For Office Use

Patient Intake Form Date:
Acet:

Name: Social Security#
Address: ‘ City State Zip
E-Mail address: Age D.O.B. Race
Sex: Male/ Female _ ‘
Marital MSW D  Cell Phone: Home Phone:
Employer . Occupation __ Office Phone
Name of Emergency Contact Address Phone
Family Medical Doctor L . Referred By:

Ate your present problems due to an injury? dYes ONo  Enter the date of the injury:
Was the injury? U Job Related O Auto Accident (Personal Injury OOther:
Did you see any other doctors for this condition? [ Yes ['No Name of Doctor :

e ———

Goals in your Health are very Important, we want to make sure that we meet your needs
During the last year, what specific positive or negative events affected your health?

What are your hobbies?
What do you love to do that your current health is preventing your from doing?
If you could have perfect health, what would that look like?
How does your health challenges affect your significant other or family?

List symptoms you are experiencing today: Choose the severity level associated
with each symptom

(1) Very Mild Q(2) Q(3) Q(4) O(5) T(6) Q(7) O(8) T(9) A(10) Remarkably Severe
(1) Very Mild Q(2) O(3) O(4) O(5) Q(6) Q(7) D(8) T(9) Q(10) Remarkably Severe

L(1) Very Mild 3G(2) 0(3) U(4) Q¢s) Qgs) Q7) ¢8) L(9) Q(10) Remarkably Severe
L(1) Very Mild Q(2) Q(3) Q) O(5) Q(6) O(7) Q) 39) Q(10) Remarkably Severe

Please mark area(s) of complaint below:

1-2



When, or approximately when did the complaint start?

Is your condition [Constant [] Intermittent (occurs on and off)?
What makes your pain decrease?
What makes your pain increase?
Has there been any changes in your bedily functions? OUrination 0 Defecation OVision
URespiration £Digestion Other:
Does your condition affect your daily activities? JYes [INo If yes please explain:

What type of work do you do?

Are you taking any medications? JYes (INo If yes, which ones?:

Have you ever had any surgeries? (dYes WNo (If yes, please enter the approximate date of
surgery.)

Do you have a Pacemaker? [JYes [1No

Any unexplained weight loss (more than 10 Ibs) OYes [INo

Are you having problems with dexterity? (ex- Has it been more difficult to Zip up zipper or
button up shirt?) OYes [No

Are you having only issues with walking/gait? Yes [INo

(ex:Do you walk like a drunken person? Do you feel like you are losing balance?)

Have you ever had any X-rays/MRI/CT or any other images done in the areas in which you are
consulting us for? LYes ONo

When/Where?

Are there any other health issues you would like for like for us to be aware of? (ex. Muliiple
Sclerosis, Heart Arrythmia, Rheumatoid Arthritis, Ehlers-Danlos syndrome, Marfan
syndrome, Lupus, Scleroderma)

I hereby authorize the doctor to examine and treat my condition as he/she deems appropriate
through the use of chiropractic health care, and I give authority for these services to be
performed. It is understood and agreed any x-rays and images are for examination only and the
x-rays will remain the property of this office.

Patient’s/Guardian’s Signature: Date:




Patient Name:

Patient Financial Responsibility Agreement

Thank you for allowing Hoang Chiropractic Center to assist you with your chiropractic health. In the interest of
good health care practices, it s desirable to establish a credit policy to avoid misunderstandings. Our primary
responsibility is to help our patient’s experience good health, and we wish to spend our time and anergy
toward that end. Our goal is to make the financglal aspect of your recovery as stress-free as possible. Payment
fs due at the time of service, If you have an outstanding balance, you wiil receive monthly statements with the
balance. If you have any questions about your charges or statement, please contact our office at 504-263-
2440. The balance of the account is due within thirty (30) days.

I understand that | am responsible for payment regardless of results or outcome. (initial)

tunderstand that Hoang Chiropractic Center is not a participating provider with my insurance and understand
that] am responsible for payment of all fees, charges, cost and expenses incurred in connection with my
chiropractic care at Hoang Chiropractic Center. (initial)

Payment is due at the time services are rendered. A 3.85% processing fee applies to debit and credit
card payment transactions.

The 3.85% fee is waived when paying by ACH, cash or check. (initial)
I the undersigned, (patient name) have a claim against a third party for injuries
sustained in an accident which occurred on or about ,20__. 1 accept full responsibility for

payments of all fees, charges, cost and expenses incurred in connection with my chiropractic care at Hoang
Chiropractic Center arising out of the injuries sustained in said accldent. I understand Hoang Chiropractic
Center is entitled o g privilege or lien under La.R.S.9:4752 on proceeds collected from a third party for
services rendered to an injured person or will cooperate with Hoang Chiropractic Center to contact my
attorney (if applicable) or auto insurance company for responsibility to pay for chiropractic care rendered.

*Collection Fees: in the event of failure to pay for the services rendered, | understand that | may be referred to
a collection’s agency for non-payment of fees due for services rendered by Hoang Chiropractic Center, [ .
understand that | will he responsible for up to 21% collection fee, all agancy and attorney fees and cost
associated with the collection process and that these fees and cost addition to the collection agencyfee.
Further, [ understand that my PHI will necessarily be reveled in these efforts to collect payment for money
owed.

Patient signature or Legal Guardian Date



INFORMED CONSENT
HOANG CHIROPRACTIC CENTER

Dear Patient:

Lvery type of health care is associated with some risk of a potential problem. This includes chiropractic
health care. We want you to be informed about potential problems associated with chiropractic liealth care
before consenting to treatment. This is called informed consent.

Chiropractic adjustments are the moving bones with the doctor’s hands or with the use of a machine.
Frequently adjustments create a “pop™ or “click” sound/sensation in the area being treated. In this office
we use trained stafl personnel to assist the doctor with portions of your consultation, examination, x-ray
taking, physical therapy application, exercise instruction, spinal decompression therapy, etc.

Strokes: Strokes are the most setious problein that has been associated with chiropractic adjustments.
Stroke means that a portion of the brain does not receive enough oxygen from the blood stream. The
results can be temporary or permanent dysfunction of the brain, with a very rare complication of death. In
exiremely rare instances chiropractic adjustments have been associated with strokes that arise from the
vertebral artery only; this is because the vertebral artery is actually found inside the neck vertebrae. The
most recent studies (Journal of the CCA, vol.37, June, 1993) estimate that the incident of this type of
stroke is 1 per 3,000,000 upper neck adjustnients.

Disc herniation: Disc herniations that create pressure on the spinal nerve or on the spinal cord are
{requently successfully treated by chiropractors and chiropractic adjustments, traction, spinal
decompression therapy etc. This includes both neck and back. Yet, occasionally chiropractic treatment
(adjustments, traction, spinal decompression therapy etc.) will aggravate the problem and rarely surgery
may become necessary for correction. Rarely chiropractic adjustments may also cause worsening of a pre-
existing disc problem if the disc is in a weakened condition. These problems occur so rarely that there are
no available statistics to quantify their problem.

Soft tissue injury: Soft tissue primarily refer to museles and ligaments. Muscles move bones and
ligaments limit joint movement. Rarely chiropractic adjustments, trac]ition, massage therapy, spinal
decompression therapy, etc., may tear some muscle or ligament ﬁberﬁ?. The result is temporary increase in
pain and necessary treatiments of resolution, but there are no long term effects for the patient. These
problems occur so rarely that there are no available statistics to quant{fy their probability.

Rib fractures: The ribs are found only in the thoracic spine or middle back. They extend from your back
to your front chest area. Rarely a chiropractic adjustment will crack a rib bone, and this is referred to as a
fracture. This occurs only on patients that have weakened bones from such things as osteoporosis.
Osteoporosis can be noted on your x-rays. We adjust all patients very carefully, and especially those who
have osteoporosis on their x-rays. These problems occiir so rarely that there are no available statistics to

quantify their probability.

Physical therapy burns: Some of the machines we use generate heat. We also us both heat and ice and
recommend them for home care on occasion. Everyone’s skin has different sensitivity to these modalities,
and rarely either hear or ice can burn or irritaie the skin. The results is a temporary increase in skin pain,
and there may even be some blistering of the skin. These problems oceur so rarely that there are no
available statistics to quantify their probability.



INFORMED CONSENT
HOANG CHIROPRACTIC CENTER

Soreness: It is common for chiropractic adjustments, traction, massage therapy, exercises, spinal
decompression therapy etc., to result in a temporary increase in soreness in the region being treated. This
is neatly always a temporary symptom that occurs while your body is undergoing therapeutic change. It is
not dangerous, but please do tell your doctor about it.

Matrix: The risks and possible complications of this treatment which include, but are not fimited to,
failure of the procedure to eliminate the pain headaches, muscle cramping, itching, skin burmns, (possible
blistering), at site of application, nausea, vomiting and in women, the possibility change in the menstrual
cycle. -

Other problems: There may be other problems or complications that might arise from chiropractic
treatment other than those noted above. These other problems or complications occur so rarely that it is
not possible to anticipate and/or explain them all in advance of treatment.

Chiropractic is a system of health care delivery, and, therefore, as with any health care delivery system we
cannot promise a cure for any symptorm, disease, or condition as a result of treatment a this office. We
will always give you our best care, and if results are not acceptable, we will refer you to another provider
who we feel will assist your situation.

I voluntarily consent to the performance of chiropractic examination, manipulation and other chiropractic
procedures, on myself {or on the patient named below, for whom | am legally responsible) by said Chiropractor
(see below), his/her preceptor(s), and/or other licensed doctors of Chiropractic who now or in the future
provide Chiropractic treatment for me. This consent includes other doctors of Chiropractic that are employed
by, associated with, or severe as back-up for said Chiropractor, whether or not their names are listed on the
form. | understand that the results from the Chiropractic treatment are not guaranteed for my condition. The
doctor has discussed the goals and potential benefits of proposed treatment, other aiternative types of
treatment for my condition and associated risks by having Chiropractic examination and procedures. i have had
the opportunity to read this form and understand the above statements, accept the risks mentioned, and
hereby consent and agree to the recommended Chiropractic treatment over the entire course of treatment for
my preserit condition and any further conditions for which | seek treatment. All of the questions concerning this
care and treatment have been answered to my satisfaction.

X
Signature of Patient or Responsible Party

Name: Relationship: ;
Indicate your name and relationship {parent/guardian/personal representative) if signing for patient (minor)

OFFICE WITNESS SIGNATURE: DATE:

H.OANG CHIROPRACTIC CENTER
2120 Belle Chasse Hwy. Gretna, LA 70053- office 504-263-2440/ fax 504-263-2442
. 3848 Veterans Bivd. Ste 104 Metairie, LA 70002- office 504-341-7135%/fax 504-941-7643



Hoang Chirepractic Center Hoang Chiropractic Center

2120 Belle Chasse Hwy : 3848 Veterans Blvd. Suite 104
Gretna, Louisiana 70053 . Metairie, La, 70002

PH: 504-263-2440 504-941-7139

notice déscribes how medical mfrma;tlon about yu y be used and dsclosed—, and how you
can get access to this information. Please review it carefully. ' :

If you have any «juestions about this Notice, please contact our Privacy Officer or any staff inémber in our office.
Qur Privacy Oﬂﬁ,cers are Jessica Leblanc in Gretna and Brenna Shea in Metairie. .

This Notice of Privacy Practices describes how we may use and disclose your protected health information to
carry out your-ﬁ*gatment, collect payment for your care and manage the operations of this clinic. Italso
describes our policies concerning the use and di$c}osure of this information for other purpeses that are
permitted or required by law. It describes your rights to access and contro} your protected heaith
information. "Protected Health Information™ (PHI) is information about you, including demographic .
information tha__t'may identify you, that relates to your past, present, or future physical or mental health or

condition and related health care services. :

We are requir;d by federal law to abide by the te!nns of this Notice of Privacy Practices. We may change the
terms of our n;c*.ti_.c-e‘at_ any time. The new notice will be effective for all protected health iriformaﬁon that we-
maintain at that iﬁ',"me. You may obtain revisions to our Notice of Privacy Practices by accessing our website
www.hoangchiz-@k‘:om, calling the office and req:iesting that a revised copy be sent to you in the mail or asking
for one at the tiize of your next appointment. '

Uses and Disclosures of Protected Health Information =~ . ,

By applying to be treated in our office, you are implying consent to the use and disclosure of your protected
health information by your doctor, our office staff.and others outside of our office that are involved in your care
and treatment fcr the purpose of providing health care sérvices to you. Your protected health information may
also be used. and. disclosed to bill for your health care and to support the operation of the practice.
Uses and Di-_éclc_tsures of Protected Health Information Based Upon. Your Implied . Consent
Following are exé_fnples of the types of uses and disclosures of your protected health care information we will
make, based ou this implied consent. These examples are not meant to be exhaustive but to describe the types

of uses and diSch_s’_ures that may be made by our office,

Treatment: We /il use and disclose your protected health information to provide, coordinate, or manage your
health care and zny related services. This includes the coordination or management of yozir health care with a
third party that lizs already obtained your permission to have access to your protected health information. For
example, we v-uuld disclose your protected health information, as necessary, to another physician who may be
treating you. - Yaur protected health information may be provided to a physician to whom you have been
referred to, L w:iswre that the physician has the necessary information to diagnose or treat you. .

In addition, we may disclose your protected health information from time to time to another physician or health

care provider (e.g, a specialist or laboratory) who, at the request of your doctor, becomes involved in your care
by providing dssistance with your health care diagnosis or treatment. :

Payvment: Yoﬁr- %ﬁi"otected health information will be used, as needed, to.obtain payment for your health care

services. This l“hajrﬂinclude' certain activities that yiour health insurance plan may undertake before itapproves
or pays for the health care services we recommend for yousuch as MaKing a getermiation of eligibility Or coverage
for insurance bensfits, reviewing services provided to you for medical necessity, and undertaking utilization
review activities. - For example, obtaining approval for spinal adjusiments may require that your relevant
protected healt!: information be disclosed to the health plan to obtain approval for those services. |



® * 3 e

Healthcare Operations: We majr use or disclose, as needed, your protected health inf:{;fﬁaﬁon in order to
support the business activities of this office. These activities may include, but are not limited to, quality
assessment activities, employee review activities and training of students. B

For example, we may disclose your protected health Information to interns or precepts that see patients at our
office. In addition, we niay' use a'sign-in sheet at the registration desk where you will he.'jaisked to sign your
name and indi cate your doctor. Communications between you and the doctor or his assista,ﬂfs may be recorded
to assist us in accurately capturing your responses; we may also call you by name in the. rg‘%eption area when

your doctor is ready to see you. We may use or disclose your protected health information, as hecessary, to
contact you to remind you of your appointment. We "Do - Do Not" have open therapy/adjusting areas.

We will share your protected health information with third party “business associates" fhat perform various
activities (e.g, billing, transcription services for the practice). Whenever an arrangement Between our office
and a business aésdciat_e involves the use or disclosure of your protected health informeﬁj;_on, we will have a
written contract with that business associate that contains terms that will protect the pﬂvéﬁy ofyour protected
heaith information. L

We may use or disclose your protected health information, as hecessary, to provide you with information about
treatment alternatives or other health-related benefits and services that may be of interest. tc you. We may
also use and disclose your protected heaith information for other internal marketing activjﬁr:.a. For example,
your name and address may be used to send you a newsletter ahout our practice and the séwices we offer, we
will ask for your authorization. We may also send you information about products or seryi: es that we believe
may be beneficial to youw You may contact our Privacy Officer to request that these materials not be sent to

you. ‘

Uses and Disclosures of Protected Health Information That May Be Made Only With Your Written
Anthorization o L

Other uses and disclosures of your protected health information will be made only with your written .
authorization, unless otherwise permitted or required by law as described below. ‘

Disclosures of psychotherapy notes o

Uses and disclosures of Protected Heqith Information for marketing purposes: R

Disclosures that constitute a sale of Protected Health Information; i

Other uses and disclosures not described in the Notice of Privacy Practices will be made only with authorization
Jfrom the individual, -

1. Confidentiality of Reproductive Health Information:
Our practice is committed to protecting the privacy and confidentiality of your reproductive health

information. This includes information related to fertility treatments, prenatal care, contrsicéntion counseling,

and abortion services, We have implemented strict safeguards to ensure that your reproduciive health data is
always kept secure and confidential. :

2. Access to Reproductive Health Records: -

You have the right to access and obtain copies of your reproductive health records maintained by our
practice. These records will only be released after obtaining a specific and separate release of reproductive
rights protected information signed by the patent, except where required by law. If you wish to review or
receive a copy of your fertility treatment history, prenatal care notes, contraceplion counseling records, or
abortion services documertation, please contact our privacy officer to initiate the special req";iest and

authorization for such.



Complete the fdrm sign it, and ask that the staff provide you with a photocopy of your requestinitialed by them.
This copy wil serve as your receipt. . '

ou have the risht to request to receive confidential communications from us by alternative means or
at an alterngtive location. We will accommodate reasonable requests. We may also condition this
accommodation by asking you for information as to how payment will be handled or specificationi of an
alternative address or other method of contact. We will not request an explanation from you as to the basis for
the request. ‘Please make this request in writing, o ‘

d health information. This means you
may request an amendment of protected health information about you in a designated record:set for as long as
we maintain this information. In certain cases, we may deny your request for an amendment. If we deny your
request for amendment, you have the right to file a statement of disagreement with us and we may prepare a
rebuttal to your statement and will provide you with a copy of any such rebuttal. Please contact our Privacy
Officer if you have questions about amending your medical record, ' :

You have the Tight to receive an accounting of certain disclosures we have made. if any, of vour
brotected health informatjon. This right applies to disclosures for purposes other than treatment, payment
or healthcare operations as described in this Notice of Privacy practices. It excludes disclosures we may have
made to you, to family members or friends involved Inyour care, pursuant to a duly executed authorization or
for notification purposes. You have the right to receive specific information regarding these disclosures that
occurred after April 14, 2003. The right to receive this information is subject to certain exceptions, restrictions
and fimits. . ‘ _ : .

You have the right to be_notified by our office of any breech of privacy of your Protected Health
Information. -

for discussihgfgour private health information. :
You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to

accept this notic #lectronically. S . .

Complaints ~ : .

You may comprlai‘-r'_i to us, or the Secretary of Heaith and Humian Services, if you believe your privacy rights
have been vieia}t.éd*by us. To file a complaint you may go to: https://www.hhs, gov/hipaa/filing-a-
cornylainr/cam__zj?é’mt—brocess/z'nda)chnﬁi - Or our office can provide you with a written form in which to file
your complaint, Y6u may also file a complaint with us by notifying our Privacy Officer of your complaint. We.
will not retalia'tg-égainst you for filing a complaint. Qur Privacy Officer is Jessica Leblanc. You may contact our
Privacy Officer or'any staff member, including Veronica Nguyen, at the following phone number: 504-263- -
2440 oron our?wébsite: www.hoangchire.com for further information about the complaint process.

This notice was ﬁ_ﬁblished and becomes effective on Maréh 1, 2025

Signature _

Date
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ms of AMERICA ..

METAIRIE-GRETHA

ﬂENTER

NEUROMED MATRIX / ELECTROANALGESIA INFORMED CONSENT
| am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below an me. [ and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, failure of the procedure to eliminate the pain, headaches,
muscle cramping, itching, skin burns, {possible blistering), at site of application, nausea, vomiting and, in
women, the possibility of temparary change in the menstrual cycle. | hereby request that Disc Centers of
America to perform Neuromed Matrix/ Electroanalgesia Therapy.

Patient Sighature Date

INFRARED LASER THERAPY INFORMED CONSENT
| am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, damage of retina if not using proper protective eyewear,
temporary increase of pain during application of therapy or the day following therapy, mild bruising from
vasodilation, temporary dizziness, or reactions when also using photosensitizing drugs. Possible adverse effects
from laser therapy are normally rare and temporary but may occur from hypersensitivity, preexisting health
conditions, thermal effects, excessive pressure from probe, and laser over-stimulation. | hereby request that
Disc Centers of America to perform Infrared Laser Therapy.

Patient Signature Date

DRY NEEDLING INFORMED CONSENT
| am aware and my family has been informed, at my request, of the diagnosis of my condition and the
" recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, post-needling soreness, risk of infection due 1o breaking the
skin, bruising, and prickling or zinging sensation. When needling the thorax, there is a very small risk of the
needle coming in contact with lung tissue causing a pneumothorax; great care is taken to avoid this area.
Possible complications from dry needling therapy are extremely rare and often temporary; precautions will be
taken to avoid them. | hereby request that Disc Centers of America to perform Dry Needling Therapy.

Patient Signature Date



EXTRACORPOREAL SHOCKWAVE THERAPY / SOFTWAVE THERAPY INFORMED CONSENT
| am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. [ and my family request this attending physician to perform the treatment indicated
below on me. ! and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, pain and soreness. The FDA has labeled this a “Non-Significant
Risk”. I have been fully informed of EWST’s use, which has been fully explained to me by my treating
physician/staff, and ! fully understand the nature of this treatment. | also confirm that I have been given the
opportunity to discuss and clarify any concerns. | understand there is no guarantee for pain relief or
improvement of function. | understand that foregoing treatment is not the first option for my condition and an
alternate treatment has already heen offered or provided to me. | hereby request that Disc Centers of America
to perform EWST/Softwave Therapy.

Patient Signature Date

STIMPOD INFORMED CONSENT
| am aware and my family has been informed, at my request, of the diagnosis of my condition and the
recommended treatment. | and my family request this attending physician to perform the treatment indicated
below on me. | and my family have been advised and are aware of the risks and possible complications of this
treatment which include, but are not limited to, skin irritation or burn. I'hereby request that Disc Centers of
America to perform Stimpod Therapy.

Patient Signature Date

GENERAL CONDITIONS

By initialing, | confirm that | have no history of epilepsy or stroke.

By initialing, | confirm that nothing is implanted in my body.

By initialing, | confirm that | do not take blood thinners/ have a bleeding disorder.

By initialing, | confirm 1 do not have low blood pressure.

By initialing, | confirm | do not take immune suppressant medications.

By initialing, [ confirm that | have not been injected with cortisone this month.

By initialing, | confirm that I do not use a cardiac pacemaker.

By initialing, I confirm that | do not have cancer or any tumors.

By initialing, | confirm | do not have a known skin infection.

By initialing, | confirm | am not pregnant,
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) C - d -t Submit the application:
oo @aﬁd@ ﬂ e l For providers, (800) 859-9975 or CAR DIT.COM/PROVIDEHCENTERLOG'N

APP!.IC.ATIGN AND CREDIT CARD ACCOUNT AGI -NT For patients/clic , +800) 365-8295 or CARECREDIT.COM
CrediLis exiended hy Synchiony Banl. 1
' Office Merchant 4 Pra-Approval Offer 1D verifier)
ESTIMATED FEE $ 7 3 _' Bt A ‘ QAcoepled 00 Aaflsad Dol ____ Imitil):
¥ Bﬁf{-ﬁmmﬁa—km T Issuence State | Exp, Date Joint Applicant 1D Type ' lssuance State | Evp. Date

O Dibers Liscise 0 Sl L Feumal Goverwnent O Drivar's License  ©  Siale lsauer) O Fedaral Governmen -

Lorkey# Approvad Gracllt Linit

Provided by | Asno I R
Synchirony Bank:

(._.{iuibwle:ﬁwan# L

NOTICE: This is an applicalion for a CareCredil credit card account Issued by Synchrony Bank ("SYNCB"). If SYNCB does not approve you for a CareCradit credit card, it may use the
application informalion you provided to consider you for other financing prociucts we offer. You alzo direct SYNCB or your provider/retailer to share all of your application information,
00 your behall, with other lenders in conneclion with your desire 1o oblain financing. You authorize such lenders 1o obtain one or more consumer reporls ahout you, including to
determine whelher you may he prequalified for lean producls Ihey offer. The rales, fees, and ofher credit terms provided with this application apply only to lhe CareCredit credit card
account isstied by SYNCB. Olher financing producls may have different rates, fees, and terms. Motwithstanding the foregoing, SYNCR and your provider/retailer have no obligation
10 share your application information. .

1. APPLICANT INFORMATION: Please tell us about yourself, Except as noted below, you must reside in the United States and be 18 years or older

io apply. y

TW{?EI:MTI}FEWIr:-.]EFT'ir'ul Date of Birlly “Sockl Sectiily Nurmber/iTiN Prirnary Phone Numiber *
G £ / - "

( )

Mailing Aciiess - AplLit Cily State ZIP Other Phone Mumber ©
' ( )
Ifthe above arldress is a [ ( . Box, you must provide a streel address for yourself or a contacl person, uYour Acldress? uContact Person?
Conlact Person Name ;- wleet Address (Streel Name and Number) City State ZIP
Email Address (oplianal) Housing Information Monthly Net Income Business/Work Phona Number
DOWN aRENT aOTHER | From Al Souces* ( )
b

2. JOINT INFORMATIZHN. A, additional care will be issuerl to the person indicated below. The applicant (and joint applicant, IF any) will he liahle for all Iransactions made on

the account including hose made by any authorized user. JOINT APPLICANT: You agree (hat we may send notices to you and/or applicant at the applicant's arlriress, regardless of
whether you live al lhat arldress.

Nare (First-Middie-Lasi) Plaase it —(ﬁle of Birth Social Security Number/ITiN ‘Fmaﬂ: Phone Number © "
/ / g = ( )

Mailing Address Apl i City Slale ZIP ‘ l Other Phone Number *
[C )

Il'the above addiess is o PO Box, you must provicle a street adcdress for yourself or a contact person, uYour Address? aConltact Person?

Conlact Person Name - Street Address (Street Name and Nurmber) City Stale ZIP

Eimall Addiess {oplional) FHousing Information Monthly Net Income Businass/Worlk Phona Number”

oOWN 0RENT oOTHER | From Al Sources*! ( )
$__ _

“You avllorize Synchrony Banl 1 contacl you at each phone number you have provided. By providing a cell phone nuimber youagree o receive 1) account updales and information
avl 2) account securily alers, including lext messages from Synchrony Bank. Message frequency varies. Message and dala rales may apply. Text HELP for help, tex! STOP 1o
Opt-0ut. Terms and Conditions ane Py ivacy Policy: www.synchrony.com. :

“Your "Nel Income” inclucdes whal you earn or reasonably expect fo earn from employment, invesimenls, retirement, social secuirlly benefils and punlic assistance Yol can also
include maney Ihal someane el teposils regularly into your account (inclividual or joint) and the amount that you have available to spend from your assels. If you are 21 or over,
you may also include e amoinl of someone else’s income Ihat is regularly used to pay your Bxpenses. Alimony, child support or separale maintenance income need not be
included nnless relied tpon for eredil. WI Residents Oniy: If Ihis is an individual account, please also include yaur spouse’s income,

3. APPLICANT and JOINT APPLICANT: We need your signature(s) below.

Fask Synchrony Bank (“SYNC B 1o Issue me a CareCredit Credil Card (the "Card"), and | agree:

@ To the CareCredil Credit Car! agreement ("Agreement”). .

e Lam providing the informi:s in this application to SYNCB, CareCredit LI.C, and providers that accept the Card and program sponsors (and their respective affiliates), and |

consent io SYNCE's provichog information about me to CareCretiit LLC, and proviclers (hat accept the Card and program sponsors (and their respective affiliales) for lheir own

husiness purposes.

SYNCE may oblain credit repmls and other informalion, including employment and income, aboul me fo avaluate my application and for nther puiposes,

= SYNCB, and any olher owiies or servicer of Ay account, may contact me abaut my account, including through text messages, automatic lelephone rlialing systems and/or artificial

or prerecorded voice calls for informational, servicing or colleclion related communications, as provided in the Address/Phone Change and Consent To Communications provisions

of the Agreement. | also ag:ee 1o tjclate my contact information,

The Agreement will gover Iy account and: (1) includes a Resolving a Dispute with Arbitration provision that limits my rights unless: (a) I reject the provision by

following the provision’s instructions or {b) I am covered by the Notice for Active Duty Military Members and their Dependents set forih in the Agreement; and

{¢) makes each applican! tesnonsibie for paying the entire amount of creclit extendel,

Authorization for the Social Security Administration to Disclose Your Secial Security Number Verification. | aulhorize the Social Secrity Administration (G5A) I verify

and disclose lo SYNCE threnigh SentiLink Verificalion Services Corp, SYNCB's service provicler, for the purpose of Ihis fransaction whether the name, Social Security Number (SSN)

and date of hirlh | have sulbmilled malches information in SSA records, My consent is for a one-time validation within the next 80 days,

° Applicants applying for credit arranged by a provider in California only: | have received and signed a notice that | received from my provider entitled “Credit o Loan for
Heallh Gare Services,” e

PLEASE SEE NEXT PAGE FOR RATES, FEES AND OTHER COST INFORMATION.

Federal law requires SYNCB fo obiain, verify and record information that identifies you when you Open an account. SYNCB will use your name, address, date of

birth, and other information for this purpose. .

I'1 have been pre-approve; | faquest hal you open the type of account for which I was pre-approved. | have read the Prescreen Disclosures, credit terms and other disclosures

on the next pages and have veen provided my crelit limit applicable to the account. SYNCE reserves the right to refuse (o apen an account in my name if SYNCR determines that |

no longer meel SYNCB's credit eiileria or if | do not have sufficient income. If you apply with a Joint Applicant, each of you will be jointly and indiviclually responsinie for obligations

unler the Agreement ane hy signing helow, you each agree that you intend (o apply for joint credit,

Signatire of Applicant - Signature of Joint Applicant (I Apjlicabis)

2
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o

[Beeis B X Date

Do Mo i) _
182-077-00 PLEASE READ THE CARECREDIT CREDIT CARD ACCOUNT AGREEMENT BEFORE SIGNING THIS APPLICATION.
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