Optum Student Health Services

Regi . 578 Huntington Ave.
EgIStraUON Form MassArt Tree House Residence Hall, 2nd Fl.

Boston, MA 02115
P 617-879-5220
F 617—8795&3,[

Thank you for choosing MedExpress! If you have any questions or require help filling out this for, please ask a
staff member. Please print clearly to complete the form in its entirety. Return it to the front desk when you are
finished.

Please check school you attend: (OMCPHS (OWentworth ~ (OMassArt

Step:1 Enter Information About the Patient

Name:
Last First M.l
Address
City State Zip
Phone Email
Sex: () Male () Female
Date Of Birth

Step 2: Enter the Parent/Guardian (Only if you are under the age of 18)

Name:

Last First M.1.

Sex: (O Male () Female

Date Of Birth

Step 3: Enter the Policy and Subcriber Information

Primary Insurance Name Member ID Number

Subcriber First Name Last Date Of Birth

Patient Relation to Subcriber O Self (OSpouse (Ochild



ATHENANETESIGNATURE

N F Patient’s Consent to Treat, Authorization for Payment,
Y -

Acknowledgement of Unencrypted Email Risks,

MedExpress and Release of Responsibility for Loss of Valuables

Patient First Name: Date of Birth:

Patient Last Name:

Consent to Treat. | consent to all treatments and/or health screenings as deemed appropriate by the treating practitioner and provided
by healthcare providers at MedExpress. This may include, but is not limited to, diagnostic procedures such as: X-rays, blood draw and
laboratory testing as well as other medical treatments or procedures that a condition may require.

Authorization for Payment. If | am receiving services at my employer’s worksite or a MedExpress Center due to a work-related injury
or testing, | understand that payment for these services is to be made by my employer or on its behalf through a third-party affording
workers’ compensation coverage to me. | may be responsible for fees associated with such services if the claim is denied by employer
and/or workers’ compensation carrier. If | am receiving services at my employer’s worksite or a MedExpress Center for other reasons,
| am responsible for fees related to the services rendered unless covered by employer.

If | am receiving care at any other MedExpress location, | agree to pay for all such services rendered. Furthermore, unless | have made
full payment for services received at the time of service and have expressly informed MedExpress otherwise in writing, | authorize
MedExpress and/or related/affiliated entities to apply for benefits on my behalif for services rendered by MedExpress. | request
payment from my insurance company be made directly to MedExpress. | certify that the information | have reported with regard to
my insurance coverage is correct, and further authorize the release of any necessary information, including medical information for
this or any related claims. | permit a copy of this authorization to be used in place of the original. This authorization may be revoked
by me at any time in writing. | understand that nothing herein relieves me of the primary responsibility and obligation to pay for
medical services provided.

All professional services rendered are charged to the patient or parent/guardian if the patient is under 18 years of age. The patient
may be treated by a provider who is out of network and, as such, out of network costs may be associated with that care. Necessary forms
will be completed to help expedite insurance carrier payments. However, the patient (or parent/guardian) is responsible for fees for all
services rendered, regardless of insurance coverage. All payments are due when the service is rendered. There may be a significant
delay in the patient receiving a statement of additional payments due when insurance carriers are involved. This delay in no way
Jessens the patient’s responsibility for full payment of services rendered. As a service to you, our front office personnel may access
information provided by your health insurance carrier. MedExpress shall not be bound by that information nor do we guarantee the
accuracy of same. By execution of this document, the individual signing below hereby agrees to be solely responsible for all charges
associated with care received, notwithstanding any information/ assertions to the contrary. | understand that any overpayment that
| make to MedExpress, which is greater than $10 (ten dollars), will result in a refund check, mailed to me within a reasonable
timeframe. Any overpayment on my account that is $10 (ten doilars) or less will be applied as a credit on my MedExpress account,
unless | otherwise notify MedExpress to issue payment to me.

The patient and/or the patient’s insurance carrier may receive a separate bill for laboratory services. These payments are due to the
entity performing these services. MedExpress has no contro!l over the costs or terms of payment associated with these services.

In furtherance of high-quality care, MedExpress may designate certain providers as preferred providers in an effort to expedite

and coordinate follow-up care. | acknowledge that in the event a referral to an outside healthcare provider is deemed necessary,

| am free to choose any follow-up primary care provider or specialist, whether or not the provider chosen by me is a designated
MedExpress preferred provider. MedExpress does not receive any fee, compensation or remuneration from any preferred provider.

Your insurer may require a prior authorization or referral from your primary care physician to receive services at MedExpress.
The patient is responsible for obtaining such authorization and is responsible for all charges not paid by the insurer due to failure
to obtain a referral/authorization.

Acknowledgement of Unencrypted Email Risks. If | choose to provide MedExpress my insurance information via electronic transmission
(email), the email may be sent to MedExpress unencrypted. Unencrypted email is not a secure form of communication. | understand there
may be some risk that unencrypted emails may be misdirected, disclosed to, or intercepted by unauthorized third parties.

Release of Responsibility for Loss of Valuables. | relieve MedExpress of any responsibility for loss of money, clothing, valuables
or any other items | choose to keep with me while a patient in any MedExpress Center. MedExpress will not be responsible for
replacing any personal property | decide to keep with me that becomes lost, stolen or broken, while a patient.

This Consent to Treat does not apply to DOT Drug and/or DOT Alcohol Testing, as no such consent is required.

Patient’s Signature Date
(Parent/Guardian’s Signature if patient is under 18)

Patient’s Consentto Treat, horization for Ack I of Unencrypted Email Risks and Release of Responsibility for Loss of Valuables 8217




== Authorization for Disclosure of Protected Health Information
l l = for Treatment, Payment and Operation Purposes

MedExpress

Patient First Name: Date of Birth:

Patient Last Name:

| authorize MedExpress and/or related/affiliated entities to release protected health information that is required to
carry our treatment and to obtain payment for healthcare services performed on my behalf. | further attest that | have
had the opportunity to receive my own copy of MedExpress’ Notice of Privacy Practices, to read the Notice, and to ask
question in order to understand the Notice of Privacy Practices.

I hereby authorize MedExpress to share medical information including, but not limited to, prescriptions with other
MedExpress Centers, physicians, and/or designated representatives or any healthcare provider involved in my care.

| further acknowledge that, in order to provide the best medical care, it is important for the practitioners of
MedExpress to be aware of my complete medical history including all conditions, treatments, exams, tests, and
medications that have been prescribed for me by all other medical providers including: my Primary Care Provider,
providers working at local Emergency Departments, other MedExpress Centers, pain management centers, and any
other medical provider who has prescribed medications. Medications include those subject to monitoring according
to the Controlled Substance Act of 1970.

| hereby authorize MedExpress to obtain and share any and all information about medications prescribed for me,
including, but not limited to, information about Controlled Substance prescribed by MedExpress with other medical
providers involved at any time in my care.

| also agree that MedExpress may receive from and share with other medical providers any decisions by any medical
providers to limit prescribing of Controlled Substances to me. | understand that if | do not agree to share this
information, MedExpress providers may not prescribe medications controlled by the Drug Enforcement Administration
to me.

| agree that MedExpress may use my email address for quality assurance and communication purposes and that my
email address will not be provided to unaffiliated third parties.

This Authorization does not apply to DOT Drug and/or DOT Alcohol Testing, as no such authorization is required.

Patient’s Signature Date
(Parent/Guardian’s Signature if patient is under 18)

Authorization for Disclosure of P: i Health information for Ti and Op: ion Purposes 3.24.17




F

l ' Nondiscrimination Notice & Access to Communication Services
MedExpress
Patient First Name: Date of Birth:

Patient Last Name:

MedExpress does not discriminate on the basis of sex, age, race, color, national origin, or disability.

Free services are available to help you communicate with us. Such as, letters in other languages, or in other formats like large print.
Or, you can ask for an interpreter. To ask for help, please call the toll-free number 888-249-6365.

If you think you weren’t treated fairly because of your sex, age, race, color, national origin, or disability, you can send a complaint to:

Optum Civil Rights Coordinator

11000 Optum Circle

Eden Prairie, MN 55344

Fax: 855-351-5495

Email: Optum_Civil_Rights@Optum.com

If you need help with your complaint, please call the toll-free number 888-249-6365. You must send the complaint within 60 days
of when you found out about the issue.

You can also file a complaint with the U.S. Dept. of Health and Human services.
Online: https://ocrportal.hhs.gov/ocr/portal/lobby.jsf
Complaint forms are available at http://www.hhs.gov/ocr/office/file/index.html.

Phone: Toll-free 1-800-368-1019, 800-537-7697 (TDD)
Mail: U.S. Dept. of Health and Human Services. 200 Independence Avenue, SW Room 509F, HHH Building Washington, D.C. 20201

Language Assistance Services and Alternate Formats

This information is available in other formats like large print. To request
another format, please ask us or call the toll-free number: 888-249-6365.

ATTENTION: If you speak English, language assistance services, free of charge, are available to you. Please call
888-249-6365.

KUJDES: Né rast se flisni shqip (Albanian), juve ju ofrohen falas shérbimet e ndihmés gjuhésore. Ju lutemi merrni

né telefon né 888-249-6365.

TIAAN.L: ATICT (Amharic) 271574 hiri: e272 hH A1 BT PARGS LPCNALPFA:: AOhPT7 | 888-249-6365 LLM-(v::
888-249-6365 4 il Juai¥l 2 i &l dalia dladl 4y il Bac Lt cilara (3 ((Arabic) A adl aoas S 13): 430

NhCUALNRESNRL Gph huytpk (Armenian) tp ununid, wbddwn (Equljub oguntpyjui

Swnumipnibibp Bt hwuiinud 2kq: Munpynud £ quiiquibuipty 888-249-6365 hudwipny:

ICITONDERWA: Nimba uvuga lkirundi (Kirundi), uzohabwa serivisi zo gufasha mu ndimi, ku buntu. Woterefona

888-249-6365.

ATENSYON: Kung Cebuano (Cebuano) ang imong sinultihan, magamit nimo ang mga serbisyo sa tabang sa

lengguwahe, nga walay bayad. Palihug tawag sa 888-249-6365.

Nondiscrimination Notice and Access to Communication Services 1.18.17



(T : SN ©F IM ITRAT (Bengali) 277, O N2Fel AfFEIT A KRy (e TE 51 IE
P PP 888-249-6365.

2003002:3)- 00 W00 (Burmese) clgpadagici oonomoomsEmFaR8 08ee0nEagp: 39398E00p5

GO 1<) 888-249-6365 03 &l Al
Gﬂlﬂﬁmiﬁﬂﬂ iUﬁJSHﬁSUﬂﬁjﬁ’mﬂigi (Khmer) Uﬁﬂﬁ%tﬁﬁ‘l fuiim ﬁjﬁﬁﬁﬁiﬁﬁmgﬁjﬂﬁﬁﬁ"}

FIBGIRTNIGHIUS 888-249-6365 1

?Q: TGZ GWY(Cherokee) AOhOY bY, SOhAcDJ DSGIe0J DPeDSIAAL OOLOSIRAT, D4, hAHZ
ASCAJ. @QPZP 888-249-6365.

BTE  NREF P (Chinese) - HPIRELATIRHEBESHEREE A5 E: 888-249-6365 °
Anumpa Pa Pisa: Chahta (Choctaw) anumpa ish anumpuli hokmvt tohsholi yvt peh pilla ho chi apela hinla.

| paya 888-249-6365.

HUBACHISA: Kan ati dubbattu Afaan Oromoo (Oromo) yoo ta’ee, tajaajilliwwan gargaarsa afaanii, kanfalttii malee
siif jira. Maaloo karaa 888-249-6365.

OPGELET: Indien u Nederlands (Dutch) spreekt zijn taalbijstandsdiensten gratis voor u beschikbaar.

Gelieve 888-249-6365 te bellen.

ATTENTION : Si vous parlez frangais (French), des services d’aide linguistique vous sont proposés gratuitement.
Veuillez appeler le 888-249-6365.

ATANSYON: Si w pale Kreyol ayisyen (Haitian Creole), ou kapab benefisye sévis ki gratis pou ede w nan lang pa w.
Tanpri rele nan 888-249-6365.

ACHTUNG: Falls Sie Deutsch (German) sprechen, stehen lhnen kostenlos sprachliche Hilfsdienstleistungen zur
Verfiigung. Rufen Sie 888-249-6365 an.

MPOZOXH : Av pihdate EAAnvika (Greek), urtapyet Swpeav BorBeia otn yAwooa oac. NMapakadeiote va KOAECETE
888-249-6365.

t2llot AL %) AR YUl (Gujarati) GlAAL &l Al U elisla Hegzu Act [Qetl YA Yl B, gul
53 888-249-6365 UR 5lct 53

MALIU MAI! Ina ‘Olelo ‘oe i ka ‘Olelo Hawai‘i (Hawaiian), loa‘a ke kékua unuhi manuahi no ke kokua ‘ana aku
ia‘oe. ‘Olu‘olu e kelepona aku i ka helu 888-249-6365.

©T & 1 37 TFEY (Hindi) STeTct §, 3TORT $ITST HETIAT VT, foY:Q[oeh 3TeTeR § | T 888-249-6365. T
FIdT |

CEEB TOOM: Yog koj hais Lus Hmoob {Hmong), muaj kev pab txhais lus pub dawb rau koj. Thov hu rau 888-249-
6365.

GEE NTI: O bury na ina asu asusu Igbo (Igbo), enyemaka na-ahazi asusuy, bu n’efu, diri gi mgbe niile.

Biko kpoo 888-249-6365.

PAKDAAR: Nu saritaem ti llocano (llocano), ti serbisyo para ti baddang ti lengguahe nga awanan bayadna, ket
sidadaan para kenyam. Maidawat nga awagan iti 888-249-6365.

PERHATIAN: Jika Anda berbicara Bahasa Indonesia (Indonesian), layanan bantuan bahasa akan tersedia untuk
Anda secara gratis. Harap hubungi 888-249-6365.

ATTENZIONE: in caso la lingua parlata sia I'italiano (Italian), sono disponibili servizi di assistenza linguistica
gratuiti. Si prega di chiamare il numero 888-249-6365.

IEEIE . BARBE(apanese) 2SN 556, EHOEEXEY—ERE SHAVWERETET,
888-249-6365[ZHEEEL 2 &L,
o%oiﬁogoozmﬁmo?‘i~E9§95mor°nmécr%8(l(aI"en)%ﬁ,oﬁgm‘iewmgmﬁé:mﬁeloo@f),ommc@f)u?ﬁ@gmoﬁ%f)@gﬁb@?)co@?ﬁ%?)c&,

6oo:oim%:w$m888—249-6365=§_§ooo;ﬁ.

Nondiscrimination Notice and Access to Communication Services 1.18.17



U2 Bt 0l(Korean)E AESIAl = B % 20 X & MH|AE FEZ 0] S5H 4 UGS LIC}. 888-249-6365
HO R XSS A 2.
YI LE: | balé u mpot Bassa (Bassa), bot ba kobol mahop yanga, bayé ha i nyuu hola we. Sébél nsinga ini:
888-249-6365.
615K 3 el ey «C1gSen 48 (Kurdish Sorani) (Alode 52098 4 S
.888-249-6365 u-ua«iy pade ) 43 45 (g2l g3y 4SS Ao el il )
~QD‘7LJ‘_) TT)U')‘)T)O‘?U)‘)UCO')L:)‘)EJ’) 290 (Laotian), T)')DUQT)')UQOE)CU)
9F93UMVWII UCﬁE)E)')?Q’cD‘)E) J..)S‘)QUU)‘)DD’)-:QU')?U) 888-249-6365.

T 18T EAT: ST JFe! ASY (Marathi) a’ra?rmm, HIST HETT Tl JFETI HIhcl STCTSE HTg . 888-249-
6365 A TUH FIT.

LALE: Ne kwdj kénono Kajin Majel (Marshallese), kwomarofi bok jerbal in jipafi

in kajin ejjelok wonaan. Kwon jouj im kallok fian 888-249-6365.

KANSENOH: Ma komw lokaiahn Pohnpei (Pohnpeian), mie sawas en mahsen, soh isepe, ong komwi. Menlau, eker
888-249-6365.

DIl BAA'AKONINIZIN: Diné (Navajo) bizaad bee yénitti'go, saad bee dka'anida'awo'igii, t'a4 jiik'eh, bee nd'ahdot'i'.
T'aa shoodi kohjj' 888-249-6365 hodiilnih.

1T &: e TUTS AT (Nepali) ST STellgeo #74, TSR T T TAR[eTeh ST AaT 3T & | FoT

888-249-6365 HT &hel TlaI4 |

DETTIC: Na yi jam & Thuanjén (Dinka) ke kusany de weé i de thookyic abac ata aléu bené yi kony. Them ba c66t né
888-249-6365.

OBS: Hvis du snakker norsk {Norwegian), kan du fa gratis sprakhjelp. Ring 888-249-6365.

AADACHT: Wann du Deitsch Schwetze (Pennsylvanian Dutch) kann, kannscht du frei Schprooch aushilfe griege.
Ruf Nummer 888-249-6365.

280 e Lk LRI 801 b 4s A0 dael Clerd sl (Farsi) oot Led b R 4a g
A8 slai 888-249-6365 o et L likal |
fimires fe: A AT Uersi (Punjabi) S8 J, 37 393 &8 97 AoTesT AT (9898 He3 GuseT Ia&| faaur

I 888-249-6365 '3 'S IJ|

UWAGA: Jezeli méwisz po polsku (Polish), udostepniliSmy darmowe ustugi ttumacza. Prosimy zadzwoni¢ pod
numer 888-249-6365.

ATENCAO: Se vocé fala portugués (Portuguese), contate o servico de assisténcia de idiomas gratuito. Ligue para
888-249-6365.

ATENTIE: Daca vorbiti romaneste {Romanian), vi se pun la dispozitie, in mod gratuit, servicii de traducere.

Va rugam sa sunati la 888-249-6365.

BHUMAHMUE: 6ecnnaTHble ycnyri nepesoga AoCTyriHbl f/1A NoAe, Yeil poLHOM A3bIK ABMAETCA PYCCKUM
{(Russian). No3BoHuTEe No Homepy 888-249-6365.

FAAALIGA: Afai e te tautala Faa-Samoa (Samoan), o loo avanoa tautua mo fesoasoani tau gagana mo oe, e le
totogia. Faamolemole telefoni le 888-249-6365.

POZOR: Ako govorite hrvatski {Croatian), mozete besplatno koristiti usluge prevodioca.

Molimo nazovite 888-249-6365.

OGOW: Haddii aad ku hadasho Soomaali (Somali), adeegyada taageerada lugadda, oo bilaash ah, ayaad heli
kartaa. Fadlan wac 888-249-6365.

ATENCION: Si habla espafiol (Spanish), hay servicios de asistencia de idiomas, sin cargo, a su disposicidn. Llame al
888-249-6365.

MAANDQORE: (Fulani), to ada haala Ingilisre, walliinde wolde, caahu, e woodi ngam maada.

Kusu noddu 888-249-6365.

Nondiscrimination Notice and Access to Communication Services 1.18.17



TAHADHARI: Kama unazungumza Kiswahili (Swabhili), huduma ya msaada wa lugha, bure, inapatikana. Tafadhali

piga 888-249-6365.
- acndly) e e RN e\ s R LG RN (Syriac) Mo (ohaanma (¢ <imas
888-249-6365  6in  onotano
PAALALA: Kung nagsasalita ka ng Tagalog (Tagalog), may makukuha kang mga libreng serbisyo ng tulong sa wika.
Mangyaring tumawag sa 888-249-6365.

D00y (10IE : D Sewtd (Telugu) QrerGoeos, L DIBADY ;’oésxww &S0 VDI 0N, OB ====
578 605350& 888-249-6365

Tdsansu: maauwan ' ng (Thai) fudnisanuiomdasume unaainainalisas daedn
ldahausadale Tusainsdwvifionuieuiay 888-249-6365.
FAKATOKANGA: Kapau oku ke lea Fakatonga (Tongan), ‘oku iai pe ‘ae sevesi fakatonulea ‘e lava ma’u ta’etotongi
atu ma’au. Kataki o ta ki he fika 888-249-6365.
NENENGENI: lka ke aea kapasen Chuuk (Chuukese), ke tongeni angei aninisin eman chon awewe, ese kamo.
Kosemochen kori 888-249-6365.
DIKKAT: Tiirkce (Tiirkge) konusuyorsaniz, dil yardim hizmetleri size licretsiz olarak sunulmaktadir. Liitfen belirtilen
numarayi arayiniz: 888-249-6365.
YBATA: AKui0 BU po3moBnaeTe yKkpaiHebKow moeoto (Ukrainian}, y Bac € MoXAUBICTb CKopucTaTUCA
0e3KOoLTOBHMMM NOCAYyramn nepeknagada. 3atenedonyiite, byab nacka, 3a Homepom 888-249-6365.
et b Slead oy slae L A S b S on s b)) (Urdu) 9300 & 81 o S s s
888-249-6365-r S JS (b e Sy
XIN LU'U Y: N&u quy vi ndi tiéng Viét (Viethamese), quy vi s& dugc cung cap dich vu trg giip vé ngén ngir mién
phi. Vui long goi 888-249-6365.
JINYON |19 11D BN IND 72V7WWIIN OVOHINYO0 97 NOW [T, (Yiddish) wrTiR 0TV VN QNG DNTVNADNIN
.888-249-6365 0o yu
AKIYESI: Ti o ba nso Yoruba (Yoruba), iranlowo 16ri edé, I'ofe, wa fun o. Jowo pe 888-249-6365.

| attest that | have had the opportunity to receive my own copy of MedExpress’ Nondiscrimination Notice and Access to
Communication Services, to read the Notice, and to ask questions in order to understand the Nondiscrimination Notice and
Access to Communication Services.

Patient’s Signature Date
(Parent/Guardian’s Signature if patient is under 18)

Submit to AthenaNet

Nondiscrimination Notice and Access to Communication Services 1.18.17



ATHENANETESIGNATURS

' - Telephone and Text Messaging
| — Communications Consent

MedExpress

Date:

Patient First Name:

Patient Last Name:
DOB:
ID#:

| hereby consent to, and authorize MedExpress* to contact me via land-based or cellular telephone personal,
artificial, or pre-recorded voice calls or short message service (SMS or Text)at the telephone numbers listed by me
below for all purposes including, but not limited to, availability of seasonal vaccines or services, medical alerts,
promotions, availability of test results, appointment information (where and when applicable), health tips, center
closures due to unforeseen circumstances such as weather, and business matters including those relating to
billing, collections and insurance.

This consent may be withdrawn by the patient at any time by any reasonable means, including but not limited to
the following:

A) text message in response to text message received from MedExpress
B) via telephone by calling MedExpress at 888-249-6365 or
C) via “Contact Us” at www.medexpress.com

| certify that | am at least eighteen {18) years of age and may be contacted via any method set forth above at any
of the following telephone numbers which have been assigned to me by the utility carrier providing
communication services:

Cell Number

Land-line Telephone Number

Patient’s Signature Date
(Parent/Guardian’s Signature if patient is under 18)

Submit to AthenaNet

*Refers to all physicion-owned urgent care and walk-in centers operated in multiple states as “MedExpress,” Teleph and Text ing C ications Consent 10.2.15
Optum Clinics intermediate Holdings, Inc., Urgent Care Holdings Inc., and Urgent Care MSO, LLC.




