacy Practices document.

PATIENT INFORMATION LISTING/DIRECTORY: | understand that my name, location, general health condition, and religious
affiliation may be included in Neuro

Behavioral Associates, LLC's Patient Information Listing/Directory. If | do not want my information included in the directory, |
understand that | must notify Registration

or my caregiver.

PATIENT RIGHTS: | acknowledge that | have received information and instructions regarding my Patient Rights, which include, but
are not limited to, the right to make medical decisions, the right to accept or refuse medical treatment, to participate in my plan of
care, and to receive care in a safe setting, free from verbal or physical abuse or harassment.

| further acknowledge that | have been informed about NeuroBehavioral Associates, LLC’s grievance process as explained in the
materials provided to me during the
registration process.

PERSONAL VALUABLES: I understand that NeuroBehavioral Associates, LLC maintains a secure safe for the safekeeping of
money and valuables. | acknowledge that the facility will not be liable for the loss of or damage to any money, jewelry, documents,
dentures, eyeglasses, hearing aids, or other articles of unusual value and small size unless placed in the designated safe.

| release NeuroBehavioral Associates, LLC from any and all liability for the loss or damage of any personal valuables that | choose
to retain in my assigned room or any
storage area therein.

WEAPONS/EXPLOSIVES/DRUGS: | understand and agree that if NeuroBehavioral Associates, LLC at any time believes there may
be a weapon, explosive device, illegal

substance or drug, or any alcoholic beverage in my room or among my belongings, the facility may search my room and belongings,
confiscate any of the above items that are found, and dispose of them as appropriate, including turning over any such items to law
enforcement authorities.

AUTHORIZATION TO OBTAIN/RELEASE INFORMATION FOR TREATMENT: By signing below, | hereby authorize
NeuroBehavioral Associates, LLC and the providers involved in my care to obtain medical information about me from the Health
Information Exchange to assist in my care and treatment. | also authorize NeuroBehavioral Associates, LLC to make my medical
information available through the Health Information Exchange to assist other healthcare providers involved in my care

and treatment. | understand that | may revoke this authorization at any time by contacting the Health Information Management office
and completing a form to opt out.

RELEASE OF MEDICAL INFORMATION FOR PAYMENT PURPOSES: By signing below, | authorize NeuroBehavioral Associates,
LLC and its physicians to release

information and/or copies of my medical records to the facility, physicians, guarantors on my accounts, insurance companies, or
government agencies to which | have assigned benefits for my treatment and care. If requested, this authorization extends to my
referring physician or any other healthcare provider responsible for my care.

EMAILING, DIALING, AND TEXTING DISCLOSURE STATEMENT: | authorize NeuroBehavioral Associates, LLC and its service
providers, along with their successors, assigns, affiliates, contractors, employees, or agents, to contact me at any email address or
telephone number associated with my account(s), including

wireless numbers or other numbers that may incur charges. This contact may include email messages, text messages, pre-recorded
or artificial voice messages, and/or automated telephone dialing systems, as applicable. | expressly consent to such contact and
waive any claim | may have against NeuroBehavioral Associates, LLC and its agents for making such calls, including claims under
the Telephone Consumer Protection Act.
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ASSIGNMENT OF INSURANCE BENEFITS: | authorize payment of Medicare, Medicaid, or other insurance benefits otherwise
payable to me, up to the regular charges for services provided, directly to NeuroBehavioral Associates, LLC, its affiliates, and
attending or consulting healthcare providers. Where Medicare and Medicaid benefits apply, | certify that the information | have
provided for payment under Title XVII or XIX of the Social Security Act is correct, and | request that these payments or benefits be
made directly to NeuroBehavioral Associates, LLC, its affiliates, and attending or consulting providers on my behalf.

GUARANTEE OF PAYMENT: | guarantee payment of all charges incurred that are not covered or allowable by my insurance or
Medicare to NeuroBehavioral Associates, LLC, its affiliates, and any attending or consulting healthcare providers, including but not
limited to: pathology, radiology, emergency, or anesthesiology physicians. This includes payment denials due to lack of medical
necessity, precertification/authorization, lack of affiliation with an HMO, or any other constraints imposed by my insurance.

If this account is referred for collection, | agree to pay all costs of collection, including litigation costs and reasonable trial and
appellate attorney’s fees. An itemized bill is available upon request from Patient Financial Services.

Please sign your name below *

Signature Date

(O !am the parent/guardian of this patient

Date and Time *

If the patient is unable to sign, Explain why

Next of Kin/Person Responsible

Date and Time

March 5,2026
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