";’ pﬁ E § § THIS IS A XCC ACCOUNT!

URGENT CARE

Harbor Place at Port St Lucie

Employer Address: 3700 SE Jennings Road
Port St. Lucie, FL 34952

Point of Contact(s) — To be used for authorization/questions/concerns.

Mistee Gaubert 772-337-4330
mistee_gaubert@centurypa.com

Authorized Services —

Work Physicals, PPD Skin Test, Chest X-ray for Positive PPD

Escreen Account — N/A

Worker’s Compensation Insurance (chose this in ECW)
N/A

DWC-25 must be sent via fax to:

N/A

Email DWC-25 to:
N/A



r W-g Request for Taxpayer e

(Rev. October 2018) Identification Number and Certification requester. Do not
Department of the Treasury send to the IRS
Intemal Revenue Service » Go to www.irs.gov/FormW?9 for instructions and the latest Information. g

1 Name (as shown on your incoma tax return). Nama is raquired on this lina: do not leave this line blank.

Xpress Urgent Care, LLC

2 Business name/disregarded entity name, if different from above

3 Check' appropriate box for federal tax classification of the person whose name is entered on line 1. Check only one of the | 4 Exemptions (codes apply only to
following seven boxes. certain entities, not individuals; see
instructions on page 3).
] individual/sote proprietor or Elc Corporation Els Corporation [ Partnership [ Trusvestate
single-member LLC Exempt payee coce (fany)

Limited liability company. Enter the tax classification (C=C corporation, S=S corporation, P=Partnership) »

Note} Check lh'e apprqpviate box in the line above for mg 1ax_ classification of the single-member owner. Do not check | Exemption from FATCA reporting
LLCifthe LLC is ;Iassufled as a single-member LLC that is disregarded trom the owner unless the owner of the LLC is f

another LLC that is not disregarded from the owner for U.S. federal tax purposes. Otherwise, a single-member LLC that code(fany)

is disregarded from the owner should check the appropriate box for the tax classification of its owner.

D Other (see instructions) » (Az phars 19 27Cnts Main’ ined OLls g The 1 S )
5 Address (number, street, and apt. or suite no.) See instructions. Requester's name and address (optional)
PO BOX 4189

Print or type.
See Specific Instructions on page 3.

6 City, state, and ZIP code
Deerfield Beach Florida 33442

7 List account number(s) here (cptional)

lmr Taxpayer Identification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on line 1 to avoid [ social security number |
backup withholding. Fer individuals, this is generally your social security number (SSN). However, for a

resident alien, sole proprietor, or disregarded entity, see the instructions for Part |, later. For other - L -

entities, it is your employer identification number (EIN). If you do not have a number, see How to geta B

TIN, later. or

Note: If the account is in more than one name, see the instructions for line 1. Also see What Name and [ Employer identification number ]

Number To Give the Requester for guidelines on whose number to enter.

O Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me); and

2.1 am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal Revenue
Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has notified me that lam
no longer subject to backup withholding; and

3.1 am a U.S. citizen or other U.S. person (defined below); and

4. The FATCA code(s) entered on this form (if any) indicating that | am exempt from FATCA reporting is correct.

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup withholding because
you have failed to repart all interest and dividends on your tax return. For real estate transactions, item 2 coes not apply. For mertgage interest paid,
acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement arrangement (IRA), and generally, payments
other than interest and dividends, you are not required to sign the certification, but you must provide your correct TIN. See the instructions for Part I, later.

Sign Signature of
Here U.S. person > P— Date > O;Z lbq ‘r)-’l

General lnstru Ctions « Form 1099-DIV (dividends, including those from stocks or mutual

4|5|-|4|4{6|0[|3|7|5

funds)
Section references are to the Internal Revenue Code unless otherwise « Form 1099-MISC (various types of income, prizes, awards, or gross
noted. proceeds)
Future developments. For the latest information about developments « Form 1099-B (stock or mutual fund sales and certain other
related to Form W-9 and its instructions, such as legislation enacted transactions by brokers)

fter they we blished, go to www.irs.gov/FormW/9. .
Sk gl i g » Form 1099-S (proceeds from real estate transactions)

Purpose of Form e Form 1099-K (merchant card and third party network transactions)

An individual or entity (Form W-9 requester) who is required to file an o Form 1098 (nome mortgage interest), 1098-E (student loan interest),

information return with the IRS must obtain your correct taxpayer 1098-T (tuition)
identification number (TIN) which may be your social security number » Form 1099-C (canceled debt)
(SSN), individual taxpayer identification number (ITIN), adoption « Form 1099-A (acquisition or abandorment of e S e

taxpayer identification number (ATIN), or employer identification number

(EIN), to report on an information return the amount paid to you, or other Use Form W-98 only if you are a U.S. person (including a resident

amount reportable on an information return. Examples of information alien), to provide your correct TIN.
returns include, but are not limited to, the following. If you do not return Form W-9 to the requester with a TIN. you might
be subject to backup withholding. See What is backup withholding.

« Form 1099-INT (interest earned or paid)
later.

Cat. No. 10231X Form W=-9 (Rev. 10-2018)




/ URGENT CARE

Send completed to CorporateCare ci)xuc:fi com

HOHBY Place. o Yord St Lucie

Address ) .a ., < : 7y
gl sE Jti&hﬁﬁb Koad
City ;) . State

E #UEf,}r Lucie | ke i?%edgx
; v w} ja ) 57 L—{ 5?)0 | S:.““‘ AJ - fi);w, (,ﬁ?/ ()?”}/f{f/ﬁ{

Primary Pomt(s} of Contact .
if they are authonzed to receive notes, results, or other sensitive mformatwn)

i

Company Name

|
i
|
I
3
|

Worker s Compensation lnf'ormation

! Worker's Comp Carrier Policy #

- Claims Address

City State | Zip
_ 75266-0456
: |
Assigned Adjustor Name | Phone # \ Email
Do you have a direct partnership with any third-party administrator? [ 1 YES [ | NO ‘
If yes, please complete the section below. if no, skip the TPA section. i S

TPA Information
i TPA Name

| Billing Address

i Zip

|

City 1 State

| { understand that Xpress Urgent Care will be acting as a collection site and will not report out results for

any services authorized by my third part administrator.

{:W_] YES, | understand. D No, | would to discontinue using my TPA.
Billing

g Information
Work Comp
Carrier

Patient
Responsibility

Employer

Drug Screens bill to
Physical Exam, Vaeeifes, Titers & Specialty services-bikt-to

o

s e e . N 0
i' VLY 2 WS A k S\% x (( . IHT- e RN

i
Woxker s Comp Cialms bzu to a5 : ' e ;

Plan for the un X pected in your workplace  sessss——p- X press Corporate Care




XPRESS

/“ URGENT CARE

_ Authorized Services

Mark all services to be included in your profile as authorized services:

DPre-Employment D Reasonable Suspicion mPost- Accident
r](iollection ONLY - Chain of Custody provided

Drug Screens: — .
[ ______ ]5 Panel - XUC Account (] 10 Panel - XUC Account [] DOT

[_|Breath Alcohol Testing NON-DOT [ Breath Alcohol Testing DOT

[X} Pre-Employment Basic Work Physical D DOT Physical Exam
PPD DZ- Step PPD @Single View Chest X-Ray DQuantiFeron Gold Blood Test
[j Audiometry DSpirometry / Pulmonary Function Test D Mask / Respirator Fit Test
Physical Exams: .
L_J Mask / Respirator Fit Test L_] Mask / Respirator Questionnaire

JM] CHECK if you have a specific physical exam request that is NOT listed.

, Tmersf R L_J P e a— { ] e D Hepatitié BT!teru
Diagnostic : spba ot ; . : ;
Testing: ' D CHECK if you have a specific diagnostic testing request that is NOT listed.
L:]MMR - ] }Varicél‘l'é' Series (2 Vaccines Total) []HepamtstScnos {3 Vaccines Total)
: r Tdap {Tetanus - Diptheria - Pertusiss) D Hepatitis A Series (2 Vaccines Total)
i Vaccines:

{ ''''' Seasonal Flu Vaccine

E[ CHECK if you have a specific vaccine request that is NOT listed.

List any additional services requested
{we will review to determine if we are
able to offer these services):

Notes:

J
l

informational purposes internally at Xpress Urgent Care. All authorized services will be billed to the assigned party.

e b 7% N ¢ %
Company Representative Name (\(\4\5}&_@{ 8, 3R0 R Huanes Oe v 2.
Company Representative Signature M _{ ¥ VOY Ay g n _ Date ji\k\l\“s\Q“:}(@"!‘"?},\
‘ :

\

Plan for the un Xpected in your workplace see——- X press Corporate Care

—

}
i

|

|

! confirm that the company information provided is accurate and understand this is NOT a contract but will be used forJ




Xpress Corporate Care
Email; MMonroy@XUCFL.com

URGENT CARE
CORPORATE ACCOUNT FINANCIAL RESPONSIBILITY POLICY

Mo L
We, _\\(,U)}IN \C‘(L, Cﬁ § (_,{" i ‘\:&3 LUU@ agree(s) to pay in full for all authorized services rendered at Xpress

{Company Namoj )

Urgent Care upon the receipt of our invoice.

Late Chargc

e 1) P s
]XC\ h ( {ZM ( H' U i€ understands that we are only financial responsible for any and all medical

{Company Name)
services, that we have guthorized, including any post-accident drug screens not covered by our Worker's Compensation carrier, We
understand that Xpress Urgent Care will provide us with a current statement manthly and it is our responsibility to pay our outstanding
balance within 30 days of receipt of invoice.

Our account may be considered delinguent if our payment is not received within seven (7} days from the due date. If we fail to submit
payment within the allotted grace period, we may be charged a fee of $20.00 for each invoice payment received past due.

Accounts over 60 days past duc may be subject to additional charges and may be sent to collections. We understand that we will be
legally responsible for ali collection costs involved with the collection of any delinquent account(s) including all court costs service
charges (which may be up to 50%), reasonable attorney fees, and any and ali other expenses incurred with collections.

We have a right to request and receive an itemized statement for any and all charges or amounts involced.

We understand that in the case of a disputed charge, it is our responsibility to notify the Xpress Urgent Care Billing Manager
immediately upon receipt of our invoice, or within 30 days:

Xpress Urgent Care — Corporate Billing
ATTN: Billing Department
1950 W Hilisboro Road
Deerfield, FL 33442

Return Check Change:

A returned check (for any reason) will resuit in an additional fee of $30.00 per each occurrence due immediately upon receipt.
| acknowledge that | have reccived and understand the above Financial Responsibility policy.

‘C WW (iept el 02

Authorized Signature {Corporate Client)

K ke ‘-\x(\\x\ozfr‘?” Priness e Darrcoe

Print Name Title

Plan for the une X pected in your workplace ey Xpress Corporate Care

Document Corporate Account financial Responsibitity: , Ravision A, Effective July 27, 2020



/" URGENT CARE
PROPOSAL FOR SERVICES AUTHORIZATION FORM

Company Name /
Responsible Party Harbor P!ace at Port St Lucie

Billing Address 3700 SE Jennmga Road
City | Port St Lucie State I FL Zip | 34952
Phone | 772-337-4330 Email |

I 1ereby authorize and direct the above company that I represent to pay to Xpress Urgent Care such sums
as may be due and owing him/her for medical services rendered my company for the administration of

medical services per the following terms:

i
l

Proposed Fee per

Services e 5
o individual Service(s)
Work Physical Exam $65 %
PPD/Tuberculosis Skin Test $35
$65

Chest X-Ray-Single View for Positive PPD
I understand that T will be furnished with a detailed invoice for payment that will itemize the services
rendered,

I further understand that such payment is not contingent on any cther means by which I may
eventually recover said fee.

If this account is assigned for coliection and/or suit, collection cost and/or interest, and /or attorney’s fee,
and/or court cost will be added to the total amount fee. If 1 disregard my financial responsibility, I
understand 1 will be turned over to a collection agency, which may significantly affect my credit rating and
that a 1099-C report will be made to the Internal Revenue Service.

G, -
) TOTTIeCG Reprissent g ive {Sn, miur 3]

Xpress Au thorized Ro: eSon*anvo (Pru )

,\\? \Shee iwcwwﬁ

Company Authorized Representative {(Print)

Doc. Proposal for Services, Version A, Effective 7/13/20




