Patient Information (Please complete form In its entirety) Date

Name,

Rockville Concierge Doctors
Aimee Seidman, M.D., FACP

Address,

City,

State Zlp,

Phone.

Cell__.

Work

Emali

Birth Date

Age Sex

Emergency Contact

Phone

. Place of Employment

Pharmacy

Phone

Primary Insurance

1D# Group#
Namoe of Holder,

Birthdate of Holder. Relationship,
Secondary Insurance,

1D# Group#
Namoe of Holder,

Birthdate of Holder Relatlonship

Signature

Date




Rockville Concierge Doctors
Aimee Seidman, M.D., FACP
Retainer Fee Schedule
Please indicate your preferred method of payment.
If you prefer your invoice to be mailed, please check this box O

Please note: You will receive an invoice by email automatically for yearly renewal unless we hear from you
30 days prior to your renewal date.

If your payments are late, you will need to pay retroactively in order to be seen by the doctors again. We will assess
a $50 late fee after a two-week grace period unless other arrangements have been made.

O Personal check, made payable to: AIMEE SEIDMAN M.D., P.C. Please note: There will be a $75 return check fee.

0 Credit Card (Mastercard, Visa, Discover, or AMEX). By agreeing to pay with your credit card, you are
obligated to the yearly contract whether paying annually or semi-annually. Credit card information is not
saved and must be provided for each payment when due.

Card # Expiration ccv

Please check your preferred schedule of payment. Semi-annual payments require a credit card.

If 18 to 39 years old, inclusive:
O Annually: 1 payment of $1,724.00 [Total $1,724.00].
O Semi-annually: 2 payments of $890.00 [Total $1,780.00].

If 40 to 67 years old, inclusive:
O Annually: 1 payment of $2,372.00 [Total $2,372.00]. Deduct 10% [Total $2,135.00] if you are a family member of
someone 40 years or older who belongs at full price (1 discount per family).

0O Semi-annually: 2 payments of $1,214.00 [Total $2,428.00]. Deduct 10% [2 payments of $1096.00, Total $2192.00]
if you are a family member of someone 40 years or older who belongs at full price (1 discount per family).

If 68 to 89 years old, inclusive:

O Annually: 1 payment of $2,542.00 [Total $2,542.00]. Deduct 10% [Total $2,288.00] if you are a family member of
someone 40 years or older who belongs at full price (1 discount per family).

O Semi-annually: 2 payments of $1,299.00 [Total $2,598.00). Deduct 10% [2 payments of $1172.00, Total $2344.00]
if you are a family member of someone 40 years or older who belongs at full price (1 discount per family).

If 90 vears old or older:

O Annually: 1 payment of $3,144.00 [Total $3,144.00]. Deduct 10% [Total $2,830.00] if you are a family member of
someone 40 years old or older who belongs at full price (1 discount per family).

Print Name Birth Date
Address

City State Zip Phone

Email

Signature Date

9420 Key West Avenue e Suite 104 « Rockville « MD 20850
Telephone 301-545-1811 e Fax 301-545-1814

www.RockvilleConciergeDocs.com



Rockyville Concierge Doctors
Almee Seldman, M.D., FACP

Retainer Contract

| (patient name) voluntarlly agree to participate in the retainer practice model of
Aimee Seldman, M.D., P.C. |understand that | will pay $. In installments as a retalner fee (the
“Relainer Fee").

The Retalner Fee Includes a comprehensive annual history and physical examination, which will include certaln basic
blood work and, when indicated, an electrocardiogram, a vascular study of the lower exiremities, and certain
immunizations (hereinatter, the "Medical Services”). As usedin this agreement, the term “Medical Services" also includes
those medical services that the physician themselves are pemnitted 1o perform under the laws of the State of Maryland,
and that are consistent with thelr training and experience as specialists In Internal Medicine.

The Retalner Fee also Includes: 24-hours-a-day, 7-days-a-week access to my doctor: same- or nexi-day apgolntments for
urgent needs and timely appointments for physicals. | will be able to contact my doctor by office phone, patlent portal
or emall, fox, answering service or cell phone. Patient portal, emall and fax should be reserved for non-urgent issues. In
addition, my doctor will be in close contact with subspecialists with whom | am in freaiment.

During olffice visits {other than certain labs with my annual history and physical), | understand that lab work will be billed
to my insurance company, as will all radiological studies (X-rays, CT scans, MRIs, mammograms, sonograms, bone density
sfudies, efc.). lundersiand that my doctor will be considered “oul-of-network” by all Insurance companiles, and therefore
the payment for these tests is subject to their reimbursement schedule. | understand that my doctor does not accept any
insurance nor will he/she file claims on my behalf. It is my responsibility to file claims to my insurance companies for any
reimbursement that may or may not be due to me.

| lully understand that | need to maintain my health insurance and | acknowledge that my doctor has advised me o
obtaln or keep In full force my health insurance policies In order to cover for healthcare costs not within the definition of
Medical Services under this Agreement. | acknowledge that this Agreement Is not @ contract that provides heaith
Insurance, and this Agreement Is not intended to replace any existing or future health insurance or health plan coverage
ihat | may cany for myself and family.

The doctor or | may terminate this agreement at any fime upon 30 days wiitten notice. If the Agreement Is terminated
prior to the completion of one full year, | will be obligated {o pay any unpald annual Retalner Fee, and I will not be entitied
to arefund of any part of the Retainer Fee.

The parties agree that any dispute or disagreement under this Agreement shall be resolved as we may amicably agree
and, if we cannot agree, then in accordance with the rules and procedures of the American Arbitration Assoclation then
In effect In the state of Maryland. The decision of the arblirator shall be binding on the parfies and may be reduced to
judgment in the state of Maryland.

Signature Date

9420 Koy West Avenue * Sulle 104 « Rockville « MD 20850
Telephone 301-545-1811 « Fax 301-546-1814
wwyr.ReckvilloGanclorgebogs.com



Rockville Concierge Doctors
Almee Seidman, M.D,, FACP

Authorized Contact Numbers and Patient Representatives .

Patient Name Date,

| hereby authorize the office of Rockviile Conclerge Doclors to disclose any patient medical information
for the above-named patlent via any of the methods designated below.

Please Indicate the authorized phone line(s) and phone number(s) where we may leave a message
regarding your medical Information/resuits:

0 Home
QO Work
0 Cell

List any person(s) whom you authorize to receive or discuss your Protected Healith Information as your
patlent reprasentative:

Representative name

Phone or email

Relationship to patient

Representative name

Phone or emall

Relationshlp to patlent__

Representative namse,

Phone or emall

Relationship to patlent

9420 Key West Avenue ¢ Sulle 104 » Rockvlile « MD 20850
Telephone 301-545-1811 « Fax 301.545-1814
www,RockvillaConclargeDocs.com



Rockville Concierge Doctors Aimee 8eldman, M.D., FACP

9420 Key West Avenue, Sulte 104, Rockville, MD 20850
Phone: 301.545-1811 Fax: 301-845-1814 www.rockvilleconclergedocs.com

Authorization To Release Healthcare Information

Patlont's Full Namo, Data of Birth,
Previous Name, ‘
Patlent's Address

Stroet___ City. Stato 2p,

Phone

1 roquest and authorlzo

(Neme Of Physiclan Or Medlcs) Faclity)

Stroot___ Clty___ Stato, 2ip
Phone Fax

To rolease heaithcare Information of the patlent named above lo;

Rockvlile Conclerge Doctors
Aimee Seidman, M.D., FACP
9420 Key West Avenus, Sulte 104, Rockville, Maryland, 20850
Fax 301-645-1814 * For questions call 301-545-1811

Al Medical Records (Immunizations, Hlstory and Physicat, Consultations)
Progress Notas

Radlology Roports

Labs

Hospital Racorda/Discharge Notos

Lab Reports

(=R el=al=]a)

Yos  |authorize tho release of any records regarding drug, alcohol, or mental health treatment 1o Rockvile Conclerge
Doclors
0 No

0 VYes 1 authorizo the relaase of my STI resulls (Including HIV/AIDS testing), whathar negative or posttive, to Rockvilla
Conclarge Doctors, | understand that { must glve spacific wrilien parmission before disclosuro of thass last resulls to
anyone.

0 WNo

Patient Signature, Date,
Printed Name,

Signature Of Authorized Representative
Representativa's Authority to Act on Behalf of Patlant__




Rockville Conclerge Doctors Aimee Seldman, M.D., FACP

9420 Koy West Avenue, Sulte 104, Rockville, MD 20880
Phone: 301.545-1811 Fax: 301-545-1814 www.rockvilleconclergedocs.com

Authorizat Release Healthcare Information
Pationt's Full Nams, Dato of Birth
Pravious Name,
Patlent's Address
Strost_ Clty Stato, 2ip,
Phono,
| requosat and autherize,
{Nama Of Physiclan Or Medical Facility)
Strost Clty. Stato 2ip
Phons, Fax
To reloase healthcare Information of the patlent named abova to;
Rockvlile Conclerge Doctors
Aimee Seidman, M.D,, FACP
9420 Key West Avenue, Suite 104, Rockville, Maryland, 20860
fax 301-545-1814 * For questions call 301-645-1811

0 Al Medlcal Records (Immunizations, Histery and Physical, Consulitations)

0 Progross Notes

0 Radlology Reports

0 Labs

0 Hoapital Recerda/Discharge Notes

0 Laob Roports

0 ;es | autharize the raleasa of any records regarding drug, alechol, or mental health troatment to Rockvills Conclerge

oclors
0 No

0 Yes 1 avihorize the release of my STI resulls (Including HIV/AIDS tosting), whether negative or posilive, to Rockviile

Conclarge Doctors. | underatand that | must give spaciiic wrilten permisslon beforo disclosure of thege test resulls to
anyone.
0 No

Patlent Signature Date.
Printed Name, :

Signature Of Authorlzed Representatlve
Represontative’s Authority to Act on Behalf of Patient




Rockville Concierge Doctors
Almee Seldman, M.D,, FACP

HIPAA Notice of Privacy Practices

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND/OR
DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY,

This Notice of Privacy Practices is NOT an authorizallon, It describes how we may use and disclose your
Protected Health Information to carry out treatment, payment, or health care opsrations, and for other
purposes that are permitted or required by law. It also describes your rights to access and control your
Protected Health Informatlon. “Protected Health Information® Is information that identifles you individually,
including demographie Information that references your past, present, or future physical or mental health
condltion and related heaith care services,

USES AND DISCLOSURES OF YOUR PROTECTED HEALTH INFORMATION

We may use and disclose your Protected Heslth Information In the following sltuations:

Treatment: We may use or disclose your Protected Health Information to provide medical treatment
and/or services In order to manage and coordinate your medical care. For example, we may share
your medical Information with other physiclans and health care providers, DME vendors, surgery
centers, hospilals, rehabiiitation theraplsts, home health providers, laboratorles, nurse case
managers, worker's compensation edjusters, etc., to ensure that the medlcal provider has the
necessary medicel Information to diagnose and provide treatment to you.

Payment: Your Protected Health Information will be used to oblaln payment for your heallh care
services. For example, we will provide your health cere plan with the Information it requires to
relmburse you for the services we have provided to you, where appropriate. This use and disclosure
may also Include certaln aclivitles that your health plan requires prior to approving a service, such as
datermining benefils ellgibllity and prior authorizatlon, etc.

Health Care Operations: We may use and disclose your Protected Health Information to manage,
operate, and support the business activities of our practice. These activities Include, but are not
limited to, quallly assessment, employee review, licansing, and conducting or arranging for other
business actlvitles. We may also call you by name In the walting room when your physiclan Is ready
to see you. We may use or disclose your Protected Health Information, as necessary, to contact you
to remind you of your appolntment, and inform you about lreatment alternalives or other health-
related benefits and services that may be of Interest to you,

Required By Law: We will use or disclose your Protected Health Information when requlred to do so
by local, state, federal, and International law. These situations Include: public health depariment
reporting (Including of certain communicable diseases); concerns about abuse or neglect; Food and
Drug Administration (FDA) requirements; legel proceedings; requests by law enforcement, coroners,
funeral directors, and organ donation organizations; worker's compensalion cases; and other uses
and disclosers required under the law. We must make disclosures to you and, when required by the
Secretary of the Depertment of Health and Human Services, to Investigate or determine our
compllance with the requirements of Section 164.600.

USES AND DISCLOSURES IN WHICH YOU HAVE THE RIGHT TO OBJECT AND OPT OUT

¢ Communication with family and/or Individuals Involved In your care or payment of your
care: Unless you object, disclosure of your Pratected Health Information may be made to a family
member, friend, or other Individual Involved in your care or payment of your care, whom you have
Identified,




Disaster: In the event of a disaster, your Protected Health Information may be disclosed to
disaster rellef organizations to coordinate your care and/or to nolify family members or frlands of
youg jk:catlcm and condition. Whenever possible, we will provide you with an opportunity to agree
or abject.

EC EALTH INFORMATION AND YOUR RIGHTS

The fallowing are statements of your rights, subject to certain limitations, with respect to your Protected
Health Information:

You havae the right to Inspect and copy your Protected Health Information: Pursuant to your
wrilten raquest, you have the right to Inspact and copy your Prolected Health Information In paper
or electronic format. Under federal law, you may not Inspect or copy the following types of
records: psychotherapy notes, Information complled as It relates to civll, criminal, or

. @dminlstrative action or proceeding; Information restricted by law; information related to medical

research in which you have agreed to participate; Information obtained under a promise of
confidentlafity; and Information whose disclosure may result in harm or Injury to yourself or others.
We have up to 30 days to provide the Protected Health Information and may charge a fee for the
assoclated costs.

You have a right to a summary or explanation of your Protected Health Information: You
have the right to request only a summary of your Protected Health Informatlon If you do not desire
to obtaln a copy of your entire record. You also have the option to request an explanation of the
information when you request your entire record.

You have the right to obtain an electronic copy of your medical record: You have the right to
request an electronic copy of your madical record for yourself or to be sent to another individual
or organization when your Protected Health Information Is maintained in an electronlc format. We
will make every attempt to provide the records In the format you request; however, In the case
that the Informatlon Is not readily accessible or producible In the format you request, we willl
provide ths record In a standard electronic format or a legible hardcopy form. Record requests
maglbe| subject to a reasonable, cost-based fee for the work required In transmitting the electronic
medical record.

You have the right to recelve a notice of breach; In the event of a breach of your unsscured
Protected Health Information, you have the right to be notified of such breach.

You have the right to raquest Amendments: At any time If you bellave the Protected Health
Information we have on fils for you is inaccurate or Incomplete, you may request that we amend
the Information, Your request for an amendment must be submitted In writing and detall what
Information Is Inaccurate and why, Please note that a request for an amendment doss not
necassarlly Indicate the Information will be amended,

You have a right to recelve an accounting of certain disclosures: You have the right to
receive an accounting of disclosures of your Protected Health Information. An "accounting® being
a list of the disclosures that we have made of your Informatlon. The reguest can be made for
papar and/or electronic disclosures and will not Include disclosures mads for the purposes of:
treatment; payment; healthcare operations; notificallon and communication with family and/or
friends; and those required by law.

You have the right to request restrictions of your Protected Health Information: You have a
right to restrict and/or limit the information we disclose to others, such as famlly members, friends,
and Individuals involved In your care or payment for your care. You also have the right to limit or
restrict the Information we use or disclose for treatment, payment, and/or healthcare operations.
Your request must be submitted In writing and Include the specific restriction requested, to whom
you want the restriction to apply, and why you would like to Impose the rastriction. Please note
that our practicefyour physlclan is nol required to agree to your request for restriction with the



exceplion of a restriction requested to not disclose information to your health plan for care and
services In which you have paid in full cut-of-pocket,

* You have a right to request to recelve confidential communications: You have a right to
request confidentlal communications from us by allernative means or at an alternative location.
For example, you may designate we send mail only to an address specified by you which may or
may not be your home address. You may Indicate which telephone numbers we should use to
call and leave messages. You do not have to dlsclose the reason for your request; however, you
must submit a request with specific Instructions in writing.

* You have a right to recelve a paper copy of this notice: Even if you have agreed to receive an
elactronic copy of this Privacy Notice, you have the right to request we provide it in paper form,
You may make such a request at any time.

CHANGES TO THIS NOTICE

We reserve the right to change the terms of this notice and will notify you of such changes. We will also
make coples avallable of our new notice If you wish to obtain one.

COMPLAINTS '

If at any time you believe your privacy rights have been violated and you would like to register a
complalnt, you may do so with us or with the Secretary of the Unlted States Depariment of Health and
Human Services. If you wish to fila a complaint with us, please submlt it In writing lo our
Privacy/Compliance Officer to the address listed on the first page of this Notice. If you wish to file a
complaint with the Secretary of the United States Department of Health and Humen Services, please go
to the website of the Office for Civil Rights (www.hhs.aov/acthinaay), toll free 877-686-87786, or mall to:

Secretary of the US - Department of Health and Human Services
200 Independence Ave S.W.
Washington, D.C. 20201

We will not retallate against you for filing a complaint.

HIPAA Privacy Notice Acknowledgement

We are required by law to provide Indlviduals with this notice of our legal responsibliities and privacy
practices with respect to Protected Heaith Information. We are aiso required to malntain the privacy of,
and abide by the terms of, the notice currently In effect. If you have any questions In reference to this
form, please ask to speak with our HIPAA Compllance Officer in person or by phone at the main number
listed on the first page of this notics.

Signature below Is only acknowledgment that you have received this Notice of our Privacy Practices.

Print Name

Signature

Date

9420 Koy West Avenue » Suile 104 « Rockville « MD 20850
Tolophona 301.848-1811 » Fax 301-545-1814
www.RockvllleConclatgeDocs.com



