3948 Browning Place, Suite 204
Raleigh, NC 27609
www.BMIMedical.com

INDEPENDENT CONTRACTOR AGREEMENT—Paramedical Examiner
Revised 10-1-2008

This agreement, made this day of , 20 , by and between BMI Medical

Services, LLC, (hereinafter “BMI Medical’) and (hereinafter
“Independent Contractor).

WITNESSETH

WHEREAS, BMI Medical is engaged in the business of providing paramedical examinations and other medical
collection services, as well as billing for independent contractors and paramedical companies (collectively
referred to as “health services™), and

WHEREAS, Independent Contractor has the necessary skills and training so as to enable him/her/it to perform
such health services;

NOW, THEREFORE, in consideration of the mutual promises and covenants herein contained, the parties
hereby covenant and agree as follows:

1. Independent Contractor agrees to perform various health services referred to him/her/it by
BMI Medical.

2. BMI Medical agrees to pay Independent Contractor a fee for such services as agreed upon by the
parties.

3. Although Independent Contractor is free to set his/her/its own hours, and may decline any referrals
from BMI Medical or customers of BMI Medical, it is understood and agreed that all work
performed by Independent Contractor shall be done in a timely and professional manner.

4. Independent Contractor understands and agrees that he/she/it is responsible for furnishing his/her/its
own equipment and material for performing health services with the exception of report forms,
which are furnished by BMI Medical or clients of BMI Medical.

5. Independent Contractor agrees to hold in complete confidence any and all information (business or
medical) received during the execution of health services. Independent Contractor further agrees
that upon termination of this agreement for any reason whatsoever, he/she/it will surrender to BMI
Medical, in good condition, any and all records and/or equipment kept by him/her/it, containing the



10.

11.

12.

13.

2

Independent Contractor and BMI Medical acknowledge and agree that Independent Contractor is not
and will not be considered an employee of BMI Medical and that the relationship between BMI
Medical and Independent Contractor is one of Principal and Independent Contractor. Independent
Contractor understands that because he/she/it is not an employee of BMI Medical, he/she/it is
responsible for his/her/its own worker’s compensation insurance, social security taxes, income taxes,
whether Federal, State or Local, from Independent Contractor fees, nor will BMI Medical pay or
provide any type of employee benefit to Independent Contractor. Independent Contractor agrees that
he/she/it alone is responsible for payment of Federal self-employment and income taxes, as well as
State and Local taxes, if applicable. BMI Medical will report all payments made to Independent
Contractor to the applicable Federal, State and Local tax authorities as required by law.

BMI Medical and Independent Contractor agree that BMI Medical has retained no right to control
Independent Contractor as the result to be accomplished and as to the details and means by which
that result is to be accomplished.

This agreement is not exclusive as top either party. Independent Contractor reserves the right to
perform similar work for others and BMI Medical reserves the right to utilize the services of other
persons or organizations, including its own employees.

BMI Medical and Independent Contractor agree that BMI Medical reserves the right to deduct
payment for services not requested or required or not meeting the client’s specifications, with or
without a definite explanation.

Independent Contractor agrees that BMI Medical will be conducting a background check on all
persons who are performing health services. Independent Contractor agrees that BMI Medical will
charge $30.00 for this background check. This sum will be deducted from Independent Contractor’s
first payment for services performed and any subsequent payments until full sum has been withheld.
This sum will be refunded to Independent Contractor after Independent Contractor has performed
twenty health services for BMI Medical. If Independent Contractor can furnish BMI Medical a copy
of an approved background check completed within the previous six months, BMI will not charge
Independent Contractor for the background fee.

Independent Contractor understands that BMI Medical utilizes many different billing sources. Any
work referred to Independent Contractor will note the appropriate billing source to record on related
paperwork. Failure to record correct information will result in a deduction from Independent
Contractor’s compensation.

Independent Contractor agrees to retain the billing source information as private, and will not try to
establish a direct relationship with these sources while subject to this agreement and a period of six
months after termination of this contract. Failure to maintain a six month period may result in legal
action against Independent Contractor.

Independent Contractor agrees that BMI Medical may release Independent Contractor’s name and
names of all examiners, along with any necessary personal information, to any billing source in
order to protect our interest and ability to bill through that source. Independent Contractor may lose
the ability to bill through BMI Medical, if BMI Medical is notified by a billing source that
Independent Contractor attempted to establish a relationship with any billing source. If Independent
Contractor previously established a relationship with any billing source, Independent Contractor will
not be prevented from continuing that relationship.



14. BMI Medical and Independent Contractor agree that this agreement may be terminated at any time
and for any reason or no reason, by notice given to other party in writing.

15. Independent Contractor understands that all work performed for BMI Medical may not be covered
under professional liability insurance provided by BMI Medical. The responsibility to maintain
professional liability insurance will be rendered to Independent Contractor.

16. Independent Contractor further agrees that if BMI Medical utilizes Independent Contractor for work,
Independent Contractor will not attempt to contact directly with any of BMI Medical’s clients or
customers, other than necessary to complete assigned health services. All information obtained
through health services performed for BMI Medical is strictly confidential and should not be
discussed with any individuals or other entities.

By: By:
(Signature of Independent Contractor) (Signature of BMI Medical representative)

Please neatly and clearly PRINT the following:

Name of Independent Contractor:

Mailing Address of Contractor:

City, State and Zip:

Phone Number: Fax Number:

Email address:

Social Security # or Tax ID:

Professional License number:




Work completed date*

Jan1-—Jan 15
Jan 16 — Jan 31
Feb 1 — Feb 15
Feb 16 — Feb 28/29
Mar 1 — Mar 15
Mar 16 — Mar 31
Apr 1—Apr 15
Apr 14 — Apr 30
May 1 —May 15
May 16 — May 31
Jun 1 —Jun 15
Jun 16 — Jun 30
July 1 —July 15
July 16 — July 31
Aug 1 — Aug 15
Aug 16 — Aug 31
Sept 1 — Sept 15
Sept 16 — Sept 30
Oct1—-0Oct 15
Oct 16 — Oct 31
Nov 1 —Nov 15
Nov 16- Nov 30
Dec 1 —Dec 15
Dec 16 — Dec 31

PAY SCHEDULE

End of billing period

Jan 15
Jan 31
Feb 15
Feb 28/29
Mar 15
Mar 31
Apr 15
Apr 30
May 15
May 31
Jun 15
Jun 30
July 15
July 31
Aug 15
Aug 31
Sept 15
Sept 30
Oct 15
Oct 31
Nov 15
Nov 30
Dec 15
Dec 31

Pay Date

Feb 1
Feb 16
Mar 1
Mar 16
Apr 1
Apr 16
May 1
May 16
Jun 1
Jun 16
July 1
July 16
Aug 1
Aug 16
Sept 1
Sept 16
Oct 1
Oct 16
Nov 1
Nov 16
Dec 1
Dec 16
Jan 1
Jan 16

*WORK COMPLETED—ALL paperwork MUST be received in BMI Medical’s office
BEFORE 5 pm on the day of the END OF BILLING PERIOD.

Examiners are urged to scan and email copies of their work BMIMedical3@aol.com

or FAX to 866-279-8394




DRIVER’S LICENSE

WE MUST HAVE BEFORE COMPLETING WORK!!

Place copy here.




MEDICAL CERTIFICATE

WE MUST HAVE BEFORE COMPLETING WORK!!

Place copy here.




AUTO INSURANCE CARD

WE MUST HAVE A COPY BEFORE PERFORMING WORK!!

Place copy here.




SOCIAL SECURITY CARD

WE MUST HAVE A COPY BEFORE PERFORMING WORK!!

Place copy here.




W-9
Form

(Rev. November 2005)

Department of the Treasury
Internal Revenue Service

Request for Taxpayer
Identification Number and Certification

Give form to the
requester. Do not
send to the IRS.

Name (as shown on your income tax return)

Business name, if different from above

Individual/

Check appropriate box: D Sole proprietor D Corporation

[ Partnership [ ] Other » _..__...__........

D Exempt from backup
withholding

Address (number, street, and apt. or suite no.)

Print or type

Requester’s name and address (optional)

City, state, and ZIP code

List account number(s) here (optional)

See Specific Instructions on page 2.

Taxpayer ldentification Number (TIN)

Enter your TIN in the appropriate box. The TIN provided must match the name given on Line 1 to avoid
backup withholding. For individuals, this is your social security number (SSN). However, for a resident

alien, sole proprietor, or disregarded entity, see the Part | instructions on page 3. For other entities, it is
your employer identification number (EIN). If you do not have a number, see How to get a TIN on page 3. or

Note. If the account is in more than one name, see the chart on page 4 for guidelines on whose

number to enter.

Social security number

N O O O

Employer identification number

I O O

m Certification

Under penalties of perjury, | certify that:

1. The number shown on this form is my correct taxpayer identification number (or | am waiting for a number to be issued to me), and

2. | am not subject to backup withholding because: (a) | am exempt from backup withholding, or (b) | have not been notified by the Internal
Revenue Service (IRS) that | am subject to backup withholding as a result of a failure to report all interest or dividends, or (c) the IRS has

notified me that | am no longer subject to backup withholding, and

3. lam a U.S. person (including a U.S. resident alien).

Certification instructions. You must cross out item 2 above if you have been notified by the IRS that you are currently subject to backup
withholding because you have failed to report all interest and dividends on your tax return. For real estate transactions, item 2 does not apply.
For mortgage interest paid, acquisition or abandonment of secured property, cancellation of debt, contributions to an individual retirement
arrangement (IRA), and generally, payments other than interest and dividends, you are not required to sign the Certification, but you must

provide your correct TIN. (See the instructions on page 4.)

Sign Signature of
Here U.S. person P

Date >

Purpose of Form

A person who is required to file an information return with the
IRS, must obtain your correct taxpayer identification number
(TIN) to report, for example, income paid to you, real estate
transactions, mortgage interest you paid, acquisition or
abandonment of secured property, cancellation of debt, or
contributions you made to an IRA.

U.S. person. Use Form W-9 only if you are a U.S. person
(including a resident alien), to provide your correct TIN to the
person requesting it (the requester) and, when applicable, to:

1. Certify that the TIN you are giving is correct (or you are
waiting for a number to be issued),

2. Certify that you are not subject to backup withholding, or

3. Claim exemption from backup withholding if you are a
U.S. exempt payee.

In 3 above, if applicable, you are also certifying that as a
U.S. person, your allocable share of any partnership income
from a U.S. trade or business is not subject to the
withholding tax on foreign partners’ share of effectively
connected income.

Note. If a requester gives you a form other than Form W-9 to
request your TIN, you must use the requester’s form if it is
substantially similar to this Form W-9.

For federal tax purposes, you are considered a person if you
are:

® An individual who is a citizen or resident of the United
States,

® A partnership, corporation, company, or association
created or organized in the United States or under the laws
of the United States, or

® Any estate (other than a foreign estate) or trust. See
Regulations sections 301.7701-6(a) and 7(a) for additional
information.

Special rules for partnerships. Partnerships that conduct a
trade or business in the United States are generally required
to pay a withholding tax on any foreign partners’ share of
income from such business. Further, in certain cases where a
Form W-9 has not been received, a partnership is required to
presume that a partner is a foreign person, and pay the
withholding tax. Therefore, if you are a U.S. person that is a
partner in a partnership conducting a trade or business in the
United States, provide Form W-9 to the partnership to
establish your U.S. status and avoid withholding on your
share of partnership income.

The person who gives Form W-9 to the partnership for
purposes of establishing its U.S. status and avoiding
withholding on its allocable share of net income from the
partnership conducting a trade or business in the United
States is in the following cases:

® The U.S. owner of a disregarded entity and not the entity,

Cat. No. 10231X

Form W=9 (Rev. 11-2005)



@ HOOPERHO[MES Examiner Credential

Branch/Department name & number

Start of Contract or Employment Date

Name Sex [JMale []Female
(First) (Middle) (Last)
Address
Street Address
Phone
City State Zip Code
Email address Cell Phone
Social Security number Tax ID #

List all Licensors and License Numbers (A copy of current license must be attached).

License # Expires State

License # Expires State

Title and Level

JRN_ [JLPN/LVWN __ [EMT _ [OPA__ [OMT ____ []Other
School attended Address

(City) (State)
Year attended Degree received
School attended Address

(City) (State)
Year attended Degree received
School attended Address

(City) (State)
Year attended Degree received

Professonal Experience

Please indicate the date of your last blood draw:

Company name Address

Job title Employment date from to

List job responsibilities

Company name Address

Job title Employment date from to

List job responsibilities

6960-8 6/09 (1 of 2) PORTAMEDIC * HERITAGE LABS * HEALTH & WELLNESS * UNDERWRITING SOLUTIONS ¢ INFOLINK SERVICES



Examiner Credential

Company name Address

Job title Employment date from to

List job responsibilities

Company name Address

Job title Employment date from to

List job responsibilities

Professional Affiliations/Memberships You Belong To

Are you CPR certified? [1Yes [1No

List any additional certifications you have received and that are currently active

Special Skills (Mark all applicable boxes)

TVC O
Special Projects ]

ECG ] Health Teaching

Utilization Review Health Assessments

(I B I

O
Phlebotomy (basic)* O Computer Skills
Phlebotomy (advanced)* O Pharmaceutical

Other

*Where did you recieve your Phlebotomy training?

A copy of the education credentials must be provided.

Availability (Please list hours)

The days of the week and hours of each day when you are available to perform exams

Are you interested in participating in any special projects conducted by the Company? []Yes [1No

In performing examinations, | accept the responsibility of accurately obtaining and completely recording the
applicant's history and physical findings.

Examiner signature Date

6960-8 6/09 (2 of 2) PORTAMEDIC * HERITAGE LABS * HEALTH & WELLNESS * UNDERWRITING SOLUTIONS ¢ INFOLINK SERVICES



PORTAMEDIC Criminal Background Check

Hooper Holmes Paramedicals Authorization & Release Form
Independent Contractor

BRANCH NAME: BRANCH CODE: O Check for PORTAMEDIC DIRECT
CONTRACTOR AFFILIATE (If Applicable): FAX # / E-Mail

Pursuant to the Violent Crime Control And Law Enforcement Act of 1984, 18 U.S.C §1033(e), and individual may not engage in the business of
insurance if the individual has been convicted of a felony involving dishonesty or breach of trust, unless the individual has the written consent of an
insurance regulatory official authorized to regulate the insurer.

| hereby authorize Hooper Holmes, Inc. and its designated agents and representatives to conduct a comprehensive review of my background causing a
consumer report and/or an investigative consumer report to be generated for the purpose of engaging my services. Should Hooper Holmes, Inc. choose
to utilize my services, | further authorize them to conduct such investigations at any time during the period | am actively providing services.

| understand that the scope of the consumer report/investigative consumer report may include, but is not limited to, the following areas:

Verification of social security number; current and previous residences; employment history; education including transcripts; criminal history records
from any criminal justice agency in any or all federal, state, county jurisdictions; birth records; motor vehicle records to include traffic citations and
registration; and any other public records.

| further authorize any individual, company, firm, corporation, or public agency (including the Social Security Administration and law enforcement
agencies) to divulge any and all information, verbal or written, pertaining to me to Hooper Holmes, Inc. or its agents. | further authorize the complete
release of any records or data pertaining to me which the individual, company, firm, corporation, or public agency may have, to include information or
data received from other sources.

| hereby release Hooper Holmes, Inc., the Social Security Administration, and its agents, officials, representatives, or assigned agencies, including
officers, employees, or related personnel both individually and collectively, from any and all liability for damages of whatever kind, which may, at any
time, result to me, my heirs, family, or associates because of compliance with this authorization and request to release. You may contact me as indicated
below. | understand that | have the right to revoke this authorization at any time, provided | do so in writing.

Print Name
(First) (Middle) (Last) (Maiden)
Social Security Number - - Date of Birth / / Gender: Male Female
(1.D. Purposes Only) (circle one)

Former Name(s) and Dates Used

Current Address Since

(Mo/Yr) (Street) (City) (State/Zip)

Previous Address

(Mo/Yr) (Street) (City) (State/Zip) (Name Used at This Address)
Previous Address

(Mo/Yr) (Street) (City) (State/Zip) (Name Used at This Address)
Previous Address

(Mo/Yr) (Street) (City) (State/Zip) (Name Used at This Address)
Drivers License Number: State of issue:
Have you ever been convicted of a felony? (Circle one) YES NO

If yes, please describe in detail the felony committed:

Date of conviction: City, State & County of conviction:

Signature Date / /

Hooper Holmes, Inc. Compliancy Unit * 170 Mt. Airy Road, Basking Ridge, NJ 07920

4937-6 9/08 PORTAMEDIC « HERITAGE LABS * HEALTH & WELLNESS - UNDERWRITING SOLUTIONS



@ HOOPERHO[MES Examiner Advisory Compliance

To Our Valued Examiners

Please be advised that for our mutual protection the following guidelines are a requirement for all services we provide.

* Professional appearance and conduct
» Total confidentiality regarding the release of any information to a third party
* Remain neutral to the applicant’s choices (ie., agent, company, policy, etc.)

At the same time the following procedures are never required (or permissible) in the completion of all
services for the company.

* Exercising the applicant
* ECG's on female applicants by male examiners
* Breast, genital and rectal examinations

This has been long standing Corporate policy for the benefit of our examiners, our clients and the applicants. We are
expanding our efforts to inform everyone concerned.

Examiner agrees to hold in complete confidence any and all information (business or medical) received from HHI's clients or
insurance applicants. Examiner further agrees that upon termination of this agreement for any reason whatsoever, he/she/it will
surrender to HHI in good condition any and all records and/or equipment kept by him/her/it containing the names, addresses
and other information with regard to customers of HHI served by examiner, and examiner will also surrender to HHI all reports
and other forms then in his/her/its possession, whether completed or not.

| have read and understand the above.

Print name of Examiner

Signature of Examiner Date

Signature of Manager Date

Branch/Department Location

Original:  If Independent Contractor, send to Accounts Payable Department.
If Employee Examiner, send to Human Resources Department.
If Contractor Affiliate, send to Vice President, Special Contractor Division.

Copy: Branch Office/Contractor Affiliate Office/Department

4989-2 4/09 PORTAMEDIC * HERITAGE LABS * HEALTH & WELLNESS * UNDERWRITING SOLUTIONS ¢ INFOLINK SERVICES



@ HOOPERHOIMES Independent Contractor Reference Check

To be completed by Applicant

Reference #1 (Someone who can attest to your phlebotomy skills)

Contact person’s name and title

Business Name

Address

Phone Number

Reference #2 (Someone who can attest to your phlebotomy skills)

Contact person’s name and title

Business Name

Address

Phone Number

| state that all information is accurate and authorize HOOPER HOLMES to verify.

Applicant's Signature Date

THIS SECTION TO BE COMPLETED BY HOOPER HOLMES
Rate using: Above Average, Average, and Below Average Ref. #1 Ref. #2

Applicants blood drawing (phlebotomy) skills
Dependability / attendance

Communication skills

Quality of work / attention to detail
Professional image / personal appearance

Ref. #1 - Additional comments

Ref. #2 - Additional comments

| have verified all information as noted with applicant's references.

Hooper Holmes Signature and Title Date

Completed form must accompany Contractor Agreement and Fee Schedule sent to Accounts Payable

Original: Accounts Payable Department Copy: Branch

4990-6 6/09 PORTAMEDIC * HERITAGE LABS * HEALTH & WELLNESS - UNDERWRITING SOLUTIONS ¢« INFOLINK SERVICES



@ HOOPERHO[MES Independent Contractor OSHA, Safety &

Worker's Compensation Requirements

The Occupational Safety and Health Act (OSHA) was passed in 1970 to “assure safe and healthful working conditions for
working men and women." This law has been revised and amended over the years to address new workplace hazards and to
maintain pace with changing methods to avoid workplace injuries.

OSHA sets forth many requirements that employers of certain sizes must follow. OSHA is governed on a Federal level by the
Occupational Safety and Health Administration, and several states have additional requirements and administrative bodies who
monitor employer compliance.

As an independent contractor you are “self-employed”. As such, you are required to maintain compliance with all Federal and
State OSHA Regulations including “day-to-day supervision”, Blood Borne Pathogens (BBP) exposure controls, providing and
using Personal Protective Equipment (PPE) and any mandated training or updates, as well as maintain Worker's Compensation
coverage on yourself in accordance with your State's requirements. If you are employed by another organization through
which your services are contracted for any paid activity conducted with Hooper Holmes, Inc. (HHI) or its subsidiaries, that
organization is required to comply with all Federal and State OSHA Regulations and maintain Worker's Compensation
coverage on your behalf, unless you have entered into an Independent Contractor relationship directly with that organization. In
no case will it bee the responsibility of HHI or its subsidiaries to meet on your behalf the requirements for OSHA and Worker's
Compensation compliance indicated above.

HHI provides an Exposure Control Plan (ECP) for all of its employees. While the ECP does not cover independent contractors,
an independent contractor may review the ECP in their local branch or department.

Additional information on OSHA and your responsibilities can be found at www.dol.gov. Neither HHI, nor any of its
subsidiaries, will be held liable for your failure to abide by these requirements or for failure to keep appropriate Worker's
Compensation coverage for yourself and/or your employees.

Please initial below acknowledging your receipt of this notice and your understanding that you must comply with all Federal and
State OSHA Statutes, and Worker's Compensation Statutes. This list is not all-inclusive:

* lunderstand that | must maintain adherence to safe working practices as outlined by the Occupational Safety & Health
Act. (initials)

* lunderstand that if | work in a Paramedical capacity for HHI, or any of its subsidiaries, and perform blood draws, | must
complete “Sharps Injury Log/Exposure Incident Evaluation Form, 4919" for every instance where | may have been
exposed to Blood Borne Pathogens through a needle stick. | understand | can obtain this form from the local Branch.
(initials)

* | understand that upon completion of Sharps Injury Log/Exposure Incident Evaluation Form 4919, | must fax it to the
HHI Corporate Office to the attention of the Safety Program at 866-307-4954. (initials)

* |l understand that | must adhere to the mandated training, Blood Borne Pathogens (BBP), Personal Protective
Equipment (PPE) and all other requirements set forth at the Federal and State levels by OSHA and Worker's
Compensation Laws.  (initials)

* lunderstand that if | am unsure of any requirements | must contact the Federal or State OSHA Office for clarification.
(initials)

* lunderstand that as an Independent Contractor | must maintain the necessary Worker's Compensation Insurance as
required in my state. Regardless of whether | comply with this requirement, | understand that under no circumstances
will HHI or its subsidiaries be liable for any injury | experience during the normal course of conducting contract services
for HHI or its subsidiaries. (initials)

5442-1 6/09 (1 of 2) PORTAMEDIC * HERITAGE LABS * HEALTH & WELLNESS * UNDERWRITING SOLUTIONS ¢ INFOLINK SERVICES _




Independent Contractor OSHA, Safety & Worker's Compensation Requirements

* |l understand that HHI may allow me to review the HHI Exposure Control Plan (ECP) but as an Independent Contractor
| am not covered by the HHI ECP. In no manner whatsoever does my ability to review this ECP alter the arrangement
of my role as an Independent Contractor to HHI. (initials)

Failure to submit all forms will delay the use of and payment for the services of the Independent Contractor. For all
Independent Contractors currently in service with HHI, this form should be completed and a copy forwarded to
the Home Office Compliance Department to verify receipt of this requirement.

Sign below indicating your receipt and acknowledgement of your Independent Contractor OSHA, Safety & Worker's
Compensation Requirements:

Independent Contractor Signature

Independent Contractor Name — PRINT

(DATE)

5442-1 6/09 (2 of 2) PORTAMEDIC * HERITAGE LABS * HEALTH & WELLNESS * UNDERWRITING SOLUTIONS ¢ INFOLINK SERVICES
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Examiner Requirements

Copies of all paperwork must be sent to the office, either via mail, fax (866-279-8394) or email
(BMIMedical3@aol.com). Submissions must include either a BMI generated StatusNow ticket
or a Direct/Remote cover sheet. WORK WILL NOT BE COMPLETE AND PAID FOR UNTIL
BMI MEDICAL RECEIVES COPIES OF THE EXAM PAPERWORK.

. EKGs must have the applicant’s signature, date of birth, and date of completion on the front of
the original tracing.

Status on assigned cases should be updated daily. If after three days, you have not made contact
with the applicant, please contact the BMI Medical office for further assistance.

. No more than three attempts should be made on one applicant to perform venipuncture. If after
the third try, venipuncture is not successful, analyze the situation (dehydrated, stress level, bad
veins, etc.) and contact office for further assistance.

. If you are assigned a PRESET appointment, or need to reschedule a previously scheduled exam,
you MUST contact the BMI Medical office. We need to know why the appointment has
changed to explain the situation to the agent.

. Most paramed exam forms are available on www.BMIMedical.com. BMI Medical tries to
ensure that the forms are accurate and up to date. It is YOUR responsibility to adhere to
insurance company expectations and guidelines. For example, certain companies require using
original paramed forms. Also, forms may vary by state. If the correct form is not present, let the
office know and we will attempt to acquire the correct form.

. You are expected to act in a professional manner. This means being on time for appointments,
return phone messages promptly, maintain an open flow of communication, neat appearance,
follow proper medical guidelines, etc.

. Male examiners MAY NOT complete EKG exams on females.
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DIRECT/REMOTE COVER SHEET
BMI Medical Services, LLC.
3948-204 Browning Place
Raleigh, NC 27609
FAX 866-279-8394

PLEASE PRINT LEGIBLY
Examiner Name Completion Date
FAX date
AGENT INFORMATION:
Insurance Company
Underwriting City and State
Agent Agent Code
Agency (Optional) (mandatory for some Ins Co)
CLIENT INFORMATION:

Applicant’s Name

Home Address

City, State, Zip

Phone

Date of Birth

SS#

Amount of Insurance

Type (Life, Dis, Health)

Lab Policy #

SERVICES COMPLETED AND REQUIREMENTS

Paramed HOS BLD/HOS MD Exam EKG
Amplified Bld/hos OFT Other

Company on paperwork (BMI, ExamOne, Port, etc.)

Barcode number or place label here




ACH DIRECT DEPOSIT OF PAYROLL
AUTHORIZATION AGREEMENT

I hereby authorize BMI Medical Services, LLC__, hereinafter called COMPANY, to initiate credit entries or such
adjusting entries, either debit or credit which are necessary for corrections, to my Checking
Savings account indicated below and the financial institution named below to credit (or debit) the same to
such account.

FINANCIAL INSTITUTION NAME CITY STATE

TRANSIT/ROUTING NUMBER ACCOUNT NUMBER

This authority is to remain in full force and effect until COMPANY has received written notification from me of its
termination in such time and in such manner as to afford COMPANY a reasonable opportunity to act on it.

NAME

SOCIAL SECURITY NUMBER

SIGNATURE DATE

Please attach VOIDED check below and return original form and check to:

BMI Medical Services, LLC
3948-204 Browning Place
Raleigh, NC 27609





