Medical Ouc bhol’LY

Cobily: 770:272-1660
Dovglasville: 578-483-0288 s
Fulton Indusitial: 404-696-2019 lrsn g
Guwinnett: 770-255-0790 CADUCEUS
Hapeville: 404-761-4040 e b
Macori; 478-746-9898

MeDonough: 678-502-0477
Midtown: 404-607-7677
Motrow: 770:302-659(
Noreross: 770-300-9000
North Fulton: 678-762-9494
Tucker: 770-270-8112

AUTHORIZATION FOR TREATMENT OR EXAMINATION

Patient’s N-ame__;&'gﬂ_ﬁjm;ﬂn e ,' SR A i
Date of Birth S|2b|4Z. o Lastddigitsof SS% |
Compuny Name m-llchmnm H_'cx;]gtg jne. 1 Job Site/Branch

- *#f Autherized for Workers” Comp Injury please complete this section. Complete Bi iﬁg and Authorizer’s nfo Seetign” ™
Reminder: Please Cantart Yot Insirance Carrier oo B

et Tujiery

Date of Injury e O Injury Tope _ f{ Foliow-Up [ Physical Theragy
Issurruce Carrier (Name and Phone #)  __ i
Claim # (If patient Is being tredted for Inju -
arp gtr ) e
Physical Emmmauon il
[ Pre.Employment 1 Aunual DOT 1 RTw [0 Agilities Testing
[T Post Ofer [Z] Fimess for Duty

O ‘HazMat [0 Respirator Clewrance [ Othe,

Sub&tahce Abuse Testing N———

] (DOT) Drug Screen Collection (specimen goes to lal) - DOT Agencys DFMCSA [ FTAL) [FaA. CIEna CREMSA I USCG
g gency

[ 10 Panel DrugScreen Collection [} Breath Algochol
[} (Nen-DOT) 5-panel Collection (specimeit goes (o lab) 7] Utine Diug Screen Colleotion Only ] Other
[ 5 Panel Express Test 7] Hair Coligction Only '{Compa_ﬁy Supplied Kif)

] 10 Panel Express Test ] HairDrug Seveen {Caduceus Colleetivh Kit and Mailer) |

Reason For Substance Abuse Testing

[} PresEmployment [] Keasonable Suspicion/Canse  [] Post Accident [T} Other o
[ Random [ Remn to Duty [} Post IncidensiDriver Acgident) (7] Follow-Up

[ Audiogram T Agility Test [ TB Sereening [ Piimonary Funation Test (Spirometry)
[7] Vision Screexing 7 %-Ray-Type: _ B [0 EkG [ Respiratory FigTest [T} Silic Respiratory Exam

] Titer(s). - 71 Vaccination(s). . [ Other

‘Please mote any Special Instructions:

Billing Info (Required) After Hours Fee $30.

[ Erployer Paid [ Carrier Paigd T TPa | [ selt-Pay (Employce Pays)
TRqrired) Authorizer's Into - Please rmw i
Authorlved bys _____ 'Rxml..stle : . M Sﬁgd:d‘ ra s

Eniall Addvess: . &%@m-!&:ﬂmamﬁeﬁﬂ Qs

Phonc #: (Tmai"l—l”?‘no DTSR S . S

(] VERBAL AUTHORIZATION RECEIVERBY: .. . | _ DATE: ____

DT Physical N




Form MCSEA-5875 OMB No.:2126-0006 Expiration Date: 03/31/2025

Public Burden Statement

A Federal agency may not conduct or sponsor, and a person is not required to respond to, nor shall a person be subject to a penalty for failure to comply with a collection of information subject to the requirements of
the Paperwork Reduction Act unless that collection of information displays a current valid OMB Control Number. The OMB Control Number for this information collection is 2126-0006. Public reporting for this collection
of information is estimated to be approximately 25 minutes per response, including the time for reviewing instructions, gathering the data needed, and completing and reviewing the collection of informaticn. All

responses to this collection of information are mandatory. Send comments regarding this burden estimate or any other aspect of this collection of information, including suggestions for reducing this burden to:
Q Information Collection Clearance Officer, Federal Motor Carrier Safety Administration, MC-RRA, 1200 New Jersey Avenue, SE, Washington, D.C. 20590,

U, Department of Transportation Medical Examination Report Form

Federal Motor Carrier R 2 e

Safety Administration (for Commercial Driver Medical Certification)

MEDICAL RECORD #
; ; . (or sticker)
SECTION 1. Driver Information (to be filled out by the driver)

PERSONAL INFORMATION
rw—p(af\ First Name: reN Middle Initial: ___ Date of Birth: S,‘Qcp -Q 3 Age:?ﬁ«
Street Address: Lj’C)SS -SC)’T’ S’h}? ) QD City: F{)F PS‘“"%POPK State/Province{,Z&? Zip CodeSO&q\ Z
Driver's License Number: 'OS(; KNIYR X Issuing State/Province: G—A Phone:(i 70 37;90
E-Mail (optional); hr[h(l Cji o] &J\b?f 5?)9("{»: -\[ COM CLP@Applicant/Holder*: @x{ QO No

Driver ID Verified By**: COL

Has your USDOT/FMCSA medical certificate ever been denied or issued for less than 2 years? O Yes ONo (OMotSure

Last Name;

*(LP/CDL Applicant/Halder: See instructions for definitions. **Driver ID Verified By: Record what type of photo ID was used to verify the identity of the driver, e.g., (DL, driver's license, passport.
DRIVER HEALTH HISTORY

Have you ever had surgery? If “yes,’ please list and explain below. O Yes ON6 O NotSure
Are you currently taking medications (prescription, over-the-counter, herbal remedies, diet supplements)? Q Yes @NO/O Not Sure

If“yes,” please describe below.

(Attach additional sheets if necessary)

#*This document contains sensitive information and is for official use only. Improper handling of this information could negatively affect individuals. Handle and secure this
information appropriately to prevent inadvertent disclosure by keeping the documents under the control of authorized persons. Properly dispose of this document when
no longer required to be maintained by regulatory requirements.**

Rev 3/29/2022 Page 1



Form MCSA-5875 OMB No.: 2126-0006 Expiration Date: 03/31/2025

Last Name: (:ﬂ“ gﬂ] First Name: 5‘ L l!! DOB: m Q‘z Exam Date: LQLS ‘Q'ﬂ

DRIVER HEALTH HISTORY' ol tntleu

Not
No Sure

- gl

(Sgle)
o

o
o0

=
w
2
(-]
wi
=
=
=9
N
w

Do you have or have you ever had:

16. Dizziness, headaches, numbness, tingling, or memory
loss

17. Unexplained weight loss
18. Stroke, mini-stroke (TIA), paralysis, or weakness

1. Head/brain injuries or illnesses (e.g., concussion)
2. Seizures/epilepsy

3. Eye problems (except glasses or contacts)

4._Ear and/or hearing problems

5. Heart disease, heart attack, bypass, or other heart 19. Missing or limited use of arm, hand, finger, leg, foot, toe

APARRAR

(@]
O
)
O

problems 20. Neck or back problems O
6. Pacemaker, stents, implantable devices, or other heart 21. Bone, muscle, joint, or nerve problems O 60

procedures ,

22. Blood clots or bleeding problems O @0
7. High blood pressur @

H'gh LOT REEERRS o C_0O 23. Cancer O G/O
8.hig C filgstnd] 24. Chronic (long-term) infection or other chronic diseases O @ O
9. Chronic (long-term) cough, shortness of breath, or (@) O 1 . . :

other breathing problems " 25.5leep disorders, pauses in breathing while asleep, O &0

: e/ daytime sleepiness, loud snoring
10. Lung disease (e.g, asthma) O 1
I ) ) 26. Have you ever had a sleep test (e.g, sleep apnea)? O 0O
11. Kidney problems, kidney stones, or pain/problems (@) @) . . G/
with:urination ) 27. Have you ever spent a night in the hospital? O O
12. Stomach, liver, or digestive prablems (@] Q/O 28. Have you ever had a broken bone? O OO
13. Diabetes or blood sugar problems @) e/o 29, Have you ever used or do you now use tobacco? O &0
Insulin used @) e/ O  30.Doyou currently drink alcohol? 0 P.A
14, Anxiety, depression, nervousness, other mental health O @~ ()  31-Have you used an illegal substance within the past 0 &0
problems two years?
15. Fainting or passing out @ O 32 Haveyou everfailed a drug test or been dependent (@) @/ O

on an illegal substance?

Other health condition(s) not described above: QYes O No O Not Sure

Cord Aal BePlux

Did you answer "yes” to any of questions 1-327 If so, please comment further on those health conditions below: G{O No O NotSure

(Attach additional sheets if necessary)

CMV DRIVER’S SIGNATURE

| certify that the above information is accurate and complete. | understand that inaccurate, false or missing information may invalidate the examination
and my Medical Examiner’s Certificate, that submission of fraudulent or intentionally false information is a violation of 49 CFR 390.35, and that submission
of fraudulent or intentionally false information may subject me to civil or criminal penalties under 42 CFR 390.37 and 49 CFR 386 Appendices A and B.

Driver's Signature:/w v/“‘—‘"‘, Date: i‘\{ -3 2Y

SECTION 2. Examination Report (to be filled out by the medical examiner)

DRIVER HEALTH HISTORY REVIEW

Review and discuss pertinent driver answers and any available medical records. Comment on the driver’s responses to the *health history” questions that may affect the
driver’s safe operation of a commercial motor vehicle (CMV).

il oot s

m\l\‘l}\-ﬂ'ﬁﬁ‘l'i kE:\N— G»’EL(:I\

(Attach additional sheets if necessary)

Page 2



Form MCSA-5875 OMB No.: 2126-0006 Expiration Date: 03/31/2025

i .
Last Name: /-,_,41) T First Name: l l}[]’@; DOB: 3- 2L F O Exam Date: ) e L
=T

Pulse rhythm regular: @ Yes O No Height: (¢ feet M inches Weightl\s pounds

Pulse Rate:

Blood Pressure Systolic Diastolic Urinalysis Sp. Gr. Protein Blood Sugar

Sitting \?)% -7 Urinalysis is required.

Second reading Numerical readings
(optional) must be recorded. I‘ D\b \5 ¢ g

Other testing if indicated Protein, blood, or sugar in the urine may be an indication for further testing to
rule out any underlying medical problem.

Vision Hearing

Standard is at least 20/40 acuity (Snellen) in each eye with or without correction. Standard: Must first perceive whispered voice at not less than 5 feet OR average

At least 70° field of vision in horizontal meridian measured in each eye. The useof — hearing loss of less than or equal to 40 dB, in better ear (with or without hearing aid).

corrective lenses should be noted gp the Medical Examiner’s Certificate.

Acuity Corrected  Horizontal Field of Vision ~ Check if hearing aid used for test: [] Right Ear O Left Earﬁ Neither

Right Eye: 20/_\5_ Right Eye: Ei T Whisper Test Results . . RightEar Left Ear
Record distance (in feet) from driver at which a forced

Left Eye: 20/ % Left Eye: ﬁ degrees  whispered voice can first be heard m l&_

Both Eyes: 20/ Yes No OR

Applicant can recognize and distinguish among traffic control O  AudiometricTest Results

signals and devices showing red, green, and amber colors Right Ear: Left Ear:

Monocular vision O 500 Hz 1000 Hz 2000 Hz 500 Hz 1000Hz 2000 Hz

Referred to ophthalmologist or optometrist? (@]

Received documentation from ophthalmologist or optometrist? @] " Average(right): ____ Average (left):

PHYSICAL EXAMINATION

The presence of a certain condition may not necessarily disqualify a driver, particularly if the condition is controlled adequately, is not likely to
worsen, or is readily amenable to treatment. Even if a condition does not disqualify a driver, the Medical Examiner may consider deferring the driver
temporarily. Also, the driver should be advised to take the necessary steps to correct the condition as soon as possible, particularly if neglecting the
condition could result in a more serious illness that might affect driving.

Check the body systems for abnormalities.

Body System Norfnal Abnormal  Body System Normal Abnormal
1. General @) 8. Abdomen (@)

2. Skin (@) 9. Genito-urinary system including hernias /\ E.

3. Eyes (@) 10. Back/spine O

4. Ears CD (@) 11. Extremities/joints (@)

5. Mouth/throat O 12. Neurological system including reflexes @)

6. Cardiovascular (@) 13. Gait @)

7. Lungs/chest O 14, Vascular system O

Discuss any abnormal answers in detail in the space below and Indicate whether it would affect the driver's ability to operate CMV.
Enter applicable itenmy number before each comment.

[ P2l —d v

. et A |
(Attach additional sh‘ééts if necessary)

Page 3
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Form MCSA-5875 OMB No.:2126-0006 Expiration Date: 03/31/2025

05/26/1992
Last Name: HES First Name: ek DOB: Exam Date: 06/03/2024

Please complete only one of the following (Federal or State) Medical Examiner Determination sections:

MEDICAL EXAMINER DETERMINATION (Federal)

Use this section for examinations performed in accordance with the Federal Motor Carrier Safety Regulations (49 CFR 391.41-391.49):

(O Does not meet standards (specily reusor):

(O Meets standards in 49 CFR 391.41; qualifies for 2-year certificate

(® Meets standards, but periodic monitoring required (specify reason): I

Driver qualified for: (_)3 months ()6 months (@) 1year (O)other (specify):
Wearing corrective lenses [j Wearing hearing aid D Accompanied by a waiver/exemption (specify type):
[:] Accompanied by a Skill Performance Evaluation (SPE) Certificate

D Driving within an exempt Intracity zone (see 49 CFR 391.62) (Federal)

O Determination pending (specify reason):

D Return to medical exam office for follow-up on (must be 45 days or fess);

[ ] Medical Examination Report amended (specify reason;:
(ifamended) Medical Examiner's Signature: _:Q-‘Qm ___ Date: i

(O Incomplete examination {specify reasony):

If the driver meets the standards outlined in 49 CFR 391.41, then complete a Medical Examiner’s Certificate as stated in 42 CFR 391.43(h], as appropriate.

| have performed this evaluation for certification. | have personally reviewed all available records and recorded information pertaining to this
evaluation, and attest that, to the best of my knowledge, | believe it to be true and correct.

Medical Exarniner’s Signature; O

Medical Examiner’s Name (please print or type):

Dr. Robin Armenia DO

Medical Examiner's Address: TRl BRCRE RAARAUITEN City: LTS stave: OS] Zip Code:  2°0%6
Medical Examiner's Telephone Number: H e Date Certificate Signed: ORI
Medical Examiner's State License, Certificate, or Registration Number: 35807 Issuing State: _ GA
[:] MD Do D Physician Assistant D Chiropractor D Advanced Practice Nurse
[_] other Practitioner (specify):
National Registry Number: il Medical Examiner’s Certificate Expiration Date: [ |

Page 4



Obstructive Sleep Apnea (OSA) Assessment Form
Caduceus USA-TeleMed-Exams 10/10/21

ol /
Name: bf‘/a’ﬁ 61.0_5'0\
' Body Mass Index (BMI) Chart for Adults

TR 2-9Y
Date:_ S 739 Y [omepty [ oemegrimm [ Jomaess [ ey
HT 1wt )\S BP -BXJ o i _25_ HEIGHT nfeeinchas anc centmezers

: - '
WEIGHT  «& 4 jsvarrisw 57 52 57 56 5575 57 58 39" suig 6 o1 67 63 of %

Disqualify if yes to any of the following: be dbg) |142m 147 150 (162 465 <57 0 (193 %5 8B [170 173 175 78 0 183 16t 168 ot 4k 135
v Excessive sleepiness while driving 260 (1179) 58 56 54 53 51 49 48 46 45 43 42 41 40 38 37 36 B M B N P 3N
g;’ > 455 (157 |57 55 5351 5) 48 47 45 44 42 41 40 33 3§ ¥ 3 5 M B} R N
Y(N MVA related to falling asleep 150 (1134) 56 54 52 50 49 47 46 44 43 42 40 39 33 37 3 35 34 33 3 31 3 30|
Y M Stimulant medication for wakefulness €5 (1LY) 55 53 O5L 49 43 46 45 43 42 40 40 36 I 6 35 3 B R A W B
Y (N) OSA: noncompliant with CPAP 240 (1088) 54 52 50 48 47 45 44 43 41 40 39 38 36 35 39 33 33 32 31 30 4 2
35 (ES) 53 5149 47 45 44 42 4D 4039 38 37 35 G5 3 33 22 31 30 ¢ 2 u;

230 (1043) 52 5D 48 46 45 43 42 41 39 38 37 36 35 34 33 32 31 30 30 26 2f 7

Y (5% OSA: no CPAP compliance report

Y Epworth Sleepiness Scale Total > 10 25 (KD [0 9 47 45 M4 43 41 40 F B EMBRIALN NN XY D
Epworth Sleepiness Scale 220 (998] |49 4B 46 94 43 42 40 39 38 37 36 34 33 32 32 31 30 29 28 27 2j
What is your chance of dosing off in the following e e 43 it
situations? (None 0, Slight 1, Moderate 2, High 3) 20 (953} 47 45 44 92 41 40 38 37 .

_( sitting and reading W5 () 46 94 4341040 39 I % 5 M B} NN NGB Y%ABH

200 {907 45 43 42 40 39 38 37 35 3¢ 33 32 31 30 30 29 28 27 2626 25 24 M
195 [65) |44 42 4L 39 33 07 € 35 23 | 3L 3 3D 0 82726 5B U M3
190 (86.2) | 43 41 40 36 37 36 35 34 33 32 31 30 29 26 27 26 26 25 14 M 13 23|

() Watching TV
() Sitting inactive in a public place

(i.e, meeting, theatre) WE) 408 T BBURLANLXBITHSANESD

As a passenger in a car for an hour without a 180 (816} 40 39 38 36 35 34 33 32 3130 29 26/27 7 26525 % U B U N 2

_ break 175 (%4 /203837 35,39 33 % 3L20 B8 765 MHHNBNA
_:\=)_ Lying down to rest in the afternoon when time 170 (771} 38 37 36 34 33 32 31 3029 28 27 27(26 25 M 24 23 2222 21 21 20
permits 5 (%9 736 M B RN X WHBYVEBBUBDRRLADN
_(2 Sitting and talking to someone 160 (726} 36 35 33 32 31 30 29 26/ 27 27/ 26 25 24 24 23 22 22 21 21 0 19 19

By BHRADDEVT B S MUB2LADNIE DB
“()_ Inacar, while stopped for a few minutes in IS0 (0] ¥RANVBVTABUBBADADNDB BB 1
_ K E) (B3NN BT THBSABEREANN B Y E BN

oy, (R - 140 (635} 3130 29 2627 26 26 25 26 23 23 22 21 21 20 20 19 18 18 17 17 17
—~/_ Total (add points) 5612 (092 225 % X NB202ANN01998 0817556
130 (590} |20 2827 2625 25 24 23 22 22 21 2020 19 19 18 18 17 17 16 16 15

Provide 3 month card pendinga 5|eep study 125 (€9 | 28 27/ 25 24 ¥ X 2021 A 20 2 13 18 18 17 17 15/ 16 1€ 5 15
120 (544} |27 26 25 24 23 23 22 21/ 21 20 19 19 18 16 17 17/ 16 16 15 15 15 14

() sitting quietly after lunch without alcohol

if BN_" is > 40, or ) 05 (%2 |26 25202 212 2 2 W 1919 16 17 17 16 16 16 15 15 14 o4 1
BMl is > 35 AND 2 of the following: 10 (499) (252423 72 20 71 20 1919 1818 17 17 16 15 15 15 15 14 14 13 13
Hypertension 05 (69 |2¢ 8 2 202 2016 19 18 1717 1€[15 16 15 15 14 14 13 13 3 12

Type 2 diabetes 100 (454} |22 22 21 20 20 19 16 18 17 17 16 16|15 15 19 14 14 1313 12 12 12
: 9 (30 |21 2 20019 13 18 7 7 16 1615 15 14 4 14 33 13 132 G2 N
Stroke, CAD, arrhythmias ; | :
— o Y 90 (408} |20 19 19 1818 17 16 16 15 15 15 14 14 13 13 13 12 12 12 11 11 11,
___loud snoring 85 (€5 |19 1818 1717 16 1€ 25 15 14 M4 1313 13 12 12 12 11 12 11 2] 10
Found sleeping in exam/waiting room

80 (353} |18 17/ 17 16/ 16 15 15 14/ 14 1313 1312 12 11 11 11 11 10 10,10 9
rl.S Neck size > 17” for males ote: BYIvalues ra413=d to the nearest whole number. B ca:eccries based on COC {Centers for Jisease Cortol erd Prevenion) >2eria.
___ Necksize > 15.5” for female

pravetsdZoon  3Wl= ek {( beighir]x Haicktr] 1= 793 x Weighfh]/ ( Heihiir)x Heighnl} 2003 Vertext2 LLC

Proviw ' Date




Form MCSA-5876 OMBE No: 2126 0006  Explration Date: 03/31/2025

Public Burden Statement
A Federal agency may notcondu(tursponsur.anda person |5 not requlred to respond to, nor shall a person be subject to a penalty for failure to comply with a collection of Information subject to the requirements of the Paperwork Reduction Act unless
that colk ofir displays a wvalid OMB Cantrol Number. The OMB Control Number far this informatian collectionis ZI'.‘G-OﬂDﬁ. Fublic reporting for this collection of informatian is estimated to be appraximately one minute per response,
Including the time formmwlng In:t:rucmm. gathering the data needed, and completing and reviewing mecnllaczlcn of p to this collection of information are mandatory. Send ding this burden or any
E other aspect of this collection of inf¢ suggestions for burden to: gle Officer, Federal Motor Carrier Safety Adminisuation, MC-RRA, 1200 New Jersey Avenue, SE Washington, D.C, 20590.
. . ’ .
U, Department of Tansportation Medical Examiner’s Certificate
Safety Administration (for Commercial Driver Medical Certification)
- GIPSON BRIAN 3
| certify that | have examined Last Name: First Name: In accordance with {please check only one):

the Federal Motor Carrler Safety Regulations (43 CTR 391.41-391,49) and, with knowledge of the driving duties, | find this person Is qualified, and, if applicable, anly when {check olf that apply) OR

Othe Federal Motor Carrier Safety Regulations (42 CFR 391.41-391.49) with any applicable State variances (which will only be valid for intrastate operations), and, with knowledge of the driving duties,
| find this person is qualified, and, if applicable, only when (check off that appivk

Wearlng corrective lenses O Accompanled by a waiver/exemption a Driving within an exempt Intracity zone {49 CFR 3591.62) (Federal)
a Wearing hearing aid @] Accompanied by a 5kill Performance Evaluation (SPE) Certificate () Grandfathered from State requirernents (Stare)

Medical Examiner's Certificate Expiration Date
The information | have provided regarding this physical examination is true and complete. A complete Medical Examination Report Form, 06/0372025

MCSA-5875, with any attachments, embadies my findings completely and correctly, and is on file in my office.

Medical Examiner’s Signature Medical Examiner's Telephone Number Date Certificate Signed
770-255-0790 06/03/2024

Medical Examiner’s Name (please print or type) O MD
Dr. Robin Armenia DO

O Physician Assistant O Advanced Practice Nurse

[ale] () Chiropractor (C) other Practitioner (specify)
Medical Examiner’s State License, Certificate, or Registration Number Issuing State National Registry Number
35807 GA v 3582456048
Driver's Signature Driver’s License Number Issuing State/Province
059887938 GA v
Driver's Address W CLP/CDL Applicant/Holder
Street Address: 4035 JONESBORO RD STE 240 City: FOREST PARK State/Province: GA ¥ ZipCode: 30297 @ Yes O No

**This document contalns sensitive Infarmation and is for officlal use only. Improper handling of this Information could negatively affect individuals. Handle and secure this lnfmqaﬂon appropriately to prevent inadvertent
disclosure by keeping the documents under the control of authorized persons. Properly dispose of this document when no longer required to be maintained by regulatory requirements.*

Hov 3/1/23



4

CADUCEUS USA* EXAMS  TELEMED
V

Authorization for the Use and Disclosure of Protected Health Information

1.1 hereby authorize Caduceus USA to use and disclose protected health information from the record(s) of:
Patient’s Name: gr lcn (g:P (S
Address: L/’(_}S( Donrx hu"c) i]QC.(:(‘[ S L'J)-F 9\10 )‘ZM‘PS*} DC;*)‘C /Ag/# gCD S
Date of Birth: S — 26~ </ > [

2. Copies of the following records shall be used and disclosed.

3.1 understand that information or copies of the records indicated above will be:
A. Used by members of Caduceus USA; and
B. Communicated to (Name of Employer/Individual):

Name:

Address: 2’73 Six Fles s P.Ktu/ mq“a)?{rm ('-ld-

City: Mcd'n)f}r\ State }A, Zip Code:
Fax #:

Confirmation telephone #: ('/ 90 =287+ O-XC:’LI

C. Communicated to other appropriate people involved in the processing of my claim(s), such as case managers and
adjusters.

4.1 understand that to the extent any Recipient of this information, as identified above, is not a “Covered Entity” under Federal law,
the information may no longer be protected by Federal privacy law once it is disclosed to the Recipient and, therefore, may b e subject
to re-disclosure by the Recipient.

5.1 understand that I may revoke this authorization in writing at any time except to the extent that Caduceus USA has already relied
on this authorization. T understand that T may revoke this authorization by sending or faxing a written notice stating my intent to
revoke this authorization to:

Clinic: Caduceus USA — Gwinnett
Clinic Address 1580 Boggs Rd. Ste 700
City: Duluth State: GA Zip Code: 30096

Fax: (770)302-6990

6. Unless otherwise revoked, I understand that the specific date or event upon which this authorization expires is
. (one year from date of service).

7.1 understand that Caduceus USA may not condition my treatment based on my completion of this authorization form except when
the provision of healthcare is solely for the purpose of creating protected health information for disclosure to a third party. For
example, Caduceus USA may have a contract with a third party (e.g. employer) to provide fitness for duty exams. Caduceus USA may
refuse to conduct the exam if you do not sign this authorization to permit Caduceus USA to release the applicable results of the exam
to the employer.

Slgnature of Patient or Patient’s Personal Representative:
Date: Swe- ot

Print Patient Name of Signature Above: /2-"’/( /é”/

Representative’s Authority to Act for Patient:




CADUCEUS USA-EXAMS-TELEMED

' NEW VISIT FACE SHEET

Name: Hw‘m (@ ane Today’s Date: Su ¢ ?'QUBL/
Address:  YOIK Stnech.o Bood Sorde 9% Time In:

City, State, Zip: Foprs} Poclc (Wi 3792 Date of Injury:

Home Phone: &/ -2 )17 Date of Birth: S-D£-~9)

Cell/ Other Phone: 475 - 372-3(/ 7

Social Security #: ¢33 _. &< Q%D

Email Address: [N\ o on O 2 AN (ﬂcurm |.com,

Driver’s License #: (1S ¥ ¥ 71357

Company Name: ', 1/ g £an r s Employee ID #:

Company Dept/Job Site: Claim #:

Supervisor/Contact person: Medications/ ies: A

Supervisor Phone: Circle: ( Male) / Female
L ——

Reason for Visit Physical Drug Screen Work Related Injury Follow-up Visit Private Pay Primary Care

Using these If you were injured, please complete the below:
figures, please
circle the

areas you are

Describe how you were injured:

injured.

Please list additional Medicine you are taking below:

FRONT BACK

Other:

The information provided is correct to the best of my knowledge. I will not hold CADUCEUS, its health providers, or its
employees responsible for any errors or omissions that I may have made in completing the information on this form. You may

contact my employer to verify the purposes of my visit, if necessary.

Signature: / Date A~ 5-2

Notice of Privacy Statement
Your name and signature indicate that you have received a copy of Caduceus' Notice of Privacy Practices on the date and time
indicated. If you have any questions regarding the information in Caduceus' Notice of Privacy Practices, you may contact our
Corporate Office at (404) 761-4040

Name (Please Print): Date/Time:

Signature:

Cobb | Douglasville | Fulton Industrial | Gwinnett 24-7 | Hapeville 24-7 | Independence | Lee’s Summit | Macon
McDonough | Midtown 24-7 | Morrow | Newnan | Norcross | North Fulton | North Kansas City 24-7 | Tucker 24-7
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