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 hereby authorize my physitian, health care practiioner, hospital clinie or other medically related facifty to furnish an ageni, educator, designee or reprasentative of American Speciaify Health, any
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RBITRATION :
| understand that any disputes arising between me and American Specialty Health will be resoived through mandatory, binding arbitration. On behalf of myself and anyone enrolied hereunder, |
understand and expressly agree that | am voluntarily giving up my constitutional right to have all such disputes decided in a court of law before a jury, and instead am aceepting the use of binding
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