; P R E 5 5 _ Xpress Corporate Care
Email: MMonroy@XUCFL.com
"URGENT CARE

CORPORATE ACCOUNT FINANCIAL RESPONSIBILITY POLICY

ij\ 3% Mw& WSW;QT , agreefs) to pay in full for al} authorized senvices renderé&j at Xpress

[Cormpany Name} ~J
Urgent Care upon the raceipt of our involce.

tate Charge:

%‘ﬁ\ Beeh gﬂ‘u!%wq w Ms understands that we are only financial responsible for any and all medicat
{Company Nams}

sarvices, that we have guthorized, including any post-acdident drug screens not covered by our Worker's Compensation carrier. We
understand that Xpress Urgent Care will pravide us with a cusrent statement monthly and it is our responsibility to pay our cutstanding
balance within 30 days of receipt of invoice,

Our account may be considered deflinquent if our payment is not recelved within seven (7) days from the due date. [fwe fail to submit
payment within the allotted grace period, we may be charged a fee of 520.00 for each mvoice payment received past due.

Accounts over B0 days past due may be subject to additional charges and may be sent to collections. We understand that we will be
legally respansible for all collection costs involved with the collection of any delinquent accountis} including =ll court costs service
charges {which may be up to 50%), reasonable attorney fees, and any and afl other expenses incurred with coflections.

We have a right to request and recefve an itemized statement for any and all charges or amounts invoiced,

We understand that It the case of a disputed charge, it Is our responsibility to notify the Xpress Urgent Care Biliing Manager
irmmediately upon receipt of cur Invoice, or within 30 days:

Xpress Urgent Cara — Corporate Billing
ATTN: Billing Departmeant

1950 W Hilisbore Road
Dearfield, FL 33442

Return Check Change:
Areturned check {for any reason} will result in an additional fee of 530.0C per each occurrence due immediately upon receipt.

*1 acknowledge that | have received and understand the above Financial Responsibility policy.

m [ ln’ !‘L?—
‘\—/@ﬁed Signature [Corporate Client] ! ’ Date

Tewnan (?Jme?ﬂ(& %’m_{fﬂ, M
T'e

Print Mame (u} th

Plan for the une X pected in your workplace messsscenseaeny X press Corporate Care

Document Corporata Account Financtal Respansibility:, Revision A, Fffective July 27, 2020




KEYSCRIPTS

Dear Injured Worker:

-3

For Customer Service Call 866.446.2848
Email info@keyscriptslic.com

Visi keyscidptslle.com
Fax717.782.9467

The attached KeyScripts Temporary Prescription Benefit Card will authorize you to obtain prescription
medications refated to your work injury, with no out-of-packet expense, but you must call to activate the
card before taking it to the pharmacy. The cail takes only a few minutes. You will be asked for your
name, date of birth, employer’s name and telephone number, and your date of injury, so please have this

Information available when you call,

CALL 866.446.2848 TO ACTIVATE YOUR CARD NOW
YOUR ACCOUNT NAME IS: BUILDERS MUTUAL INSURANCE COMPANY

Print your name and Employes ID number {provided to you during card activation) in the spaces provided
on the card. Your card will be immediately activated after your call, and you may then take it to your
pharmacy to fill your work injury prescription(s). NOTE: There may be limitations an how much of your
prescription can be fitled, based on your empioyer's prescrigtion benefit plan.

Da not attempt to use the KeyScripts card to fili any prescription other than those related to your work
Injury, Avoid filling any work-injury prescription directly af the preseribing physician’s office, as most
physicians do not accept prescription benefit cards similar to KeySeripts’ for billing purposes.

Please call KeySeripts customer service at 866.446.2848 with any questions regarding the use of your new
card. From our robust national network of more than 70,000 pharmacies, you may visit your KeyScripts
network pharmacy of choice — which includes all majar retail pharmacies Iike CVS, Target, Walgreens,
Walmart, Sam’s Club and Costco — as well as most supermarket chain and grocery store pharmadies.
Need help finding your nearest KeyScrints network pharmacy? Call us at 856.446.2848,

Your KeyScripts Temporary Prescription Benefit Card contains important claims and custa mer service information
foryou and your pharmacist. After uctivation, present the card te your phormocist when filling any prescription
refated to your work infury. You will receive q permanent card in the mail sharty.

For customer servige,
call §66.446.2843

EKEYSCRIPTS

Bin #: 008430
Group ID: BMICDO3D

Employee Name:

Employee ID:

Workers’ Compensation Prescription Benefit Card

To the Employee: Present this card to your KeySaripts Netwark
Pharmacy of theice for any prescription drug refated 1w your workar's
compensation Infury. This card is for identification purposes only, and
your plarmacisy may require additfonal/photy idemification ar tme of
fili. Unauthorized or fraudulent use of this card is punishzbla by law.
Wa reserve the right to revoke this carg atany time,

Te the Pharmacy:  Submit claims via the ProCare Systers only for the
parson for whom the prescription was written,

1267 Professional Parkway, Gainesville, GA 30507
Pharmacy Help Desk 1.800.277.1657

KeyScripts, LIC 1970 Technology Parkway Mechanicsburg, PA 17050




XPRESS

“URGENT CARE

Company Name FVADL. Wropgec A nkepnence, .
0/efa  Palm ea Bendacd - Msmmf

ltozo Rlve Jay Lane
C’“" Bouerhon Beach F 33472
Phone # ‘5{9'{423{9‘('2.(910 _ y .

Address

Title/Role

Feannie Q‘*‘“‘""‘ﬁ,s ¥e {er M St ald-g b0 Peeu:ﬂgggﬁg-cm v
.U_{BS{C.&. G&fgi.&h %Ml Lj 5&1—3‘0"{—‘ ELIO dlﬂsgstjfhﬂ@&&&ﬂtﬂo(c

Primary Billirig Contact for your company frequired field):

%n&gr& MLANLQ. _Aaurme &mﬂamus wC—’Plb‘iQ‘TS‘-?O\C)

Claims Address

5580 C.&"’-er A e,u') Devee

M L5 4k

Assigned Adjustat Name Phane #

ia)te Zip
C. 3T bay

Emnail

Do you have a direct partnership with any third-party administrator? O YES FNO
if ves, please complete the section below. If no, skip the TPA section.

TRA Name

N/A

Eilling Address !

State Zp

City

| understand that Xpress Urgent Care wili be acting as a collection site and will not report out results for any
services authorized by my third-party administrator.

_ L1 No, Do not report to my TPA
Work Comp Employer Patient
Carrigy Responsibility
Worker's Comp Claims bill to \(/
Drug Screens hill to '\,/
Physical Exam, Vaccines, Titers & Specialty services bill to E/

Plan for the une X' pected in your workplace  mweswmesaams X press Corparate Care




" URGENT CARE

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

%&Employment %onahie Suspicion 1345’:- Accident

O Collection ONLY ~ Chain of Custody provided
Drug Screens:
5

Panel —XUC Account O 10 Panel - XUC Account O pot

[ Breath Alcohol Testing NON-DOT O Breath Alcohol Testing DOT

-

P ‘O Pre-Employment Basic Work % DOT Physical Exam
Physical

PO pPD | 1T 2- Step PPD 03 Single View Chest X-Ray | [] QuantiFaron Gold Blood Test

5

! ) [T Audiometry 0 Spirometry / Pulmonary i O 2- OSHA Questionnaire
; Physical Bams: | ' | Function Test ;

Ct mask / Respirator Fit Test 3 Mask / Respirator Questionnaire

[0 Mark if you have a specific physical exam request that is NOT listed.

| . .10 MR | O Varicella ! O Hepatitis B
Titers / Diagnostic / ! i

Testing: R Mark if you have a specific diagnostic testing request that is NOT listed.

1 MMR L1 Varicella Series (2 Vaccines Total] [ Hepatitis B Series (3 Vaccines Total)

Vaccines: [17dap (Tetanus — Diptheriz —Pertusiss) [ Hepatitis A Series (2 Vaccines Total)

[1 Seasonal Flu Vaccine

E/CH ECK if you have a specific vaccine request that is NOT listed.

List any additional services requested ‘ CoVID
(we will review to determing if we are able to offer these
i services):

Plan: for the une X pected in your workplace  ssssmmeo==s X press Corporate Care




XPRESS

"URGENT CARE
PROPOSAL FOR SERVICES AUTHORIZATION FORM

gg;ggzg.!ggaggg PBB LANSCAPING
Billing Address | 11030 BLUE-JAY LANE
City | BOYNTON BEACH State | FL Zip | 33472
Phone | 561-364-8610 Email

I hereby authorize and direct the above company that I represent te 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:

Proposed Fee per

Services individual Service(s)
Drug Screen {5 panel) $50
DAOT physical $110
Covid Testing ) $65

I understand that I will be furnished with a detailed invoice for payment that will ftemize the services
renderad.

I further understand that such pPayment is not contingent on any other means by which & may
eventually recever said fee.

If this account is assigned for collection and/or suit, collection cost and/or interest, and Jor attornay’s fee,
and/or court cost will be added to the total amount fee. If I disregard my financial responsibility, I
understand I 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,

Laol Posmtas —— c{/a/esea

N
Xpress Authorized Representative {Pring) Xprass A ized Representative (Signature) * Date ©
~Hanag ming s izfrr
! phie

Company Authorized Represen{glive (Print) Company AUE ;ﬁzed Representative {(Signature)

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




Xpress Corporate Care
Emall: MMonroy@XUCFL.com

PRESS

"URGENT CARE
CORPORATE ACCOUNT FINANCIAL RESPONSIBILITY POLICY

MDL mgfr-k\ Mo rTrenancs |
we, Ple i ‘w&rc[ ks, agree(s) to pay in full for all authorized services rendered at Xpress
{Company NEne)

Urgent Care upon the receipt of our invoice.

Late Charge:

(_\ -
AN = L L understands that we are only financial rasponsible for any and afl medical

{Company Name)
services, that we have avtherfzed, induding any post-accident drug screens not covered by our Worker's Corpensation carrier. We
understand that Xpress Urgent Care will provide us with a current statement monthly and it is our respansthifity to pay our cutstanding

balance within 30 days of receipt of invoice.

Qur account may be considered delinquent if our payment is not received within seven {7} days from the due date, Fwe fail te 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 50 days past due may be subject to additional charges and rray be sent to collections. We understand that we will be
legally tesponsible for alf collection costs involved with the collection of any delinquent account(s) including all court costs service
charges {which may ba up to 50%), reasonable zttorney fees, and any and all other expenses incurred with collections.

We have a right to request and receive an ftemized statement for any and ali charges or amounts invoiced.

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

Xpress Urgent Care — Corporate Bitting
ATTH: Billing Departrment
1959 W Hillshoro Road
DBeerfield, FL 33442

Return Check Change:
A returned check (for any reason) will result in ar additional fee of $30.00 per each occurrence due immediately upon receipt.

*| acknowledge that I have received and understand the above Financial Responsibifity policy.

@k \/; 3 l;rz-

Autherizad Signature {Corporate Client) Date
&.mr\(’{, [o/zuhmfn4§ He !P(L Mena s
Print Name U ¢ Title \_}

Plan for the une X pected in your workplace  oommemewasmy X press Caorporate Care

Decument Corporate Account Financial Responsibilit: , Revision A, Effective July 27, 2020




PRESS

URGENT CARE

Pl}ysigais .

Occupational Health Superbill

~ Physical Services — Add On Services ONLY

Work Physical Exam  xweE % 65.00 Audiometry 82551 | S 45.00
US Coast Guard Physical Exam XUSCG ¢ 150.00 CBC - Complete Blood Count 85027 $30.00
DOT Physical Exam  XDOT $110.00 CMP - Comprehensive Metabolic Panel, [ 5$40.00
- - PA / Lateral Vie 2
Mask /Respirator FitTest XFIT | $5.00 ﬁ;ﬁ; K-Ray oA/ Lateral Views $80.00
Mask / Respirator Questionnaire Chest X-Ray - Single View for Positive
. £5.00
(OSHA)  XORQ $ 65.00 PPD 365
EKG 93000 $ 70.00
Hepatitis A Vaccine 90632 $115.00
s Drug Sereens N Hepatitis B Titer 86706 $35.00
Breath Alcohol Test 82075 $50.00 Hepatitis B Vaccine 90747 $ 90.00
Collection Fee Drug Secreen XDSC $25.00 Lipid Panel 80061 $ 50.00
Drug Screen, Urine 80300 -
(ALLPANELS -5 /7 /8 10/ 12 pane]) $50.00 Measles Titer 86765 $25.00
MMR Titer $75.00
COVID Testing Options MMR Vaccine 50707 $85.00
| COVID Testing (PCR}) 87635 Mumps Titer 86735 $25.00
PPD / Tuberculosis Skin Test 86580 $35.00
QuantiFERON Gold - TB Blood
e e T T ——— . DTy Screening 86480 s 1?5‘00
" ‘Non- Occ Health Visits _ Rubelia Titer 26762 $25.00
School Immunization Form BLUE $25.00 Spirometry 24010 $40.00
Schoof Physical Exam Form YELLOW | $25.00 Tdap 90715 $70.00
School SPORTS Physical Exarn $25.00 Varicella Titer 86787 $35.00
Camp Physical Exam 525.00 Varicella Vaceine 90716 $150.00
i 50622
College Physical Exam $50.00

{excludes nursing for internships}
Use pricing on this Superbill if “Add-On”
services are required for completion of
physical exam.

Occupational Health Superbill - Version 4, Lipdated 07/06/21 RE




y p RESS EMPLOYEE AUTHORIZATION FOR SERVICES
URGENT {:ARE To be Submitted by Employee and Signed by Employee & Awthorizing Employer

Company Name;

Authorized By:

Company Contact Number:

Patient {Employze) Name:

Data of Birth: Social Security Number:

Is this a Worker's Comp Visit? (On the Joh Injury} Complete section below for a Workers Comp visit.

Is there 2 Post-Accident Drug Screen? [JYes [ No
Has the Patient been given a Chain of Custody Form? [ IYes [ ] No

[ 1 coliectionony [T s5Panel [] 7ranel [ 10 Panel [ port Fegeral
[ Breath Alcohol Test [] Drug Screen-Hair Collection
Work Comp Insurance Carrier: Date of Injury:
Adjuster {If known): Ciaim Number {If known}:
$Should medications be sent to a specific pharmacy? DYes D No
P — —

Is this an Occupationat Health Visit? Compilete this section far a non-Workers Comp relafed visit

[ ] work Physicai []eeo {1 Chest X-Ray (For Positive PPD)
[ 1 auantiFeron Gold T8 Test [ Hep B Vacine series of3) [T Hep A vaceine (series of 2)
[ Mear Titer [ varicetia Titer [ Fu vaccine

D Pre-Employment Drug Screen:
[_IColiection onty []5Panel [ ]7 Panel [J1oPanet [ Jpor Federai

Listanmy requested services not included in the option list shove:

Special Instructions:

EMPLOYER AUTHORIZATION: | zuthorize the above senvices and undersfand that ny company wil! be responsitie for af! services not
covered by my Worker's Compensation carder, including Post-Accident drug screens and breath alcohol tests, 1 understand that if 2
claim number is not provided to Xpress Urgent Care in order for them fo submit to my Worker's Compensation carrier, that ! will be
responsible for payment for the treatment of this employeg.

Signature of Authorizing Company Superviser: Date:

PATIENT AUTHCRIZATION FOR MEDICAL RECORD RELEASE: |, {Employee’s Name) , do
hereby authorize the release and disclosure of medical records, information, and drug screen results pertaining to my work related injury
from the medical facility thet treated oty work refated injury to my employer, ’s Human Resource Department.

This autharization is valid for one year from the date signed. | may revoke this authonzation at any ime (except to the extent that action
has already been taken in geod faith refiance on this authcrizaiion} by submitiing ry revocation request in writing o the Medical Records
depariment,

Signature of Patisnt; Date:




