WELCOME LETTER
Hello. I am so pleased that you have agreed to allow us to journey with you towards wellness.

I am humbled by your choice and look forward to working with you. Attached please find all the
necessary paperwork to complete. In order to make the most of our time together, I ask that you
complete the enclosed forms and intake history and return them to me as soon as possible. This
will allow time for me to begin considering your evaluation and treatment options.

I would also suggest that you request records from previous providers and specialists and bring
any relevant labs, radiology and pathology reports that you might have in your possession. Please
bring all of your medications in their original prescription bottles and your supplements in
labeled bottles. Please do not hesitate to call at 714.771.2880 with any questions you may have,
as we are here to help you and wish for you to have an informative, comfortable and uplifting
experience.

Sincerely
Gary Ruelas, D.O., Ph.D.

Medical Director
Integrative Medical Institute Of Orange County
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Our intention is to provide you with the highest level of personalized integrative care. We are committed
and passionate about working with you on your path to health and healing.

It is important to read all the enclosed information carefully.

1. Philosophy & Services
We believe that you are the most important part of your healing.

Dr. Ruelas’ training is both in medicine and psychology as a result of his passion to help others. He has
learned to gather and analyze clinical data differently than traditional physicians by twisting the
kaleidoscope and applying different critical thinking to the use of the evidence presented. He will walk
with you and traverse the view of function, health, and disease from the molecular and genomic to the
psychosocial, cultural, behavioral and even spiritual path. Hopefully you will experience a breathtaking
stretch of mind and consciousness.

Dr. Ruelas does not see his patients purely though the lens of a dysfunctional organ system, a disease, or a
syndrome, but by my evaluating a matrix of root causes in the diagnostic and therapeutic process he will
help open up different ways of thinking about complex and chronic states of stress in order to restore
optimal physical and mental health levels of functioning.

As both a licensed psychologist and physician Dr. Ruelas is well aware of the connection between the
mind and body, thus it is highly probable that he will spend time exploring aspects of both of these areas
during your meeting. The most noticeable feature of his practice is the time he will spend with you.
During this time he will review with you, your medical and personal history, so he will be better able to
appreciate your concerns and identify the next steps to facilitate your journey. Once he has identified
your challenges, he will suggest further assessment and treatment modalities that may be beneficial. From
this point, he will together with you decide on follow-up options. Most of the time personal follow up
appointments are necessary, though occasionally phone calls and email follow up will may be utilized.
Follow up appointments are scheduled in 30 — 50 minute intervals.



Services
Integrative Medicine

Integrative medicine examines many factors in the development and perpetuation of dysfunction.
Dysfunctions that are not addressed and remedied in a timely manner often result in illness. By addressing
the mind, body, spirit and relevant history of the patient your total health will be evaluated. We combine
conventional and alternative modalities to address the biological, psychological, social and spiritual
aspects of health and illness. In integrative medicine, both traditional and alternative methods of treatment
are used to promote and trigger the body’s innate healing response. Effective treatments that are natural
and less invasive are used whenever possible. Integrative medicine takes a holistic view and neither
rejects conventional medicine nor accepts alternative therapies uncritically. Beyond treatment, integrative
medicine embraces the broader concepts of health promotion and the prevention of illness. Many
challenges that individuals are facing are a result of imbalances or depletion of essential elements of the
body. Dr. Ruelas will discuss these areas with you and develop a treatment plan to restore health, prevent
illness and maintain wellness.

Much of what we will do together will help to:
Optimize your current health routine

* Prevent the development of illness, whenever possible

* Streamline your medication and supplement regimen

* Understand the underlying etiology of illness and disease
* Perform testing to determine additional treatment options

Medical Concerns

As a physician Dr. Ruelas will provide consultation utilizing conventional and alternative modalities for
complex medical concerns such as cancer, autoimmune disorders, heart disease, gastrointestinal disorders,
diabetes, neurological disorders, hormone imbalances and other concerns.

Dr. Ruelas also provides comprehensive women’s health care including gynecology, menopausal issues,
healthy aging and annual exams.

Psychological Concerns

As a psychologist and physician Dr. Ruelas provides consultation utilizing a variety of methods these
may include traditional psychotherapy, cognitive behavioral therapy, clinical hypnosis, neurolinguistic
programming, marital or family therapy and or medication and nutrients for a number of psychological
problems including but not limited to depression, anxiety, stress related disorders, attention deficit
disorder, developmental disorders, bi-polar disorder amongst others.

In addition, Dr. Ruelas offers the following standard services:

* Integrative medical care for children and teens

* Preventive health assessment and recommendations
* Bio-identical hormone therapy management

* Osteopathic manipulation



Office Hours

9 am — 5 pm Monday through Thursday
9 am — 1 pm on Fridays

After Office Hours

Very urgent matters should be directed to your local urgent care center or emergency room. For routine
matters please call the office during regular business hours and we will return your call at our earliest
convenience.

Please be aware that no pain medications or other controlled medications will be refilled after hours.

Should you choose to leave a message for the staff or Dr. Ruelas, please be brief and include the
following information:

Full name, reason for call, best time to be called back, phone number(s), e-mail address (if desired).
Same Day/Urgent Appointments

Dr. Ruelas understands that sometimes medical problems come up and you would like to be evaluated
sooner than the next available appointment. Please let the staff know and we will try and accommodate
you on the same day or following day.

Emergencies

In the event of an emergency you are responsible to obtain medical attention, call 911 or go to the nearest
emergency room.

Medication Refills

We do not want you to run out of your medications. We recommend that you notify the pharmacist to
send us a “refill request” when you are picking up your last refill. If you prefer to call us, please call
during our regular office hours we will work as quickly as possible to refill your medications.

Forms

Please make an appointment if you have any forms that will require our doctors to fill out. Most single
page forms require an evaluation and possible laboratory testing to complete. These include physical
examination forms, sports physicals, and disability forms.

Canceling Appointments

Dr. Ruelas’ patients are very important to him. Missed appointments are costly and take away from
valuable appointment time from others. Therefore we ask that you be aware of your commitment. Any
appointments cancelled within 24 hours of the appointment start time may incur a cancellation fee up to
the cost of the scheduled appointment time. Any missed appointments or “no show” visits will be charged
the rate of the missed appointment.

Exceptions to this policy will be medical emergencies or acute illness.



2. Office Practices and Policies

We hope that you can appreciate our position. Our goal is to offer services to the maximum number of
people needing care. When time is lost without regard for others, we cannot achieve this goal.

Telephone and Email Correspondence

Dr. Ruelas is happy to provide patients with telephone consultations when appropriate. There is no charge
for telephone or email correspondence for less than 5 minutes of time. However, for non-urgent matters
that would best be attended to during an appointment, Dr. Ruelas would request that you make an
appointment to be seen in the office or consider scheduling a telephone consultation, which will be
billed in 15 minute increments at his usual hourly fee. Please see Fee Schedule for details.

Billing/ Insurance

Payment for the office visit or phone appointment is expected at the time of service and can be in the form
of check, cash or credit card payments. All credit card payments will be processed the same day as the
office or telephone appointment.

Fee Schedule

Dr. Ruelas is committed to serving the patients needs on their journey towards health and wellness.

Fully understanding the complexity of each individual requires time and attention. In order to provide this
level of care, new patient appointments are scheduled for a minimum of 60 minutes and follow-up
appointments, generally 25-50 minutes. Please contact our office for rates.

Other Physicians or Heath Care Specialists

If you are seeking healthcare from other physicians in the community, we would like you to ask their
office to send us a copy of their notes and studies. If you are seen in the Emergency Room or Urgent care,
please request these records be sent to the office.

Communication

We believe in having good communication between our office staff and our patients. We encourage you
to express any questions or concerns to us so we may better serve you.

Website and Email
Information about Dr. Ruelas and all relevant patient forms are available through our website,

www.integrative-med.org. You can reach our front office @ frontoffice-imi@sbcglobal.net for
scheduling of appointments.

Medical Records

Medical records can only be released with your authorization.

A medical records release form is enclosed for your use. Please request previous medical records from
your primary care or specialty physicians or health care providers. You can also have the

Release faxed from our office.



Message About Arbitration

The accompanying form binds both you and Gary Ruelas, D.O., Ph.D. to a standard arbitration procedure
in the event a complaint should ever arise. This equitable process avoids the delays, uncertainty and

expense of jury trial. By signing this form you are not giving up your right as a patient to file a complaint
or to seek damages. Rather, a board of qualified arbitrators will resolve any complaints which might arise.

My signature below indicates I have received this notice and that I fully understand all it’s terms,

including my responsibilities and assumed risks. I hereby give my consent and agree to all aspects
of this agreement. I understand I am entitled to a copy of this agreement.

Print Patient’s Name:

Patient’s Signature or Signature of Legal Guardian, if applicable:

Date

3. Patient Responsibilities

This section describes your role as a partner in your health care and request your agreement to specific
responsibilities.

I will take charge of my health and make positive choices for my health including not smoking or entering
in a smoking cessation program, not using illegal drugs, eating a healthy diet, and getting appropriate
exercises. I will provide accurate health information to Gary Ruelas, D.O., Ph.D. and update him with any
health changes.

I will schedule routine physical exams and other health maintenance exams recommended to me by Gary
Ruelas, D.O., Ph.D. (pap smear, mammogram, bone density, colonoscopy, routine blood tests,
immunizations, etc.). I put myself at risk for not detecting other medical diseases if I only see Gary
Ruelas, D.O., Ph.D. for immediate problems. I will make appointments with Gary Ruelas, D.O., Ph.D. to
discuss routine health screenings. I will follow treatment plans recommended to me by Gary Ruelas,
D.O., Ph.D., including completing testing, making an appointment with a specialist, and taking my
medications. I will be sure to clearly comprehend any treatment plan and ask questions when I do not
understand. I understand that nof following my treatment plans may put my health at risk. I will keep my
appointments and reschedule with adequate notice. I understand that Gary Ruelas, D.O., Ph.D. schedules
these appointments to follow up on my response to treatment and to monitor my medical conditions.
During these appointments Gary Ruelas, D.O., Ph.D. may order tests, refer me to a specialist, change my
medications, and diagnose a medical problem. If I do not follow up, I may put my health at risk and may
have medical conditions go undetected.

I understand that the goal of the office of Gary Ruelas, D.O., Ph.D. is to provide me with test results in a
timely fashion. If I do not hear from the office, I will call the office for test results. I understand that not
hearing from the office about a particular test does not necessary mean that the test result is normal. I will
inform Gary Ruelas, D.O., Ph.D. if my medical condition changes, does not improve, or worsens. This



will allow Gary Ruelas, D.O., Ph.D. to re-evaluate my condition and make changes in treatment. If I do
not inform Gary Ruelas, D.O., Ph.D. I may put my health at risk.

I will treat all providers and office staff respectfully and courteously. I will fulfill my financial obligations
for care provided to me in a timely manner. I will take responsibility to understand my Health Plan and be
aware of my benefits, deductibles, and Health Plan limitations. I will ask my Health Plan if I have any
questions regarding my health coverage. If you need information or inquiring about Advance Directives
(Durable Power of Attorney for Health Care, Natural Death Act Declaration or Living Will,) please call
the Member Services Department of your Health Plan.

My signature below indicates I have received this notice and that I fully understand all it’s terms,

including my responsibilities and assumed risks. I hereby give my consent and agree to all aspects
of this agreement. I understand I am entitled to a copy of this agreement.

Print Patient’s Name:

Patient’s Signature or Signature of Legal Guardian, if applicable:

Date:

4. Notice of Privacy Practices

This section describes how medical information about you may be used or disclosed and how you can
get access to this information.

OUR PLEDGE

The protection of our patients’ privacy and the confidentiality of their medical information has always
been important to us. We understand that you trust us to safeguard your personal information and respect
your right to privacy. This notice represents our commitment to maintain the privacy of your protected
health information and to inform you of our legal duties and privacy practices, as well as your rights, as
required by California and federal law. We are legally required to provide you a copy of this notice and to
follow the terms of this notice currently in effect.

YOUR PERSONAL INFORMATION

We keep records of the medical care we provide you and we may receive similar records from others. We
use this information so that we, or other health care providers, can render quality medical care, obtain
payment for services and enable us to meet our professional and legal responsibilities to operate our
medical practice. We may store this information in a chart and in our computers. This information makes
up your medical record. The medical record is our property; however this notice explains how we use
information about you and when we are allowed to share that information with others.

OUR PRIVACY PRACTICES

It is our policy to maintain reasonable and feasible physical, electronic and process safeguards to restrict
unauthorized access to and protect the availability and integrity of your health information. Our protective
measures may include secured office facilities, locked file cabinets, managed computer network systems



and password protected accounts. Access to health information is only granted on a “need-to-know” basis.
Once the need is established the access is limited to the minimum necessary information to accomplish
the intended purpose.

Our staff are required to comply with the policies and procedures designed to protect the confidentiality
of your health information. Any staff that violate our privacy policy are subject to disciplinary action.

WE MAY USE OR SHARE YOUR INFORMATION

The following categories describe situations where the law allows us to use and share your health
information. We give examples for each category that illustrate that type of use or disclosure. Not every
use or disclosure is listed, but the ways in which we are legally permitted to use and share your health
information will fall into one of these categories.

Treatment

We use medical information about you to provide your medical care. We disclose medical information to
our employees and others who are involved in providing the care you need. For example, we may share
your medical information with other physicians or other health care providers who will provide services
which we do not provide. Or we may share this information with a pharmacist who needs it to dispense a
prescription to you, or a laboratory that performs a test. We may use and disclose medical information to
contact and remind you about appointments. If you are not home, we may leave this information on your
answering machine or in a message left with the person answering the phone. We may use and disclose
medical information about you by having you sign in when you arrive at our office. We may also call out
your name when we are ready to see you.

Payment

We use and disclose medical information about you to obtain payment for the services we provide. For
example, we give your health plan the information it requires before it will pay us. We may also disclose
information to other healthcare providers to assist them in obtaining payment for services they provide
you.

5. Health Information Disclosure
Health Care Operations

We may use and disclose medical information about you to properly operate and manage our medical
practice. For example, we may use and disclose this information to review and improve the quality of the
care we provide, or the competence and qualifications of our professional staff. Or we may use and
disclose this information to get your health plan to authorize services or referrals. We may also use and
disclose this information as necessary for medical reviews, legal services and audits, including fraud,
waste and abuse detection, compliance programs and business planning and management.

We may also share your health information with our business associates, such as our billing service, that
perform services for us. However we will not share your health information with them unless they agree
in writing to protect the privacy of that information. Under California law all recipients of health care
information are prohibited from re-disclosing it except as specifically required or permitted by law. We
may also share your information with other providers, clearing houses or health plans that have a
relationship with you, when they request this information to help them with their quality assessment and



improvement activities, their efforts to improve health or reduce healthcare costs, their review of
competence, qualifications and performance of health care professionals, their training programs, their
accreditation, certification or licensing activities, or their health care fraud, waste and abuse detection and
compliance efforts.

Notifications

We may disclose information to someone who is involved with your care or helps pay for your care. We
may disclose your health information to notify, or assist in notifying, a family member, your personal
representative or another person responsible for your care about your location, your general condition or
in the event of your death. In the event of a disaster, we may also disclose information to a relief
organization so that they may coordinate these notification efforts.

Research

Under certain circumstances, we may use and disclose medical information about you for research
purposes. For example, a research project may involve comparing the health and recovery of all patients
who received one medication to those who received another, for the same condition. All research projects,
however, are subject to a special approval process.

Special Circumstances and the Law

Special situations and certain laws may require us to use or release your health information. For example,
we may be required to release your health information to others. For example, we may report health
information to the Food and Drug Administration for the purpose of investigating or tracking a
prescription drug and medical device malfunctions. To report information to public health agencies if we
believe there is a serious threat to your health and safety or that of another person or the general public;
this includes disaster relief efforts. To report certain activities to health oversight agencies; for example,
we may report activities involving audits, inspections, licensure and peer reviews. To assist courts or
administrative agencies; for example, we may provide information pursuant to a court order, search
warrant or subpoena, or when required by the investigation of a duly authorized administrative agency.
To support law enforcement activities; for example, we may provide health information to law
enforcement agents for the purpose of identifying or locating a fugitive, material witness or missing
person. To correctional institutions, law enforcement officials or military authorities that have you in their
lawful custody. To report information to a government authority regarding child abuse, neglect or
domestic violence.

To share information with a coroner or medical examiner as authorized by law. We may also share
information with funeral directors, as necessary to carry out their duties. To use or share information for
procurement, banking or transplantation of organs, eyes or tissues. To report information regarding job-
related injuries as required by your state workers’ compensation laws.

To share information related to specialized government functions, such as military and veterans activities,
national security and counter-intelligence purposes, or in support of providing protective services for the
President, foreign heads of state and other designated persons. To a family member or friend under any of
the following circumstances: (1) if you provide a verbal agreement to allow such a disclosure; (2) if you
are given an opportunity to object to such a disclosure and you do not raise an objection; or (3) if it can be
inferred from the circumstance, based on our professional judgment, that you would not object. In the
event that our practice is sold or merged with another organization, your medical record will become the
property of the new owner, although you will maintain the right to request that copies of your health
information be transferred to another physician or medical group. We may use or share your health
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information when it has been “de-identified.” Health information is considered de-identified when it has
been processed in such a way that it can no longer personally identify you.

We may also use a “limited data set” that does not contain any information that can directly identify you.
This limited data set may only be used for the purposes of research, public health matters or health care
operations. For example, a limited data set may include your city, county and zip code, but not your name
or street address.

YOUR WRITTEN PERMISSION

Except as described in this Notice of Privacy Practices, or as otherwise permitted by law, we must not use
or share health information that identifies you as an individual. If you provide an authorization and then
change your mind, you may revoke your authorization in writing at any time. Once an authorization has
been revoked, we will no longer use or share your health information as outlined in the authorization
form; however you should be aware that we won’t be able to retract a use or disclosure that was
previously made in good faith based on what was then a valid authorization from you.

Except as specified above, under California law we may not share your health information with your
employer or benefit plan unless you provide us an authorization to do so.

OTHER RESTRICTIONS

In California there may be additional laws regarding the use and disclosure of health information related
to HIV status, communicable diseases, reproductive health, genetic test results, substance abuse, mental
health and mental retardation. Generally we will be bound by whatever law is more stringent and provides
more protection for your privacy.

YOUR RIGHTS

The following are your rights with respect to your health information. You have the right to:

Ask us to restrict how we use or share your health information for treatment, payment or health care
operations. You also have the right to ask us to restrict health information that we have been asked to give
to family members or to others who are involved in your health care or payment for your health care.
Please note that while we will try to honor your requests, we are not required by law to agree to these
types of restrictions; Request confidential communications of health information. For example, you may
ask that we send information to your work address. We will accommodate all reasonable requests
submitted in writing; Inspect and copy your health information, with limited exceptions. To access your
record, you must submit a written request detailing what information you want access to and whether you
want to inspect it or get a copy of it. We may charge you a reasonable fee for copies as allowed by law.
Under certain circumstances we may deny your request. If we do deny your request, we will notify you in
writing and may provide you the opportunity to have the denial reviewed; Request an amendment to your
health information that you believe is incorrect or incomplete. We may require your request be in writing
and that you provide a reason for the request. If we make the amendment, we will notify you. If we deny
your request, we will notify you of the reason in writing. This written notification will explain your right
to file a written statement of disagreement. In return, we have a right to rebut your statement.
Furthermore, you have the right to request that your initial written request, our written denial and your
statement of disagreement be included with your health information for any future disclosures; Receive
an accounting of certain disclosures of your health information made by us during the six years prior to
your request. We may require that your request be in writing. Your first accounting is free. Subsequently,
you are allowed one free accounting request every 12 months. If you request an additional accounting
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within 12 months of receiving your free accounting, we may charge you a fee. Note that we are not
required to provide you with an accounting for any information: Shared for treatment, payment or health
care operations as described above; Previously disclosed to you; Shared as part of an authorization
request; Incidental to a use or disclosure that is otherwise permitted; Provided for use in a facility
directory; Provided to persons involved in your care or for other notification purposes; Shared for national
security or counter-intelligence purposes; Shared or used as part of a limited data set for research, public
health or health care operations purposes; Disclosed to correctional institutions, law enforcement officials,
military authorities, or health oversight agencies.

My signature below indicates I have received this notice and that I fully understand all it’s terms,

including my responsibilities and assumed risks. I hereby give my consent and agree to all aspects
of this agreement. I understand I am entitled to a copy of this agreement.

Print Patient’s Name:

Patient’s Signature or Signature of Legal Guardian, if applicable :

Date:

CHANGES

Should any of our privacy practices change, we reserve the right to change the terms of this notice and to
make the new notice effective for all the health information that we maintain, regardless of when it was
created or received. We will provide you a copy of the revised notice

and will post it publicly as required by law.

QUESTIONS OR COMPLAINTS

If you have any questions regarding this notice of privacy practices, if you require additional information,
or you believe your privacy rights have been violated, please contact us at 1440 E. Chapman Avenue,
Orange, CA 92866. No action will be taken against you and you will not be penalized in any way for
filing a complaint with us. If you prefer, you may direct your complaints to the Secretary of the United
States, Department of Health and Human Services.

I hereby give my consent for Gary Ruelas, D.O., Ph.D. to use and disclose protected health information
(PHI) about me to carry out treatment, payment and health care operations (TPO).

The Notice of Privacy Practices provided by Gary Ruelas, D.O., Ph.D. describes such uses and
disclosures more completely. I have the right to review the Notice of Privacy Practices prior to signing
this consent.

Gary Ruelas, D.O., Ph.D. reserves the right to revise its Notice of Privacy Practices at any time. A revised
Notice of Privacy Practices may be obtained by forwarding a written request to Gary Ruelas, D.O., Ph.D.
1440 East Chapman Avenue, Orange, CA 92866

With this consent Gary Ruelas, D.O., Ph.D. and his designated assistants may call my home or other
alternative location and leave a message on voice mail or in person in reference to any items that assist
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the practice in carrying out TPO, such as appointment reminders, insurance items and any calls pertaining
to my clinical care, including laboratory test results, among others.

With this consent, Gary Ruelas, D.O., Ph.D. may mail to my home or other alternative location any items
that assist the practice in carrying out TPO, such as appointment reminder cards, patient statements, and
any items pertaining to my clinical care, including laboratory test results, among others. With this
consent, Gary Ruelas, D.O., Ph.D. may e-mail to my home or other alternative location any items that
assist the practice in carrying out TPO, such as appointment reminder cards, patient statements, and any
items pertaining to my clinical care, including laboratory test results, among others.

I have the right to request that Gary Ruelas, D.O., Ph.D. restrict how he uses or discloses my PHI to carry
out TPO. The practice is not required to agree to my requested restrictions, but if it does, it is bound by
this agreement.

By signing this form, I am consenting to allow Gary Ruelas, D.O., Ph.D. to use and disclose my PHI to
carry out TPO. I may revoke my consent in writing except to the extent that the practice has already made
disclosures in reliance upon my prior consent. If I do not sign this consent, or later revoke it, Gary Ruelas,
D.O., Ph.D. may decline to provide treatment to me.

My signature below indicates I have received this notice and that I fully understand all it’s terms,
including my responsibilities and assumed risks. I hereby give my consent and agree to all aspects
of this agreement. I understand I am entitled to a copy of this agreement.

Print Patient’s Name:

Patient’s Signature or Signature of Legal Guardian, if applicable:

Date:

6. E-Mail Use Consent

This section defines the risks to your Health Information when using e-mail and requests your Consent
to use e-mail.

Gary Ruelas, D.O., Ph.D. provides patients with the opportunity to communicate by e-mail. Transmitting
confidential health information by e-mail however, has a number of risks, both general and specific, that
should be considered before using e-mail. General e-mail risks are the following; e-mail can be
immediately broadcast worldwide and be received by many intended and unintended recipients; recipients
can forward e mail messages to other recipients without the original sender(s) permission or knowledge;
users can easily misaddress an e-mail; e-mail is easier to falsify than hand written or signed documents;
backup copies may exist even after the sender or the recipient has deleted his/her copy. Specific e-mail
risks are the following: e-mail containing information pertaining to diagnosis and/or treatment must be
included in the protected personal health information; all individuals who have access to the protected
health information will have access to the e-mail messages; patients who send or receive e-mail from their
place of employment risk having their employer reading their e-mail.
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It is the policy of Gary Ruelas, D.O., Ph.D. that all e-mail messages sent or received which concern the
diagnosis or treatment of a patient will be a part of that’s patients protected personal health information
and will treat such e-mail messages or internet communications with the same degree of confidentiality as
afforded other portions of the protected personal health information. Gary Ruelas, D.O., Ph.D. will use
reasonable means to protect the security and confidentiality of e-mail communication. Because of the
risks outlined above, he cannot, however guarantee the security and confidentiality of e-mail or Internet
communication. By your signing below, you are agreeing to consent to the use of e-mail for confidential
medical information after having been informed of the above risks. Consent to the use of e-mail includes
agreement with the following conditions:

All e-mails to or from you concerning diagnosis and/or treatment will be made part of the protected
personal health information. As a part of the protected personal health information, other individuals,
such as staff persons, insurance coordinators and upon written authorization other healthcare providers
and insurers will have access to e-mail messages contained in protected personal health information. Gary
Ruelas, D.O., Ph.D. will endeavor to read e-mail promptly but can provide no assurance that the recipient
of a particular e-mail will read the e-mail message promptly. Therefore e-mail must not be used in a
medical emergency. It is the responsibility of the sender to determine whether the intended recipient
received the e-mail and when the recipient will respond. Because some medical information is so
sensitive that unauthorized disclosure can be very damaging, e-mail should not be used for
communications concerning diagnosis or treatment of AIDS/HIV infection; other sexually transmittable
or communicable diseases such as syphilis, gonorrhea and the like; behavioral health, mental health; or
alcohol and drug abuse.

Gary Ruelas, D.O., Ph.D. cannot guarantee that electronic communications will be private. However, he
will take reasonable steps to protect the confidentiality of the e-mail or internet communication but Gary
Ruelas, D.O., Ph.D. is not liable for improper disclosure of confidential information not caused by its
employee’s gross negligence or wanton misconduct. If consent is given for the use of e-mail, it is your
responsibility to inform Gary Ruelas, D.O., Ph.D. of any types of information you do not want to be sent
by e-mail. Gary Ruelas, D.O., Ph.D. is not liable for breaches of confidentiality caused by you. Any
further use of e-mail initiated by you that discusses diagnosis or treatment constitutes informed consent to
the foregoing.

I understand that my consent to the use of e-mail may be withdrawn at any time by e-mail or written
communication to Gary Ruelas, D.O., Ph.D. I have read this form carefully and understand the risks and
responsibility associated with the use of e-mail. I agree to assume all risks associated with the use of e-
mail.

My signature below indicates I have received this notice and that I fully understand all it’s terms,
including my responsibilities and assumed risks. I hereby give my consent and agree to all aspects
of this agreement. I understand I am entitled to a copy of this agreement.

Print Patient’s Name:

Patient’s Signature or Signature of Legal Guardian, if applicable:

Date:
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Doctor-Patient Arbitration Agreement
Article 1

Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that is as to whether
any medical services rendered under this contract were unnecessary or unauthorized or were improperly,
negligently, or incompetently rendered, will be determined by submission to arbitration as provided by
California law, and not by a lawsuit or resort to court process except as California law provides for
judicial review or arbitration proceedings. Both parties to this contract, by entering into it, are giving up
their constitutional rights to have any such dispute decided on a court of law before a jury, and instead are
accepting the use of arbitration.

Article 2

All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose
claims may arise out of or related to treatment or service provided by the physician including any spouse
or heirs of the patient and any children, whether born or unborn, at the time of the occurrence giving rise
to any claim. In the case of any pregnant mother, the term “patient” herein shall mean the mother and the
mother’s expected child or children. All claims for monetary damages exceeding the jurisdictional limit
of the small claims court against the physician, and the physician’s partners, associates, association,
corporation or partnership, and the employees, agents and estates of any if them, must be arbitrated
including, without limitation, claims for loss of consortium, wrongful death, emotional distress or
punitive damages. Filing of any court by the physician to collect any fee from the patient shall not waive
the right to compel arbitration of any malpractice claim.

Article 3

Procedures and Applicable Law: A demand for arbitration must communicate in writing to all parties.
Each party shall select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral
arbitrator) shall be selected by the arbitrators appointed by the parties within thirty days of a demand for a
neutral arbitrator by either party. Each party to the arbitration shall pay such party’s pro rata share of the
expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or
approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred
by a party for such party’s own benefit. The parties agree that the arbitrators have the immunity of a
judicial officer from civil liability when acting in the capacity of arbitrator under this contract. This
immunity shall supplement, nit supplant, any other applicable statutory or common law.

Either party shall have the absolute right to arbitrate separately the issues of liability and damages upon
written request to the neutral arbitrator.

The parties consent to the intervention and joinder in this arbitration of any person or entity, which would
otherwise be a proper additional party in a court action, and upon such intervention and joinder any
existing court action against such additional person or entity shall be stayed pending arbitration. The
parties agree that provisions of California law applicable to health care providers shall apply to disputes
within this arbitration agreement, including, but not limited to, Code of Civil Procedure Section 340.5 and
667.7 and Civil Code
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Sections 3333.1 and 3333.2. Any party may bring before the arbitrations a motion for summary judgment
or summary adjudication in accordance with the Code of Civil Procedure. Discovery shall be conducted
pursuant to Code of Civil Procedure section 1283.05, however, depositions may be taken without prior
approval of the neutral arbitrator.

Article 4

General Provisions: All claims based upon the same incident, transaction or related circumstances shall be
arbitrated in once proceeding. A claim shall be waived and forever barred if (1) on the date notice thereof
is received, the claim, if asserted in a civil action, would be barred by the applicable California statute of
limitations, or (2) the claimant fails to pursue the arbitration claim in accordance with the procedures
prescribed herein with reasonable diligence. With respect to any matter not herein expressly provided for,
the arbitrators shall be governed by the California Code of Civil Procedure provisions relating to
arbitration.

Article 5

Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days,
or signature. It is the intent of this agreement to apply to all medical services rendered any time for any
condition.

Article 6

Retroactive Effect: If patient intends this agreement to cover services rendered before the date it is
Effective as of the date of first medical services. Patient Initials

If any provision if this arbitration agreement is held invalid or unenforceable, the remaining provisions
shall remain in full force and shall not be affected by the invalidity of any other provision. I understand
that I have the right to receive a copy of this arbitration agreement. By my signature below, I
acknowledge that I have received a copy.

My signature below indicates I have received this notice and that I fully understand all it’s terms,
including my responsibilities and assumed risks. I am agreeing to have any issue of malpractice
decided by neutral arbitration and I am giving up my right to a jury or court trial. I hereby give my
consent and agree to all aspects of this agreement. I understand I am entitled to a copy of this
agreement and have received a copy of this notice.

Print Patient’s Name:

Patient’s Signature or Signature of Legal Guardian, if applicable:

Date:




