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1. INSURANCE AUTHORIZATION AND ASSIGNMENT
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| authorize Kuraoka Clinic (the "Clinic") to release my medical information to my insurance carriers for payment purposes, and | assign to the Clinic all
insurance payments for services provided to me or my dependents. understand that | am responsible for any amount not covered by insuranceThis
authorization remains in effect until | revoke it in writing.
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2. CONSENT TO EXCHANGE DOCUMENTS CONTAINING PERSONAL INFORMATION BY EMAIL
EX—)VIT K BBEAERESCEROEZEICEAYT 2R

I request and authorize Kuraoka Clinic (the "Clinic") to use the email address(es) | have listed on this form to send and receive documents and communications
that may contain my personal information and protected health information (PHI), including but not limited to registration documents, insurance information,
test results, referrals, and billing statements.
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| understand that email is not a completely secure means of communication and that, despite the Clinic's reasonable safeguards, there is a risk that messages
could be intercepted, misdirected, or read by unauthorized third parties. Understanding these risks, | still choose to communicate by email. | understand that |
may revoke this consent at any time by notifying the Clinic in writing, and that revocation will not affect communications sent before it is received.
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By signing below, | confirm that the information provided on this form is accurate and that | agree to Sections 1 and 2 above.
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