CONSENT FOR RELEASE OF INFORMATION AND RELEASE FROM LIABILITY

In making application for membership on the Professional/ Medical Staff of the Glacier Community Health Center, Inc., |, theundersigned agree, acknowledge,
authorize, consent and release asfollows:

. |, theundersigned, have read, understand and agree to abide by the Credentials Review and Privileging Plan, Rules & Regulationsof therespective
institution and the Professional/Medical Staff, asnow written and asmay be from timeto time amended or enacted, and agree to be bound by theterms
thereof in all mattersrelating to consideration of my application without regard to whether or not | am granted employment or clinical privileges: | am
familiar with the principlesand standards of the Joint Commission on Accreditation of Healthcare Organi zations, the guiding principlesfor practitioner-
institution relations of the State medical association or Code of Ethicsof the applicable professional Association(s), and | agreeto bebound by theterms
thereof if | am granted employment or clinical privileges, and | further agreeto be bound by the termsthereof without regard to whether or not | am granted
employment or clinical privilegesinall mattersrelating to the consideration of my application to the professional/medical staff.

1. I, the undersigned, acknowledge my obligation to therespectiveinstitution to provide continuous care and supervision of my patients, to accept reasonable
dutiesand responsibility as shall be assigned to me by the respective Board.

1. I, the undersigned, agreeto appear for interviewsat therespectiveinstitution in regard to thisapplication, and authori ze the respectiveinstitution, the(ir)
medical staff and the(ir) representativesto consult with administrators and members of medical staffsof other hospitalsor institutionswith which | have
been associ ated and with others, including past and present mal practice carriers, who may haveinformation bearing on my professional competence, charter
and ethical qualifications.

V. I, theundersigned, agreethat | shall:

a.  Refrain from fee-splitting or other inducementsrel ating to patient referral ; moreover, | pledge myself to shun unwarranted publicity, dishonest
money seeking, and commercialism; to refuse money tradeswith consultants, practitioners, makersof surgical appliances, or others; to teach the
patient hisfinancial duty to theinstitution and to expect the practitioner to obtain his compensation directly from theinstitution; to may my fees
commensurate with the servicesrendered and with the patient’ srights; and to avoid discrediting my associates by taking unwarranted compensation.

b.  Refrainfrom delegating responsibility for diagnosesor care of clinic patientsto amedical, dental, or other practitioner whoisnot quaified to

undertake thisresponsibility and who isnot adequately supervised.

Refrain from deceiving patientsasto theidentity of any other medical practitioner providing treatment or services;

Seek consultation whenever necessary; and

Abideby thegenerally recognized ethical principlesapplicableto my profession;

Havetheburden of producing adequateinformation for proper evaluation of my professional competence, character, ethicsand other qualifications
and for resolving any doubtsabout such qualifications.
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V. I, theundersigned, to thefullest extent permitted by law, releasefrom any liability, and extend absoluteimmunity to the clinic and its authorized
representativesfor any acts, reports, records, statements, documents, recommendationsor disclosuresinvol ving me made by theclinic and itsauthorized
representativein the scope of hig/her duty asarepresentative, and further releasefrom any and all liability, to thefullest extent permitted by law, and extend
absoluteimmunity to theclinic or professional/ medical staff or to any other health carefacility or organization of health professionalsconcerningme. The
immunity provided by thissection shall apply to all acts, communications, disclosures, recommendationsand reports madein connection with but not
limited to the following:

a  Applicationsfor appointment or clinical privileges, including temporary privileges;

b.  Periodicreappraisalsundertaken for reappointment or for increase/decreasein clinical privileges;

c.  Proceedingsfor suspension or reduction of clinical privilegesor for revocation of professional/medical staff appointment, or any other disciplinary
sanction;

d. Summary suspension;

e.  Hearingsand appellatereviews

f.  Medica careevaluations,

g. Utilizationreview;

h.  Otherinstitutional, medical staff, departmental, serviceor committeeactivitiesrelating to the quality of patient care or the professional conduct of
any appointeeto the medical staff or any individual granted privilegesto practiceintheinstitution;

i.  Mattersorinquiriesconcerning theapplicant’ sor appointee’ sprofessional qualifications, credentials, clinical competence, character, mental or
emotional stability, physical condition, ethicsor behavior; or

j- Any other matter that might directly or indirectly have an effect on theindividual s competence, on patient care or on the orderly operation of the
respectiveinstitution(s) or any hospital or health carefacility.

VI. I, theundersigned, specifically authorizethe clinic and itsauthorized representativesto consult with any third party who may haveinformation bearing on
my professional qualifications, credentials, clinical competence, character, mental or emotional stability, physical condition, ethicsbehavior or any other
matter. Thisauthorization also coverstheright to inspect or obtain any and all communi cations, reports, records, statements, documents, recommendations
or disclosures of said third partiesthat may be material to such questions. | also specifically authorize said third partiesto release said information to the
respectiveclinic and itsauthorized representative upon request, including but not limited to professional liability findings.

VII. 1, theundersigned, specifically authorize therespectiveclinic ant isauthorized representative to provide other hospitals, medical associations, licensing
boards, managed care organizati ons, and other organi zati ons concerned with the quality and efficiency of patient carewith any information relevant to such
mattersthat the respectiveinstitution(s) may have concerning me and rel ease the respectiveinstitutions(s) and the(ir) authorized representativesfrom
liability from providing such information, provided that theinformation was furnished in good faith and without malice.

VIIIL. |, THEUNDERSIGNED, FULLY UNDERSTAND THAT ANY SIGNIFICANT MISSTATEMENTSIN, OROMMISSIONSFROM, THIS
APPLICATION CONSTITUTESCAUSE FORDENIAL OF APPOINTMENT OR CAUSE FOR SUMMARY DISMISSAL FROM THE
PROFESSIONA/MEDICAL STAFF, ALL INFORMATION SUBMITTED BY MEIN THISAPPLICATION ISTRUETOMY BEST KNOWLEDGE
AND BELIEF.

IX. I have not requested privilegesfor any proceduresfor which | am not qualified or certified. Furthermore, | realizethat certification by aboard does not
necessarily qualify meto perform certain procedures. However, | believethat | am qualified to perform all proceduresfor which | have requested privileges.

Date Signature



