LAKES URGENT CARE

APPLICATION PACKET CHECKLIST

Il Employee Information Sheet
i HIPAA Confidentiality Pledge Form
1 Authorization for Direct Deposit
(% Form 119, Employment Eligibility Verification
.} Federal W-4 Form
[ Mt w-4Form
©] Professional Liability Insurance Express Application — For Health Care
Professionals {Physicians & Surgeons)
- Fill out to the best of your ability
- #11 - Don't forget to fill out Home Address and Phone #
The Doctors Company form
GME Moonlighting Request Form — BOTSFORD RESIDENTS ONLY
71 Letter of Recommendation from Program Director on Hospital Letter Head
stating that resident is in good standing and is specifically aliowed to begin

]

L

working with Lakes Urgent Care
Declaration Page and “loss run sheet” from any other previous or current

.

institutions that you have moonlighted with.
{1 Copy of Michigan Physician License and Pharmacy License
1 Copy of DEA Certificate
1 Copy of CV/Resume

1 Copy of either your Passport OR Combination of Driver’s License and Social
Security Card

Please complete and send Application Packet in its entirety to:

Mail: Fax:
lLakes Urgent Care OR 248-926-9112
2300 Haggerty Road, Suite 1010 Attn: Lakes Urgent Care

West Bloomfield, Ml 48323




LAKES URGENT CARE

When your health concerns can't wait.

Emplovee Information Sheet

Name:
Address.
Address 2:
City: State: Zip:
Telephone: Cell / Home
Email:
Date of Birth:
Social Security Number:
Driver License Number
Marital Status: Single Married Sex: M F
Femr R C O Ioted Dy AdmInstrafion® e
Hire Date: Pay Rate;

Job Title: Provider = Mid-Level = Clinical (MA or MT) = Clerical

Notes:

Pay Systems

Checklist Compiete Master Spreadsheet
Easy Clocking Access

Date Completed: Paystub Access




“her your health concerns cap't walt

Road Swle 1010
eeigd, B 3

PROTECTED HEALTH INFORMATION
PLEDGE OF CONFIDENTIALITY

| have read and understand Lakes Urgent Care’s policies and procedures regarding the
privacy and scourity of sls patients’ protected health information {PHE) which s
designed to ensure that Lakes Urgent Care complies with all the applicable ruics and
regiiations regarding the confidential treatment of Lakes Urgent Care's patienis’
infcrmahon

I consideration of my employment or association with Lakes Urgent Care and as an
wegral part of the terms and conditions of my employment or association with Lakes
Urgent Care | | hereby agree, pledge and undertake that | will not at any time. during my
employmant or association with Lakes Urgent Cate or after nwy employment or
associalion ends, access of use PHE or reveal of disclose (o any persons within of
outside of Lakes Urgent Care any PHi except as may be required in the course of my
duties and responsibiilies and in accerdance with applicable laws and/or policies of
Lakes Uirgen! Care. governing the proper release of information.

i further onderstand that my obiigations outined above will continue after my
employmentfcontiact/associationfappoiniment with Lakes Urgent Care ends.

i further understand that my obligations concerning the protection of the confidentalty of
PHI relate to all PHI whether | acquired the information through my employment/contract
fassaciation/appointraent with Lakes Urgeni Care.

[ also understand that the unauthorized use or disclosure of a patients’ PHE wil resuitin
disciplinary action up to and including termination of my employmenticoniract/
association/appointment the imposition of fines prrsuant to state and federal laws, and a
repart to my professional regulatory body.

{Signature)

(Print Name)

(Cate)




Direct Deposit Authorization Form
Please print and complete ALL the information below.

Name:

Address:

City, State, Zip:

X mm@@o 7

@ qight Avoowmt AN check
Ntrmizor a X sens (du not Mmotade)
Name of Bank:
Account #:
9-Digit Routing #:
Amount: asg a % or ElEntire Paycheck
Type of Account: Checking Savings (Circle One)
Name of Bank:
Account #:
9-Digit Routing #:
Amount: Os D % or [ Entire Paycheck
Type of Account: Checking Savings (Circle One) ' |

Please attach a voided check for each bank account to which funds should be deposited.

Lakes Urgent Care, is hereby authorized to direct deposit my pay to the account(s) 11sted above.
This authorization will remain in effect until I modily or cancel it in writing,

Employee Signature:

Date:




Employment Eligibility Verification
Department of Homeland Security
U.S. Citizenship and Immigration Services

RS
Form -9
OMB Mo 16150037
Fapuas 187312010

b START HERE: Read instructions carefully before completing this form. The instructions must be available, either in paper or electronically,
during completion of this form. Emplayers are liahie for ervars in the completion of this form.

ANTEDISCRIMINATION NOTICE: ltis ilegal to discriminate against work-authorized individuals. Employers CANNOT specify which
dncumanti(s) an employee may present o establish employment authorization and identity. The refusat to hire or continue to employ
ary individuat because the documentation presented has a fulure expiation dale may afso Lone.lliute ilegal discrimunation.

Section 1. Empioyee Information and Attestation (Emplcayees must complete and sign Section 1 of Form 1-9 no fafer
ffmn the first day of employment, bul rmf belore «?rﬁ*opung & job offer, }

fasl Name (Fanuly Namo) Hrsi Name (Given Name} ] tiddle Initial Othr La‘;l Ndmeb L}t.pd (ff rm}l

[A;)l Mumber | City or Town E‘:iidll? | 218 Caonter
‘ :
1
| | B
Emp oyo(, 'S T(,fbpmn:, Numbr:r

kP
P
s
:

Address {Street Number anid Name)

Dair of Birlh ('nrnfn'c}/y}yy)

- S
LLS. Social Securily Number Employes's L-mail Adn}nar,d E
1
|

SERERRNESNY S

I am aware that federal law provides for imprisonment andior fines for false stalements or use of false documents in
connpection with the complation of this form. '

I attest, under penalty of perjury, that | am {check one of the following boxes):

i 1. A cilizen of the United States

2 A nangitizen national of the United States (See inshuctions)

{Alien Registration Numberf)SCIS Number)

1 4. Aawlul permanent resident

L 4. An alien avuthorized to work
Some abans may wild NAT i the expoation date Tield, {Soo instroclions]

unlil {expiration vate, f applicable, mmfddiyyyy)

Alieng authorized fo work must provide only one of tho following document numbers to complete Form -9

: o Mal i -F{\. I
Ay Alien Registration NumberfUSCIS Nurmber OR For 1-94 Admission Number OR Foreign Passport Number

1. fdien Registration NumberASCIS Number
OR

2. Forn 1194 Admission Number:

OR

3, Foreign Passport Number

Country af isnuance: |

{Today's Data {mndddiyyyy) ;
i

Swnalure of Employea

Preparer andlor Translator Certlfrcatron (check one): ]
D I digd not use A preparer ot ranslator. L_} A prapared(s) andfor kanstalor{s) assisted the employee in complating Seclion 1.
(Fie!ds below must be cornpleted and signed when preparars and/or lranslalors assist an employee in completing Section 1.}

{ attest, under penaity of perjury. that | have assisted in the completion of Section 1 of this form and that to the best of my
knowledge the information is true and correct.

Swnalure of Proparer or Transiator

T:ﬂ;days Date {'n)rrq/ddfyy}}r}

Last Mamu (Famdy Name) First Mame {Giverr Mame)

AddrESb (Srreer Number and Nam«,) State 7P Cods

City or Town

&

Ewpiluyer Completes Nest Page

Form -9 0717717 N o Page 1 ol'd




Employment Eligibility Verilication LSO

; . o Bl

Brepartment of Hemeland Security E, N E, ’ ;
: T Na PTG

ULS. Clitizenship and fmmigration Services Tupares DETL 0

Documert Tiie

Section 2. Employer or Authorized Representative Review and Verification
(Employers or thelr authorized representative must complele and sige Section 2 within 3 business days of the employee’s first day of employment. You
nnast physicatly examing one dovunent oo List A OR o sorsbingtion of ohe decument fom List B and ane docurnend fron List C sy isted on ibe "Lisis
of Acceplaile Documents.”}
. Last dame (Family Mo} First Mame {Given Name) PRAL Citizenship/immigralion Staes
Employee {nfo from Section 1 H T
]
Pist A OR List B AND List €
Identity and Fmpmyment Auihonza%mn {dentity Employment Authorizalion
Docurant Tite Bacumaent Tille ST Dosumant Tilte

swuing Authonty ' tastiing Authonty T T Tssung Authonty T o
TDecument Number ' ’ Bocument Number T Document Mumber -
CExpmation Date {i?_t;;-i:yj{-ln-n‘-;l/(}'{ffyyy}() Expiration Date (rf_d_i?j})(mmfu’dfyyyyj o 'Ex'iii-ra"l-idn Date {if arf}fj{-f‘nr-n.fdde’y'yyy)
Document Tite ;
ri;."smnc.;' avthorty T | Additional Information
“Bheument Number :
CExpuration Date (i anymmiddiyyyy) E

]

|

i

SR H

aaung Adtonty | |

Document Number

Expiratfoﬁ Date i}?'rérr}}}fmm/ddiyyyy) o 3
i !

Certification: | aitest, under penally of perjury, that {1) | have examined the document(s) presented by the above-named employee,
(2} the above-listed document{s) appear to be genuine and to relate to the employee named, and {3} to the best of my knowledge the
employee is authorized o work in the United States.

The employee’s first day of employment {mm/dd/yyyy): o {See instructions for exemptions}

Siﬂr{a—laaz of tmployer or Aulhonzed RDpre*‘en!ahve ' Today's Dale (‘mm/dd/y}};f)W ' 'é?}ae‘icﬁg:}ad;;loyer.é.l !\uihorzzedRepresenl’ilwc
i
L

Last Hame of Srployer or Aulhornzed RG{:TESC‘I\IHHVE‘ ﬂrqi Narnp c.f fmpioyu or Autnmzznd ’kprcsrmatwv Ermp nyel s Bil‘;lﬂ(.:ﬁ OF Orgamzalum NG

Employer's Business or Organization Address {Street Number and Name) | Cdy or Town ]i""f”“ [ ZIP Code
; i
H

Sectlon 3. 7Revenf‘cat:on and Rehjreg (Te be comp!eted and signed by employer or auffmnzed representat‘mﬂ )

A Mewr Name ﬂﬁpﬁhcabiﬁ) ) B. Dats of Rehire (1{ d[)H’{L{)!)JP)
! irst Mame (Given Na.'m) ‘ Middie intial Date {mmfdnfwyy)

Last Mama (Famify Name)

e
i
;
i

G, Hthe e’mp!uyw s previotis grant of cmpimymont authorizetion has cxpired, provide the information for the docimant or recelpl that nstablishos
coitinuing employmeni authorization in the spaca providad below,

Document Title | Document Number Expiration Date {if any) {ronddaiyyyyl

| attest, under penéii}r‘o-f'perjury. that to the best of Eny i;i-b\;ieage this Vemployee is authorized to work in the United States, and if
the ernp!oyee presented document{s), the document({s) | have examined appear io be genume and to retate to the individual.

‘atqn&lure of Employer or Authorized Represeniabive Today's Dale (mm/dd/ivyyy) Namp of Employer or Al lhuwud RL;}!M(*HMKM‘ !

Form -9 07317 N Page Lol d




LISTS OF ACCEPTABLE DOCUMENTS
All documents must be UNEXPIRED

Employees may present one selection from List A

of a combination of one selection from List B and one selection from List C.

LIST A

Documents that Establish
Both identity and
Employment Authorization

LIST B

Documents that Establish
tdentity

ARD

LIST &

Documents that Ectablish
Employment Authorization

U5, Passport or U.5. Passport Card

?-’Véurﬁ;i;érnt Reasident Cardg or Alien
Registration Recaipt Card (Form 1-551)

Foreigh passpo!t ihal contains a
temporary 1-551 stamp or lemporary
-551 printed neotation on a machine-
readable immigrant visa

i. Diver's license or 10 card issued by a
Siale or oullying possession of the
United States provided il coniains a
photograph or information such as

color, and address

name, date of birth. gender. height, eye

4, Employment Authorization Document
that contains a photograph (Form
1-766}

5. For a nonimmigrant alien authorized
t¢ work tor a specific employer
because of his or her stalus;

a. Foreign passport, and

. Form 1-94 or Farm -34A ihat has
the: following:

(1) The same name as the passpon;
and

{2} An endorsement of the alien’s
nommmigrant status as tong as
that period of endorsement has
niol yat expited and the
proposed employrment is not in
confilct wilh any restrictions or
limitations identified on the form.

6. Passport from the Federated States of
Micronesia (FSM) or the Republic of
the Marshall Isisads (RME) with Forn
1-94 or Form 1-34A indicating
nonimmigrant admission under the
Compact of Free Association Belween
the United States and the FSM or R

2. ID card issued by federal, slate or focal
governmen! agancies or enlities,
provided it contains s photograph or
information such as name, date of birth,
gender, height, eye color, and address

A Sociat Security Account Number
card, unless the card includes one of
the following restrictions:

(1) NOT VALID FOR EMPLOYMENT
(2} VALID #FOR WORK ONLY WITH
IS ALTHORIZATION

{3} VALID FOR WORK ONLY WITH
BHS AUTHORIZATION

Schoot 1D card with a photograph

Voter's registration card

U.5. Military card or drafi record

" Centiicalion of report of birth sssued

by the Department of Slate {(Fornms
0S-1350, F3-545, F5-240)

Military dependent's 1D card

COriginal or certified copy of birth
certificate issued by a State,
county, mrrinicipal aulhorgy . oy
territory of the United States
bearing an official seat

NP @L ek W

U.S.“Coégl Guard Merchant Mariner
Card

e

Native American tribal document

governmant authority

For persons under age 18 who are
unable to present a document
listed above:

?0 Scﬁoo!'"a:ecord of raepori card

Native American iribal document

1.5, Citizan [ Card (Form {187}

9. Driver's license sssued by a Canadian

11. Clinic, doclor, or hospital record

12, Day-care or nursery schoof record

ldentification Card for Uss of
Resident Cilizen in the United
States {(Form 1-179)

Employment authorization
document issued by the
Departiment of Homeland Secusity

Examples of many of these documents appear in Part 13 of the Handbook for Employers (M-274).

Refer to the instructions for more information about acceptable receipis.

i

Form 89 OFA707 N
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Form w-4

Employee’s Withholding Certificate

Complete Form W-4 50 that your employer can withheld the correct faderal income tax from your pay.
Give Form W-4 to your employer.

OMB Mo, 15450074

2023

Department of the Treasury i . . L

Intemal Fevenua Servica Your withhalding is subject to review by the IRS.

Step 1: {oj Firstname and middls initial L=t name (b} Sooial sscurity number
Enter Hddresa Does your name matoh the
Parsonal name on your sociol sscurity
information card? If not, to ansure you gt

Gity or town, state, and ZIP code

oradit for your samings,
oontact 5S4 ot BO-772-1213
oF go to v sEE gov.

i) [ Single or Marrisd filing separatsly
[] Marrisd filing joirtly or Cualifying surviving spouss

[] Head of hounshold ({Chack anly F you'rs unmamisd and pay mars than half the costs of kssping up & Fome for yourssf and & qualifying individual)

Complete Steps 2-4 ONLY if they apply to you; otherwise, skip to Step 5. Seo page 2 for more information on each step, who can
claim exemption from withholding, other details, and privacy.

Step 2: Complete this step § vou (1) hold more than one job at atime, or(2) are mamied filing jointly and vour spoussa
Multiple Jobs also works. The comect amount of withholding depands on income eamed from all of these jobs.

or Spouse Do only one of tha following.

Works (&) Resarved for future use.

(b) Usa the Multiple Jobs Workshest on page 3 and enter the result in Step 4(c) balow; or

{c) I there are only two jobs total, you may check this box. Do the same on Form W-4 for the other job. This
option is ganara]lyr more accurate than (b) f pay at the lower payi ng jnb is more than half of the pa'_n.r at tha

higher paying job. Otherwise, (B is more accurate

TIR: If you have self-employment incoma, soe page 2.

Complete Steps 3=d(b) on Form W-d for only ONE of these jobs. Leave those steps blank for the other jobs. (Your withholding will
ba most accurate if vou complete Steps 3-4(b) on the Form W-4 for the highest paying job.)

Step 3: If your total income will ba $200,000 or less ($400,000 or less if mamied filing jointh):
Claim Muttiply the number of qualifying children under age 17 by $2.000 §
Dapandent ;
Sl D Multiply the numbear of other dependents by $500 .5
Credits Add the amounts above for qualifying children and other dapmdants You may add to

this tha amount of amy other cradits. Entar the total hara f 3 %
Step 4 (a) Other income [not from jobs). If vou want tax withheld fnr nthar income you
{optional): axpect this vear that wont have withholding, enter the amount of othar income hera.
Other This may include interast, dividends, and retirement income . covowoao. | a) 3
Adjustments (b} Deductions. If you expact to claim deductions other than the standard deduction and

want to reduce your wrl‘hhnldmg usa the Deductions Workshest on p&ga 2 and antar
the result here T EE R 4(b) | %

(¢} Extra withholding. Enter any additional tax vou want withheld each pay peried . | Hc) -]
Step 5: Under panalties of parjury, | declare that this certificats, to the best of my knowledge and belisf, is true, comect, and complets.
Sign
Hara

Employes’s signature (This form is not valid unless you sign it.) Data

Employars | Employer's name and address First date of Employer identification
Only employrmant nurnizer [EIM)
Far Privacy Act and Paperwork Reduction Act Motice, see page 3. Cat. Ne. 102200 Faorn W-4 2023)



Form W-4 [2023)

Page 2

General Instructions
Saction refarances ara to the Internal Revanus Code.

Future Developments
For the latast information about developments related to

Form W-4, such as legizlation enacted after it was publizhad,

go to www.irs.gow Formiid,

Purpose of Form

Completa Form W-4 20 that yvour employar can withhold the
correct fadaral income tax from your pay. If too little iz
withheld, you will generally cwe tax when you file your tax
retum and may owe a penalty. If too much is withheld, you
will generally be due a refund. Complete a new Form W-4
whan changes to your personal or financial situation would
change the entries on the form. For more information on
withholding and whan you must fumish a new Form W,
gao Pub. 505, Tax Withholding and Estimated Tax.

Exemption from withholding. You may claim exemption
from withholding for 2023 if you mest both of the following
conditions: you had no federal income tax liability in 2022
and you expect to have no fedearal income tax liability in
2023, You had no faderal income tax liability in 2022 if (1)
your total tax on line 24 on your 2022 Form 1040 or 1040-2R
is zaro jor less than the sum of lines 27, 28, and 29), or (2)
you were not required to file a return because your incoms
was below the filing threshold for your correct filing status. If
you claim exemption, you will have no income tax withheld
from your paycheck and may owea taxes and penalties whan
you file your 2023 tax return. To claim exemption from
withholding, cartify that you meet both of the conditions
above by writing *Exampt™ on Form W-4 in the space balow
Step 4ic). Then, complete Steps 1(a), 1ib), and 5. Do not
complete any other steps. You will nead to =ubmit a new
Form W-4 by February 15, 2024,

Your privacy. If you have concarns with Step 2(c), you may
choosa Step 2(b); i yvou have concerns with Step 4{a), you
may anter an additional amount you want withhald par pay
pariod in Stap 4ic).

Self-employment. Generally, you will owe both income and
salf-employment taxes on any seff-employment income you
recaive separate from the wages you receive as an
employea, If you want to pay inoome and salf-employment
taxes through withholding from wour wages, you should
antar the self-employmeant income on Step 4(a). Than
compute your self-employment tax, divide that tax by the
number of pay pericds remaining in tha year, and include
that resulting amount par pay period on Step 4ic). You can
alzo add half of the annual amount of self-amploymeant tax to
Step 4ib) as a deduction. To calculate self-employmeant tax,
yviou generally multiply the self-employment incomea by
14.13% (this rate iz a quick way to figure your salf-
employment tax and aqualzs the sum of the 12.49% social
sacurty tax and the 2.9% Medicare tax multiplied by
0.9235), Soe Pub. 505 for more information, especially if the
sum of salf-employment income multiplied by 0.9235 and
wages exceads $160,200 for a given individual.

Nonresident alien. If you're a nonrezident alien, see Notica
1382, Supplemantal Form W-4 Instructions for Monresidant
Alieng, before completing this form.

Specific Instructions

Step 1(c). Chack your anticipatad filing statuz. Thiz will
detarmmine the standard deduction and tax rates used to

compute your withholding.

Step 2. Use this step if yvou (1) have more than one job at the
same time, or (&) are married filing jointly and you and your
spouse both work.

if you (and your spouse) have a total of only two jobs, you
may check the box in option {g). The box must also ba
checked on the Form W-4 for the other job. If the box is
chacked, the standard deduction and tax brackets will be
cut in half for each job to calculate withholding. This option
is roughly accurate for jobe with similar pay; otherwise, more
tax than neceszary may be withheld, and this extra amount
will ba larger the greater the difference in pay iz batwaan the
two jobs.

E Multiple jobs. Complete Steps 3 through 4(b) on only
one Formm W4, Withholding will be most accurate if

= vou do this on the Form W-4 for the highest paying job.

Step 3. Thiz step provides instructions for detarmining the
amount of the child tax credit and the credit for other
dependants that you may be abla to claim whean you file your
tax return. To qualify for the child tax credit, the child must
be under age 17 as of December 21, must be yvour
dependent who generally lives with you for more than half
the vear, and must have the required social security numbar.
You may be able to claim a credit for other dependents for
whom a child tax credit can't be claimed, such as an older
child or a qualifying relative. For additional aligibility
requiremants for these credits, zaa Pub. 501, Depandants,
Standard Deduction, and Filing Information. You can also
include other tax credits for which you are aligible in this
step, such as the foreign tax credit and the education tax
creditz. To do 20, add an estimate of the amount for the yvear
to vour credits for dependents and enter the total amount in
Step 3. Including thesa cradits will increase your paycheck
and reduce the amount of amy refund you may recaiva whan
vou file your tax retum.

Step 4 [optional).

Step da). Enter in this stap the total of your other
estimated income for the year, f any. You shouldn't includa
income from any jobs or sef-amployment. If you complate
Step 4(a), you likely won't have to make estimated tax
payments for that income. If yvou prefer to pay estimated tax
rather than having tax on other income withheld from your
paycheck, sea Form 1040-E3, Estimated Tax for Individuals.

Step 4{b). Enter in thiz step the amount from the
Deductions Workshaet, lina 5, if you expeact to claim
deductions other than the basic standard deduction an your
2023 tax return and want to reduce your withholding to
account for these deductions. This includes both itemizad
deductions and other deductions such as for student loan
interast and IRAs,

Step 4ic). Enter in this step any additional tax you want
withheld from your pay each pay period, including any
amounts from the Multiple Jobs Worksheet, line 4. Entering
an amount hers will reduce vour paycheck and will gither
increass your refund or reduce any amount of tax that vou
owe,



Form W-4 (2023

Page 3

Step 2(b)—Multiple Jobs Worksheet (Kesp for your records.)

If you choose the option in Stap 2(b) on Form W-4, completa this workshest (which calculates the total extra tax for all jobs) on only
OME Form W-4. Withholding will be most accurats i you complete the worksheet and anter the result on the Form W-4 for the highast
paying job. To be accurate, submit a new Form 'W-4 for all other jobs i you have not updatad your withholding sinca 2019,

Mote: f more than one job has annual wages of more than $120,000 or there are more than three jobs, see Pub. 505 for additional

tables.

1 Two jobs. fyou have two jobs or vou're mamied filing jointly and you and yvour spouse each have one

job, find the amount from the appropriate table on page 4. Using the "Higher Paying Job" row and the
"Lower Paying Job" column, find the value at the intersection of the two househeld salares and enter

that value on line 1. Then, skip toline 3 . 1 &
2 Three jobs. If vou and/for your spouse have three jobs at the same time, complets lines 2a, 2b, and
2 balow. Otherwisa, skip to line 3.
a Find the amount from the appropriate table on page 4 using the annual wages from tha highast
paying job in the *Highar Paying Job" row and the annual wages for your next highast paying job
in thie *Lower Paying Job" column. Find the valua at the intarsection of the two housshold salaries
and enter that value on ling 2a . AL RSMSTE RolGRihE soty ¢ sl i nam e SRR
b Add the annual wages of the two highest paying jobs from line 2a togetharand usa the total as the
wagea in the *Higher Paying Job™ row and usa the annual wages for your thind job in the "Lower
Paying Job® column to find the amount from tha appmpnata tabla on page 4 and anter thia amount
on lina 2b SENTRE Ty Thel
¢ Add the amounts from lines 2a and 2b and enter the result on ling 2c . 2¢ %
3  Enter the number of pay periods per year for the highest paying job. For example, i that jnb pa_n.rs
weekly, enter 52; if it pays every other week, enter 26; i it pays monthly, enter 12, etc. 3
4 Divide the annual amount on ling 1 or line 2¢ by the number of pay perods on line 3. Enter this
amount hers and in Step 4c) of Form W-4 for the hlghast paying an [alnng with arr_n.r other additional
amount you want withhald) . Coe e . 4 %
Step 4(b)—Daductions Worksheet (Keep for yvour records.)
1 Enter an estimate of your 2023 itemized deductions (from Schedule A (Form 1040}, Such deductions
may include qualifying home mnrtgage imterest, charitable contributions, state and local taxes I;up to
$10,000), and medical expenses in excess of 7.5% of yourincome . . . . . 1%
» $27 700 if you're mamed filing jointly or a qualifying surviving spousa
2 Enter: + $i20,800 if you're head of household 2 %
» $13,850 if you're single or marriad filing separataby
3 Iflina 1 is greater than line 2, subtract line 2 from ling 1 and entar the rasult hara, If line 2 is greater
than line 1, enter *-0-" 3%
4 Enter an estimate of vour student loan interest, deductible IRA contributions, and certain other
adjustments ifrom Part Il of Schedule 1 (Form 1040)). Sea Pub. 505 for mors information
&5 Add lines 3 and 4. Enter the result here and in Step b)) of FormW-4 . . . . . . . . . . . 5 %

Privaoy Act ond Papsrwork Reduction &ot Notioe. Wa osk for the information
on this form to camy cutthe Irternal Aesverue losws of the Unitsd Stobes. Interral
Revanue Code seotions 3402(§2) and 6108 and their ragulations rsquirs you 1o
provide this information; your employer uses it to detsmine your fedenal incoma
ta= withbolding. Failum to provids a properly compledsd form will result in pour

bming tranted oo & singls peroon with no other ertries on the form; providing

uent information may subject you to penaltiss. Aoutine uses of thie

information include giving it to the Department of Justics for ol and orminal
litigartion; to aitiss, stabes, the Cistrict of Columbia, and U2, commomesahte and
tamritories for usa in odministering their te lows; and tothe Da ent of Haalth
arvd Hurman Ssrvioss for uss in Ml'ha'il:lmt-rydhlnw irea. Wa may also
dizaloms this information to other countries under o fox , to federal and stats
mgencies to enforos faderal nontex oriminal lews, or 1o fndurd law erviomsmant
ardd inteligsnce agenaies 1o combat termonem.

ou are not required to provids the nformation requestsd on @ form that is
subjsat 1o the Reduction Act urlesa the form displays a vaid OMBE
caontrol number. mm relating to o form or ibs ireinaotiors must ba
retairesd &= long es their conters may becomes material in the administration of
arry Interma Revanue lw. Gonenaly, tax returne and retam information are
caonfidantial, s requirsd by Code ssotion 6103,

Thes nwernge time and X peri requirsd 1o complets and fils thie form wil vary
depanding on indvidual orcumstanoss. For sstimated avsrages, nes the
instructions for your income tme rerturm.

If you hawve suggestions for making this form simpler, we would ba happy 1o bear
from you. Ses the irstneotions for your incoms tax retum.
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MI-w4

(Rev. 12-20)

EMPLOYEE’S MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE
STATE OF MICHIGAN - DEPARTMENT OF TREASURY

This certificate is for Michigan income tax withholding purposes only. Read instructions on page 2 before conipleting this form.

Issued under P.A. 281 of 1967.

Reset Form

P 1. Full Social Security Number

» 2. Date of Birth

P 3. Name (First, Middle Initial, Last)

4. Driver’s License Number or State |ID

8.1 claim exemption from withholding because (see instructions):

b. D Wages are exempt from withholding. Explain:

a. D A Michigan income tax liability is not expected this year.

Home Address (No., Street, P.O. Box or Rural Route) P 5. Are you a new employee? (mm/ddfyyyy)
|:| Yes IfYes, enter date ofhire........
City or Town State Z|P Code
[ ne
6. Enter the number of personal and dependent exemptions (see instructions) ..........cccoccooii i P 6.
7. Additional amount you want deducted from each pay (if emploYer agrees) ..o 7.1 % .00

[ D Permanent home (domicile) is located in the following Renaissance Zone:

EMPLOYEE: If you fail or refuse to file this form, your employer must withhold Michigan income tax from your wages without allowance for any
exemptions. Keep a copy of this form for your records. See additional instructions on page 2.

Under penalty of perjury, | certify that the number of withholding exemptions claimed on this certificate does not exceed the number | am allowed fo
ciaim. If claiming exemption from withhoiding, I certify that | do not anticipate a Michigan income tax liability this year.

9. Employee’s Signature

P} Date

EMPLOYER: Complete the below section.

10. Employer's Name

P 11. Federal Employer Identification Number

Address (No., Street, P.O. Box or Rural Route)

City or Town

State ZIP Code

Name of Contact Person

Contact Phone Number

www.mi-newhire.com for information.

exempt from withholding. Send a copy to:

Michigan Department of Treasury
Tax Technical Section

P.O. Box 30477

Lansing, Ml 48909

INSTRUCTIONS TO EMPLOYER: Keep a copy of this certificate with your records. All new hires must be reported to the State of Michigan. See

In addition, a copy of this form must be sent to the Michigan Department of Treasury if the employee claims 10 or more exemptions or claims they are




INSTRUCTIONS TO EMPLOYEE’S
MICHIGAN WITHHOLDING EXEMPTION CERTIFICATE (Form MI-W4)

You must submit a Michigan withholding exemption
certificate (form MI-W4) to your employer on or before
the date that employment begins. If you fail or refuse
to submit this certificate, your employer must withhold
tax from your compensation without allowance for any
exemptions. Your employer is required to notify the
Michigan Department of Treasury if you have claimed 10
or more personal or dependency exemptions or claimed
that you are exempt from withholding.

You MUST provide a new MI-W4 to your employer
within 10 days if your residency status changes or if
your exemptions decrease because: a) your spouse, for
whom you have been claiming an exemption, is divorced
or legally separated from you or claims his/her own
exemption(s) on a separate certificate, or b) a dependent
no longer qualifies under the Internal Revenue Code.

Line 5: If you check “Yes,” enter your date of hire.

Line 6: Personal and dependency exemptions. The
number of exemptions claimed here may not exceed
the number of exemptions you are entitled to claim on a
Michigan Individual Income Tax Return (Form MI-1040).
Dependents include qualifying children and qualifying
relatives under the Internal Revenue Code, even if your
AGI| exceeds the limits to claim federal tax credits for
them.

Do nct claim the same exemptions more than once or tax
will be under-withheld. Specifically, do not claim:

+  Your personal exemption if somecne else will claim
you as their dependent.

+ Your personal exemption with more than one
employer at a time.

+ Your spouse’s personal exemption if they claim it
with their employer.

+ Your dependency exemptions if someone else (for
example, your spouse) is claiming them with their
employer.

Line 7: You may designate additional withholding if you
expect to owe more than the amount withheld.

Line 8a: You may claim exemption from Michigan income
tax withholding if all of the following conditions are met:

i) Your employment is intermittent, temporary, or less
than full time;

i) Your personal and dependency exemptions exceed
your annual taxable compensation;

iy You claimed exemption from federal withholding;
and

iv) You did not incur a Michigan income tax liability for
the previous year.

Line 8b: Reasons wages might be exempt from
withholding include:

+ You are a nonresident spouse of military personnel
stationed in Michigan.

+ You are a resident of one of the following reciprocal
states while working in Michigan: lllinois, Indiana,
Kentucky, Minnesota, Ohio, or Wisconsin.

+ You are a member of a Native American tribe that
has a tax agreement with the State of Michigan
and whose principal place of residence is within the
designated agreement area.

+ You are an enrolled member of a federally-
recognized tribe that does not have a tax
agreement with the State of Michigan, you reside
within that tribe's Indian Country (as defined in 18
USC 1151), and compensation from this job will be
earned within that Indian Country.

Line 8c: For questions about Renaissance Zones,
contact your local assessor's office.
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Prior to completing the attached application, please read and follow these instructions. Flease verify that all
reguired attachmenis are included se that we may process your application premptly and efficiently.

o Ptease complete this form electronically or print your responses legibly.
s Piease sign and date the application where indicated.
e Ali information roguested must ba fully and accurately completed.

s {f changes or corrections must be made fo the completed application, slrike out or hine through Lhe fncorrect
information, write in the modification, and initial and date the change.

s |f a particular question does not apply fo you, please write “N/A"

» The Medical Procedures guestionnaire must be cormnpleted. if the procedures you perform are not mentioned
in the guestionnaire, please list them in the Remarks section,

+ If you wish to expiain any of your answers, please use the Remarks section. If you need addilional space,
please continue your answers on a separate page and attach it to the application,

= Claims information should he provided for a six-year experience period, This applies to open and closed
claims and to any incidenls reported to a previous carrier. [t is impartant that you provide complete and
detailed claims information, including current company loss runs.

Required Attachments
Piease include a current copy of the following documents with the application:

I Your curriculum vitae (CV)

Your Declarations Page from your current policy, shewing your policy period, limits of lability, retroactive date,
and any exclusions that were applied to your policy

71 Your ioss runs from all insurance carriers that insured yeu for the past six years {if appiicable)

(1 Your current tetternead and advertisements, inciuding oniine marketing usad in the fast year and a copy of the
nomepage of your website (if apolicable)

Insurance caverage is subject to underwriting approval and payment of tha premiizm. No coverage exisis until the
premium is received 2nd a binder or coverage summary, together with any endersements that may apply, has been
issued to the first named insured.

Except to the extent as may otherwise be provided in the policy and its endorsements, the coveraga of a claims-
made policy is limiled generally to liabitity for only those ciaims that are first reported in writing fo the Company
while the policy 1s inforce.

Claims-made vs, Occurrence: Claims-made policies generally cover incidents and events that both happen and

are reporfed to us while you have a policy with The Doctors Company. You may request a retroactive date to allow
yaL o report to us claims that arise out of incidents that taok place previously while you were insured elsewhere,
You can also purchase extended reporting, or tail, coverage which will allow you to report claims that arise out of
incidents occurring after your retroactive date but before you ended your palicy with us but which are reporled after
you end your coverage with us.

Occurrence policies cover incidents that happen while you were covered by a policy issued by The Doctors
Company, but can be reported anytime {even if you no longer have a policy with us).

in some states we offer a third option claims-made with Pre-paid Extended Reporling Period “Tail”. This option
works a lot like an cccurrence policy and the cost of the taii coverage is included in your claims-made pramivm.

If you need additicnai forms or have any questions about the application, piease call your broker/agent, or conlact
The Deoctors Company Member Services at {800) 421-2368.

LXPRESS APPLICATION

THE DOCTORS SOMPANY

SERFIET T E




Pleass indicate coverage type desired:

"} Claims-made {available in all states)
Covers incidents that take place after the retroactive date and are reported during the policy period.

¥ Occurrence {Only available in IN, MI, NM, and 5C)
Dovers incidenis that take place during the policy perod regardless of when reparted a5 a claim,

{1 Claimsmade with Pre-naid Extended Reporting Period “Tail" (Onfy avarable in MA, &l and OH}

1. Fustname: N Middle name: i.ast name: Suffix: Titie:

Date of birth (MM/D0/YYYYE B 3. Soctal Security number: 4. Gender: [ }Male {]Female

(%]

o

Comail address{es).

&, Website addross{es): 7. National Provider D number (#f svadabici:

ra
%. This application is a M/ Request to join a physician or group already insured under palicy number: ar

£1 Mew application with The Doctors Company

9, Praclice address: Piease list ail office focaliens and entilies for which you are reguesting coverage. Please indicate if they are:
hospital, medical office, surgery center, nursing hame, urgent care center, correctional facility, ete.

Lakes Utaent (aee 230 Higcerty Kb, Spe (00, W0, 3I€. NI 42323
16, Office phane number: J?‘:{ ¥- ‘)21(} SN Fax numbar: 7 i—f ¥ "%’2&: ~ Cil 2
11. Home address and telephone number:

17 Billing address: ;,230(:? L{'A(j(}é?ﬁ]‘"‘f ﬂ) B :)!‘ﬂf; fD;[); a,}, 8}{} NL L{é}’jé =

13 Roguested effective date (coverage start daten Requested rutroactive date (prior acts datel:

14 1f prier acts coverage is nol being raquesied, are you purchasing exiended reperling {tatt) coverage from your prior carrier?

{TIY¥es [INo  /fyes, piease provide proof of tail coverage. If no. please explain in Remarks sechon.

~ PRACTICE INFORMATION

15. Primary specialty: Percentage of practice:
i k

Sacondary spectailys ¥ S;Uf'zzﬂ Percentage of practice:

16, Are vou ABMS or AQA Board certified? ] Yes {] No If yes, date of certification or recertification:

17. Are you currently participating in a Maintenance of Certification program? ([ Yes [ No

18. Please indicale your medical licensa(s): - License state(s): Nurber(s):

19, &) Please indicale your average number of praclice lours per week that will be covered by this policy, including office hours,
administrative activities, direct patienl care, surgery, consullation, elc. {excluding on-cali}:

b} Estimate the number of patients seen on an average weekly basis:

20. Current carrier: Nugnber of years with carrer: Current premium:

21. Have yau ever practiced medicine while you were uninsured? TiYes [} No Ifyes, please explain in the Remarks seciion.

22. Are you asiliated with any other doctor or group? [Tives [ 1Na i yes, please provide information in the Remarks sechion.

THE DOCTORS COMPANY

Whea g



23. Do you have locations where you provice or serve 85 a medical director?

[Tives [1hNo

If ves, please provide name and incation:

24, Do you maintain an ownership interast (in whole or in part) in any entitylies) related to the practice of medicine (a4, spa, latoraiory)?

[ i%es [ iNa i yas, please st name(s) and expiarn

5. Do you share office space, employses, billing, or letterhead wath any physician?
Ti¥es | INo I yos, provide delans in the Remarks section and imelide supporing docueents.

26, Plaase tist ali of your employed or conlracted ancillaries, including their titles (please note that if you emplay an NP, PA CRNA, ONM,
sptometrist, or chiropractor, a separate application and additicnat information will be required):

Nare: Title: Name: Titler

. INSURANGE INFORMATION -

%)

. Do you supervise ancillaries who are insuted elsewhere?

TiYes [ 1No  ifyes, please prowde proof of their insurance.

28. Please indicate it you are an active member of any medical society or specialty association:

29. Please list all haspitais and healthcare facilities at which you have current privileges and the status of those privileges:

30, Please ingicate Lhe fimits of [fability requested {example: $1,000,000 per claim, $3,000,000 annua! aggregate):

Per claim: ﬁ ID(:)' O@D Annual aggregaic: :ﬁ ‘H?’@. 00&

_Have your hmits of liabiiity changed {increased or decreased) in the past three years?

LAy
—

[3Yes [ Mo ifyes, please ingicafe your prior limits of Hability:

37. Are you involved or da you participate in aen-iRB-approved clinical research trials?
Tives [INc  fyns, pheasae provide details in the Remarks seclion and inciude supporling documents.
33. Do you have a coniract to provide professional services at any nursing home or correctional facility?
[O¥es [ No  ifyes, pleass provide details in the Remarks section and include supporting dacuments {i.e, your contract with the facility).

34. Are you now being or have you ever been evaluated for, diagnosed with, or treated for aleahol, narcotics, or any other substance
abuse, sexual addiction, anger management issues, or any mental ilingss?

TiYas {iNo  If yes, piease include a lefter from your trearing physician or institulion ouibining dates of treatment, resaits af teealment.
and current statis, and any agreament you have made wilh any renovery orgamization.

3% Are you aware of any shranic liness or physical defect that impairs or could impair your abihiy to practice your speciaity?

{"¥es TINo  ifyes, please mciude a lettar from your traating physician or institution autiining dates of lreatment, resulfs of treatment,
and current status, and any Hmiistions on your ability to practice the specialty(ies) listed.

36, Have you aever had professional liability insurance deciined, nonrenewed, canceled, or restrictad, or have you had an involuntary
deductible or surcharge assessed against you? NOTE: MISSCURI APPLICANTS DO NOT RESPOND.

CYes [ Mo 1 yes, plaase provide defails in the Remarks seetipn and include supporting documents.

SYPRESS APPLICATION / Poge Lol & THE DOCTORS COMPANY
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37.

349,

440.

47,

43.

44,

Ak,

46.

Have you ever appeared before, been investigated by, entered into any consent agroement with, or da you have an investigation
currently in progress or pending by any state licensing board, board of medical examiners, DEA, or othar governmental agency?

TiYes T No ¥ yas ploase provide copies of complaint and disposition documeants.

. Has your license to practice or your DEA/narcetics license ever been denied, revoked, suspended, placed on probation,

ar Lomited in any way?
{iYes TIMo  Jfyes. pleaso provice datads in the Remsrks section and include supporting Gocuments.

Vias any physician, patient, or insurance plan ever filed 3 complaint against you with any medical asseeiation/
sociely or ioundation, consumer protection agency, Chamber of Commerce, or Betler Business Bureay!

[3Yes [No  (Fyes, plesse provide delalls it e Remarks scotion and wmelude supporting documents.

Havs you ever been arrested, indicted, pled guilty fo, or heen convicted of any crime other Lhan minor traffic vialations not invelving
any allegation of sleohol or substance use?

i1¥es U Ne Hyes piease provids deiails in the Remaris sacfion and include supporling documents

. Has your parbicipation in any governmental or nongovernmental haalth program (e.g., Medicare, Madicaid, HMQ, PFPO,

ar any managed care program} ever been suspended, placed or probation, terminated, or limited in any way?
[TiYes [[INo it yes, plnase provide details in the Remarks section and includs supporting documents.

Have your stalf privileges at any hospital or healthcare facility ever been suspended, refused, revoked, placed on probation,
or 10 any way restricted, of do you have an invesligation relative to your stalf privileges pending or in progress at any hospital
or healtheare facility?

TiYes [INo  Hiyes, pleose proveds delails in the Remarks section and include supporting docuimenis .. your contract with the faciifty).
Have you ever withdrawn any application for hospital or healthcare facility staff privileges?

[ives [IMNo  f yes, please provide details in the Remarks scction and include supporting documents.

Have you ever been accused of sexual misconduct?

[iYes [INo 1 yes please provice details in the Remarks section and include supporting decurments.

Are your aware of any circumstances that might oe reasonably expected to fead to a claim or suit {even if you belicve the possible
elatm or suit would be without merit) that have not been reported to your current ot prior medical prafessional tiabiliy carrier?

[TiYes FINo i yes, ploass provide details in Hha Remarks sectien and include supporting documents,
Have you been a party ta a malpractice claim, suit, or incident i the past six years?

Mives [INe  if yes, please compizte the attached Claim Information form for gach claim/incident.

EAPRESS APPLICATION 7 Pege 20f 5 T DOCTORS COMPANY




Bo you perform any procedures for which you did not receive training in your residency or that are cutside the customary scope of practice of your speciaity?

1 Yes [ Nae

If yes, please fisf the procedures:

Do you perform bariatric surgery?
Da voui oparate on Hhie spine?
Do you perionm deliveries?

Do yo pedarn in vitio ferfilizahion (VEY

Piease indicate if you or any of yaur

[ Mo
L3 Mo

ClNo i ye

fespdal

7 Mo

statf perform the following procedures: Physician
Botox Injection £l
Chemical Peel i
Cosmetic {atfooing iy
lLaser Hair Removal 5
Laser Wrinkie Removal i1
Micrcdermabrasion i3
Scteraiherapy (Specify procedure y O
Gther Cosmelic Procedures o S
Please check abl procedures that you perform:
{1 Abortion [} Ciosed Reduction f{other than simpley [
[ Adenaidectomy [ Colonoscopy l
] feal Fistulectomy [} Gryotherapy and LEEPs {7
{1 Anaigesia, IV Conscious Sedation ] Culdocentesis i
{1 Anesthesia (Spinaly ] Dilation and Cursttage ]
7 Appendecicmy ] Elective Cardioversion 1
{7 Cesar=an Section Delivery [ Endoemetrial Bionsy ]
1 Cholacystectorny "1 Endsscopic Procedures il
Y Circumcision {adult) 7 Hemorrthodectomy 7]
] Cucumgision {psdistric only) [ Hydrocelectomy .
CARDIOLOGY
1 Cardiac Catheterization L5 Corenary Angiography [

COSMETIC PROCEDURES

Abrdaminnplasty

Bilepharoplasly

Corgnai Lift

Hair implant

Liposuclion

Penile-Related Cosmetic Procedure

A RN

-

OPHTHALMOLOGY
L1 Medical Traaiment Only

P

L3

« Assisting 11 Surgery
» L aser Indoplasty

PAIN MANAGEMENT
1 Bleck fspine sod aonspines

Epidural or Spinal Catheter

Myofascial Trigger Point imjections

Rapid Detoxification

Spinat Sttmutalior implani

i
L
!
O
O

MO

# there are procodistes sl are net hstad abave el veu peeidnn, plosss providg b wik

L)

Autnlogous Fat Injection

{1 Breast Augmentation

[} Endescopic-Assisted Forehzad Lift
[3 pnpiants Other than Breast

[T} Rninoplasty (Cozmatic)

;

Riineplasiy (Functional Only)

{1 Al Surgieal Procedures

Litnited Surgical Procedures—limited ta minor surgical procedures, including:
¢ |asey Trabecuioplasty
= Lasaer Ablatien

s ¢ aser Iridotomy

Cryoanalgesia L
Intra-Arlicular Block foint wjection L
Nerve Root Ingectians 0
Spingl Infusion dmplant i
Spiral Stimulztion Programming o

g, heww many deliverias

s Laser Capsulotomy

in

Non-Physician Licensed Staff

OConanoCd

Hysteractamy
Leparoscagy
Myringotomy

Nasal Polypactomy
Narma| Vaginal Delivery
Oapfinraciomy
Orchiactomy

Pranatal & Postnaial Cars
Salningectomy

Tendon Repdir

puinis e

[

[

Coronary AagicpiastyStents

Ooooooo

Gthey

Thermage
Breast Raduchion

Famial Laser Resurfacing
“Lifostyfe™ Lift
Riwlidectiomy

Sex Reassignment Surgary

¢ Laser Punctal Closura

* Other

Qorsal Celumn Stimuiater Implants
intradiscal Electrothermai Tharapy
Radic Fraguenay Merve Ablatien

Spinal Intusion Pump
Stellate Ganglion Block

MNow-Licensod Stafl
£l
)
i
L]
]
L

H
(-

[

Therapeutic Abertion
Tonsillectory

Tubat Ligation
Vasectomy

VBAC

Vein Stripping
Weight 1 oss

3ot

Meds

Cther
i3 Other
{7 Kyphoplasty
i’— Vaerlebwroplasty
L ML,
{3 Otner

g uspailard Hstin e Bamanks senlich or n g saparate attyuiment
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[ Not Aprhm@f@

Tmis section should he cemplated only if you answered yes to question #42 on page 5. Please photocopy and compiete this form for each
additional claim. Y mare space is needed on each report, continue information on your jetterhead. Please write legibly.

[

Mame aof patient:

xS

Age: 3, Gender: i1 Male [] Female

4. Relationship to patient {e.g., sltending physician, consultant, primary surgeon, assistanl Surgean):

5. Allegation:

f. Date of incident (MMADB/YYYY) 7. Location:

& insurance cartier{si:

9. (ther defendants:

10. Prescni status: {1 Open claim indemnity and expanses reserved:
[ Clesed claim tassof: 3 Expenses paid: $
Date closed: {3 Settlement {1 Judgment

1i. Conditions and diagnosis at time of incident:

12. Dates and deseription of professional services rendered:

12 Condition of patient subseauent to professional services {and dates of follow-up visits, if known):

[APRESS APPLICATION / Page 2ol 5 THE BOCTORS COMPANY
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AGREEMENT: | do hereby affirm the truth of all stalements and answars, and that | have not infentionally withheld any wformalion that conld influsnce the

sdgmenl of the company is considering this application for insuranca. { have aise made a reasonable inquiry, whers appropriate, to ensure Lhe responsas

Rarein are as complete and acourate as possible. | understand that any arrongous information or material misrepresentation may cause immediate rascission
of my insurance coverage.

AGRELMENT: | uncersiand tnat no coverage will be Baund by the company until such Lime as § have signad the application and rptirned e original o tho
sompany wil the ragiired payment.

AGREEMLENT. | understand thal in order to underwrite The requested insurance, the company must have zoeess to ail possible information concerming my
professisral conduct and sxperience, | heraby authorize and direct any mmecieal society, medicat doctor, hospital, residency program, iNsUrance Corpany,

interindaranidy sreangermant, underwe e, or insurance agent ta furnish any mformalion concorning me of my medical practice that the company may reauest,

GREEMENT Since 1 understand that the froe exchange of infarmation is sssential, |agraa thai any person or organization furshiing informat.en to the
COmpEAany pur Lt fins consent and direction, together witi the ageni, amployees, o officors of such person or organization, will not be kable Lo ma o
any way for furnishing such islormation.

AGREEMENT: | agres that Hus apphcation shall be deemed appended o and a part of, any policy of insurances issued 16 me based es this appheation.

AGREFMEMT: | further agree thal my signalire of this appiication shal! be deemed to be a concarrent execution of the attacned Subsnnbor Agreement ang
Pownr of Attorney.

SIGNATURE REQUIRED:

X

Applicant Signature Date

- NOTICE

Nolice 1o Alabama Applicants: Any persen who Knowingly presents a faise or fraudulent claim for paymant of 2 loss or nerafit, or knowingly prasenls faise
wformalion in 31 application for insurance is puilly of a crime and may be subjact to restitution fines or confinement i prison, or any
camnhbinatien therzof,

Notice to Arkansas Applicants: Any person who knowingly prosents 4 false or fraudulent claim for payment for a foss or benafit ar knowingly presents (;
information in an anpheabion for insurance s guilly of a crime and may be subject io fines and confinement in priscn,

Nolics to Colorado Applicants: It is uniawful to knowingly provide false, incomplete. or misleading facts or informalion to an insurance company for the
surnose of cafrauding o attempting to defraud the company. Penalties may inciuda imprisonment, fines, denial of snsurance, and civil damages. Any
insurance company of agent of an insurance company who knovengly provides false, incomplete, of misleading facts or information to a policyhoider o
claimant for the purncsa of defrauding or atiempting to defraud the policyholder or claimant with regard to 3 setliamenl or award payable from ingurarce
procesds shalt be reparted to the Colorado Division of Insurance within the Department of Reguiatory Agencies,

Motice 10 District af Calumbia Apphcants: WARNMING: It is a cnime to provde false or misleading nformation fo an wsurer for the purpose of dabrauding
{he insurer o7 any cther gerson, Penailies include impriscament andier fnés. In addilion. an insurer may deny wsurance nenafits if false wlormalicn
materially relaled to 2 clagm was provided by the applicant.

Natice to Florida Applicants: Any person who kxnewingly and with inteni to injure, defraud, or deceive any insurer files a statement of claim o an
aopiicaticr containing any false, wmcomplele, or misleading information is guilly of a telony of the third degree.

Nolice Lo Kansas Aoplicanis: Any person who knowingly and with infant to defrsud any insurance company of other person by presantin
statement as part of an application for insurance, the rating of an insurance poticy, or statement of claim containing any materially false
ronceals for the purpose of mosleaging information enncerning any fact material thereto has committad a fravdulent insurance act.

any writien
infurmation, or

Notice to Kentucky Applicants: Any persor wio knowingly ana with intent to defraud any nsurance company or other person files 2n apphcation for
‘nsurance containing any matenally false information of conceals, for the purpese of misteading, information concerniog any fact material hereta comms
a fraudulent ipsurance act, which is a crime,

Wotice lo Lauisiana Apphcants: Any person who snowingly presents a false of fraugulent ciaim for payment of a loss o banafil or knowingly orasents faise
informatien in an application for insurance is gty of 2 crime and may be subject to fines and conhinement in nrisnn,

Notice to Maine Applicants: it is 2 crime to knowingly provide false, incompiete, or misieading information to an insurance company for the purpose of
defrauding the company. Penalties may include imprisenment, fines, or denial of msurance penefifs.

Notice to Maryland Applicanis: Aoy parson who krowingly and willfully presents 2 faise or fraudulent chaim tor paymant of a loss or henclit, or wao knowingly
and willfully presents false information in an application for insurance is guilty of 2 crime and may be subject to fines and confinement i prizon,

heatice to Missourt Applicants (Special Non-fraisd Natice for Application): An mnsurance company or its agent or representative may rot ask an appheant ar
nolicyhnider to divalge in a written application or otherwise whether any insurer has canceled or relused 16 renew of 1ssue to the apolicant or pohcoyholder
a policy of tnsurance. {f a question of this nature appears in this apotication, you should not respond,

[otice ta Mew lersey Applicants: Any parsen wha includes any false or misieading information on an applicaticn for an insurarce policy is subject fo
crimizal and civii penalties,

THE DOCTORS COMPANY
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Notice Lo New Mexico Applicants: Any persen whe knowingly presents 2 false or fraudulent claim for payment of a foss or berefit or knowingly preserts
falee information in a0 application for asurance is goilty of a crime and may be subject to civil tines and criminat penalties.

Matice to New York Apphicants: Any person who knowingly and with intent 1o defraud any insurance company o other person fites an appiication for
isuranca or statemeni of claim contaning any matarially false information, or conceals for the purpose of misleading, information concerning any fact
material therete, commits a frauduient insurance act, which is a crime and shali alse be subject Lo a civil penalty nol to exceed five thousand collars and
the staled value of the claim for vach such viclation, NOTE: The fraud warning statemenis must be placed immadiately above the space provided far the
s:gnaltize of the person execoling the application.

Neboz to D Apoficants: Any persen who, with intent to dafracd or knowing thal he is facililating a fraud againsi an insurer, submits ar applination or
files a cimm containirg a false or deceptive stalement is guilly of insurance fraud,

Mutica 1o Oklahoma Applicants: WARNING: Any person who knowingly, and with intent to injure, defraid or deceive any insurar, makes any claim lor tha
pracecds of an inaurance policy containing any Talse, incomplete or misteading information {8 guikty of a fofony, The absence of such a staigment shali not
copslitula g dalense i any prosecution.

Mot:ca ia Penpsylvania Apphicants; Apy aersan wha ¥nowingly and with intent to defraud any inswrance company or olher perscn files an apphication for
insurance of statament of claim confainimg apy materially faise informatien or conceais for the purpose of misleading, informetion concerning any fact
matanal therato commnits a fraudutent insurance act, which is a crime and subjects such person te criminal and civi penaities.

Motce 1o Rhede lsland Applicants: Any persen who knowingly presents a faise or fraudulent claim for payment of a loss o benefit ar knowingly presenis
faise informatian in an applivstion for insurance 15 guilty of 2 crime and may be subject to fines and confinement i prison.

Motice to Tannessae Applicants; 1t is 2 cnme to knowingly provide false, incomplete, or misieading information te an insurance company {or the purpos:
ol defravding the eempany. Panalties include imprisonment, fines, and denial of insurznce benefits,

Motice to Virginsa Applicants: 1T1s a crime to knawingly provide false, incomplete, or misleading information to an insurance company for the purpese of
defraumng the company. Penalties include imprisonment, fines, denial of 1asurance benefits, and civil damages.

Motice {0 Washingion Apphcants: It s a crime Lo knowingly srovide false, ncomplete, or misteading information 10 an nsurance campany fer the purpose
of Gefreuding the carnpany. Penaltiss includs imprisonmant, fines, and denial of insuranee benslits,

Notica to West Virginia Applicants: Any person who knowingly presents a false ¢r fraudulent ciaim {gr payment of a loss or benefit or krowingly presenis
fafse informaiion in an application for insurance is guilty of & crime and may be subject lo fines and confinement in prison.

" SUBSCRIBER AGREEMENT AND POWER OF

For and sn consideration of similar agreements executed or to be executed by other Subscribers and of the benefits of the exchange ol
such agreement, the Subscriber agrees to the bejow-stated terms and conditions.,

| . The undersigned subscribes for membership in The Doclors Company, an Interinsurance Exchange {“Ihe Exchange”), and agrees
wiih the Fxchange and with other Subscribers, through their Attorney-in-Fact, The Declors Management Company {"the Atorney”), o
exchange with all other Subscribers coniracls of Jiability insurance, or reinsurance, in a form and coniaining terms and condilions as are
approved by the Exchange's Board of Governors.

2. Subscribar designates and appoints the Allorney to be his or her true and lawful agent and Attorney-in-Fact to act in his or her name,
place, and stead and in the name of the Exchange, ta exchange contracts of insurance and to do all things that the Subscribers might or
could do severally or jointly with regard to the operation and managemenl ol lhe Exchange and the business of inferinsurance, Subscriber
acopts and approves the Management Agreement hetween the Exchange and the Attorney, as it may e amended from time to time, and
of any successor Management Agreement as it also may be amended.

a. Subscriber delegates to the Board of Governars of the Exchange authority to negotiate all the tarms and conditiens of the Management
Agreement between the Exchange and the Attorney on behal? of the Subseriber, including, but not imited to. the compensation to be
paid 1o the Attorney by the Subscriber ar Exchange.

4. Subscriber further delegates to the Board of Governors of the Exchange all necessary and preper powers e conduct, manage, and
candrol the affairs anc business of the Fxchange, subject to those retained by law ar through the Rules and Reguiations of the Excharge,
or as they may be further amended at the Annuat Meeting of Subscribers.

5. The Board of Governors is made up of public and professional members elected by a majority of Subscribers present or reprasented by
proxy at the Annual Meeting of Subscribers. Governors generally serve four-year terms. Each year, (iovernars with expiring terms wiil stand
for election.

6. Subscribership begins with the commencement of the policy period of the liability insurance policy issued by the Exchange and ends

upon canceliation or other termination of that policy. The period of subscription shall not include any period of coverage under extended

renarting pelicies or exiended reporting or {aif coverage endorsements. After termination of subscription, Subscriber shall nave no further
rights 1o participate in any distribution of savings to Subscribers or in any distribution of assets upon dissolution of the Exchange.

THE DOCTORS COMPANY




7. The Board of Governors may appoint any individual, parlnership, or carporation to become successor Lo the Atlorney with all of

the powers and duties stated in this Agreement, All references to "Attorney” shall then be deemed 1o include such successcr
Attorney-in-Fact.

8. The principal offices of the Fxchange and the Attorney shall be mainfained at Napa. California, or at such other place approved by
the Board of Governors.

G The Agreernent can be signed by esch Subscriber separately with the same effect as if the signatures of all Subscnibers were o

sne and the same instrument | and signature of the Application 1o which this Agreement is altached shall conslitule signaturs of This
dgreemant. This Agreement shall continue in full force and effect until revoked by the written request of Subscriber who has signed
this document, This Agreement shall be governed by and interpreted accordmg lo the taws of the Slale of California. All Subscriber
Agrzements shatl be binding upon all Subscriters, and the provision of each shall not materially differ. Wherever the word “Subscriber”
is usec, it refers 1o all members of the Exchange, including the Subscriber whe has signed this document,

| apooint the members of the Board of Gavernors, and each of them, agents and attorneys with powers of substitution i each of them

my lawtul proxy to vole and act for me and in my name al all annual, reguiar, and special meetings of the Subscribers of The Doctors
Company, an Interinsurance Exchange.

This proxy is solicited en behalf of the management of the Exchange and will empower the hotders lo vote on Lhe Subseriber’s behaif for
the eleciion of members of the Beard of Governors zrd such other bisiness as may properly come before any annual, regular, or specal
meeting of Subscribers.

This proxy, unless revoked or replaced by substitution, shall remain in force for five years from the date stated below.
You may revoke this proxy by giving the Exchange written notice of your revacation at least 10 days before the date of any annual,
reguiar. or speciai meeting at which such proxy is to be exercised. If you attond a mecting, you may revoke this proxy If you choose to

vole w person,

The signing of this proxy is not a condition of completion of this application and your signature, or your failure or refusal to sign, will not
e considerad in connection with the tunderwriting of your application.

SIGNATURE (OPTIONAL):

X

Signature Date

Type or print names

Mailing address:

City: State: 7ip code:

THE BOCTORS COMPANY
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Ths Business Associate Agreement is enterad into by and hetween 1he Doclors Company, an [nlernsurance Exchange, mcluding all of
its subsidiaries, hereinafter referred to 85 “we,” and “you in conjurction with the policy of insurance we have entered inte with you. This
agresment supersedes and rapiaces any prior Business Associate Agreement ("BAA").

We are commitied 1o comply with the Standards for Privacy of Ingividually ldentiflable Health Information under the Health iasurance
Paortahitity and Accountability Act of 1998 ("HIPAA”} and as modified by the HITECH provisions of the American Recovery and
Reinvestment Act of 2009 and related rules and as may be modified subsequently {the “Privacy Regutations”}. Under the Privacy
Regulations, you are a “covered entity,” and as requirad by 45 C.FR. Section 164.502(e} and 45 C.FR. Saclion 164.504{e). we
scknowledge that we, in cartain instances, may be your "business associate.” We must use and disclose information that identifies
an individual: relates fo health, heafth treatment, or healthcare paymant; and i mamtainad in any form {e.g., electronic, paper, oral)
[Proteciad Health Information” or “PHI") in our performance of services under this Policy, and we agree to abide by the assurances,
tarms, and conditions contained nerein in the performance of our obligations,

Tnis decument sets forth the terms, conditions, and cbligations purstiant 1o which Protected Health [nformation that s provided, created,
ar recaived by us from you ar on your behalf, will be handleg.

We agree as foliows:
A. Permitted Uses and Disclosures of Pratected Health Infermation,

Pursuant to this Agreement, we provide services (“Sarvices”) for your operations that may involve the use and disclosure of Profected
Health Information as defined by the Privacy Regulations. These Services may include, among others, quality assessment; quality
improvament; outcomes evaluation; protocol and clinical guidelines develapment; reviewing the competence or gualifications of
healthcare professinnals; evaluating practitioner and provider performance; conducting training programs to improve the skils of
healthcare practitioners and providers; credentizling, conducting, or arranging for medical review; arranging for legat services;
conducting or atranging for audiis to improve compliance; resolution of inlernel grievances; placing stop-loss and excess of loss
insurapce: and ather functions necessary to parform these Services, Except as otherwise specified herein, we may make any uses
of Protecied Health Information necessary ta periorm our obligations undear this Agreemaent, All othar yses not auihorized by this
Agreement arc pronibited, Moreover, we may disciose Protected Health tnformation for the purposes authorized by this Agreament:
(i) 1 cur employees, subcantractors, and agenis, in accordance with Section D(5} below; (1) as directed by you in writing: or (i)
as otnerwise permitted by Lhe lerms of this Agreamaent. Addilionally, unless otherwise limited herein, we arg permitfed fo make the
following uses and disclosures:

8. Our Obligations and Activities.

Wi may use and disclose the Protected Heaith Information in our possession to third parties for the purpose of eur proper
management and adminisiration, such as cblaming reinsurance, or to fulfilt any of our present or future legal responsibilities, sdch as
complying with insurance regudator requesis, provided that (i) the disclosures are required by law; or (i} we have received from the
third party writien assurances regarding its confidential handling of such Protected Health Information as required under 45 CER.
Section 164.504{e}(4) and where necessary received a BAA.

C. [n addition to using the Protected Health Information to pertorm the services set forth above, we may:

{11 Aggregate the Protecled Health Informatian in our pussession with e Prolecied Health Information of olher covered entities
that we have in our possession through our capacity as a business associate to said other covered enfities, provided that the
purpose of such aggregation is to provide you with data analyses refating to your healthcare apcrations. Under no circumstances
may we disclose Protected Health Information of one covered entity as defined by 45 C.FR. Parts 160 and 164 1o another
covered entity absent your express written authonzation; and

(2} De-wdentify any and all Protected Heaith information provided that the de-idenfification conforms to the requiremants of 45
C.F.R. Section 164.534(b), and further pravided that you are sent the documentation required by 45 G.F.R. Section 164,15(1),
which shall be in the form of 3 writfen assurance from us. Pursuant to 45 CER, 164.502{d)(2), de-identified irformation does
not constitute Protected Health Information and is not subject 1o the terms of this Agreement.

p. With regard ta our use and/or disclosure of Protected Health Informatian, we agree to do the foliowing:

{1} Use and/or disclose the Protected Health Information ealy as permitied or required by this Agreement or as otherwise required
by law and then only {o the minfimum necessary extent to accompiish the intended purpese of the use;

{2) Repert to your designated Privacy Officer, in wriling, any use and/ur disclosure of the Protected Haalth information that is nat
permiited or required by [his Agreament of which we become aware as soon as practical and within ten (10} busingss days of our
discovery of such unauthorized use and/or disclosure, Where practical and possible, we will take steps to mitigate the harrful
effect of any urpermitied disclosure of PHI;

THE DOCTORS COMPANY
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Use commercially reasanable efforts to maintain the security of the Protecled Health Information and take approgriate physical,
administrative. and tachnical safeguards to prevent unauthorized use and/or disciosure of such Protected Health Information:

Require all of our stbcontractors and agents that undertake to perform the services that we perform under this Agreemcht and
that receive, use. or have access to Protected Health Information under this Agreement to agree, in writing, to adhere to the
same restrictions and conditions on the use andfor disciosure of Protected Heaith information that apply to us pursuant to
this Agreement;

tniess prohibited by atiormey-client and othar applicable legal privileges or unless it wiould violate our contractuat and ather legal
nbligation to you, make available all records, books, agreements, policies, and proceduraes relating to the use and/or disclosurs
of Protected Health information to the Secretary of the Umitad States Department of Healih and Human Services for purposes of
determining vour compliance with the Privacy Regulations;

Upen prior writter request, make availabie during normal business hours at our offices all records. books, agreements. policias,
and procedures ralating to the use and/or disclosura of Protected Health Information to you within five (5) business days for
purposes of enabling you to determing our compliance under the terms of this Agreement;

We shail honor any request from you for information to assist in responding to an individual's request for an accounting af
gisclosures of Protectad Heaith Infarmation to us. However, should you be asked for an accounting of the disclosures of an
individual's Pratactad Health information in accordance with 45 C.FR, Section 164.528, such arcounting should nar include
any disclosires to us which are to carry cul your healthcara operations. See 45 C.F.R. Section 164.528{a) (1))

Upon termination of this Policy, the protections of this Agreement will remain in force and we shall make no further uses and
disclasures of Protectad Health Information except for the proper management and administration of our business or as required
by law;

In those instances when you would be required to henor an individual's reguest for access andfor amendmant of Protected
Health Intormation disclosed to us, we will assist you to comply with your duties under 45 C.F.R. Sections 154.524 and
164,526, However, usually you will not be required {o honer such raquests because Protected Health Informabien i our
possession is not part of a designated record set as that term is defined by 45 C.F.R. 164.501; and/or because the information
is pxempt fram arcess and amendment under 45 CFR, Sections 164.524(a) and 164.526(a)(2); and/or because access would
vinfate your superseding contractual and other legal rights; and/or because any amendment could be tampering with evidence in
a chvii ur administrative matter;

(10} You may terminate this Agreement by canceling this Policy if we violate a material term of this Agreement;

{11} You agree that we may modify this Agreement as required 16 comply with applicable laws or regulations.

in witness whereof, The Doctors Company has caused this Agreement to be signed by its Chairman at its Home Office.

Aol 5 i, 001

Rrichard L. Andersen, MD
Chairman of the Board of Governors
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REQUEST TO ADD: MD, PA,
NP, CRM, CRNA, OR AUX PHYS

CHEDBOCTORS LD

T The Doctors Company
Lindorwrding Department

RE Additional Coverage for Policy #

Please add 10 the policy of _éAk%y&ZQé‘/\/?’_ {i A’C’j’g—

13, or Anciliary Name Group Name

effochve R

Date

He/She will be working:

3 - 10 hours per week

i - 20 hours por weoek

1
I 1 2%+ hour per week
0oB. Saciat Security No

If a questions dues nat apply. simply enter "N/A"

1 Please place i _inslotg

2 This M.D. or Anciitary wiil.

[ be sharing limits

! have hisfher own set of limits
3 Please provide Prior Acts Coverage: |
Retroactive Date Requested:

funderstand that coverage is not automatic and that no coverage will be in force prior o undaawriting
approval

Signature

f ’Wri;iroiriiype name

Date
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HOHERIT AL

Graduate Medical Education
Moonlighting Requast Form

Resident Name: e

Citizenship or Permaneant
PGY Level: Visa Status: o Licanse Number,

Please answer the following questions based on the facility at which you will be
moordighting:

Name of Institution:

Address:

Telephone: { )

Name of Employer/Coniact Person;

Dates of employment and estimated hours:

Will you be using Paid Time Off (PTO) for these dates: YES IT"TNQ (check one)

Nature of employment:

Liability/Malpractice tnsurance Coverage: {Include contractors, policy number and
expiration date:

NOTE: You must provide written proof of insurance coverage.




This request is within the guidelines of the Botsford Hospital Medical Education
Policy/Procedure, “Qutside Professional Activities (Moanlighting) for Residents”
aware that any violation of the “QOutside Professionat Activities (Moonlighting) for
Residents” policy/procedure will result in disciplinary action up to and including
discharge from Botsford Hospital,

Disclaimer:

| hereby authorize Botsford Hospital Medical Education Office to contact the
moonlighting services as indicated above and any others who may have information
ragarding my employment, hours, duties and supervision and release from fiability all
representatives of the Medical Education Program Directors, the Medical Education
Office and Botsford Hospital for their acts performed in good faith and without malice in
connection with evaluating my request for moonlighting privileges. In addition, | release
from any liability all individuals and organizations that provide information pertaining to
my outside professional activities (moonlighting) in good faith and without maiice
conceming my request for moonlighting privileges.

| have read and undersiand the Botsford Hospital Administrative Manual
Policy/Procedure for “Outside Professional Activities (Moonlighting) for
Residents”. | agree to comply with this policy/procedure.

Resident Signature | Dale
Program Director Approval o Date o
Director of Medical Education Approval Date

THIS FORM MUST INDICATE APPROVAL BY SIGNATURES OF ALL PARTIES
PRIOR TO ANY MOONLIGHTING ACTIVITIES.

Submit by Email






