SEQUIIA

ACH AUTHORIZATION FORM

AUTHORIZATION AGREEMENT

I hereby authorize Sequoia Integrative Medical Services, LLC (“Sequoia”™) to initiate debit entries to my account
indicated below at the depository financial institution named below (“Bank™), and to debit the same to such account for
the purpose of collecting recurring monthly subscription fees associated with Sequoia Care Everywhere services.

I acknowledge that the origination of ACH transactions to my account must comply with the provisions of U.S. law and
the rules of the National Automated Clearing House Association (NACHA).

This authorization shall remain in full force and effect until Sequoia has received written notification from me (or either
of us) of its termination in such time and in such manner as to afford Sequoia and Bank a reasonable opportunity to act
on it.

I authorize the Company to debit my account on a recurring monthly basis in the amount of $325.00, beginning on
, for ongoing Sequoia Care Everywhere services.

If a payment date falls on a weekend/holiday, I understand that the payment may be executed on the next business day.

I understand that this authorization will remain in effect until revoked in writing, and I agree to notify Sequoia in writing
at least 30 days prior to the next scheduled debit to cancel this authorization. To cancel, written notice must be provided
to Sequoia at katelynwery@sequoiaintegartivemedicalservices.com at least 30 days prior to the next scheduled draft.
Cancellation of ACH authorization does not terminate the Sequoia Care Everywhere Subscription Agreement. Facility
remains responsible for all fees due under the Agreement.

Bank Name:

Routing Number:

Account number: (] Checking () Savings

Amount authorized: Recurring frequency: Q( Monthly on the
Signature: Date:

Printed name: Facility name:

Phone number: Email:

R, Central: (920) 372-4168 R, Western WI: (920) 372-8689
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