N, CommuniCare

&6\' HEALTH CENTERS Place Patient Label Here

PATIENT REGISTRATION AND CONSENT

MpegnoytutenbHoe nma Preferred Name

®amunus Last Name Mms First Name [lata poxaeHus DOB
Anpec paccblinku Mailing Address ['opoaa City LLtaT State [MoyToBbIN UHAEKC Zip Code
Anpec ynuubl Street Address l'opoga City Lrar State MouToBbIA MHAEKC Zip Code

[omawwHuii TenedoH Home Phone MoBunbHblii TenedoH Cell Phone Mb1 mo)xem npuckinate Bam SMS coobwenun?

OfavYes [ HerNo

Kako# non Bam Ha3Ha4YMny npm poxpeHuun? Kakoe rengepHoe npon3Bo3a Bbl Ucnonb3yere? (OTMEeTbTe OQHO)

What sex were you assigned at birth? What pronoun do you use? (check one):

O Xenckun - O Mysckon O YknoHsitock 0T 0TBETA O Ow/Ero/Emy [ Ona/Ee/En O Onu/x/Mm [ YkroHsiocs oT 0TBeTa
Female Male Decline to state He/Him/His She/Her/Hers They/Them/Theirs Decline to answer

[ JononHutenbHas kateropus (ykaxure): O JononHutenbHas kateropus (MoxanyicTa, ykaxuTe):
Additional Category (specify) Additional category (please specify)

Ok to send text messages?

Kakosa Bawa ceKcyarnbHas OpHeHTaI.I,Mﬂ? (Bblﬁepwre BCe, Kakosa Bawa reHpepHaa MA€HTUYHOCTb B HacTosliee BPEMSI?
KOTOpble NMPUMEHAITCH): (BbibepuTte Bce, KOTOpble NPUMEHSAIOTCA):
What is your sexual orientation? (Select all that apply): What is your current gender identity? (select all that apply):

O MpsiMoi nnm retepocekcyanbHbIii O Myxckon O TpaHcrenaepHbin MyxumnHa/TpaHeman/FTM
Straight or Heterosexual Male Transgender Male/Transman/FTM

O NecbusHka nnm ren O He 3Hato O XKenckui O TpaHcreHgepHas xeHwyHa/TpaHexkeHwwmHa/MTF
Lesbian or Gay Don’'t know Female Transgender Female/Transwoman/MTF

O Bucekcyan O Yknoxstock oT 0TBeTa O lenpepkeup O YknoHstock oT oTBeTa
Bisexual Decline to answer Genderqueer Decline to answer

[0 fononHuTtenbHana Kateropus (yKaskuTe): 0 flononuutensHaa kateropus (ykasxure):
Additional Category (specify) Additional Category (specify)

CemenHoe nonoxeHue (Bblbepure
oaHo): Marital Status (check one)

KoHTakT B cny4yae ype3BbiyanHou cutyauum (Moxanyncra, Hanuwure " HeTy" ecnu y Bac
HeT TaKoro KoHtakta) Emergency Contact (Print “none” below if not applicable)

L1 Pa3BefieHHbI L1 XKeHaTbIt damunus Last Name Mma First Name

Divorced Married
[0 B napthepctee [ OpmH — .

Partn?ered P Single OTtHoLueHve K naumeHTy Relationship to patient Homep TenedpoHa Phone Number
O OsposeBLLWit

Widowed Tun(bl) MeauuuHcKoro ctpaxosauus (Boibepure Bce, KOTOpble NPUMEHSAIOTCA): Insurance Type(s)
O tOpuandeckn otaeneHs (checkall that apply): :

Legally Separated U MediCal/Partnership [0 Medicare [ YacTHoe ctpaxoBaHue Private Insurance [ Hukakoro None

[0 Covered California [ Mpoune (noxanyicTa, ykaxute): Other (please specify)

Homep coumansHoro ctpaxoBanust SSN ALpec 3MeKTPOHHOI NoyThl Email Address

PacoBas npuHagnexHocTb (Bbibepute Bce, koTopble
NPUMEHSOTCA): Race (Check all that apply): (BbI6EPUTE OAHY):

[0 Asuat [J KopeHHoi MaBaeL I benbin What is your ethnicity? (Check one)
Asian Native Hawaiian White [ Wcnarossbiunbie/ JlatHo Hispanic/Latino

1 AMepuKaHCKuit MHAEeL, /KOPEHHBII XuUTemb ANCKM [ He vcnaxosiabiyHble/ JlaTuo Not Hispanic/Latino
O YepHokoxuit/adpurkaHCKuin amepukaHe hat s your Primary Language?

Black/African American
01 lipyrvte TUXOOKEAHCKVE OCTPOBUTSIHE BaM HyXeH NepesoadMk?

Other Pacific Islander Do you need a translator for your visit?
O YmOHﬂmb 0T 0TBETA Ofaves O Herno

Decline to state

KakoBa BaLua 3THMYeCKas NPUHAANEKHOCTL? B KaKylo anTeKy Bbl xoTenu 6bl, 4T06bl Mbl
oTnpasuan Ballun ﬂeKapCTBa?

What pharmacy would you like us to send your medication to?

[OnA nauneHTOB B Bo3pacTe A0 18 net, UHGopmaLma poanTens am lopuamudeckoro onekyHa: For patients under 18, Parent or Legal Guardian Information
Gamunus Last Name Wwms First Name [ara poxaeHus DOB Howmep TenedoHa Phone Number
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PATIENT REGISTRATION AND CONSENT

HononHutensHas uHgopmauua o naumeHTax (Moxanyincra, oTBeTLTE Ha BCe BONPOCHI)
Additional Patient Information (Please answer ALL questions)

CommuniCare sBnsieTcs HEKOMMEPYECKON opraHusaLmein. OTBeYas Ha 3TM BONPOChI, Bbl NPELOCTABUTE HaM MHGOpMaLmi, HEOBXoaMMYIO ans
MOJyYEHNS TPAHTOBbIX CPEACTB, KOTOPLIE NOMOratoT He3acTpaxoBaHHLIM U HeJOCTPaxXOBaHHbIX Modei B Hawem coobuiectse. lNoxanyiicTa,
NnOMOruTe HaMm CnyxXmutb BaMm U Hallemy COO6LIJ,eCTBy, npeaocTaBnaa Ham 3Ty Vchbopmau,mo. JTta VIH(*)OpMaLI,VIFI CTaHeT YacTblo Ballen
KOHMMAEHLMATNBHON MeaNLIMHCKON JOKyMeHTaLmKn.CommuniCare is a non-profit. By answering these questions, you will give us information needed to acquire grant
funds that help uninsured and underinsured people in our community. Please help us serve you and our community by providing us with this information. This information will
become a part of your confidential medical record.

Bbl nHBanup? Bbl BeTepaH? Bbl C€30HHbIN CEJIbCKOXO3ANCTBEHHbIW PaboTHUkK? ((Boibepure BCe,
Are you disabled? Are you a Veteran?

O daves O Hetno | AaYes O HetNo

KOTOopbie NnpuMeHsaloTcA): Are you a seasonal/migrant agricultural worker?
(check all that apply)

[0 Ce30HHbI CEenbCKOX03ANCTBEHHbIN pabOTHMK: MOSt OCHOBHas pabora -
Foe Bbl B Hacrosiwee Bpems »uBerte? (Boibepure BCe, cenbckoe XO3;|V|CTBO, n4He pa60Ta|‘0 prFJ'IbIFI rof. Seasonal agricultural worker: my
KoTopbie npumeHsitorcs): Where are you currently living? main job is agriculture and | don’t work year-round

O [lom/ KsapTipa O Ha ynuue/ B aBTomMobune [0 MurpaHT CenbCcKoX03sMCTBEHHBI paboumii; MOt OCHOBHas paboTa CenbCKoro
Home/Apartment Outside (Street/Car) X03ACTBA, U 51 [ABMraioch, 4Tobbl HaNTK CBOK paboTy. Migrant agricultural worker: my
O YkpbiTue O C gpy3sbsimu/ cembeit main job is agriculture and | move to find my jobs
Shelter Staying with friends/family CkonbKo 4yenoBek B Bawen ceMbe? How many people are in your household?

1 MepexoaHoe xunbe
Transitional Housing

Kakoi Baw cemeWHbIN exxeMecAaYHbIN Boxoa? How much income did everyone in

DO'?hpyroe: your house get last month before taxes?
er

CornaweHua Consents

ﬂﬂﬂ obecrneyeHns neyeHus, onnathl CTPaxoBKW, Unn nepenayun MH(*)OpMaLI'MM KOTOPYHO Tpe6yeT Balla CTpaxoBad KOMMNaHWA, Mbl AOJMXHbI

nony41Tb Balle cornacue no yka3aHHbIM nyHKTam W BaLly NOANUCb HUXE.To provide treatment, bill your insurance, or release information required by your insurance carrier,
etc., we must receive your consent by initialing the areas indicated and by providing your signature below.

HasHaveHue nbrot: A HasHayato CommuniCare Health Centers (CCHC) Bce nbroTbl, Ha koTopble s Mory umeTb npaso ot Medicare, Medicaid,
ApYyrux rocyaapCTBeHHbIX yqpe>K,c|,eHw71, CTPaxoBbIX KOMMaHWA W Apyrnx TpeTtbnX nul, KOTOpble HecyT CbMHaHCOByFO OTBETCTBEHHOCTb 3a
MeauumMHcKkoe o6CnyxuBaHue 1 neyeHne, npegocrasnsemsie CCHC. (MHMLManDbI) Assignment of Benefits: | assign to CommuniCare Health Centers
(CCHC) all benefits to which | may be entitled from Medicare, Medicaid, other government agencies, insurance carriers and other third parties who are financially liable for the medical care and treatment
provided by CCHC. (initials)

Cornacue Ha neyenue: A paspewaio CCHC, ero meguumHckum 1 gpyrum npoeccoHanbHbiM COTPYAHMKAM NPesocTaBnaTb Takue MeauuMHCKue
yCrnyri 1 NpoBOAWTb TakMe AMArHOCTUYECKME M TepaneBTUYECKME Npouedypbl W npouedypbl, Kak, Mo MHeHM0 MeauumuHckoro nepcoHana CCHC,
CYMTaEeTCA H806X0,EWIMbIM nnun u,enecoo6pa3Hb|M B MOeM neyeHn. ITo BKNoYaeT B cebs Bce 00bl4Hble AnarHoctu4eckne TecCTbl U npoueaypebl, BKNOYad
ANarHoCTu4Yeckne PEHTreHOBCKME Iyyn, BBEAEHUE unu MHBEKLNIO q)apmaueemqecmx npenapaToB W JfeKapCTB, a TaKkKe WN3bATUE KPOoBWU AONA
nabopatopHoro 06cnefoBaHus. A NOHUMAI0, YTO HUKAKMX rapaHTUin He ObINo ANs MEHS B OTHOLIEHWW pe3ynbTaToB Uik 3GhPEKTUBHOCTY NEYEHNS NN
obcnegosanuit, npoBoauMbix nepcoHanom CCHC. (MHMuUmanbI) Consent of Treatment: | authorize CCHC and its medical, nursing and other professional staff
members, to provide such health care services and administer such diagnostic and therapeutic procedures and treatments as, in the judgment of CCHC’s medical personnel, is deemed necessary or
advisable in my care. This includes all routine diagnostic tests and procedures, including diagnostic x-rays, the administration and/or injection of pharmaceutical products and medications, and the
withdrawal of blood for laboratory examination. | understand that no guarantees have been made to me as to the results or effectiveness of treatments or examinations performed by CCHC personnel.
I'Ipw3|-|a|-|ue nauueHToB. A Nnpu3Hat nony4yeHne yseaomneHma o ToMm, YTo B COOTBETCTBMM C CbeﬂepaﬂbelM 3aKoHOOaTenbCTBOM, KacatoLLMcaA
(DYHKLMOHMPOBaHUS MeaMLMHCKUX LieHTpoB, PeaepanbHbii 3akoH 0 npetensusix tort (FTCA) npemocTaBnsieT MCKMHYMTENbHOE CPEeacTBO AN
BO3MELLEHUA yu.\ep6a OT TpaBM, BKNO4asd CMepTb, B pe3ynbrate BbINONTHEHUA MEOULMHCKMX, XUPYPrn4eCKux, CTOMaToNIorM4ecknx Uinn CMeEXHbIX
(yHKLWMIA B pamkax 1to60M KnnHIknM 406pOBONbLEB U pabOTHUKOB 30paBOOXPaHEHNS, KOTOPbIE [lenapTamMeHT 34paBOOXPaHEHNS M COLMarbHbIX Cryxo
cyunTaeTcs coTpyaHukom CnyxObl 06LLecTBEHHOrO 3apaBooxpaHeHus. (CM. nogpasgen 224(q), koamduumposarHbii no agpecy: 42 U.S.C. No 233(q)
710 nogTeepXxaeHne yseaomneHuns 00 OrpaHn4eHnn 0TBETCTBEHHOCTN NPEAOCTaBNAETCA 40 TOro, Kak MeaULNHCKKE yCryrn 6y}1yT npenoctaBreHbl MHE

9TUM NTULIOM. (MHVIL[VIaan) Patient Acknowledgement: | acknowledge receiving notice that under federal law relating to the operation of health centers, the Federal Tort Claims
Act (FTCA) provides the exclusive remedy for damage from personal injury, including death, resulting from the performance of medical, surgical, dental, or related functions within the scope of any
clinic volunteer or employee health practitioner who the Department of Health and Human Services has deemed to be an employee of the Public Health Service. (See Public Health Service Act
subsection 224(q), codified at42 U.S.C. § 233(q) This acknowledgment of notification of the limitation on liability is being provided before health care services have been provided to me by this individual.

CONO0O01 - Patient Registration and Consent Revised: 09/15/2022 Page 2 of 4



&, CommuniCare
’&z\“ HEALTH CENTERS Place Patient Label Here

PATIENT REGISTRATION AND CONSENT

Cornacue naumeHta Ha E-HasHayeHue u BeG-noptan Invite: A cornaceH ¢ Tem, 4to CCHC MOXeT 3neKTpOHHO BbINUCaTb MOM PELEenTbl 1
MOXET 3anpOoCHTb 1 MCNONB30BaTb MO UCTOPUIO OTMYCKaEMbIX MO PELLenTY IeKapCTB OT CBOMX MOCTABLUMKOB MEAULMHCKMX YCNYT I CTOPOHHUX
anTeYHbIX NNaTenbLUMKOB NbroT AN Lenei neveHus. Kpome Toro, eCriv s NpejocTasui agpec anekTpoHHON noyThl, s noHumato, CCHC BbiwneT

MHe npurnalieHne npucoeanHnUTbCa K Be6-nopTany. (MHMLIMaan) Patient Consent for E-prescribing and Web Portal Invite: | agree that CCHC may e-
prescribe my prescriptions and may request and use my prescription medication history from their healthcare providers or third-party pharmacy benefit payers for treatment purposes. Additionally, if |
provided an email address, | understand CCHC will send me an invitation to join the web portal. (initials)

MpaBuna nponyckoB: "HO-LLOY" OTHOCUTCS K MaLMEHTY, KOTOPbIA NponyckaeT BCTpedy 6e3 0TMEHbI / nepennaHupoBKu, No KpaiHen mepe 24-
yacoBoe yBeAOMIIEHWE MO TenedoHy, nopTan, TeKCT unu B NNLOo. [Ing pasmeLLeHnst 3HaUMTENBHOrO Y1cna NNy, OXUOAKLLMX HasHaYeHus, 9
npusHat, 4YTo ecnm S "He mokasbiBaTh" A0 Tpex (3) HasHayeHuit B 12-MeCAYHbI Nepuoa, S He MoxeT ObiTb paspelleHo chenatb

3annaHnpoBaHHble BCTPEYM U, BO3SMOXHO, NpUaeTCA I'IpVIl7ITVI Ha NPOorynky ToNibKo Ha OCHOBE B TEYEHWE LIECTU MEeCALIEB. (MHVIU,Maan)
No Show Policy: A “no-show” refers to a patient who misses an appointment without cancelling/re-scheduling with at least 24-hour notice by phone, portal, text or in-person. To accommodate the
significant number of individuals waiting for appointments, | acknowledge that if | “no show” to three (3) appointments in a 12-month period, | may not be allowed to make scheduled appointments and
may have to come in on a walk-in only basis for asix-month period. (initials)

Npaeuna onosgaHus: A npusHato, 4To ecnv 51 6onee Yem Ha NsATb (5) MUHYT ONO3AAN Ha MOe Ha3HaYeHME, 51, BO3MOXHO, NPUAETCS NoAoXaaTh,
4TOObI YBUAETH Ha CrieaytoLem JOCTYNHOM OTKpbITUW. MoxanyicTa, o6paTtiTe BHUMaHWE: X0Tsi GYayT NPUNOXKEHO BCe yeunus, 4Tobbl yBUaeTb
Bac, Mbl He MOXeM rapaHTUpoBaTh, YTO BCTpeya byaeT AOCTynHa. Bbl Goree YeM MOXETe MepeHecTi BCTPeYy, eCni Bbl HE MOXETe XaaTb.

(MHMLI,Maan) Late Policy: | acknowledge that if | am more than five (5) minutes late for my appointment, | may need to wait in order to be seen at the next available
opening. Please note: While every effort will be made to see you, we cannot guarantee an appointment will be available. You are more than welcome to reschedule your appointment, if you are unable to
wait. (initials)

Cwemka toTorpachmin u/ivnm 3anucu Bugeo/ayauo: A gaw cornacue Ha ¢oto, ayano- u Buaeoanuck knuHukn CCHC v ee MeamumMHCKMX,
MEANLMHCKUX 1 OPpYruX npodeccuoHanbHbIX COTPYAHMKOB. A NOHUMAL0, YTO Lenu aTux dotorpaduii npeaHasHadeHbl Ans uaeHTudukauymm,
AOKYMEHTaLMW NPOLIECCOB AMArHOCTUKA W/MNM NneveHus. S npusHato, 4to 3T ¢hoTo/ayano/BUAEO3anUCH MCMOMb3YOTCA ANS OKasaHus

MeaMULMHCKOWM NOMOLLM, YIyYLIeHNs kayecTBa, 00pa3oBaHms Munu Lenei BOMELLEHMS. (MHMLManbI)_Taking of pictures andlor recording of
video/audio: | consent to clinic photo, audio or video recording by CCHC and its medical, nursing and other professional staff members. | understand that the purposes of these photos are for
identification, documentation processes of diagnosis and/or treatment. | acknowledge that these photo/audio/video recordings are used for the provision of care, quality improvement, education, and/or
reimbursement purposes. (initials)

Cornacue Ha TenemeguumHy: TenemeanumHa BKNlOYaeT B ce0S1 UCNONb30BaHe ayamo-, BUAEO- UMK APYTiX SNEKTPOHHbIX CPEACTB CBSA3M ANs
B3aUMOLENCTBMS C NALMEHTAMM, KOHCYNbTaLMiA C NOCTaBLMKAMU MEANLIMHCKUX YCIYT /UK NPOCMOTPa MEANLIMHCKOI MHAOPMALMK C LIENbIo
AUarHoCTVKM, Tepanim, nocreaytoiero HabnioaeHns umnu obyyeHus. Bo Bpems TenemeamnumMHCKoro Bu3uTa nogpoBHOCTI MOeit cTopum
GonesHu 1 NYHas MeauUMHCKas MHhopMaLms MOryT GbiTb 06CYXAEHbI C APYTMMU MEANLIMHCKUMIA PaBOTHIUKaMM C UCTIONb30BaHNEM
WHTEPAKTMBHbIX BULEO-, ayANO- W TENEKOMMYHUKALMOHHBIX TeXHOMOori. KpoMe Toro, MoXeT ObiTb NpoBeaeH MeAULMHCKIN OCMOTP, a Takke
MOryT BbITb CAENaHb! BUAEO-, ayano- U / Ui hoTo3anncu. 3aKkoHbI, 3aLLMLLAtLLMe HENPUKOCHOBEHHOCTb YaCTHO XN3HN 1
KOH(bMAEHLMANBHOCTb MHGOpPMALMK O 300POBLE U YXOZE, Takke NMPUMEHSKTCS K TenesapaBooxpaHermio/TenemMeamnuntHe. A paspetwaro CCHC u
€ro MeULMHCKOMY, CECTPUHCKOMY 1 APYroMY NpohecCUOHanbHOMY NepcoHany npefocTaBnsTh YCyri TeneMeanLHbl, ecnm aTo

LlenecoobpasHo ans MeHsl. (MHMUMansbI) Consent to Telehealth: Telehealth involves the use of audio, video, or other electronic communications to interact
with patients, consult with healthcare providers and/or review medical information for the purpose of diagnosis, therapy, follow-up and/or education. During a telehealth visit,
details of my medical history and personal health information may be discussed with other health professionals using interactive video, audio, and telecommunications
technology. Additionally, a physical examination may take place and video, audio, and/or photo recordings may be taken. The laws that protect the privacy and confidentiality of
health and care information also apply to telehealth/telemedicine. | authorize CCHC and its medical, nursing, and other professional staff members, to provide telehealth care
services if it is advisable in my care. (initals)

TpaHcnopTHas nomolb: A NOHUMal0, YTO TpaHcnopT Ans beHeduumapos Medi-Cal focTyneH Ans MUMYHBIX MOCELLEHWIA, €CTIN Y MEHS!

BO3HMKAKT NpobieMbl C NOe3aKOM Ha npuem 1 06paTHo. (MHMUManb) Transportation Assistance: | understand that transportation for Medi-Cal
beneficiaries is available for in-person visits if | am having trouble traveling to and from my appointments. (initals)
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PaspelueHne Ha pasrnaleHve MeamumMHckon nHdopmauun: Hekotopble naumeHTbl NpeanoynTatoT, YTobbl onpeaeneHHbIM nuuam,
BKIOMas YNEHOB ceMbl, Obln paspeLleH JOCTYN K UX MeANLMHCKOM MHopMaumu. Jluua, KOTopbIX S peLuns HaseaTtb HUXe, MMEKT Moe
paspelueHve Ha3HayaTb UNn NoATBepXaaTe BCTPEUU, MMETb OOCTYMN K PEHTreHONorMyecknm n nabopaTopHbiM AaHHbIM, 3abupaTb
o6pasubl nekapcTs, ObITb B Kypce MOEro AMarHo3a, NporHo3a 1 NyaHoB NeYvYeHns, MHdopmauun 4ns BbICTABNEHWS CHYETOB U CITYXWUTb B
KayecTBe KOHTaKTHOW 0COObl B 3KCTPEHHbIX cryyasax. A mory ysegomnte CCHC B nto6ov MOMEHT, ecnv s Xo4y U3MEHUTb Uinn
OrpaHNyYnTb 3TO paspeLueHne. ATO paspeLleHne pacnpoCTpaHAeTCsl Ha COoBLLEHUs NO TenedOoHY M aBTOOTBETHMKY, @ TakXKe Ha
apyrue cpenctsa cBasn. [Ana nonyyeHns 6onee nogpobHon nHpopmaumm o Tom, kak MHpopMaLums 0 COCTOSIHUN 300POBbS
nepegaeTcsa gpyrum nuuam, cMm. YBegomreHne o npasunax koHdugeHumansHoctn CCHC. (MHMLManbl) MoxanynicTa, ykaxute
HVDKE UMSI U POACTBO YeroBeka (Nnuu), KOTopoMy Bbl XoTenu 6bl npegoctaBuTb AocTyn. (Mpy Heo6xoaMMOCTM B KOHLE 3TOM (POpMbl MOXHO [,06aBUTL
ZonornHuTensHble umeHa.) Authorization for Release of Medical Information: Authorization for Release of Medical Information: Some patients prefer that certain individuals,
including family members, be allowed access to their medical information. The individuals | opt to identify below have my permission to make or confirm appointments, have
access to x-ray and laboratory findings, pick up sample medications, be made aware of my diagnosis, prognosis, and treatment plans, billing information, and serve as an
emergency contact. | can let CCHC know at any point if | want to change or limit this permission. This permission applies to telephone and answering machine messages as
well as other means of communication. For more detailed information about how health information is shared with others, please see the CCHC Notice of Privacy Practices.

(initials)
Nwms: Popcteo: TenedoH:
MNognucs nayMedTa: Dara:
Patient Signature Date
Hpuaguueckmid onexyH (Muma) NoanMcek:
Legal Guardian (print name) Signakure
TenedoH: OTHOWEeHKWA Hara:
Telephone: Relationship Date

NPABA U OBASAHHOCTU NALIMEHTOB

Patient Rights and Responsibilities
Kak ogvH 13 Halmx KIMEHTOB, Yy Bac eCTb BbIOOp, NpaBa 1 0693aHHOCTU:

Bbl UMEETE NPABO...
OTHocuTeCb C AOCTOMHCTBOM U YBaXKeHUEM.

Moaneprknsaiite KOHPUAEHLUMANBHOCTb U KOHOUAEHLMANBHOCTD.

Mony4yaiiTe pasbACHEHMA 0 NtOObIX TECTaX UK KAMHUKE, a TaKXKe 0 Ntobbix BONpocax, KoTopbie y
BAC MOTYT BO3HUKHYTb.

MonyyeHne o6pa3oBaHMA U KOHCYIbTUPOBAHMUA.

MpocMoTpuUTE CBOKO MEANLMHCKYIO KapTy C BPa4YOM UK NPaKTUMKyLWMM Bpadyom. Cornacue
WIN OTKa3 OT KaKoro-1nbo yxoaa nuamn nevyeHus.

y‘-IaCTBYHTe B COCTaBne€HNU NN1aHOB NN peUJeHMVI O BaWwem yxoge.

Bbl TAKXXE HECETE OTBETCTBEHHOCTb 3A...
Y106bI ObITb YECTHLIM O Ballel UCTOPUKN Boe3HN N 06pasza KMU3HU, KOTOPble MOTYT

NOBANATL Ha Balle 340POBbE.
Y6enutech, 4TO Bbl NOHUMAETE.

Cnepyinte coBeTam M MHCTPYKLMAM MO 300P0BbI0. YBaXKeHWe
nonutukmM LieHTpa 3apaBooxpaHeHua. CoobuwmTe o ntobbix
N3MEHEHMAX B BalLEM 340POBbE.

XpaHUTe BCTPeYn UnmM OTMEHUTb MUX NO KpaliHel mepe 3a 24 yaca Ao.

CONO0O01 - Patient Registration and Consent Revised: 09/15/2022 Page 4 of 4



