KB C H I ROPRACTIC PATIENT INFORMATION

An American Chiropractic Company In order to provide you with the best possible
And It's Brands: care, pleasefill out thisform completely and
CDISC WY LASER ‘ bring it to your first appointment. All
S iomasorwancs T AN Cmas e L’ NEURODoc infor mation is CONFIDENTIAL.

Patient Data
Name Date Referred by

Mailing address

Address

City State Zip

Telephone (work) (home) E-malil

Age Birth date Social Security # Number of children
Occupation Employer

Marital Status Spouse’s name Spouse’s Occupation
Spouse’s employer Spouse’s health status

Emergency contact Cell/Phone

Current Complaints
Nature of injury: Automobile* [ Work [ Other[
Please describe

Date of injury Date symptoms appeared
Have you ever had same condition? [ No [] Yes If yes, when?
List other practioners seen for this injury/condition

Have you ever been under chiropractic care? { ] No []Yes
If yes, please describe

Insurance Information

Name of party responsible for payment Phone
Do you have health insurance? [ ]No | Yes Name of company

* If an auto accident please provide:

Insurance company name Contact person
Phone Claim #

Billing Address
Name of the insured

| understand and agree that health/accident insurance policies are an arrangement between an insurance carrier
and myself. | understand and agree that all services rendered to me and charged are my personal responsibility
for timely payment. | understand that if | suspend or terminate my care/treatment, any fees for professional ser-
vices rendered to me will be immediately due and payable.

Patient’s signature Date

Spouse’s or guardian’s signature Date




Have you been treated for any conditions in the last year? | |No | | Yes
If yes, please describe
Date of last physical exam Is there a chance that you are pregnant? | |No | |Yes
Have you had X-rays taken? [ [No [ |Yes If yes, where?
What medications are you taking and for what conditions (Please list dosage and amounts, etc).

What vitamins, minerals, or herbs do you currently take? (Please list for what condition, dosage, and frequency).

Broken bones?

Been hospitalized?

Been in an auto accident?
Had Sprains/Strains?
Been struck unconscious?
Had surgery?
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Family Member Present and past health conditions (Example: heart disease, cancer, diabetes, arthritis, etc.)
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Do you experience pain

Alcohol (N [ ] 1 every day? ] O
Coffee Do your symptoms interfere
L . U = with daily life? O ]
Tobacco C (I C (N Does pain wake you up
at night? O O
Drugs U L U r Are your symptoms worse
Exercise during certain times of
= - U L the day? O ]
Sleep L [ L] (I Do changes in weather
_ affect your symptoms? O O
A
ppetite L L . O Do you wear orthotics? |:| O
Soft Drinks 1 1 [ [l Do you take
vitamin supplements? O O
Water L L L O What activities aggravate
Salty Foods O O O ] your symptoms?
Sugary Foods (I ] ] ]
Artificial Sweeteners || (| [ [

N



Have you ever suffered from:

Alcoholism
Allergies

Anemia
Arteriosclerosis
Arthritis

Asthma

Back Pain

Breast lump
Bronchitis

Bruise Easily
Cancer

Chest Pain/Conditions
Cold extremities
Constipation
Cramps

Depression
Diabetes

Digestion Problems
Dizziness

Ears Ring
Excessive Menstruation
Eye Pain/Difficulties
Fatigue

Frequent Urination
Headache
Hemorrhoids

High Blood Pressure
Hot Flashes
Irregular Heart Beat
Irregular Cycle
Kidney Infection
Kidney Stones

Loss of memory
Loss of balance
Loss of smell

Loss of taste
Lumps In Breast
Neck Pain or Stiffness
Nervousness
Nosebleeds
Pacemaker

Polio

Poor Posture
Prostate Trouble
Sciatica

Shortness of breath
Sinus Infection
Sleep problems/insomnia
Spinal Curvatures
Stroke

Swelling of ankles
Swollen Joints
Thyroid Condition
Tuberculosis

Ulcers

Varicose Veins
Venereal Disease
Other:
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Current Complaints (Continued)

Please use the following letters to indicate TYPE and LOCATION of the
symptoms you currently are experiencing.

A=Ache O=Other
B=Burning P=Pins & Needles
N=Numbness S=Stabbing




KB Chiropractic
351 Fairview Ave. Suite 600
Hudson, NY12534
Phone: 518-828-3662 Fax: 518-828-3845

| understand that | may be financially responsible for and charges incurred at this office,
including co-pays, deductibles and charges denied or not covered by my insurance company.

| realize my care may be subject to pre-certification by the insurance company, and | accept any
responsibility for charges which may not be approved, the insurance company will review
and/all documentation submitted by KB Chiropractic for review for medical necessity and base
their approval/denial upon this documentation.

I understand that this office agrees to notify me as soon as possible if a service is not covered
and will notify me if my care is not approved by the insurance company. Initial visits may be
denied and this may be beyond the office’s ability to notify the patient prior to rendering acute
care, while waiting for insurance coverage approval. These charges will be the patient’s
responsibility if denied by the insurance company.

This office may seek payment from you for any services your health insurance plan determines
to be not medically necessary.

| have read and understand my obligations for payment for care in the absence of insurance
coverage.

Print Patients Name Signature (patient or guardian)

Date:




KB CHIROPRATIC
351 Fairview Ave. Suite 600
Hudson, NY 12534

PATIENT CONSENT AUTHORIZATION/HIPPA

ASSIGNMENT OF BENEFITS: I understand and agree that health and accident insurance policies are an
arrangement between my insurance company and myself, not between my insurance company and this office.

I also understand that if I suspend or terminate my schedule of care as determined by my treating doctor, any fees
for professional services will be immediately due and payable. I hereby assign payment directly to the
physician(s) accepting this assignment of medical benefits applicable and otherwise payable to me but not

to exceed the physician’s regular charges. I understand that I am financially responsible for changes not

covered by this assignment or for any and all charges that the insurance carrier declines to pay.

CONSENT FOR TEATMENT: I voluntarily consent to the rendering of care, including treatment and
performance of diagnostic procedures. I understand that I am under the care and supervision of the
attending physician, and it is the responsibility of the staff to carry out the instructions of such physician(s).
As with any healthcare procedure, there are certain complications that may arise during chiropractic
manipulation and therapy. These complications include but are not limited to fractures, disc injuries,
dislocations, muscle strain, cervical myelopathy, costovertebral strains and separations, and burns. Some
types of manipulation of the neck have been associated with injuries to the arteries in the neck leading to or
contributing to serious complications including stroke. Some patients will feel some stiffness and soreness
following the first few days of treatment. I will make every reasonable effort during the examination to
screen for contraindications to care; however, if you have a condition that would otherwise not come to my
attention, it is your responsibility to inform me.

Other treatment options for your condition may include self-administered, over-the-counter analgesics and
rest, medical care, and prescription drugs such as anti-inflammatories, muscle relaxants, painkillers,
hospitalization, and/or surgery. If you choose to use one of the above-noted “other treatment” options, you
should be aware that there are risks and benefits of such options. It is advised you discuss these with your
primary medical physician.

Remaining untreated may allow the formation of adhesions and reduce mobility which may set up a pain
reaction further reducing mobility. Symptoms may increase and over time this process may complicate
treatment, making it more difficult and less effective the longer it is postponed.

HEALTH CARE OPERATIONS: We may use or disclose, as needed, your protected health
information to support our daily activities related to providing health care. These activities include, but are
not limited to billing, collection, quality assessment activities, investigations, oversight or staff performance
reviews, licensing, communications about a product or service, and conducting or arranging for other health
care-related activities. For example, we may disclose your protected health information to a billing agency
in order to prepare claims for reimbursement for the services we provide to you. We may call you by name
in the waiting room when your physician is ready to see you. We may use or disclose your protected health
information, as necessary, to contact you to remind you of your appointment. For example, we will contact
you at your home telephone number to remind you of your next appointment and/or mail a postcard
appointment reminder to your home address. We may use or disclose your protected health information, as
necessary, to provide you with information about treatment alternatives or other health-related benefits and
services that might interest you. For example, your name and address may be used to send you a newsletter
about our practice and the services we offer. We may also send you information about products or services
that we believe might benefit you.

LEGAL PROCEEDINGS: We may disclose protected health insurance information during any
judicial or administrative proceeding, in response to a court order of administrative tribunal (if such a



disclosure is expressly authorized), and in certain conditions in response to a subpoena, discovery request,
or other lawful process.

WORKER’S COMPENSATION: We may disclose your protected health information to comply with
worker’s compensation laws and other similar legally-established programs.

DO NOT SIGN UNTIL YOU HAVE READ AND UNDERSTAND THE
AFOREMENTIONED CONTENT.

By signing below I state that I have weighed the risks involved in undergoing treatment
and have decided that it is in my best interest to undergo the treatment recommended.
Having been informed of the risks, I hereby give my consent to that treatment.

Patient’s Name

Patient’s Signature

Witness



ABOUT MEDICARE COVERAGE

The government's Medicare program only pays Doctors of Chiropractic for limited services. If your
needed Chiropractic Adjustment meets Medicare's rules, they will usually pay for it. There are three
categories of Medicare services: 1)Non covered 2)Always covered and 3)Perhaps covered.

NON COVERED: According to existing Medicare law. Most of the available services in our office are
NON COVERED. Hopefully, the US Congress will change that someday and treat Doctors of
Chiropractic like all other doctors. Until then:

EXAMPLES OF: NON COVERED SERVICES

e Office Visits - to evaluate and manage, re-evaluate advise of counsel.

o Physiotherapy- such as massage, traction, electrical stimulation, neuromuscular re-education,
ultrasound

e X-rays, Supplies, Vitamins

e Adjustment on area other than spine - (shoulder, arm, leg, feet)

e Maintenance Care- you are stable and not making any progress

e Wellness Care- to promote better health

NON-COVERED services will appear on your insurance claim form. They will show as a Medicare NON-
COVERED service like this: "99213 GY" The 99213 code is for an Examination, the GY code means that it
is not covered allowing your service to go through the Medicare system. After being denied by Medicare,
it can then go on to your secondary insurance that will pay according o your contract.

ALWAYS COVERED

A typical example of a Medicare COVERED service is when you are in much pain due to a bad spinal
condition. You should also expect Medicare to cover and pay for your rehabilitation as long as you are
improving. When you have a COVERED chiropractic adjustment, it will be shown on your Medicare claim
form and payment reports as either "98940" "98941" or "98942".

PERHAPS COVERED

Your Chiropractic Adjustment must be clinically needed according o Medicare. If Medicare thinks that
your condition is not "MEDICALLY NECESSARY" they won't pay. If we know or believe that Medicare will
not pay for your Adjustment due to any rules that they might have, we will let you know. We will give you
a special Medicare form known as the Advance Beneficiary Notice (ABN)

STATEMENT OF UNDERSTANDING

T understand that T am personally financially responsible for all Medicare NON_COVERED services, I
also understand that there could be times when my chiropractic adjustments might not be covered. I am
also responsible for any annual deductibles or applicable co-payments as required by Medicare.

SIGNATURE OF PATIENT DATE




Neck Index

ACN Group, Inc. Form NI-100

ACN Group, Inc. Use Only rev 3/27/2003

Patient Name Date

This questionnaire will give your provider information about how your neck condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© I have no pain at the moment.

@ The pain is very mild at the moment.

® The pain comes and goes and is moderate.
® The pain is fairly severe at the moment.

@ The pain is very severe at the moment.

® The pain is the worst imaginable at the moment.

Sleeping

@ | have no trouble sleeping.

@ My sleep is slightly disturbed (less than 1 hour sleepless).
@ My sleep is mildly disturbed (1-2 hours sleepless).

@ My sleep is moderately disturbed (2-3 hours sleepless).
@ My sleep is greatly disturbed (3-5 hours sleepless).

® My sleep is completely disturbed (5-7 hours sleepless).

Reading

@© | can read as much as | want with no neck pain.
@ | can read as much as | want with slight neck pain.
® | canread as much as | want with moderate neck pain.

@ | cannot read as much as | want because of moderate neck pain.

@ | can hardly read at all because of severe neck pain.
® | cannot read at all because of neck pain.

Concentration

@ | can concentrate fully when | want with no difficulty.
@ 1 can concentrate fully when | want with slight difficulty.

@ | have a fair degree of difficulty concentrating when | want.

® I have alot of difficulty concentrating when | want.
@ | have a great deal of difficulty concentrating when | want.
® | cannot concentrate at all.

Work

@ | can do as much work as | want.

@ | can only do my usual work but no more.

@ | can only do most of my usual work but no more.
® | cannot do my usual work.

@ | can hardly do any work at all.

® | cannot do any work at all.

Personal Care
@© | can look after myself normally without causing extra pain.
@ | can look after myself normally but it causes extra pain.

@ ltis painful to look after myself and | am slow and careful.
® | need some help but | manage most of my personal care.
@ | need help every day in most aspects of self care.

® 1do not get dressed, | wash with difficulty and stay in bed.

Lifting
@© | can lift heavy weights without extra pain.
@ | can lift heavy weights but it causes extra pain.

@ Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

® Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

@ | can only lift very light weights.
® | cannot lift or carry anything at all.

Driving
© | can drive my car without any neck pain.
@ | can drive my car as long as | want with slight neck pain.

@ | can drive my car as long as | want with moderate neck pain.
® | cannot drive my car as long as | want because of moderate neck pain.
@ | can hardly drive at all because of severe neck pain.

® | cannot drive my car at all because of neck pain.

Recreation

© | am able to engage in all my recreation activities without neck pain.
@ I am able to engage in all my usual recreation activities with some neck pain.

@ |am able to engage in most but not all my usual recreation activities because of neck pain.
® lam only able to engage in a few of my usual recreation activities because of neck pain.

@ | can hardly do any recreation activities because of neck pain.
® | cannot do any recreation activities at all.

Headaches

@© I have no headaches at all.

@ 1 have slight headaches which come infrequently.

@ | have moderate headaches which come infrequently.
® | have moderate headaches which come frequently.
@ | have severe headaches which come frequently.

® | have headaches almost all the time.
Neck

Index

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘ Score




Back Index

ACN Group, Inc. Form BI-100

Patient Name

ACN Group, Inc. Use Only rev 3/27/2003

Date

This questionnaire will give your provider information about how your back condition affects your everyday life.
Please answer every section by marking the one statement that applies to you. If two or more statements in one
section apply, please mark the one statement that most closely describes your problem.

Pain Intensity

© The pain comes and goes and is very mild.

@ The pain is mild and does not vary much.

@ The pain comes and goes and is moderate.

® The pain is moderate and does not vary much.
@ The pain comes and goes and is very severe.
® The pain is very severe and does not vary much.

Sleeping

© 1 getno pain in bed.

@ | get pain in bed but it does not prevent me from sleeping well.
@ Because of pain my normal sleep is reduced by less than 25%.
® Because of pain my normal sleep is reduced by less than 50%.
@ Because of pain my normal sleep is reduced by less than 75%.
® Pain prevents me from sleeping at all.

Sitting

© | canssitin any chair as long as | like.

@ 1 can only sitin my favorite chair as long as | like.

@ Pain prevents me from sitting more than 1 hour.

@ Pain prevents me from sitting more than 1/2 hour.
@ Pain prevents me from sitting more than 10 minutes.
® | avoid sitting because it increases pain immediately.

Standing

@ | can stand as long as | want without pain.

@ | have some pain while standing but it does not increase with time.

@ | cannot stand for longer than 1 hour without increasing pain.
® | cannot stand for longer than 1/2 hour without increasing pain.

@ | cannot stand for longer than 10 minutes without increasing pain.
® |avoid standing because it increases pain immediately.

Walking

@ | have no pain while walking.

@ 1 have some pain while walking but it doesn't increase with distance.

@ | cannot walk more than 1 mile without increasing pain.
® | cannot walk more than 1/2 mile without increasing pain.
@ | cannot walk more than 1/4 mile without increasing pain.
® | cannot walk at all without increasing pain.

Personal Care

© 1 do not have to change my way of washing or dressing in order to avoid pain.

@ 1 do not normally change my way of washing or dressing even though it causes some pain.
@ Washing and dressing increases the pain but | manage not to change my way of doing it.

® Washing and dressing increases the pain and | find it necessary to change my way of doing it.
@ Because of the pain | am unable to do some washing and dressing without help.

® Because of the pain | am unable to do any washing and dressing without help.

Lifting

| can lift heavy weights without extra pain.

| can lift heavy weights but it causes extra pain.

Pain prevents me from liting heavy weights off the floor.

Pain prevents me from lifting heavy weights off the floor, but | can manage
if they are conveniently positioned (e.g., on a table).

Pain prevents me from lifting heavy weights off the floor, but | can manage
light to medium weights if they are conveniently positioned.

® | can only lift very light weights.

® 000

Traveling

© 1 get no pain while traveling.

@ | get some pain while traveling but none of my usual forms of travel make it worse.

@ | get extra pain while traveling but it does not cause me to seek alternate forms of travel.
® | get extra pain while traveling which causes me to seek alternate forms of travel.

@ Pain restricts all forms of travel except that done while lying down.

® Pain restricts all forms of travel.

Social Life

© My social life is normal and gives me no extra pain.
@ My social life is normal but increases the degree of pain.

@ Pain has no significant affect on my social life apart from limiting my more
energetic interests (e.g., dancing, etc).

@ Pain has restricted my social life and | do not go out very often.
@ Pain has restricted my social life to my home.
® | have hardly any social life because of the pain.

Changing degree of pain

My pain is rapidly getting better.

My pain fluctuates but overall is definitely getting better.

My pain seems to be getting better but improvement is slow.
My pain is neither getting better or worse.

My pain is gradually worsening.

My pain is rapidly worsening.

GRCRORONONC)

Back

Index Score = [Sum of all statements selected / (# of sections with a statement selected x 5)] x 100 ‘

Index
Score




A. Notifier: KB Chiropractic
B. Patient Name:

C. Identification Number:

Advance Beneficiary Notice of Non-coverage

(ABN)
NOTE: If Medicare doesn’t pay for D. Services below, you may have to pay.
Medicare does not pay for everything, even some care that you or your health care provider have
good reason to think you need. We expect Medicare may not pay for the D.Services below.
D. E. Reason Medicare May Not Pay: F. Estimated Cost
Examination: Initial or Established Medicare does not approve $79/$50
Electrical Analgesia or UltraSound Medicare does not approve $45/$15
Manipulation 98940, 98941, 98942 If Medicare does not deem needed $30
Kinesio Taping Medicare does not approve $15-$30
Orthotics Medicare does not approve $350
Laser Medicare does not approve $50
Spinal Decompression Medicare does not approve Varies
Consultations Medicare does not approve $30
WHAT YOU NEED TO DO NOW:
¢ Read this notice, so you can make an informed decision about your care.
e Ask us any questions that you may have after you finish reading.
¢ Choose an option below about whether to receive the D.Services listed above.

Note: If you choose Option 1 or 2, we may help you to use any other insurance that you
might have, but Medicare cannot require us to do this.

G. OPTIONS:

Check only one box. We cannot choose a box for you.

O OPTION 1. | want the D.

O OPTION 2. | want the D.

billed.

O OPTION 3. | don’t want the D.

listed above. You may ask to be paid now, but |
also want Medicare billed for an official decision on payment, which is sent to me on a
Medicare Summary Notice (MSN). | understand that if Medicare doesn’t pay, | am responsible
for payment, but | can appeal to Medicare by following the directions on the MSN. If Medicare
does pay, you will refund any payments | made to you, less co-pays or deductibles.

listed above, but do not bill Medicare. You may
ask to be paid now as | am responsible for payment. | cannot appeal if Medicare is not

listed above. | understand with this choice
| am not responsible for payment, and | cannot appeal to see if Medicare would pay.

H. Additional Information:

This notice gives our opinion, not an official Medicare decision. If you have other questions on this
notice or Medicare billing, call 1-800-MEDICARE (1-800-633-4227/TTY: 1-877-486-2048).
Signing below means that you have received and understand this notice. You may ask to receive a copy.

l. Signature:

J. Date:

You have the right to get Medicare information in an accessible format, like large print, Braille, or audio. You

also have the right to file a complaint if you feel you’ve been discriminated against. Visit

Medicare.gov/about- us/accessibility-nondiscrimination-notice.

According to the Paperwork Reduction Act of 1995, no persons are required to respond to a collection of information unless it displays a valid OMB control number.
The valid OMB control number for this information collection is 0938-0566. The time required to complete this information collection is estimated to average 7
minutes per response, including the time to review instructions, search existing data resources, gather the data needed, and complete and review the information
collection. If you have comments concerning the accuracy of the time estimate or suggestions for improving this form, please write to: CMS, 7500 Security
Boulevard, Attn: PRA Reports Clearance Officer, Baltimore, Maryland 21244-1850.

Form CMS-R-131 (Exp.01/31/2026)

Form Approved OMB No. 0938-0566



Submit the application:

_4 Ca re C red | t For providers, (800) 859-9975 or CARECREDIT.COM/PROVIDERCENTERLOGIN

APPLICATION AND CREDIT CARD ACCOUNT AGREEMENT For patients/clients, (800) 365-8295 or CARECREDIT.COM
Credit is extended by Synchrony Bank.

Office Merchant # Pre-Approval Offer

ESTIMATED FEE $ QAccepted Q Refused Date
ID verified : Applicant 1st ID Type Issuance State | Exp. Date | Applicant 2nd ID Type / Issuer Exp. Date
(initial): O Driverslicense O Statelssued O Federal Government

Joint Applicant ID Type Issuance State | Exp. Date | Joint Applicant 2nd ID Type / Issuer Exp. Date

O Driver'sLicense O Statelssued Q@ Federal Government

Provided by Account # Authorization # or Key # Approved Credit Limit
St L LR

**MARRIED WI residents only: If you are applying for an individual account and your spouse also is a WI resident, combine your and your spouse’s financial 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 to apply. Canadian residents may also apply, but only in person at a provider’s location in the U.S.

Name (First-Middle-Last) Please Print Date of Birth Social Security Number/ITIN Home Phone Number®
/ / ) , ( )
Mailing Address Apt.# City State ZIP Cell/Other Phone Number*
( )
If the above address is a P.O. Box, you must provide a street address for yourself or a contact person. aYour Address? aContact Person?
Contact Person Name Street Address (Street Name and Number) City State ZIP
Housing Information Alimony, child support or separate maintenance income Monthly Net Income Business/Work Phone Number*
need not be included unless relied upon for credit. You From All Sources
aOWN aRENT oOTHER | may include the monthly amount that you have available ( )
to spend from your assets.** $
Email Address (optional)* *You authorize Synchrony Bank (“SYNCB") to contact you at each phone number you have provided. By
providing a cell phone number and/or email address, you agree to receive account updates and information,
including text messages, from CareCredit LLC, providers that accept the CareCredit credit card and
Synchrony Bank. Standard text messaging rates may apply.

2. JOINT INFORMATION: An additional card will be issued to the person indicated below. The applicant (and joint applicant, if any) will be
liable for all transactions made on the account including those made by any authorized user. JOINT APPLICANT: You agree that we may send notices
to you and/or applicant at the applicant’s address, regardless of whether you live at that address.

Name (First-Middle-Last) Please Print Date of Birth Social Security Number/ITIN Home Phone Number*
/ / N - ( )
Mailing Address Apt.# City State ZIP Cell/Other Phone Number*
( )
If the above address is a P.O. Box, you must provide a street address for yourself or a contact person. a Your Address? oContact Person?
Contact Person Name Street Address (Street Name and Number) City State ZIP
Housing Information **Alimony, child support or separate maintenance income Monthly Net Income Business/Work Phone Number*
need not be included unless relied upon for credit. You From All Sources**
0OWN gRENT aOTHER may include the monthly amount that you have available ( )
to spend from your assets. N R
Email Address (optional)* *You authorize Synchrony Bank (“SYNCB") to contact you at each phone number you have provided. By providing a cell phone
number and/or email address, you agree to receive account updates and information, including text messages, from CareCredit
LLC, providers that accept the CareCredit credit card and Synchrony Bank. Standard text messaging rates may apply.

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

| ask Synchrony Bank (“SYNCB?") to issue me a CareCredit Credit Card (the “Card”) and | agree:

® To the CareCredit Credit Card agreement (“Agreement”).

* | am providing the information in this application to SYNCB, CareCredit LLC, and providers that accept the Card and program sponsors (and their respective affiliates), and
| consent to SYNCB's providing information about me to CareCredit LLC, providers that accept the Card and program sponsors (and their respective affiliates) for their
own business purposes.

» SYNCB may obtain credit reports and other information, including employment and income, about me to evaluate my application and for other purposes.

* SYNCB, and any other owner or servicer of my account, may contact me about my account, including through text messages, automatic telephone dialing systems
and/or artificial or prerecorded voice calls for informational, servicing or collection related communications, as provided in the Address/Phone Change and Consent To
Communications provisions of the Agreement. | also agree to update my contact information.

e The Agreement will govern my account and includes: (1) a resolving a dispute with arbitration provision that limits my rights unless: (a) | reject the provision by
following the provision’s instructions or (b) | am covered by the Notice for Active Duty Military Members and their Dependents set forth in the Agreement;
and (2) makes each applicant responsible for paying the entire amount of credit extended.

o Applicants applying for credit arranged by a provider in California only: | have received and signed a notice that | received from my provider entitled “Credit or
Loan for Health Care Services.”

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

Federal law requires SYNCB to obtain, 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.

Authorization for the Social Security Administration to Disclose Your Social Security Number Verification: | authorize the Social Security Administration (SSA) to

verify my Social Security number (SSN) (to match my name, SSN, and date of birth with information in SSA records) and to provide SYNCB a match or no-match response

concerning the results of the SSN verification for the following purpose(s): to apply for the Card.

If | have been pre-approved, | request that you open the type of account for which | was pre-approved. | have read the Prescreen Disclosures, credit terms and other
disclosures on the next pages and have been provided my credit limit applicable to the account. SYNCB reserves the right to refuse to open an account in my name if SYNCB
determines that | no longer meet SYNCB's credit criteria or if | do not have sufficient income.

If you apply with a Joint Applicant, each of you will be jointly and individually responsible for obligations under the Agreement and by signing below, you each agree that
you intend to apply for joint credit.

Signature of Applicant Signature of Joint Applicant (If Applicable)
X Date X Date
(Please Do Not Print) (Please Do Not Print)
182-077-00 PLEASE READ THE SYNCHRONY BANK CREDIT CARD ACCOUNT AGREEMENT BEFORE SIGNING THIS APPLICATION.

REV 040320 5
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