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Adult New Patient Packet

Insurance Information:

We do not file claims with insurance due to our 180 minute appointment times. Insurance companies are
accustomed to covering appointments that are usually 5-20 minutes. If you have out of network benefits we
can provide the necessary documents and you may submit the claim yourself. If coverage is approved the
insurance company will reimburse you.

Medicare Patients:
Dr. Rai is not a Medicare provider. All Medicare patients must pay the usual appointment fee for their visit,
and may not file the visit with Medicare for reimbursement.

Appointment Structure and Prices

o Step 1:
Fill out this packet and submit it to our office via fax, mail, or in person. Please include any lab work or
diagnostic test results from the past year, so the doctor has time to review this information and order new
bloodwork before your appointment. This information is critical in order to ascertain what labs to order.

o Step 2:
Once we receive your packet, someone from our office will contact you to set up your appointment. New
patients will have bloodwork drawn as well as having a non-invasive electro-dermal screening test to
determine imbalances though energy channels using patient’s hair and saliva tissue sample prior to the
appointment.

+ Step 3:

e New Patient Appointment are 180 minutes long---$975. During this appointment, the doctor
will discuss with you your history, health concerns and challenges and will discuss your lab
results in detail. She will work with you to create a treatment plan. The treatment plan usually
includes vitamins and supplements.

e Follow Up appointments are 50 minutes long — $250. These appointments are scheduled
every 3-6 months, per the doctor’s discretion.

Instructions for Submitting this Packet

« Please fill out the new patient packet on a computer and return via fax or mail.

« Attach an enlarged copy of your insurance card (front and back).

« Attach any lab work results or diagnostic testing results that have been performed in the last year.

+ Once we receive your new patient paperwork, we will contact you to schedule your initial office visit.
Please include ALL pertinent questions for the MD with paperwork.

Please call if you have any questions or concerns, (504) 818-2525. Mon-Thu 8:30-6:00.
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Welcome New Patient!

Welcome to R3 a consulting medical clinic devoted to complete well-being. You are now embarking on a
medical journey of self-knowledge and self-empowerment.

Enclosed, please find our patient consent form and a new patient questionnaire. We understand that the
questionnaire is lengthy, but please fill it out the best you can. We find that the more information we have
before your initial consultation, the more productive the visit will be. Please include any recent lab work.
Please either fax or mail this packet back to us, along with a scanned copy of your insurance card (for lab
work benefit verification), so that we may expedite the process of making you an appointment. Thank you for
your cooperation, we realize it requires extra effort on your part.

In addition, please be aware of the following on your visit to our office:

+ As a consideration to our patients with acute allergies, we ask that you refrain from the use of any
perfumes, aftershaves, etc. when visiting R3.

* Please plan on spending approximately 3 hours at our office for your first visit. This time includes
appointment time with Dr. Rai.

« Due to the lengthy visit time reserved for your appointment, failure to cancel without at least 48-hours’
notice, will result in cancellation fees will being charged.
Should you have any questions, please feel free to contact our office at 504-818-2525. We look forward to
meeting you soon!

Sincerely,

Kashi Rai, MD
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Consent for Patient Treatment

I, , acknowledge that by signing this form, | freely choose Dr. Rai to be my
integrative, complementary, functional, and/ or alternative, medical consulting physician(s). | understand that
R3 is a consulting medical practice and is NOT to be considered my point of primary care.

I understand that R3 will NOT assume responsibility for tracking health maintenance issues as put forth by
the USPSTF such as mammograms, colonoscopies, pap smears, prostate exams, immunizations, etc., as these
will be the responsibility of my primary care physician. | understand that | will receive a copy of all testing
ordered through the physician at R3 and that | should share these results, as well as any prescription changes,
with my primary care and other conventional physicians.

I am fully aware that Dr. Rai promotes the use of integrative medical therapies such as supplements and
lifestyle changes as the primary treatment modality to stabilize, support, and detoxify a patient’s physical,
mental, and/or emotional state whenever medically possible. Furthermore, I understand that Dr. Rai and R3
provide quality supplements for sale that are monitored for their effectiveness in treating disease, however,
no guarantees or claims are being made regarding their efficacy. | understand that the use of supplements to
support physiology, and thereby treat disease is considered new and unconventional, and these therapies have
not necessarily been subjected to the prevailing double-blind method of medical research. | understand that |
am not required to purchase supplements from R3 as part of my health prescription treatment plan and that
all supplements, regardless of source, are outside of FDA regulation. Finally, I understand that the most
common side effect of oral supplementation is nausea and/or diarrhea.

By signing this letter of consent, | recognize my informed decision to accept the treatments and protocols as
discussed with Dr. Rai and the medical staff at R3 as an integrative approach to my medical care in
conjunction with, or in lieu of, other options presented to me by conventional physicians. Finally, I further
agree that if | ever have a claim with respect to the services and treatments given to me by R3, their
physicians, practitioners, affiliates, and/ or staff, that they shall be judged by the standards of complementary,
integrative, and functional medicine and not by the standards of conventional medicine.

Signature:

Date:
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NEW PATIENT QUESTIONAIRE

Please fill out the following forms.

You may fill them out in Microsoft Word (click on the gray boxes and type to enter your answers) or
print this document and fill out the questionnaire by hand.

Please skip any questions you don’t know the answers to.

List and briefly explain your reasons (in the order of decreasing importance) for your consultation with R3.
Please include any chronic conditions.

Attach or ist any testing you have had done within the past 18 months (i.e. Mammograms, Stress tests, MRI,
CAT scan, endoscopies, colonoscopy, blood work, etc).

List any prescription medications you take, medication strength, how often you take the medication, how
long you have been taking it, and why you are taking it.
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List any over the counter remedies you take on a fairly regular basis (i.e. aspirin, ibuprofen, Tylenol, sinus
preparations, etc.).

List the supplements you take, brand names, amounts, frequency, and duration (vitamins, minerals,
antioxidants, amino acids, specialty preparations, herbs, etc).

List any drug allergies. What happens when you take this medication?

Blood Type:

Birth History (For you, not your children):
[ ]Full / []Pre-term [] Vaginal / [] C-section

Breast-fed? [ ]Yes/ [ ]no
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Ethnic Origin? (please be specific as possible):

List any surgeries you have had and your age at the time. Please also state the reason for the surgery.

Give any prior medical history that you have not already included in some part of this questionnaire. (Any

non-surgical hospitalizations? Unusual childhood diseases? Viral or bacterial illnesses that left you
debilitated? Anything else?)
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Gynecological history (For Women Only)

Describe a typical period:

Began / Ended (age)?

Times pregnant / Number of children?

Abnormal pap smears?

Date of last pap smear / mammogram:

If now menstruating, please describe frequency and duration of periods.

Hysterectomy? [] Ovaries remain? Yes ] No []
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Family history

(Parents, grandparents, siblings — cancer, heart disease, genetic diseases, etc.)

Describe a typical day’s diet.
You wake up in the morning and eat what, ...and then what, snacks, lunch, snacks, dinner? What beverages
do you consume? How much water do you drink? Please be as detailed as possible.
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Relevant Personal Information

What is your occupation?

Do you live with anyone? Who?

If so, for how long?

Pets?

Ages of children at home:

Do you Smoke? Yes[ ] No[]

How much, how long?

Quit previously? Yes[ ] No [] Live with smokers? Yes[] No[]
Consume Alcohol? Yes[ ] No[]

If yes, what kinds?

How often?

When?

Any tattoos? Yes ] No[] If yes, when were they done?

Any self administered IV drugs? Yes [ ] No []
Other drug usage?

Blood Transfusions? Yes [ | No [] If yes, at what age?

Any social behavior that might jeopardize your health?

Exercising regularly?  Yes[] No[]

What kind of exercise?

How long?

How often?
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How did you learn about R3/Dr. Rai?

[Friend/Relative (please provide name):

May we use your name in thanking this person for their referral? [_]Yes []No

[IMD/Other Healthcare Provider (please provide name):

May we use your name in thanking this person for their referral? [JYes []No
[]Google Search

[Internet-Other, please explain

[|Other, please explain
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Patient Information

Full Legal Name: Date:

Street Address:

City: State: Zip:

Home Phone: () - Cell: () __ -

Email:

S.S# Date of Birth: Age:

Marital Status: [ISingle [ IMarried [ ]Divorced [ Jwidowed

Occupation

Employer

Business Address

Business Phone

Spouse Name: Spouse DOB:

Spouse Phone: Spouse Occupation:

If patient is a minor, name of parent or guardian:

* Provide a copy of both the front and back of all of your insurance cards *
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Payment of Fees & Assignment of Insurance Benefits:

I understand that | am financially responsible for all charges made by R3 and or Dr. Kashi Rai in regard to
medical services rendered to me and or my dependent. In the event insurance (Medicare, Private Insurance,
etc.) is filed for me and or my dependents in regard to services rendered to same, | hereby assign all benefits
for said services to R3. | understand this does not relieve me of the financial responsibilities for said
services. A photocopy of this agreement is as valid as original. | authorize the release of information
necessary to secure payment.

Additionally, due to the lengthy visit time that is reserved for my appointment, | understand that if I fail to
cancel my appointment without at least 48-hours notice, | will be held responsible for all cancellation fees.

Patient Signature:

Patient Name:

Guarantor Signature (if different from patient):

Guarantor Name (if different from patient):

Date: September 10, 2018
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R3/Dr. Rai -
APPOINTMENT CANCELLATION POLICY

All patients are required to provide a valid credit card number, including expiration date, billing zip code,
and card security codes in order to schedule an appointment.

When you make an appointment, Dr. Rai reserve a significant amount of time (180 minutes) specifically for
your consultation. She also spends time in advance of your appointment reviewing your chart in preparation
for your visit.

R3’s staff will contact you the week prior to your scheduled appointment to re-confirm. If you need to re-
schedule your visit, please do so at that time. This permits the staff time to refill these appointment slots with
other patients who are waiting to be seen. Otherwise, the following cancellation or no-show charges apply:

o Cancelation of Appointments with Less than 48 Hours Notice: If you call to cancel your appointment
with less than 48 hours notice, your credit card will be charged $100.

e No-Show: If you fail to show up for your appointment, your credit card will be charged for the full
amount of the missed appointment ($975 for a 180-minute appointment and $250 for 50-minute

appointments).

These cancellation fees are not covered by insurance policies, and are the full responsibility of the patient.
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Patient/Guarantor Acknowledgement of Cancellation Policy

| have read the R3 - APPOINTMENT CANCELLATION POLICY and by signing below, I commit to
paying the applicable cancellation fee listed above in the event | need to cancel my appointment with less
than the required notice.

Signature of Patient: Date: September 10, 2018

Print Name of Patient:

Signature of Guarantor (if different than patient): Date: September 10, 2018

Name of Guarantor (if different than patient):
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Consent to the Use and Disclosure of Health Information for Treatment,
Payment, or Healthcare Operations

| understand that as part of my healthcare, this organization originates and maintains health
records describing my health history, symptoms, examination and test results, diagnoses,
treatment, and any plans for future care or treatment. | understand that this information serves as:

* A basis for planning my care and treatment

* A means of communication among the many health professionals who contribute to my care
* A source of information for applying my diagnosis and surgical information to my bill

* A means by which a third-party payer can verify that services billed were actually provided

I understand and have been provided with a Notice of Information Practices that provides a more
complete description of information uses and disclosures. | understand that | have the right to
review the notice prior to signing this consent. | understand that the organization reserves the right
to change their notice and practices and prior to implementation will mail a copy of any revised
notice to the address I've provided. | understand that | have the right to object to the use of my
health information for directory purposes. | understand that | have the right to request restrictions
as to how my health information may be used or disclosed to carry out treatment, payment, or
healthcare operations and that the organization is not required to agree to the restrictions
requested. | understand that | may revoke this consent in writing, except to the extent that the
organization has already take action in reliance thereon. | request the following restrictions to the
use or disclosure of my health information:

Signature of Patient or Legal Representative Witness
] Accepted [ ] Denied

Signature Date:
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Opt Out Private Contract — Medicare
Except for emergency or urgent care services the above physician will provide service to Medicare beneficiaries during
the opt out period only through private contracts that meet the criteria for services that would have been Medicare
covered services.

During the opt out period Dr. Kashmir Rai understands that she may receive no direct or indirect payment from Medicare
for services that she furnishes to Medicare beneficiaries with whom she has privately contracted, whether as an
individual, an employee of an organization, a partner in a partnership, under a reassignment of benefits, or as payment for
a service furnished to a Medicare beneficiary under a Medicare+Choice plan.

Dr. Kashmir Rai acknowledges that, during the opt out period, her services are not covered under Medicare and that no
Medicare payment may be made to any entity for her services, directly or on a capitated basis.

During the opt out period Dr. Kashmir Rai agrees to be bound by the terms of both the affidavit and the private contracts
she has entered into.

The beneficiary or legal representative listed below understands that Medicare payment will not be made for any items or
services furnished by Dr. Kashmir Rai that would have otherwise been covered by Medicare if there was no private
contract and a Medicare claim had been submitted. Medicare limits do not apply to what Dr. Kashmir Rai may charge.
The above beneficiary also agrees not to submit a claim to Medicare or to ask Dr. Kashmir Rai to submit a claim to
Medicare.

The beneficiary or legal representative listed below enters into the contract with the right to obtain Medicare covered
items and services from physicians and practitioners who have not opted out of Medicare, and the above beneficiary is

not compelled to enter into private contracts with other physicians or practitioners who have not opted out.

The beneficiary or legal representative listed below understands that Medigap plans do not, and that other supplemental
plans may elect not to, make payments for items and services not paid for by Medicare.

A copy of this agreement will be provided to the beneficiary or his/her legal representative before items or services are
furnished to the beneficiary under the terms of this contract.

Medicare Opt out Effective Date: July 1, 2013
Medicare Opt out Expiration Date: July 1, 2018

Patient Name:

Patient Signature:
Date of Birth:

Date Signed:

Dr. Signature:
Dr. NPI #: 1104955749




