How was your visit? _. ZOCDOC

Provider Name (First and Last): = [

Patient First Name: ke h b My = Pa

Writien reviews ragsite yaur fizst name and fast imtial by Appear next 16 s reviaw on the 2ncDonr wabsite,

What did you think about your visit?

Patient Last Initial: p

Would you recommend this professional?

fighly Recommended Probably Maybe Probably Not

How would you rate this professional’s bedside manner?

Good Satisfactory Unsatisfactory

How long was the wait time in the office before you were seen?

Less than~
30 minuge

Between Over 1 hour
30 and 60 minutes

Right Away

Awful

© e e e By o
TR B NOST

Over 2 hours

By signing this form you acknowledge that your provider gave you an authorization form explaining how this information wouid be
used and processed (including outside of the United States), and that you have signed and returned that authorization.

Signature: /_%V -

e 322015

Thank you! Your responses will be visible on ZocDog until ZocDoc elects to remove them or you revoke your authorization. To leave

another review, please book your next appointment online at www.zocdoc.com,

8 Please return this form by fax to {800) 701-9607 or by email to service@zocdoc.com




AUTHORIZATION FOR
PROMOTIONAL/MARKETING USES AND DISCLOSURES

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU

This is an important document. Please read carefully and only sign if you feel comfortable doing so.

ot Y

Our Medical Group is listed on a physician-searching website, called ZocDoc. Patients, such as you, can use ZocDoc to find doctors
and schedule appointments. ZocDoc encourages physicians who are listed on its website to share patient reviews so that potential
patients can consider this feedback in choosing a potential physician. You are being asked by the Medical Group to complete a
Patient Feedback Form about your Physician and to let our Medical Group share that Patient Feedback Form with ZocDoc to market
the services that your Physician provides. The Patient Feedback Form will contain information that could identify you {(such as your
name) and may reveal information about your health, for example, the type of doctor you are seeing. It will also include the feedback
information that you choose to provide.

: 2y d G faty
You are a patient of _'M'Q h‘ii}’_}ﬂ{jg A M , 'P\ l o“ﬂ/(;our “Physician”) at _)L(ZU’WL YH,MLAAQI}"&"% V(lour “Med%gi lGaroupS);.s

By signing this form, you allow the Medical Group to disclose the Patient Feedback Form to ZocDoc. The Medical Group will not
disclose, pursuant to this authorization, any additional information besides what is on the Patient Feedback Form. Once ZocDoc
receives your Patient Feedback Form, you understand that it will decide whether to post your feedback on its website, If it does post

outside of the United States.

This permission form does not expire. If you decide you want to revoke this permission, you may do so anytime by contacting the
person listed below, who will inform ZocDoc to remove the feedback from its website. Please note that your decision to cancel your
permission for ZocDoc to use and share your Patient Feedback Form will only apply to future availability of your feedback on the
ZocDoc website and wiil not affect the presence of your feedback on cached, archived, or similarly saved versions of the ZocDoc
website. You should also understand that state or federal law may allow someone who gets your information from the ZocDoc
website to use or release it in some way not discussed in this form. In addition, even if Yyou revoke your permission and ZocDoc
removes your feedback from its website, your information may already have been copied and shared elsewhere on the internet or in
other ways. ZocDoc will not be able to withdraw that information or prevent it from being seen or shared.

It is important to remember that not signing this form or later canceling your permission will not affect your health care treatment
from your Physician, payment for health care from a heaith plan, or your abillity to get health plan benefits.

| have read this form. 1 understand it and agree to its terms.

— . glale

Your Signature or Your Personal Representative’s* Signature ’ Date
9 je!

Print Your Name or the Name of Your Persondf Representative*

T

T A o kM A B0 o 00 et

* My authority to sign as the Personal Representative of the Persons giving this permission is as:

Parent | | Legal Guardian . Power of Attorney * | Other

Revocation Contact Person:

DM_US 53434307-1.092375.0013




How was your visit? ZocDoc

Provider Name {First and Last}: WM""“J&/ Proun

Patient First Name: W* o .. .. . . Patient Last Initial: A

Witk rovmws reguire your fesl name sad last maiah o appesy noxi 1o this revisw anthe Zoclon wabisite.

What did you think about your visit?

Would you recommend this professional?

Highly Recommended } Probably Maybe Probably Not Never

How would you rate this professional’s bedside manner?

Good Satisfactory Unsatisfactory Awful

How long was the wait Time in the office before you were seen?

Cﬁiight Away ) Less than Between Over 1 hour Over 2 hours

30 minutes 30 and 60 minutes

By signing this form you acknowledge that your provider gave you an authorization form explaining how this information would be
used and processed (including outside of the United States), and that you have signed and returned that authorization.

Signature: m Date: 3’( [Lf( / ’7‘

Thank you! Your responses will be visible on ZocDoc until ZocDoc elects to remove them or you revoke your authorization. To leave
another review, please book your next appointment online at www.zoctoc.com.

#® Please return this form by fax to {800) 701-9607 or by email to service@zocdoc.com



AUTHORIZATION FOR
PROMOTIONAL/MARKETING USES AND DISCLOSURES

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU
This is an important document. Please read carefully and only sign if you feel comfortabie doing so.

You are a patient of Mﬂ"‘f"k' Al"“ {your “Physician”) at M""‘ﬂ"“"’L A’(‘W /"’h {our “Medical Group”).

Our Medical Group is listed on a physician-searching website, called ZocDoc. Patients, such as you, can use ZocDoc to find doctors
and schedule appointments. ZocDoc encourages physicians who are listed on its website to share patient reviews so that potential
patients can consider this feedback in choosing a potential physician. You are being asked by the Medical Group to complete a
Patient Feedback Form about your Physician and to let our Medical Group share that Patient Feedback Form with ZocDoc to market
the services that your Physician provides. The Patient Feedback Form will contain information that could identify you (such as your
name) and may reveal information about your heaith, for example, the type of doctor you are seeing. It will also include the feedback
information that you choose to provide. '

By signing this form, you allow the Medical Group to disclose the Patient Feedback Form to ZocDog¢. The Medical Group will not
disclose, pursuant to this authorization, any additional information besides what is on the Patient Feedback Form. Once ZocDoc
receives your Patient Feedback Form, you understand that it will decide whether to post your feedback on its website. If it does post
the feedback, your first name and last initial may also be disclosed along with any other information in the Patient Feedback Form.
Your decision to sign this permission form allows ZocDoc to use and share your Patient Feedback Form in connection with marketing
the Physician and Medical Group's services. You understand and agree that ZocDoc may process the Patient Feedback Form
outside of the United States.

This permission form does not expire. If you decide you want to revoke this permission, you may do so anytime by contacting the
person listed below, who will inform ZocDoc to remove the feedback from its website. Please note that your decision to cancel your
permission for ZocDoc 1o use and share your Patient Feedback Form will only apply to future availability of your feedback on the
ZocDoc website and will not affect the presence of your feedback on cached, archived, or similarly saved versions of the ZocDoc
website. You should also understand that state or federal iaw may allow someone who gets your information from the ZocDoc
website to use or release it in scme way not discussed in this form. In addition, even if you revoke your permission and ZocDoc
removes your feedback from its website, your information may already have been copied and shared elsewhere on the internet or in
other ways. ZocDoc will not be able to withdraw that information or prevent it from being seen or shared.

It is important to remember that not signing this form or fater canceling your permission will not affect your health care treatment
from your Physician, payment for health care from a health plan, or your ability to get health plan benefits.

I have read this form. | understand it and agree to its terms.

fuse aeliz

Your Signature or Your Personal Representative’s® Signature Date

Print Your Name or the Name of Your Personal Representative”

* My authority to sign as the Personal Representative of the Persons giving this permissicon is as:

Parent | @ Legal Guardian = PowerofAttorey :  Other

Revocation Contact Person:

DWM_US 53434307-1.082375.0013



How was your visit? ZocDoc

Provider Name (First and Last):

Patient First Name: TWSA— Patient Last Initial: 1)

Written raviews reguire your first name and last initial to appear next to this review on the ZocDoc websits.

What did you think about your visit?

N e SASS{\O*\JQ

Would you recommend this professional?
EF***** I S .8 & 37¢ R & & &+ JEENENE" S DT i kY

Highly Recommended Probably Maybe Probably Not Never

How would you rate this professional’s bedside manner?

S & & & & ¢ R & & & $%¢ R 4 & S SASENNINE & Trddis _ kYT

Excellent Good Satisfactory Unsatisfactory Awful

How long was the wait time in the office before you were seen?

7& L 8.0 .0 & ¢ 5 6. & Se I ReAkYeTr 0 wkTh Yy b QAR AR
Right Away Less than Between Over 1 hour Over 2 hours
30 minutes 30 and 60 minutes

By signing this form you acknowledge that your provider gave you an authorization form explaining how this information would be
used and processed (including outside of the United States), and that you have signed and returned that authorization.

Signature: w%’b Date: 3[ ['?/ (7~

Thank you! Your responses will be visible on ZocDoc until ZocDoc elects to remove them or you revoke your authorization. To leave
another review, please book your next appointment online at www.zocdoc.com,

|El Piease return this form by fax to (800) 701-9607 or by email to service@zocdoc.com




THORIZATION FOR
OMOTIONAL/MARKETING USES AND DISCLOSURES

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU

This is an important document. Please read carefully and only sign if you feel comfortable doing so.

Yo are a patient of L (your “Physician™at ____ _  (our“Medical Group”).
Our Medical Group is listed on a physician-searching website, called ZocDoc. Patients, such as you, can use ZocDoc to find doctors
angl schedule appointments. ZocDoc encourages physicians who are listed on its website to share patient reviews so that potential

Ths permission form does not expire. If you decide you want to revoke this permission, you may do so anytime by contacting the
pefson listed below, who will inform ZocDoc to remove the feedback from its website. Please note that your decision to cancel your
pepmission for ZocDoc to use and share your Patient Feedback Form will only apply to future availability of your feedback on the
ZogDoc website and will not affect the presence of your feedback on cached, archived, or similarly saved versions of the ZocDoc
wepsite. You should also understand that state or federal law may allow someone who gets your information from the ZocDoc
wepsite to use or release it in some way not discussed in this form. In addition, even if you revoke your permission and ZocDoc
rerpoves your feedback from its website, your information may aiready have been copied and shared elsewhere on the internet or in
otHfer ways. ZocDoc will not be able to withdraw that information or prevent it from being seen or shared.

It ij important to remember that not signing this form or later canceling your permission will not affect your health care treatment
frofn your Physician, payment for health care from a health plan, or your ability to get health plan benefits.

I have read this form. | understand it and agree to its terms.

Ir Signature or Your Personal Representative’s* Signature Date

| Dea RefA STERESA-

it Your Name or the Name of Your Personal Representative*

y authority to sign as the Personal Representative of the Persons giving this permission is as:

Parent = Legal Guardian ~  Power of Attorney Other

Refjocation Contact Person:

DN _US 53434307-1.092375.0013



How was your visit? ZocDoc

rovider Name (First and Last):

atient First Name: T EHEDAY Patient Last Initial: C‘q

ritten reviews requira your first name and last initial 1o appear next to this review on the ZocDoc website.

hat did you think about your visit?

foxdlet bededs Mdmer

Would you recommend this professional?

'S 8 8.8 4 4 R & & & 8%¢ R & & 80 AN & SASASA R Q% QARASN

Highly Hecommendea Probably Maybe Probably Not Never

[How would you rate this professional’s bedside manner?

2 8.8 8.8 1 I 6.6 & 8% D & & S S SEERIN & SrEASA B SARAQ KRS

Excellent Good Satisfactory Unsatisfactory Awful

[How long was the wait time in the office before you were seen?

¥ ¥ ok ok ok L. & & S R & & &0t dNNEIIE & SAGASAS b KNS A
Right Away Less than Between Over 1 hour Over 2 hours
30 minutes 30 and 60 minutes

y signing this form you acknowledge that your provider gave you an authorization form explaining how this information would be
sed and processed {including outside of the United States), and that you have signed and returned that authorization.

ignature: M }N‘L—Y—«_ Date: 3 N 777'/[7~

hank you! Your responses will be visible on ZocDoc untit ZocDoc elects to remove them or you revoke your authorization. To leave
another review, please book your next appointment online at www.zocdoc.com.

Please return this form by fax to (800) 701-9607 or by email to service@zocdoc.com



THORIZATION FOR
OMOTIONAL/MARKETING USES AND DISCLOSURES

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU
This is an important document. Please read carefully and only sign if you feel comfortable doing so.

Yop are a patientof =~ (your “Physician at e {our “Medical Group”).
Oy Medical Group is listed on a physician-searching website, called ZocDoc. Patients, such as you, can use ZocDoc to find doctors
anfl schedule appointments. ZocDoc encourages physicians who are listed on its website to share patient reviews so that potential
pafents can consider this feedback in choosing a potential physician. You are being asked by the Medical Group to complete a

isklose, pursuant to this authorization, any additional information besides what is on the Patient Feedback Form. Once ZocDoc
2ives your Patient Feedback Form, you understand that it will decide whether to post your feedback on its website. If it does post
thq feedback, your first name and last initial may also be disclosed along with any other information in the Patient Feedback Form.
Yolir decision to sign this permission form allows ZocDoc to use and share your Patient Feedback Form in connection with marketing
thglPhysician and Medical Group’s services. You understand and agree that ZocDoc may process the Patient Feedback Form
ougside of the United States.

Thp permission form does not expire. If you decide you want to revoke this permission, you may do so anytime by contacting the
pefson listed below, who will inform ZocDoc to remove the feedback from its website. Please note that your decision to cancel your
pefmission for ZocDoc to use and share your Patient Feedback Form will only apply to future availability of your feedback on the
ZogDoc website and will not affect the presence of your feedback on cached, archived, or similarly saved versions of the ZocDoc
bsite. You should also understand that state or federal law may allow someone who gets your information from the ZocDoc

bsite to use or release it in some way not discussed in this form. In addition, even if you revoke your permission and ZocDoc
rerfoves your feedback from its website, your information may already have been copied and shared elsewhere on the internet or in
otffer ways. ZocDoc will not be able to withdraw that information or prevent it from being seen or shared.

It ij important to remember that not signing this form or later canceling your permission will not affect your health care treatrnent
frofn your Physician, payment for health care from a health plan, or your ability to get health plan benefits.

I have read this form. | understand it and agree to its terms.

Yopir Signature or Your Personal Representative’s* Signature Date

(E3E0A  quaddlule

Pript Your Name or the Name of Your Personal Representative*

y authority to sign as the Personal Representative of the Persons giving this permission is as:

| Parent Legal Guardian - Power of Attorney ~ Other

Refocation Contact Person:

DN _US 53434307-1.092375.0013



Provider Name (First and Last):

Written reviews require your first name and last initial to appear next to this review on the ZocDoc website.

What did you think about your visit?

Clodies Ao DTt

Would you recommend this professional?

OA ¥ s v J % R 4.4 & $%¢ IR 5 8 S SAJNNNINE &SI e

Highly Recommended Probably v Maybe Probably Not

How wouid you rate this professional’s bedside manner?

’?< L8 .. 8 & ¢ _ kkdkok v R & & 3 0B & Sadrai

......

Excellent Good Satisfactory Unsatisfactory

How long was the wait time in the office before you were seen?

¥ Ak Ahk L8 & & $+¢ [ KRk yesy | ARy
Right Away Less than Between Over 1 hour
30 minutes 30 and 60 minutes

Signature: M

another review, please book your next appointment online at www.zocdoc.com,

How was your visit? ZocDoc

Patient First Name: NOYM AN Patient Last Initial: K

B g% gt atds

Never

_ Yyrvek iy
Awful

b RERASAS A

Over 2 hours

By signing this form you acknowledge that your provider gave you an authorization form explaining how this information would be
used and processed (including outside of the United States), and that you have signed and returned that authorization.

Date: 3/ /7 //;

Thank you! Your responses will be visible on ZocDoce until ZocDoe elects to remove them or you revoke your authorization. To leave

|W Please return this form by fax to (800) 701-9607 or by email to service@zocdoc.com



THORIZATION FOR
OMOTIONAL/MARKETING USES AND DISCLOSURES

AUTHORIZATION TO USE AND DISCLOSE PROTECTED HEALTH INFORMATION ABOUT YOU

This is an important document. Please read carefully and only sign if you feel comfortable doing so.

Yopareapatientof __ _ __  (your“Physicianat  ___ ______  {our“Medical Group”).
Ouf Medical Group is listed on a physician-searching website, called ZocDoc. Patients, such as you, can use ZocDoc to find doctors
andl schedule appointments. ZocDoc encourages physicians who are listed on its website to share patient reviews so that potential
pagents can consider this feedback in choosing a potential physician. You are being asked by the Medical Group to complete a
Pafent Feedback Form about your Physician and to let our Medical Group share that Patient Feedback Form with ZocDoc to market
the] services that your Physician provides. The Patient Feedback Form will contain information that could identify you (such as your
e) and may reveal information about your health, for example, the type of doctor you are seeing. It will also include the feedback
frmation that you choose to provide.

signing this form, you allow the Medical Group to disclose the Patient Feedback Form to ZocDoc. The Medical Group will not
Flose, pursuant to this authorization, any additional information besides what is on the Patient Feedback Form. Once ZocDoc
regeives your Patient Feedback Form, you understand that it will decide whether to post your feedback on its website. If it does post
theglfeedback, your first name and last initial may also be disclosed along with any other information in the Patient Feedback Form.
Yogir decision to sign this permission form allows ZocDoc to use and share your Patient Feedback Form in connection with marketing
the Physician and Medical Group’s services. You understand and agree that ZocDoc may process the Patient Feedback Form
oufside of the United States.

Th permission form does not expire. If you decide you want to revoke this permission, you may do so anytime by contacting the
pegson listed below, who will inform ZocDoc to remove the feedback from its website. Please note that your decision to cancel your

pefmission for ZocDoc to use and share your Patient Feedback Form will only apply to future availability of your feedback on the
ZofDoc website and will not affect the presence of your feedback on cached, archived, or similarly saved versions of the ZocDoc

ottfer ways. ZocDoc will not be able to withdraw that information or prevent it from being seen or shared.

It if important to remember that not signing this form or later canceling your permission will not affect your health care treatment
frofn your Physician, payment for health care from a health plan, or your ability to get health plan benefits.

I have read this form. | understand it and agree to its terms.

Yolir Signature or Your Personal Representative’s* Signature Date

| Nombrd &ty

Pript Your Name or the Name of Your Personal Representative*

y authority to sign as the Personal Representative of the Persons giving this permission is as:

Parent -  Legal Guardian - Powerof Attomey ~  Other

Refocation Contact Person:

DN US 53434307-1.092375.0013



