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MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | NEW PATIENT REGISTRATION

BERB s Bt | 3R gl

Today’s Date / A3 :

Name / 4 %: Last / #

First / 44

How do you like to be addressed:

Date of Birth / A H:

Social Security Number / # &% 4£&515:

Address / Hiht: : Street / #7

City / 3 State / Zip / ERGR
Email Address / BT HFft-Ha k- :
Preferred Contact Number / BB R :
Cell Ph / :
Q Cell/ 4l 0 Home/%® 0O Work/ Tff g Phone/ 0
Home Phone / R BiF : Work Phone / T/EHBIE :
Marital Status/ BRI ' - . | Spouse’s Name / FRf@#4
Q Married / E.4& U Single / #.5 QO Divorced / &5+

Employment Status / gRMLEH - QO Employed / 7EER

U Student / 224

QO Home Maker/ B B ERE
Q Retired / B4k

Q Not Employed / R 2 &

Employer / ZEER B sl

Street / £

City / 3877 : State /M / &:  Zip / WR%R :

Company Tel / A5 B Company Fax / AT FEE :
Primary Care Physician / 3:{5 &) Did he refer you? / i RERE O Yes/ R U No /AR

Specialty / &#: QO Family Practice / REM O Internist/ A& O Ob/Gyn/HF=Rt  UPediatrics / JLRE
QOther / HAth

Street / T’;é]

City / 3®H: Zip / HB4R:

Telephone / B ¥ Fax / fEE

What is the reason for your visit today? / %4 K3k H 27

. .
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MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | MEDICAL HISTORY FORM
EXZiLEEM | BELF

How is your general health? / B4 K2 O Good/fR#F O Average/—ft QO Poor/RiF

Most recent physical examination? / BSEREBEHERE?

Current Medical Problems / £ BEFELA FEH

Q No Current Medical Problems / B 8 && EJ7 18

Anemia/#ifi. QY QN Depression / #IFRRE Y QN

Arthritis / %5 QY QN Diabetes / #/Rp QY QN

Asthma / Bkg QY AN Glaucoma / #Fo¢R AY AN

AIDS/HIV 33 /3ue% Ay AN Heart Disease / % QY QN

Bleeding Disorder / fi QY UN Hepatitis / fF%¢ QY UN

Breast Cancer / JLAgE QY UN High Blood Pressure / &l fE Y QN

Cancer /@i LY UN Hyper-thyroidsim /7t QY UN
Other / HAih -

Hypothyroidism / F3 QY QN
Kidney Disease / 'BEgm QY UN
Mitral Valve Prolapse / — 3§k QY UN

Rheumatic Fever / RiE# QY UN
Stomach Ulcer/ B#t3 QY AN
Stroke / figim QY QN

Previous Surgeries (Type / Date / Surgeon / Complications or difficulties)

ZHREHBIEMPER KA /HY /BA /FRE BF B :

Previous Plastic Surgeries (Type / Date / Surgeon / Complications or difficulties):

DARTHOBIE TR (SR2/H /5 PHER A/ RO BRR ) -

Yo
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MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | MEDICAL HISTORY FORM (CONTINUED)
EERBLEEM | WELF

Family History of Medical Problems / % $id 3% :

Q No Family History of Medical Problems / &% %

Anemia/# it QY QN Depression / #&giE QY AN Hypothyroidism / Fiy& QY QN
Arthritis / %75% QY UN Diabetes / #i &% QY UN Kidney Disease / 'BiFg% QY QN
Asthma / #hs QY QN Glaucoma / Hi QY UN Mitral Valve Prolapse / — 38t QY QN
AIDS/HIV 38w /3585 QY AN Heart Disease / 2% QY QN Rheumatic Fever / Ri@#H LAY UN
Bleeding Disorder/ il QY UN Hepatitis / fF#% QY QN Stomach Ulcer / Bi#t% QY AN
Breast Cancer / JLAgE QY UN High Blood Pressure / &l /E Y QN Stroke / figif Y UN
Cancer /&5 QY UN Hyper-thyroidsim /F7¢ QY UN
Other / FAth :

Do you smoke? / BREEHME? 1 Yes O No How many packs per day? / —RJL&? How many years? / £/ 7 B

Do you drink alcoholic beverages? / fER ERAEREXM? O Yes O No

Do you use recreational drugs? / R BEHRABRFEL R (B 2 1O Yes O No

Do you have a bleeding disorder or bleed easily? / 2 FF MBHFBREHM? O Yes O No
Do you have any drug allergies? / # A EM At HG? QO Yes O No

If yes, please list medication and reaction to medication / {7, EEUTFHEHAEHMEHERN

Current Medications (including vitamins, herbal, and non-prescription medications)

EEEBRANGY @Egthda, B, ELEHZ):

Yo

¥ pLASTIC SURGERY ANTI-AGING www.morpho.health
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%
MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT
EESREAE B | AR SKIE A

I'understand that, under the Health Insurance Portability & Accountability Act of 1996 (HIPAA), I have a certain right to privacy regarding
my protected health information. I understand that the information can and will be used to:

FHIA, 1£ 1996 FiEd AR Wi 5 ITEE (HIPAA) Y, XT3RS R E SIRA AR R IX L5 B pial
KT

e  Conduct, plan and direct my treatment and follow-up among the multiple health care providers who may be involved in that
treatment directly and indirectly.

TR MER, HERESAH 2T G R AT TR .

e Obtain payment from third-party payers.
WE=T7 A

e  Conduct normal healthcare operations, such as quality assessment and physician certifications.

BATIEW I BEST8RAE, Bl BTEIEA B A AIE.

I have received, read, and understand your Notice of Privacy Practices containing a more complete description of the uses and disclosures of
my health information. I understand that this organization has the right to change it's Notice of Privacy Practice from time to time and that I
may contact this organization at any time at the address above to obtain a current copy of the Notice of Privacy Practices.

Tozlsl, s, MU AEKRRABGEE, HrbaiEE e B MR e T ROERRG SR MM &7 ZASRE B
B B SO B A 2% 3K, JF HLR AT LABEIN 76 3d bk B¢ 3R 12 4 23 AR B AL 2% 3K ) e T il AR

Iunderstand that I may request in writing that you restrict how my private information is used or disclosed to carry out treatment, payment or
healthcare operations. I also understand you are not required to agree to my requested restrictions, but if you do agree then you are bound to
abide by such restrictions.

T A, HEETRT, SASRFETREFRN G, ] ZSREB I RE AR E RN B e i . KU A
AT EF B HAPREIFEF, EURE R, b U X LR 2K

Iunderstand that I may revoke this consent in writing at any time, except to the extent that you have taken action relying on this consent.

B FBAT LABE I CL T A e R 45, B T SRR e R R AR T AT 3h

Patient Signature / 535 %7 Date / H 3]

Print Patient Name / 2% T8 P54

Patient Witness Signature / 3 WLilE A\ 25 Date / H

Print Witness Name / $] E[J WL A\ 1tk 44

bnYer)

Y BLASTIC SURGERY "Tﬁfv.nnn—m]ma www.morpho.health
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N

MORPHO

EESEEERZ

RECONSTRUCTION REGISTRATION PACKET | ELECTRONIC COMMUNICATION CONSENT FORM
ERRE B | MEBUE

| give my consent for Morpho Plastic Surgery and its staff can provide their services and communicate with me via mobile phone,
messages, e-mail and any kind of online communications that | designate below. | understand that these traditional forms of
communication may not be secrure per HIPPA and/or state regulatory requirements, and that there may be potential for the content of
these communications to be compromised. Information we will potentially communicate with you include, but is not limited to the
following:

H[AE Morpho BAMR K L TAR N GOBIE FHL. RfE . AT HBAF AL B R U5 i€ R AE LG TR AR IR 55 0 53R IE . FRELARIX
SefL gL IE T T REA T & CIERRORIS FRAL S DUEIR) (HIPPA) AV M 2R A 224tk I HOX Ceid v A 725 W] BEA7 78 = 1A
Ko FATAIRES AR BRI EART LT A%

Appointment Reminders, Reschedules and Cancellations

TRARRE. BT ZHAMBE

| understand and consent to Morpho Plastic Surgery and its staff using the approved forms of communication to reach out to me
at any time to remind me of my appointments or let me know in case of any change about my appointments. And | also
understand that Morpho Plastic Surgery can employ and use a third-party automated system to reach out me for the purpose of

"confirm", "reschedule" or "cancel" appointments.

PR IFFIRIE Morpho SETEAM R M TR D1 i 28 ik (74 38 77 SBEIN 5 3P 2R, PRI F TR I 18] s o5 A PR AR T A2 5 . ok
4b, FIEHf# Morpho BB AT LIRSS =07 A a8 RS RIK R, DUMEREAT RN, “FOBr 22 s B0H 14 .

Questions/Answers to Questions
[l

| understand that information asked over the listed and allowed forms of communication , as well as the answers to these
questions may be potentially compromised.

Terfig, @i A RN SOV R YA Ty G ) A5 S5 DA R I 6 i ) 2 S W] B 2 Bt s
Telemedicine Appointments
TR A

For telemedicine, | understand the appointments will be held via electronic environments and that the communicated information
may be potentially compromised.

M EAREST, BT EZR SN B I EEAT, IF BARIARE B TR 22 5

i
oH

Approved Forms of Communication (please check all that apply):

Q Cell Phone / F-HL QO Whats App

Q Work Phone / T{/EH{if Q Email / T HE1E

Q Home Phone / fEEH 1 Q Fax /£ H

Q WeChat / #15 Q Regular Mail / 3@ #R A

Contact Information Change

BAFEERE

| accept that | am responsible of notifying the Company when my contact information changes.

A SRR RS BB, A SRR A A .

bnYer)
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%
MORPHO

EESEEERZ

Consent Cancellations
Rl EH
| know that | can revoke this consent at any time by contacting the Company.

FRInE e T LURAIN 3 G AR A F S I A R

| authorize the following / ZIZFANT :

Q Yes/;& O No//~ | consent to the use of the above listed and marked forms of communications.

FlF A b AR A8 TR K

Q Yes/J& QO No/4~ | consent to the use of texting (messages) communications.

KFREMEAERE (HE) #HrEfs.

Q Yes/j& QO No/4A~ | consent to receive automated electronic notifications for confirming, rescheduling or cancelling my
appointments.

FIFEHAON TN EHT 2 HE B A TRZ ) B 3 T A

Patient / Responsible Party Signature / 3 / i3 N2+ Date / H

Print Patient / Responsible Party Name / £ / i3 N L8 B51

bnYer)

Y BLASTIC SURGERY "Tﬁfv.nnn—m]ma www.morpho.health
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%
MORPHO
BESEEERZ
COSMETIC REGISTRATION PACKET | FINANCIAL POLICY
R B | MESBOR

Thank you for choosing us as your health care provider. We are committed to your treatment being successful. The following is a statement of
our Financial Policy that we ask you to read, agree to, and sign prior to any treatment.

YR FRATVESR B TR 55, BATSORMEZRRT — VIR . DUR R IO TRATIS S BRI A ], BATFERSE, FE,
AN TR TAEMT AT

Payment is due at the time services are rendered, including co-payment and deductibles. We do bill insurance plans as a courtesy; however, it is not
a guarantee of payment. We accept cash, check, Visa, MasterCard, or American Express.

MTRERSHFHNSRN - SEARANRR - HEZERREA—TEE ; B2  BAFRSNHRIARIL - HITERIE -
XER, Visa. JigHAREGEEIZE R

e [tis your responsibility to verify with your insurance plan/carrier prior to each appointment that Dr. Perry Liu is a participating
provider. Please Verify if any services and procedures require pre-authorization. Some plans require pre- authorization or referrals
from the patient’s primary care physician.

Gy, BHERESENRER AR Dr. Perry Liu 2 5E4E . EHANREFAIRSBEFRTEF LR, —L1
T7 G BAF BN 1 IR BRI S AT A 12

e  Written or verbal Authorizations from insurance plans or management groups are not a guarantee of payment. The insurance carriers
review all claims after services are rendered and authorizations can be denied at the time of review. Denied claims become the
patient’s responsibility.

DRESE 7 58 ey 2 P A A P B Sk BB AR RAIE e ORISE 23 R AEAR AR 55 o B AT 2 N A BB A AB 48 1 Ak
NEHRTUE.

e  Statements are mailed after the insurance company has paid their portion. The account is then payable within 30 days. Overdue
accounts are subject to a $15 fee. Accounts 90 days in arrears will be subject to collection by an external agency unless financial
arrangements are made with our billing office.

PRI~ I ST HES 7 Ja K2 DA AR 177 g hcik . 2K AT RAAE 30 RNSAT, I 5 22504 15 ke mde il . BRAk
SRAVOGE G I AZRAT S5 2HE, HIRFK 90 REIK - H ok FEHLUCHL

e  All supplies dispensed, which are not billable to insurance, must be paid for at the time they are dispensed.

P o I ANTE RS %, WA ZRAE S AN SEAT

e  We recommend you verify with your insurance carrier whenever our office refers you to outside laboratories, hospitals, physical
therapy, or tests to ensure that you do not require any pre-authorization.

FEBAVR R B HME LY %, BB, PIERYT S, FATE B R ORI A FEAT RN . DU DR IEAN 75 EAL AT 4%
B

(SIGNATURE PAGE TO FOLLOW)

ua-;?jPLASTlc SURGERY "Tﬁfv.nnn—m]ma www.morpho.health
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N

MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | FINANCIAL POLICY (CONTINUED)
BEER B BN | MESBUR

IHAVE READ THE ABOVE AGREEMENT AND AGREE OT THE TERMS AND CONDITIONS AS SET FORTH BY MORPHO MEDICAL
AESTHETICS/MORPHO PLASTIC SURGERY.

O BRI, JFRE BESRIEIEA /BRI I I 2 SRS AT

Patient / Responsible Party Signature / 3% / i3 N5 Date / H

Print Patient / Responsible Party Name / £ / i3 N T8 B51

bnYer)

Y BLASTIC SURGERY "Tﬁfv.nnn—m]ma www.morpho.health
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N

MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | MEDICAL RECORDS PHOTOGRAPHIC CONSENT
EXRERFEEMN | ETiiXEE RS

OVERVIEW
This consent form authorizes Morpho Medical Aesthetics/Morpho Plastic Surgery To take before and after treatment photographs

for the purpose of documenting progress and results of specific treatments. Your photos will be used as a part of your permanent
medical record. All patients must initial this section to receive any medical services.

TZIFEBAN FEREE SRR/ BRI (BRI L AT L R TR 1018, USSR A RIAT Bt fng R, (00 A R AR
FACRM 5. I A EE LIE R D&, L/L@T*‘ﬁifﬂﬂliﬁﬂﬁﬂo

PURPOSE
The use of photographs is essential to the planning and evaluation of cosmetic or reconstructive surgery. Your surgery may be
photographically documented before, during, and after the procedure. These photographs are a permanent part of your medical

record and will never be shown to anyone else without your consent. By initialing this section, | am agreeing that | have fully read
and understand the Medical Records Photographic Consent.

IR R R Tl B A FARAOTHRIFIRAE B B2, fEFARZHT, 2Pk ZE, ERFERHR TSGR TBZIESR, X®iERT
DRIBNETACRIK GRSy, TFARSENEE, B8 SnEM T ARR, EmgEoET, FKEEKELE SNSRI
IEREBEZFER,

Please Initial / 151 =&t

PHOTOGRAPHIC CONSENT / #Z Rl =

For various reasons, we are often asked to show before and after photos of patients. Many patients, happy with their results, have
given permission to use their photos anonymously or publicly. All photos will be shown accurately and with integrity.

KON Z AR IR, AT FRER S AARBTAR TG IR F o VF 200 A T AT RAR 5 RORAR I R, SeVFRRATIBE 42 BA T A A TR B
P IR S ectE A 2 5 1) 230

Please initial one / i1 &

| give consent to use my before and after photos for all forms of marketing and media.

A AR ARG F R H T B T R BEARE 4

| give consent to use my before and after photos for all forms of marketing and media (anonymously).

A K AT A& HORE R FH T BT 72 2K A (P 44 1)

LY

U pLASTIC SURGERY "Tﬁfv.nnn—m]ma www.morpho.health
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N

MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | MEDICAL RECORDS PHOTOGRAPHIC CONSENT
EXRERFEEMN | ETiiXEE RS

| recognize that prospective patients, such as myself, will ask to look at before and after photographs in the process of choosing a
surgeon and/or provider and evaluating specific procedures. | hereby certify that | have read the foregoing and fully understand its
meaning and effect.

FINRE], BIIZFEN, DUR K EE 2 EREEARATAR G KR LIEFSMRIEEM / SRt DU BARE Y . FRAEIIEY]
FOZ T 1 IR A e A B AR UM

By signing below, | give my consent and authorization for the above stated purposes and other usage initialed above.

HWILAE T8 4, AR IFRALEIR H I LU b 2%

Patient Signature / &% Date / H

Patient Printed Name / #23% TR B 544

bnYer)

Y BLASTIC SURGERY "_",:.-.f"_'ANTI—AGING www.morpho.health
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Y
MORPHO

BESEEERZ

COSMETIC REGISTRATION PACKET | PHYSICIAN-PATIENT ARBITRATION AGREEMENT
At | B B AR R X

Article 1: Agreement to Arbitrate: It is understood that any dispute as to medical malpractice, that Is as to whether any medical

services rendered under this contract were unnecessary or unauthorized or were improperly, negligently, or incompetently rendered,

will be determined by submission to arbitration as provided by Califomia law, and not by a lawsuit or resort to court process except as
California law provides for judicial review of arbitration proceedings. Both parties to this contract, by entering into it, are giving up their
constitutional rights to have any such dispute decided In a court of law before a jury, and instead are accepting the use of arbitration.

Bk PR R TR AR S BRIT AT OCH A  RIREE A FHR B IE AT R T IR OS2 AL BRI BUR AN B
BEAFRIHAR AL, R IE RS IR JE XL NEHAE I pF s, T AR YRR SRERBERE T, BRAFINAUAR & MR E X fh Bk e
BATRREH & AGFXOTELZT G, BEF T AT SRR, BIERS o P AR R RAR AT A, T2 B2 b

o

Article 2: All Claims Must be Arbitrated: It is the intention of the parties that this agreement bind all parties whose claims may arise out
of or relate to treatment or service provided by the physician, including any spouse or heirs of the patient and any children, whether
born or unborn, at the time of the occurrence giving rise to any claim. In the case of any pregnant mother, the term "patient* herein shall
mean both the mother and the mother's expected child or children. All claims for monetary damages exceeding the jurisdictional limit of
the small claims court against the physician, and the physician's partners, associates, association, corporation or partnership, and the
employees, agents and estates of any of them, must be arbitrated including, without limitation, claims for loss of consortium, wrongful
death, emotional distress or punitive damages. Filing of any action in any court by the physician to collect any fee from the patient shall
not waive the right to compel arbitration of any malpractice claim.

%2 4 A RWLAZMH: XOTIRER, AU AT AT Re A B ARG 7 SR 55 1M R B 2RI R G I 77, B
B TR BRE AR N LASAET T, B AR R A, SRR RS FE R AN . X TARMTIRAREEE, dAbi B
AR PR AR M BER TURI % 1. A I INUR I B xT B2 A S AR S R T B A e R B R R, RIRA AL Py AR Bk
ill, AR AR AR 1 ARBARI 7, I AUHEAT fh e, AIREAR TR SR . i REIE . e ey B 3 P 2 R R W
FEATAT I e 3 B A A VR 2 A 160 BB WACHOUAT AT 24 AN AR T 5 ) b e A AT 2 7 S R I R R o

Article 3: Procedures and Applicable law: A demand for arbitration must be communicated in writing to all parties- Each party shall
select an arbitrator (party arbitrator) within thirty days and a third arbitrator (neutral arbitrator) shall be selected by the arbitrators
appointed by the parties within thirty days of a demand for a neutral arbitrator by either party. Each party to the arbitration shall pay
such party's pro rata share of the expenses and fees of the neutral arbitrator, together with other expenses of the arbitration incurred or
approved by the neutral arbitrator, not including counsel fees or witness fees, or other expenses incurred by a party for such party's

own benefit The parties agree that the arbitrators have the immunity of a judicial officer from civil liability when acting in the capacity of
arbitrator under this contract. This Immunity shall supplement, not supplant any other applicable statutory or common law. Either party
shall have the absolute right to arbitrate separately the issues of liability and damages upon written request to the neutral arbitrator. The
parties consent to the intervention and joinder in this arbitration of any person or entity which would otherwise be a proper additional
party in a court action, and upon such intervention and joinder any existing court action against such additional person or entity shall be
stayed pending arbitration. The parties agree that provisions of California law applicable to health care providers shall apply to disputes
within this arbitration agreement. Including, but not limited to, Code of Civil Procedure Sections 340.5 and 667.7 and Civil Code
Sections 3333.1 and 3333.2. Any party may bring before the arbitrators a motion for summary judgment or summary adjudication In
accordance with the Code of Civil Procedure. Discovery shall be conducted pursuant to Code of Civil Procedure Section 1283.05,
however, depositions may be taken without prior approval of the neutral arbitrator.

O34 REFAEHEE: MERERUA P ERE M ITE Y FA——F R =R PER AR CHFEAMED , B4
P G PP 5D B AP 72 46 8 B R AT — TR S PRI =+ RN, WO 4N sk &7 B2 B Sz Ak e ar
P A S AR A, DAR R S 03 R AR el At (A AP S, AN ERAIT S el A B, A A M AN E SR S
NZIE, Mk BERG IR DS 5 S AT H, =0 AN R RFE TR o AHE G R AN 70 10 A 2 B AT o] H At iE A 4 ploSc ik sk
WA ATAR— 5 37 BUAE [ H S A 5 b P TRV SR S S AR R R R A U R ST AR AN N B SR A AR A i T TR
TN 7 NI A A Bl Sz ol OAEBE VR VA FFOE M 2N, FF BRI RTINS » AT ET X LA A N sl sz R (1 B VR B
VRVA Y NS SR P U7 R, 38 P T 7 CR AR (2 (0 0 A JE S YR8 a3 FH T A O 3 B 0 Bl P 1 13 B HR(EAS PR T 1R
HYFIAEE 340.5 Al 667.7 4 LA IRIEHLES 3333.1 Al 3333.2 2k ATAu[— Uy ¥ ml AR 918 B S VRV 2 1m) i 6k 0 42 HH 187 220 A e 8 7 52 A e ) 30
Wo RIURARIE RFVRAESS 1283.05 26T, B, AL

KA LA T F A SR 3T EGE .
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\ \ )
MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | PHYSICIAN-PATIENT ARBITRATION AGREEMENT
At | B B AR R X

Article 4: General Provisions: All claims based upon the same incident, transaction or related circumstances shall be arbitrated in one
proceeding. A claim shall be waived and forever barred if (1) on the dale notice thereof is received, the claim, if asserted in a civil
action, would be barred by the applicable California statute of limitations, or (2) the claimant fails to pursue the arbitration claim In
accordance with the procedures prescribed herein with reasonable diligence. With respect to any matter not herein expressly
provided for, the arbitrators shall be governed by the California Code of Civil Procedure provisions relating to arbitration.

0 4% —fRBE: BT HM ZHBRRER NI RIENAE - MEF AR R (1) ElREERE, R
RO IR AZE L, WRAE RFFIA TR IR, Al F IR JE YR A I RUPR H1, B0 (2) BRI AR REIB T #e R
gﬁ MRIEA U E R, RPVEST. XTI AR I RLE FOAET ST, e 03 B2 M B SRR KA R e

Article 5: Revocation: This agreement may be revoked by written notice delivered to the physician within 30 days of signature. It is
the intent of this agreement to apply to all medical services rendered any time for any condition.

555k M APMNATEREE S 30 H P LAAS I AR i 75 2 . AO I B B E A TR I TR MR ( 25 AR5
BT BRIT RS -

Please Initial / 1% & 1}

Article 6: Retroactive Effect: If patient Intends this agreement to cover services rendered before the date it is signed (including, but
not limited to, emergency treatment) patient should initial below:

6k SO MURBAET SR (R 2 1 2RO ORI TR, ST
I

Effective as of the date of first medical services
HH IXEIT RS 2 Hg R

Please Initial / & & 7-£F

If any provision of this arbitration agreement is held invalid or unenforceable, the remaining provisions shall remain in full force and
shall not be affected by the invalidity of any other provision.

U RAS PRI AEAT FF AN E N TR AT PAT, AR FGRBLIRFF S R, A SARAT AR ARSI -

I understand that I have the right to receive a copy of this arbitration agreement By my signature below, I acknowledge that I have
received a copy.

W A JAT BRI A M RN A RAE T 24, BRI BORINTRIE] T — el A

(SIGNATURE PAGE TO FOLLOW)

ua-;?jPLASTlc SURGERY C\}ff;ANTI—AGING www.morpho.health
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\ \ )
MORPHO

EESEEERZ

COSMETIC REGISTRATION PACKET | PHYSICIAN-PATIENT ARBITRATION AGREEMENT
At | B B AR R X

NOTICE: BY SIGNING THIS CONTRACT YOU ARE AGREEING TO HAVE ANY ISSUE OF MEDICAL MALPRACTICE
DECIDED BY NEUTRAL ARBITRATION AND YOU ARE GIVING UP YOUR RIGHT TO A JURY OR COURT TRIAL SEE
ARTICLE 1 OF THIS CONTRACT.

H: BFAE FHRRE RS AR b STAR R E RIS T Sk n) L, I BLATRFERT B o R s o A B BCR], TSR A

aFEHE 1%,

By / &it:
Patient's or Patient Representative's Signature Date
BH BB ENRES H 34
Patient Or Representative’s Name / 3 8l /0144 Relationship to Patient / 5 5 (16 5
Physician/Healthcare Provider Authorized Representative's Name (if Applicable)
e/ =T ORfe s it BRREES (&

A signed copy of this document is to be given to the Patient. Original is to be filed in Patient's medical records.

ua-;?jPLASTlc SURGERY C\}ff;ANTI—AGING www.morpho.health
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