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Welcome to Millennium Medical Management, the home of...
Primary Care of Brevard, Deuk Spine Institute, Injury Treatment Group and Viera Orthopedics
Enclosed, you will find a map to our offices. We look forward to seeing you!

Please remember...
v Bring your completed packet to your appointment.

v Bring your most current insurance card(s), including
secondary insurance and a photo ID.

v Bring films or CDs with reports pertinent to your visit that
were donein the last six months. (MRIs, X-Rays, CT Scans.)
You may need to go to the facility to pick them up.

v Bring a current list of medications including dosage.

Appointment Date Time
O Viera O Titusville

Please arrive 30 minutes prior to your
scheduled appointment time.

Viera/Melbourne Office:
7955 Spyglass Hill Road Suite A, Melbourne, FL 32940
Phone: (321) 255-6670 Fax: (321) 242-2545

Things to Know About Our Office
We collect insurance deductibles, co-pays, and coinsurances upon checkingin.
Viera Check or Credit Card Only. No cash, please.

Please allow 48-72 hours forall prescription refillrequests. Some prescriptions cannot be called into the pharmacy, but
can be picked up at our office.

Appointment reminders are sent through email, phone calls, and optionally text messages.
To receive text reminders, please text the word NOTIFY to 37509

Viera office hours are Monday through Friday, 8:00am to 5:00pm.
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Directions To Viera Office

T Start out on 1-95.

“ﬁp Take Exit 191 for Wickham Rd toward Viera/Brevard County 509 0.30
miles
T‘t Merge onto N Wickham Rd/FL-404/County Hwy-509 heading Eastbound 0.60
L miles
Followsigns for Wickham Road E
ﬁ Turn left onto Murrell Rd. 0.50
miles
e Murrell Rd is 0.1 miles past Sheriff Dr
If you are on N Wickham Rd and reach Office Park Pl you've gone about 0.1 miles
too far
I—) Turn right onto Spyglass Hill Rd. 0.50
miles
o Spyglass Hill Rd is 0.2 miles past Hammock Trace Dr
If you reach Crane Creek Blvd you've gone about 0.3 miles too far
7955 Spyglass Hill Rd, FL, 32940-8135, 7955 SPYGLASS HILL RD is on the right. 0.00
v miles
e Your destination is just past Classic Ct
e Ifyou reach Baytree Dr you've gone a little too far
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What to expect on your first visit
During your appointment here at Millennium Medical Management you willmeet a number of staff members.

Firstyou will be greeted by the Front Office staffwho will take your personal information pertainingto yourvisit. This mayinclude identification,
insurance information, medical records and anyx-rays, MRI"s, or other diagnostic studiesthat you might have. Please arrive 30 minutes prior to
your firstappointment with your packet of new patient forms filled out. The Front Office staff may have a few additional questions or forms for
you. Itis especiallyimportantforyou to arrive earlyif youare the first patient of the dayorthe first patient after lunch.

You willthenbe escorted to aroombya Medical Assistant. Our Medical Assistants have advanced training above and beyond that usually found in
typical clinics. Millennium Medical Management advanced Medical Assistants have additionally earned the title of “Patient Navigator”. This
means that in addition to advanced training, theyhave experience in “navigating” patients through oftencomplicated issuesinvolving
medical records, HIPAA regulations, schedulingtests, proceduresand appointments.

The Medical Assistants, under direct supervision of our physicians, will take your blood pressure, heart rate, weightandrecordyourlevel of painat
the time of the visit. We have created in-depth questionnaires that the Medical Assistants willgo over withyou thatare animportant partinyour
planofcare. Please cooperate withthem as theyare tryingto provide the physidan withthe most pertinentinformation for yourcare.

Our Medical Assistants will assist Millennium Medical Management physicians and Physician Assistants in basic parts ofthe examination induding
testingstrength, balance and coordination. The physician and/or Physician Assistant willtest their findings with the patient and perform additional
examination as necessary.

Nextyou maymeet the Physician Assistant or Nurse Practitioner who is licensed bythe State of Florida to practice medicine and advanced nursing
underthe supervision of Millennium Medical Management physicians. These PAs and NPs assist with surgeries, perform exams, order testing,
prescribe medications and collaborate with Millennium Medical Management physicians on all patients inthe practice (clinicandthe hospital), and
generallyserve as ‘physician extenders’. WE ABSOLUTELY DO NOT PRESCRIBE NARCOTIC/OPIOD PAIN MEDICATIONS AT THE FIRST VISIT.

Some patients may or may not see the physician at the time of their visit, dependingon their needs and whether all necessary diagnostic tests
and imaging are available forthe physicianto review. However, itis ourintention each and every patient at each oftheirvisitsis seenbythe
physidan,anda physicianreviews the work ofallstaff during clinic. Incompliance withstate laws, all patients have the rightto see the providing
physidan,andinthe eventthatheis physically unavailable, and the patient does not want to see the PA/NP, we will be happyto rescheduleto the
nextavailable appointment.

Ourphysidans establishthe plan of care for each patientindividually. The doctors and our mid-level providers have close professional and

personalrelationships and frequently discuss patient needs and issues whether theyare in the office, hospital, home, etc. We have developedour
office protocolsafteryears of research, experience, and the latest published standards of care for our specialty. Our physicians" visits with you will
be focused, indepth, andto the point. Inproviding the highest quality of care to the patientsinourverybusyclinic, this approach works very well.

If you are scheduling surgeryora procedure, you will meet the Surgery Coordinator or Procedure Coordinator. The Coordinator willguide you
through all of the steps priorto yoursurgery date. They will review pre- and post-operative instructions fit youforanynecessarybraces or collars,
schedule your pre-surgical clearance appointment with your Primary Care Physician, Internist, or Cardiologist, and are a resource person foryo ur
pre-and post-surgical questions.

The Clinical Director is responsible for the day-to-day hands on runningof the clinichere in Viera. If you should have any questions or comments
about process, please contact heras she works closelywiththe physicians andthe rest ofthe team to ensure that your experience hereisa
positiveone.

Expect your initial appointment to take upto 2 hours. Ifthesurgeon hasa complicated medicalsituation withanother patientoran emergency,
there maybe a wait beyond your appointment time that maybe aslongasanhour. We work hard to keep wait times to a minimum and willadvise
you in advance when a wait can be expected.

Some of our new patients come to us because they attended one of our educational symposiums or seminars, ortheymay have beenreferred by
anotherphysician. All new patients must complete the new patient packet of forms and bring it to their appointment. Patientformsare
available on our website at www.DeukSpine.com under Resources. Our mission at Millennium Medical Management is to fix back, neckand joint
painthrougha continuum of care philosophyin state-of-the-art facilities with world class surgeons and physicians. We wantyou to have
exceptionalservice andthe best medical care available anywhere, and we pledge to put the Patient first.

Revised 06/21/2021
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Pharmacy Information Request Form

Patient Name & Address:

Patient Phone Number:

Pharmacy Name & Address:

Pharmacy Phone Number:

Patient Signature Date

Verified By Date

Revised 06/21/2021
Health History Pg 1
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Patient Name: DOB:

So that we may keep your primary care physician and/or referring physician informed of your progress
under our care, please list the name and address of that physician.

Primary Care Physician:

Address:

Phone: Fax:

Referring Physician:

Address:

Phone: Fax:

Patient Signature Date

Revised 06/21/2021
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Medical Records Release

Patient Name:

SSN# XXX-XX- Date of Birth:

| herebyauthorize to release the following information on my be half:

Demographic/Insurance Information
Entire MedicalRecord: From: To:

Partial Medical Record: From: To:

__ Dictated Notes/Reports
____RadiologyReports

____LabWork
Other:
Please send the selected information to:
Primary Care of Brevard
7955 Spyglass Hill Road Suite A
321-255-6670 phone
321-255-1996 fax
Stephanie Haridopolos, MD Tanya Schrumpf, APRN

Patient/Legal Representative Signature Date
Witness Signature Date

(Validation of legal representative must be in patient chart)

I understand these records may containinformation from other health care providers, as well as information which are administrative in nature. This
information will be given onlyto those specified on this form and only through the expiration date stated below. | alsound erstand | have the right to
revoke this authorizationatanytime through written notice and that written notice mustinclude: 1) The patient’s name, social security number, and
DOB, 2) reference to this specific authorization and the name of those a uthorized by this form to receive this information, 3) a statement thatthe

patient wants to revoke this authorization, the effective date of revocation, and the signature of the patient or legal guardian.

I understand that once the above informationis disclosed, it may be re-disclosed by the redpientandthe information maynot be protected by federal

laws orregulations. This authorization willexpire six months fromthe date s pecified above.

Revised 06/21/2021
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History and Physical Pain Map
Usingthe following symbols, pleasedraw in the location of your symptoms on the diagrams.

X =Pain O=Numbness /=Weakness *=Pins & Needles
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If you have NECK PAIN, what percentage is Neck % and % Arm, (Total 100%)
If you have BACK PAIN, what percentage is Back % and % Leg. (Total 100%)

Mark an X on the line indicating your usual amount of pain.
(0 Meaning No Pain, 10 Meaning Worst Pain)

0 1 2 3 4 5 6 7 8

9 10
No Pain

Worst Pain

Revised 06/21/2021
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Patient Name:

Health History

Please complete this Questionnaire.
Itis designed to give us information about your
health, which will allow us to better understand and assist you.

Sex: M F

Weight:

What is the main reason for you visit today?

Other Concerns:

Ibs Height: ft in Race:

Ethnicity:

What are your health goals for the next year?

In the past 2 weeks, have you been bothered by: Little interest or pleasure indoingthings? [ No [ Ves

Feelingdown, depressed or hopeless?

[ No [Jves

REVIEW OF SYSTEMS: Please markthe box and /or circle any persistent symptoms you have had inthe past few
months. Read through every section and check “no problems” if none of the symptoms apply toyou. Listother

concernsabove.
General
___Unexplained weightloss/ gain
___Unexplained fatigue/ weakness
___Fallasleep during day when sitting
____Fever, Chills

___NoProblems

Gastrointestinal

____Heartburn/ reflux/ indigestion
___Bloodorchangein bowels
___ Constipation

____NoProblems

Allergic/Immune
___Hayfever/ allergies
___Frequentinfections

___No Problems

Breast
____Breastlump/pain/nipple discharge

___NoProblems

Revised 06/21/2021

Respiratory

___Cough /wheeze

____Loud Snoring/altered breathing duringsleep

___Shortofbreathwith exertion

____NoProblems

Skin
___Neworchangein mole
____Rash/itching

___ NoProblems

Genitourinary
___Leakingurine

Bloodinurine

Nighttime urination orincreased frequency

Discharge: penisorvagina
Concern with sexualfunctions

____NoProblems

Women Only

____PMS Symptoms (bloating, cramps, irritable)

Problem with menstrual periods

____Hotflashes/ night sweats
____NoProblems

Hematologic/ Lymphatic Psychiatric

____Anxiety/ stress /irritability

___Swollenglands

____EasyBruising ___Sleepproblem

___NoProblems ___lackofconcentration
____NoProblems

Neurological

___Headache Cardiovascular

___Memoryloss ___ChestPain /discomfort

____Fainting ___ Palpitations
___ Dizziness ___ NoProblems
___Numbness/tingling

___Unsteadygait Musculoskeletal

___Frequentinfections ___NeckPain

____NoProblems ____BackPain
___Muscle/Joint Pain

Endocrine ____NoProblems

___Heatorcoldsensitivity

____NoProblems
Eyes

___Changeinvision/eye pain/ redness

___NoProblems

HealthHistory Pg 5



\/

*> , PRIMARY CARE

()
Immunizations: Check off any vaccinations you have had in the past. Add year if known.

Tetanus (Td) ___ With Pertussis (Tdap) ___ Varicella (Chicken Pox) shotor illness ___ Pneumovax (pneumonia)

Influenza (flu shot) Hepatitis A___ Hepatitis B MMR ___ Meningitis ___Zostavax (shingles) HPV

List ALL current medications:
Medication Name Dose (milligrams, grams)| How many times per day? How long?
Drug Allergies:
Drug Type of Reaction?

Are you allergicto Latex? oYes oONo
Do you take Blood Thinners? (Coumadin, Plavix, Aggrenox, Ticlid,Pletal) oYes o No

HEALTH MAINTENANCE SCREENING TESTS:

Lipid (cholesterol) Date: Abnormal: oYes oONo
Sigmoidoscopy or Colonoscopy Date: Abnormal: oYes ©ONo
Women Only:

Mammogram Date: Abnormal: oYes 0ONo
Pap Smear Date: Abnormal: o©Yes oNo
Bone Density Test Date: Abnormal: oYes 0ONo

Social History & Status

Occupation: Marital Status: Highest Education:
Work Status
o Full Duty o Light Duty o Off Duty (perphysician) O Unemployed 0O Retired

If you are not working full duty, how long have you been off of work?
Have you had a work capacity assessment? oYes o No Areyou disabledthrough Social Security? oYes oNo

Revised 06/21/2021 Health History Pg 6



\/
*> , PRIMARY CARE
o

Alcohol Use

Do you currently consume alcoholicbeverages? oYes o No
Quantity per day? Beer: Wine: Spirits:

Please answerthe sidebar questions:
Have you everbeentreatedforadrug or alcohol addition? oYes o No

Sexual Activity

Currently sexually active? oYes o No
Sexual partner(s) is/are/have been: o Male
Birth control method? o None 0O Condom o Pill o Diaphragm 0O Vasectomy o Other:

Personal Medical History

> >

o Female

>

Have you ever feltyou neededto cutdown onyour
drinking? oYes o No

Have people annoyedyou by criticizingyour drinking?
o Yes O No

Have you everfelt guiltyaboutdrinking? oYes o No
Have you ever feltyou needed a drinkfirst thingin
the morning to steadyyournerves, orto getridofa
hangover?oYes o No

Do you currently have, or have you ever had, any of the following conditions?

Condition: Code: Current Past Comments
Alcohol/Drug Abuse F10.10/F19.10
Allergy (Hay Fever) J30.9
Anemia D64.9
Anxiety F41.9
Arthritis (Rheumatoid) MO06.9
Arthritis (Osteoarthritis) M15.9
Asthma J45.909
Bladder /Kidney Problems N32.9
Blood Clot (Leg) 182.409
Blood Clot (Lung) 126.99
Blood Transfusion 751.89
Breast Lump (benign) N63.0
Cancer Breast C50.919
Cancer Colon C18.9
Cancer Other Type

Cancer Ovarian C56.9
Cancer Prostate C61
Cataracts H26.9
Chicken Pox B01.9
Colon Polyp D12.6
Coronary Artery Disease 125.10
Depression F32.9
Diabetes (adultonset) E11.9
Diabetes (childhood onset) E10.9
Diverticulitis K57.30
Emphysema J43.9
Fractures (broken bones) Where?
Gallbladder Disease K80.20
GERD K21.9
Glaucoma H40.9

Revised 06/21/2021
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(Underactive) / Hypothyroidism

Personal Med History Cont. Code Current Past Comments:
Gout M10.9
Gynecological Cond. N80.9
(Endometriosis)

Gynecological Cond. D25.9
(Fibroids)

Gynecological Cond.

(other)

Heart Attack 121.9
Hepatitis A B15.9
Hepatitis B B19.10
Hepatitis C B17.10
Hepatitis Other B17.8
High Blood Pressure 110
High Cholesterol E78.00
Hip Fracture S72.009A
Irritable Bowel Syndrome K58.8
Kidney Disease/ Failure N19
Kidney Stones N20.0
Liver Disease K76.9
Migraine Headaches G43.909
Osteoporosis M81.0
Pneumonia J18.9
Prostate (enlargement) N40.0
Prostate (nodules) N40.2
Seizure / Epilepsy R56.9
Skin Condition (Eczema) 125.9
Skin Condition ( Psoriasis) L40.0
Skin Condition (Abn. Moles) D48.5
Sleep Apnea G47.30
Stomach Ulcer K25.9
Stroke 163.50
Thyroid (Nodule) E04.1
Thyroid High E05.90
(Overactive)/ Hyperthyroidism

Thyroid Low E03.90

Other ( List)

Other (List)

Revised 06/21/2021
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SURGICAL HISTORY

Please check off any procedures or surgeries in your history. List any abnormal finding or complications.

Surgical Procedure Year Comments:

Abdominal Surgery

Appendectomy (appendix removal)

Back Surgery (lumbar)

Biopsy (location)

Breast Biopsy o Right 0O Left o Both

Breast Surgery O Right 0O Left o Both

Colonoscopy

Coronary Bypass

Coronary Stent’s

EGD (Stomach Endoscopy)

Cataract O Laparoscopic

Gallbladder Removal

Heart Surgery (otherthan coronary bypass)

Hip Surgery O Right 0O Left o Both

Hysterectomy (total, including ovaries) O Laparoscopic 0O Vaginal o0 Abdominal
Hysterectomy (partial, ovaries left) O Laparoscopic 0O Vaginal o Abdominal
Knee Surgery O Right 0O Left o Bilateral

LEEP (Cervix Surgery)

Neck Surgery (cervical)

Ovary Ligation (tubal)

Ovary Removal o Right O Left 0 Bilateral

Vasectomy

Sigmoidoscopy

Sinus Surgery

Other (list)

Adopted? oYes oNo

If yes and you do not know your family history, please skip the following section.

Family History
Please indicate which (if any) relatives have had the following diseases

. Parents & siblings are most important.

Mother
Father
Sister(s)
Bother(s)
Mom’s Mom
Mom’s Dad
Dad’s Mom

Dad’s Dad

Disease

Other Relative Comments

No Significant history known

Alcoholism /Drugabuse

Alzheimer’s

Asthma

Autoimmune Disease

Revised 06/21/2021
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Disease Cont.

Mother

Father

Sister(s)

Bother(s)

Mom’s Mom

Mom’s Dad

Dad’s Mom

Dad’s Dad

Other Relative Comments

Bleeding or Clotting Disorder

Cancer Breast

Cancer Colon

Cancer OtherType

Cancer Ovarian

Cancer Prostate

ColonPolyp

Coronary Artery Disease

Depression, Suicide, Anxiety

Diabetes (childhood)

Diabetes (Adult Onset)

Emphysema (COPD)

GeneticDisorder (Explain)

Glaucoma

Heart Disease (CHF)

Heart Disease (Other)

HepatitisBor C

High Blood Pressure
hypertension

High Cholesterol

Hip Fracture

Hypothyroidism/ Thyroid
Disease

Kidney Disease

Kidney Stones

Macular Degeneration

Migraine Headaches

Osteoporosis

Other (list)

Revised 06/21/2021
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The preceding patient information packet has been reviewed and discussed with the patient.

Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date
Reviewed by: Changes: YES NO Date

Revised 06/21/2021 Health Historypg 11



Hereditary Cancer Questionnaire
Fﬁg}RlSk Cancer Family History Questionnaire

Hereditary Carar

Personal Information

FPatient Date of Healthcare Today's
MName Birth Frovider Date

Instructions: Your personal and family history of cancer is important to provide you with the best care possible. Please
complete the chart below based upon your personal and family history of cancer. Leave blank what you do not know.
The following relatives should be considered: Parents, siblings, half-siblings, children, grandparents, grandchildren,
aunts, uncles, nieces and nephews on both sides of the family.

e T K

Breast, ovarian, or pancreatic cancer at any age ]y [N

Colorectal or uterine cancer at &4 or younger |:| Y |:| N
Maternal (M) or

Do you have a family history of:  Yes (Y) or No (N)? Paternal (P) side | Age at diagnosis?
of the family?

Breast cancer at 49 or younger ]y [IwN CIm [P

%iﬁiﬁ::;? (bilateral) in one I:' ¥ D N |:| M |:| P

the same s of he amiy ey ape | 1Y CIN [m L[]

Owvarian cancer at any age [ ]y [N [Im []p

Pancreatic cancer st any age |:| Y |:| N I:' M |:| P

Male breast cancer at any age []y [N [Im [P

Metastatic prostate cancer at any age |:| Y |:| N [Im []P

Colon cancer at 49 or younger |:| Y |:| N |:| M |:| P

Lhterine cancer at 47 or younger |:| Y |:| N D M I:‘ P

mmen ™ | Ov On Cw e

ﬁwyfté::::r:?family history of I:' Y |:| N List them here:

ey | v O [™ e

Cancer Risk Assessment Review (to be completed after discussion with your healthcare provider)

Patient Signature Date

Healthcare Provider Signature Date

Office Use Only Patient offered hereditary cancer genetic tecting? [Yes [No Dﬂ.cn:epteu [ Daclined

f yes, which tect? D BRACAnalysis® with Myriad myRick® Dh“ ultisite 3 BRACAnzlysis® REFLEX to BRAC Analysic® with Myriad myRick®
I COLARIS®™ = with Myriad myRick™ [JCOLARIS AP with Myriad myRick® [ Single Site Tecting [ Myrizd myRick® Update
Cither:

Follow-up sppointment scheduled? [JYes [JMNe Date of next appointment:

Revised 06/21/2021
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Name: Date:

Date of Birth:

Health Consult

1. Do you have high blood pressure? oYes O No
2. Has it been over one year since you last completed blood tests? oYes ONo
3. Has it been over one year since your last visit to an eye doctor? oYes O No
4. When was your last colonoscopy? Wasitnormal? oYes 0 No
5. Isthere any family history of cancer? If yes, type, age and relation?

6. Colon Cancer? oYes o No Ifyes, ageand relation?

7. What is your current exercise plan?

8. Alcohol use? How much, since what age?

Immunizations

1. Did you have a Flu shot this season?

2. Have youever had a Pneumonia shot? When?
(The Pneumoniashotisimportant forthose =65 years old, smokers, those with asthma/COPD, diabetes, etc)

Men
1. Family history of Prostate (or other male specific) cancer? oYes O No
If yes, age and relation?
Women
1. Date of last pap smear Was it normal? oYes 0O No
2. Date of last mammogram Was it normal? oYes O No
3. Family history of breast, cervical, ovarian, or uterine cancer? oYes O No

If yes, age and relation?

Please provide a copy of the most recent above stated reports along with your immunization record.

Revised 06/21/2021 Health History Pg 13
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Assignment of Insurance Benefits; Appointment of Authorized Representative; Privacy; Payments; Appointments

Assignment of Insurance Benefits -- Appointment as Legal Authorized Representative: | (i) assign all applicable health insurance payments and
benefits, and all rights and obligations that | and my dependents have under my health plan to the Millennium Medical Management, LLC
(“Provider”); (ii) authorize payment of authorized insurance benefits, induding Medicare,if| am a Medicare benefidary, be made on my behalf to
Provider; and (iii) appoint Provideras myauthorized representative (“Authorized Representative”) with the power to (i) file medical daims,appeals
and grievances with the health plan; (ii) file appeals and grievances with the health plan; (iii) institute any necessary litigation and/or complaints
against my health plan naming me as plaintiff in such lawsuits and actions if necessary (or me as guardian of the patientif the patientis a minor);
and (iv) discuss or diwlge any of my personal health information or that of my dependents with any third party induding the health plan. I also
understand that Provider is not responsible for the terms of the contracts which | have with my health benefit plan orinsurance companies. |
certify that the health insurance and covwerage information | provided to Provider is accurate as of the date set forth below and that | am
responsible for keeping it updated. | am fully aware that having health insurance and/or Medicare coverage does not absolve me of my
responsibility to ensure that my bills for professional services from Provider are paid in full. | also understand that (i) | am responsible for all
amounts not covered by my health insurance and/or Medicare, induding co-payments, co-insurance, and deductibles; and (ii) with respect to
Medigap/Secondary Insurance, should my insurance or not pay all or part of the secondary balance, | am responsible for all re maining allowed
charges.

Authorization to Release Information: | authorize my Authorized Representative and any holder of medical or other information about me to (i)
release anyinformation necessary to my health benefit plan (orits administrator) regarding myillness and treatments (induding the Sodal Security
Administration or its Medicare Administrative Contractors if | am a Medicare benefidary); (ii) process insurance and other payment cdaims
generated in the course of examination or treatment; and (iii) allow a photocopy of my signature to be used to process insurance and other
payment daims. This authorization will remain in effect until revoked by me in writing. | authorize Provider to discuss my medical/health care with
the following family members or close friends:

Full Name: Relation: Phone:
Full Name: Relation: Phone:
Full Name: Relation: Phone:

I authorize Provider to discuss my account finances with the following family members or close friends:

Full Name: Relation: Phone:
Full Name: Relation: Phone:
Full Name: Relation: Phone:

ERISA Authorization: | designate, authorize,and conwey to my Authorized Representative to the full extent permissible under law and under any
applicable insurance policyand/oremployee health care benefit plan: (i) the right and ability to act as my Authorized Representative in connection
with any daim, right, or cause of action induding litigation against my health plan (even to name me as a plaintiff in such action) that! may havwe
undersuch insurance police and/or benefit plan;and (ii) the right and ability to act as my Authorized Representative to pursue such daim, rightor
cause of action in connection with said insurance policy and/or benefit plan (induding but not limited to the right and ability to act as my
Authorized Representative with respect to a benefit plan governed by the provisions of ERISA as provided in 29 C.F.R. §2560.503-1(b)(4) with
respect to any health care expense incurred as a result of the services | received from Providerand, to the extent permissible under the law, to
claim on my behalf, such benefits, daims, or reimbursement, and any other applicable remedy, induding fines. This authoriza tion will remain in
effectuntil revoked by me inwriting. A photocopy of this Authorization shall be as effective and valid as the original.

Payment Policy; Out-of-Network Disclosure/Patient Acknowledgment of Responsibility: | understand that (i) Provider accepts most forms of
payment induding checks, debit cards, credit cards and credit fadilities like CareCreditand MedFin; (ii) Provider reserves the right to charge 1.5%
interest per month, compounded daily, after 90 days of non-payment on all outstanding balances; (iii) credit cards and other revolving credit
programs have chargeback provisions to allow, for example, retum of purchased goods, but that such chargeback features are notappropriate at
Provider, such that| waive my rights for chargebacks; (iv) if a chargeback occurs, Provider mayinitiate legal action to recoup the charges and | will
be responsible for all resulting legal fees and other appropriate expenses to recoup those charges; and (v) Provider will ass ess a $50 fee on all
checks that are retumed as unpaid. | understand that Provider is an out-of-network provider and that, consequently: (i) | am responsible for the
difference between charges and payments made by my health plan and any coinsurance and deductible required by my health plan; and (ii)
Provider cannot waive anysuch patient responsibility.

Notice of Privacy Practices: | have reviewed the posted copyof Provider’s Notice of Privacy Practices, which describes how my medical information
maybe used and disclosed and how| canobtainaccessto this information, and | understandthata copyformyrecords is available upon request.

Patient Name:

PatientSignature: Date:
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Cancellation and No Show Policy

At Millennium Medical Management our goal is to provide quality medicalcare to you andtherestofour patients. Inanattemptto be fairto all
patients seekingour care, we have implemented a Cancellation and No Show Policy. We understand thatthere are times whenyou may miss an
appointment due to emergencies orobligations for work or family. However, whenyou donot callto cancel anappointment, you maybe
preventing another patient from getting much needed treatment. If you must cancel anappointment we ask thatyou please call atleast 24 hours
priorto the appointment, orearlierif possible.

To cancel an appointment, call Patient Services at 321-751-3389 or 1-800-349-6922 (1-800-FIX-MY-BACK). Each cancellation or “noshow” is
tracked in oursystemandyou will receive a cancellation number. Excessive cancellations and ‘noshows’ mayrequire us to discharge you fromthe
practice.

Cancellation Policy/No Show Policy
For Doctor Appointment and Surgery

1. Cancellation/No Show policy for Doctor Appointment
We understand that there are times when you miss an appointment due to emergenciesor obligations for work or family. However,
when you donotcall to cancelanappointment, youmaybe preventing another patient fromgetting much needed treatment.
Conversely, the situation mayarise where another patient failsto cancel and we are unable to schedule you for a visit, due to a seemingly
“full” appointment book.

If an appointment is not cancelled atleast 24 hours in advance you will be charged a forty ($40) dollar fee; this will not be covered by
your insurance company.

2. Scheduled Appointments
We understand that delays can happen however we must tryto keep the other patients and doctors on time.
If a patient is 15 minutes past their scheduled time we will either fit you in or give you the option to reschedule the appointment.

3.  Cancellation/No Show Policy for Surgery/Procedures
Due to thelarge blockof time needed for surgery, last minute cancellations will not allow time needed to schedule another p atientin
need ofourservices.

If surgery/procedure is not cancelled at least48 hours in advance you will be charged an eighty dollar ($80) fee; this will not be
covered by your insurance company.

4. Account Balances
We will require that patients with no show/cancellation fees pay theiraccount balances to zero ($0) prior to receivingfurth er services
byourpractice.
Patients who have questions about their billsor whowould like to discussthe charges, may callthe Office Manager and review their
accountandconcerns.

Print Patient Name Signature Patient Date

Patient Account #
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Mutual Agreements, Consents and Resolution of Concerns

1. Privacy and Ratings

Millennium Medical Management agrees not to provide medical information for the purpose of marketing directly to Patient. Regardless oflegal
privacyloopholes, Millennium Medical Management willnever attempt to leverage its relationship with Patient by seeking Patient’s consent for
marketing products for others.

We wantyourfeedback. If our office getsitright, tell us. If we could dosomethingbetter, tell us. We take qualityimprovement seriously. While
there are scores of “rating sites” in cyberspace, manyfailto provide useful information. Let’s getit done right. We can make recommendations as
to which sites follow minimum standards for fairness and balance. Just askus.

Millennium Medical Management has invested significant financial and marketing resources in developing the practice. Nothing in this Agreement
prevents a patient from postingcommentary about Millennium Medical Management - our practice, expertise, and/or treatment - on web pages,
blogs, and/or masscorrespondence. In consideration for treatment and the above noted patient protection, i f Patient prepares such commentary
forpublication onweb pages, blogs, and/or mass correspondence about Millennium Medical Ma nagement, the Patient exclusively assigns all
Intellectual Property rights, including copyrights, to Millennium Medical Management for any written, pictorial, and/or electronic commentary.
This assignment shall be effective at the time of creation (prior to publication) of the commentary.

This Agreement shall be fora period of five years from Millennium Medical Management’s | ast date of service to Patient. Millennium Medical
Managementrequires all patients inits practice to signthe Mutual Agreement to establish that anyanonymous publishingora iring of commentary
will be covered bythis agreement. Further, thisAgreement willsurvive fora minimum ofthree years beyond anytermination ofthe Millennium
Medical Management - Patient relationship.

Patientand Millennium Medical Management acknowledge that breach ofthis Agreement mayresultinserious, irreparableharm. Patientand
Millennium Medical Management agree to the right of equitable relief (induding but not limited to injunctive relief). Should a breach of this
provisionresultin litigation, the prevailing partyinthelitigation shall be entitled to reasonable costs, expenses, and attorney fees associated with
the litigation.

2. Surgical Consent Modification

We recognize thatyou have a choicein receivingcare. We take great pride inourreputation for providingthe highest level s of quality medical care
to our patients. However, we realize there are times when some patients might not be satisfied with the outcomesof their treatments.

Every patienthasa right to file a complaint with the Division of Medical Quality Assurance, Board of Medicine. But, thatrightis not unlimited. For
example, those who file complaints in bad faith can be subject to civil liability (Florida Statutes§ 456.073 (11)). In the context of balancing your
rights withthose of the physician, I, the patient, agree to the following:

1. Ifa complaintrelatedto mycareis everfiled (bymyagent or me) with the Division of Medical Quality Assurance, | will onlydo so in
good faith, addressing matters only related to my healthand welfare.

2. In particular, lunderstand that there are risks inherent to anysurgical procedure and these risks have been explained to me prior to
the procedure. | have signed that consent voluntarilyand with myfree will. And | have hadan opportunityto askquestions and have
them answered to mysatisfaction. In that context, a complaint to the Division of Medical Quality Assurance, founded onanysuch
realizedrisks, unlessthere is clear and convincing evidence to the contrary, will be construed as bad faith.

3. Next,shouldacomplaint be filed with the Division of Medical Quality As surance related to standard of care, |, the patient, will
explicitlyrequest that the complaint be reviewed bya member of myspecialty; that specialty being Neurosurgery, Spinal Surgery,
OrthopedicSurgery, Pain Management or Neurology.

4. Finally, shouldthe complaintallege facts that canbe disrupted bythe clear medicalrecord, I, the patient, willvoluntarily withdraw my
complaintif that portion of the medicalrecordis drawnto myattention. | will have the right to inspect and review the medical record to
correctanyperceived errorinthe medical history. Such corrections must be performed withintwo weeks of the treatment received

3. Resolution of Concerns

l understandthatlam enteringinto a contractualrelationship with Physidan(s) of Millennium Medical Management for professional care. | further
understand that meritlessand frivolous claims for medical malpractice have an adverse effect upon the cost and availability of medical care to
patientsand mayresultinirreparable harm to a medical provider. As additional consideration for professional care provided to me by Physician,

I, the patient/guardian and/or myrepresentative, agree not to initiate or advance, directly orindirectly, anyfalse, meritless, and/or frivolous
claim(s) of medical malpractice against Physician. Furthermore, should a meritorious medical malpractice case or cause ofaction be initiated or
pursued, | (the patient) and/or myrepresentative agree to use American Board of Medical Specialties (“ABMS”) board-certified expert medical
witness (es) inthe same specialtyas Physician. Furthermore, | agree that these expert witnesses will be members in good standingof and adhere
to the guidelines and/or code of conduct defined
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forexpertwitnesses by the American Board of Neurosurgery, American Board of Interventional Pain Management, American Academy of Pain
Management, American Board of Electrodiagnostic Medicine, American Board of Physical Medicine and Rehabilitation, American Board of
Orthopeadic Surgery and American Board of Psychiatry and Neurology.

Patient/guardian and Physician acknowledge that monetary damages may not provide anadequate remedyforbreach of this Agreem ent. Such
breach

mayresultinirreparable harm to Physician’s reputationandbusiness. Patient/guardian and Physician agree inthe event of a breach to allow
specific performance and/orinjunctive relief.

4. Waiver

Article 1, Section 21 of the Florida Constitution reads as follows: Access to court —The courts shallbe opento every personforredress of any
injury,andjustice shallbe administered without sale, denial or delay. The Undersigned patient understands and acknowledges that: | have been
advisedthat signing thiswaiver releasesanimportant constitutionalright; and | have been advised that| mayconsult with counsel before signing
this waiver; and bysigning thiswaiver| agree thatif anycontroversyarisesoutoforinanywayrelating to the current, future or past diagnosis,
treatment, or care that | have or willre ceive from Millennium Medical Management, LLC, it’s physicians, agents or employees or Surgery Center of
Viera, LLC, the maximumamount of any non-economic damagesthat canbe awarded inanysuch action will be $250,000. This limit applies
regardless of the number of claimants or defendantsinthe proceeding. Thereis nolimit onthe amount of economic damages thata jury may
award; and| have three (3) businessdays following execution of this waiverinwhich to cancel thiswaiver; and| wish to en gage the medical
services of Millennium Medical Management, but | am unable to do so because of the provisions of the constitutional limitatio nset forth above. In
consideration of the physician or group of physicians’ agreements to provide medical services to me and mydesire to re ceive medical services from
the physidanorgroup of physicians listed below, | hereby knowingly, willingly, and voluntarilywaive theright,inanactionina court of lawforany
controversy, including any malpractice claim, arising out of orin anyway relatingto the diagnosis, treatment, or care of the patient by Millennium
Medical Management, including any partners, agents, employeesof the physician or Surgery Center of Viera, LLC, to recover non-economic
damages in excess of $250,000; and | have selected Millennium Medical Management as my physician group of choice inthis matterand would not
be ableto retain their medicalservices without thiswaiver; and| expressly state that thiswaiveris made freelyand voluntarily, with fullknowledge
ofits terms, and thatall questions have been answered to mysatisfaction. | understand that thiswaiver will remain in effect forone year from the
date that| have signed this form.

ACKNOWLEDGEMENT BY PATIENT FOR PRESENTATION TO THE COURT

The undersigned patient here by acknowledges, under oath, the following:

| have read and understand this entire waiver of myright under the constitutional provision set forthabove. | amnot under the influence of any
substance, drug, or condition (physical, mental, oremotional) that interferes with myunderstanding of this entire waiverin whichl amentering
and allthe consequences thereof. | have enteredinto and signed thiswaiver freely and voluntarily.

I authorize Millennium Medical Management to present thiswaiver to the appropriate court, if required. Unlessthe court requires myattendance
ata hearing forthat purpose, Millennium Medical Management is authorized to provide this waiver to the court for its consid eration without my

presence.

DATED this dayof ,20 By:

PATIENT

Sworn to andsubscribed before me this dayof ,20 by ,whois personally

known to me, orhas produced the following identification:

NotaryPublic Signature

My Commission Expires:
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Financial Guidelines

Form Of Pay

You are responsible for...

We will...

Medicare

If you have regular Medicare as your primary
insurance and alsoa secondaryinsurance or
Medigap coverage: No paymentis required at
the time of the visit after your Medicare
deductible has been met. If your secondary
insurance does not send payment within 45
days, a billforthe balance will be sent to you.
If you have regular Medicare as your primary
insurance and nosecondaryinsurance: Be
prepared to payyour20% co-insurance atthe
time of the eachvisit.

Acceptyour co-insurance, deductible $203
payment amount (ifapplicable); file the claim
on your behalf including any claims to your
secondaryinsurance.

Medicare Replacement Plans

All applicable co-payments atthe time of the
visit.

Acceptyourpaymentand file a claim to your
insurance.

In Network HMO/PPO Plans

If the services you received are covered by your
plan:Allapplicable co-payments and
deductiblesapplyandaredue atthetime of
the visit. If authorizationis required by your
insurance, you must verify with provider’s
office before your visit.

Acceptyourpaymentand file a claim to your
insurance.

Limited Plans

Full payment forservices providedatthe time
of service.

Acceptyourpaymentand file a claim to your
insurance without accepting assignment.

Commercial Insurance

All applicable co-payments and deductibles at
the time of the visit.

Acceptyourpaymentand filea
claim to yourinsurance.

Out of Network

Paymentinfull atthe time of service for office
visit, injections, and forany otherservice
provided.Youmaybe asked to make a deposit
atthe time of registration.

Accept your payment and
courtesy file a claim to your
insurance.

Self Pay

PaymentinFULLattime of serviceis expected.
For patients scheduled to see our Primary Care
physidans, the OV payment amountis $281
(New Patients) and $124 (Established Patients)
Anyadditionalservices, willbe settled at time
of visit. Credit, debit, checkare accepted
methods of payment.

Acceptyourpayment.

HSA Plans

You mustreturn to the Registration area to
paywith your HSA Debit Card.

Acceptyour HSA card
payment.

Workers Comp or MVA

If an authorization to treat has been obtained
fromyourcarrier, W/C, no payment will be
required at time ofvisit. If an Authorizationis
notin place, yourappointment will be re-
scheduled. If you are using an Auto Insurance,
you will be requiredto payattime of service
20% of all charges, for each visit. Your private
Insurance will not be billed until benefits are
exhausted. WE DO NOT ACCEPT LOP’s from
ATTORNEYS.

Schedule yourappointment after services have
been authorized byyourcarrier, W/C.oryour
MVA benefits have been verified withyour
Auto Carrier.

General Information: Our Staff will schedule anappointmentforyou once your coverage has been verified. Youare responsible for providingthe
correctinformation regarding yourinsurance coverage at the time ofyourvisit. You are alsoresponsible for knowing what yo ur benefits are. Ifyou
don’tunderstand what your benefits are, please contact yourinsurance carrier by calling the customer service numberonyourinsurance card.
Request forform completionincluding FMLA, Jury Duty Exemption, and other forms will have a charge at the physician/clinic’s discretion startingat
$40 perform, varying based onform complexityand length. Our staffwill return forms to patient/requestorina timely manner.

Cancellations & No Shows: Millennium Medical Management staff willcontact you priorto your scheduled appointment. Ifyou cannot make your
appointment, please cancelatleast 24 hoursinadvance. Yourappointment slot could go to another patient.

Appointment Reminders are sentthrough email, phone calls, and optionally text. To receive text reminders, text the word NOTIFY to 37509




