Release and Indemnification

This Release and Indemnification is made and entered as of the date referenced below by

AM*HQCMNM*\ Prelleg , with a business address of [AS P.oelag ﬁ-ve_',-famnslaﬁmg FC , (“Hospital”).
' 24669
WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance; and

WHEREAS, pursuant to the Ordinance, and in consideration of the County adopting the
Ordinance, Institutional Health Care Providers_(as such term is defined in the Ordinance), such as Hospital, responsible

for at least fifty-one percent (51%) of the total Assessment amount for the forthcoming Fiscal Year must execute
such an agreement prior to the County adopting any Assessment Resolution.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

In accordance with Chapter 110, Article III of the Pinellas County Code of Ordinances, which requires Institutional
Health Care Providers (as such term is defined in the Ordinance) responsible for at least fifty-one percent (51%) of the
total Assessment amount for the forthcoming Fiscal Year to execute such an agreement, Hospital hereby agrees to
indemnify the County and their respective officers, employees and agents, from any and all claims arising from the
adoption and implementation of the Pinellas County Local Provider Participation Fund Ordinance, including any
challenge to the procedure or authority of the County or its agents to levy or collect an assessment or any challenge to an
assessment levied or collected by the County or its agents against any property owner pursuant to the Ordinance,
including any and all claims, and the costs and fees associated with the defense of such claims, that may arise due to the
objection or challenge to the Ordinance or challenge to the County’s procedure or authority to impose any assessment
levied or collected thereunder as may be challenged by any person, entity, or government agency. Together, all hospitals
executing this agreement indemnify the County against 100% of any liability arising from the adoption and
implementation of the Pinellas County Local Provider Participation Fund Ordinance. Hospital’s indemnification and hold
harmless obligations set forth herein shall be proportionate to the Assessment amount(s) paid by Hospital, amongst all of
the Assessed Properties executing this agreement. The release and indemnification obligations set forth herein shall be
binding on Hospital’s successors and assigns.

IN WITNESS WHEREOF, I have hereunto set my hand and seal on this |9 day of
\u\:\) , 202[.

e d

HOSPITAL:
WITNESSES: A\ © Sedcan ~ % =
J Title:_ Qres:dent /LLO
Printed Name: MM_S*Q e \Q-(sé

Printed Name: CHP)S"'IB SQ{\(L




STATE OF FLORIDA

COUNTY OF Pinellas
The foregoing instrument was acknowledged before me by means of '_n/physical presence
or X online notarization, this day [570 of _Jaly .20 2% ., byKian Lagtl-bidtgens

Frayest/Cbo  of Kfvewliteith ﬂ’m% Pheffe , who is personallyknown to me or who has
produced as identification. ‘

NOTARY SEAL
( ) /& it &W

MARCELA PERTSAS

Netary Public -
State of Florida Typed, Printed or Stamped

Commi HH224360 My Commission Expires: 3 / 4 / LoZb
Expires 3/5/2026

_ Nota{y%ublic

MRCELY PERTIAG Name
A A A

.




Release and Indemnification

. This Release and Indemnification is made and entered as of the date referenced below by
01 {( )3 ]2:4 }2_‘:’: , with a business address of ([,0 Main 5t. buneém} FL 24986 , (“Hospital”).

WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance; and

WHEREAS, pursuant to the Ordinance, and in consideration of the County adopting the
Ordinance, Institutional Health Care Providers_(as such term is defined in the Ordinance), such as Hospital, responsible
for at least fifty-one percent (51%) of the total Assessment amount for the forthcoming Fiscal Year must execute
such an agreement prior to the County adopting any Assessment Resolution.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

In accordance with Chapter 110, Article III of the Pinellas County Code of Ordinances, which requires Institutional
Health Care Providers (as such term is defined in the Ordinance) responsible for at least fifty-one percent (51%) of the
total Assessment amount for the forthcoming Fiscal Year to execute such an agreement, Hospital hereby agrees to
indemnify the County and their respective officers, employees and agents, from any and all claims arising from the
adoption and implementation of the Pinellas County Local Provider Participation Fund Ordinance, including any
challenge to the procedure or authority of the County or its agents to levy or collect an assessment or any challenge to an
assessment levied or collected by the County or its agents against any property owner pursuant to the Ordinance,
including any and all claims, and the costs and fees associated with the defense of such claims, that may arise due to the
objection or challenge to the Ordinance or challenge to the County’s procedure or authority to impose any assessment
levied or collected thereunder as may be challenged by any person, entity, or government agency. Together, all hospitals
executing this agreement indemnify the County against 100% of any liability arising from the adoption and
implementation of the Pinellas County Local Provider Participation Fund Ordinance. Hospital’s indemnification and hold
harmless obligations set forth herein shall be proportionate to the Assessment amount(s) paid by Hospital, amongst all of
the Assessed Properties executing this agreement. The release and indemnification obligations set forth herein shall be
binding on Hospital’s successors and assigns.

IN WITNESS WHEREOF, I have hereunto set my hand and seal on this (Y% day of
U L\/ ,2024.

HOSPITAL: BayCare Alliant
WITNESSES: (,aﬁlm Foaa / |/ Damanis Kosos D MM/L )QU/A/?(‘
Title: YCeD J
Priqt C()\‘Hlﬂ FDQQL

A ID ,
Printed Name:




STATE OF FLORIDA
COUNTY OF Pinellas
The foregoing instrument was acknowledged before me by means of v/ physical presence
or online notarization, this day of , 20, by, as Maya Perez , CED  of Ba\(CarC Alliant (—)Osp.+al_
who is personally known to me or who has p produced as identification.

(NOTARY SEAL)
liffanv Lo S - Woeds

mc <GJL¥)~V§\ L(bedg Name

Typed @/Or Stampeg
My Commission Expires: Q,Djr 20 20 25

TIFFANY LARKINS
Notary Public - State of Florida
& Commission # HH 155791

'%rn"" My Comm. Expires Sep 20, 2025
“""Bonded through National Notary Assr.




Release and Indemnification

This Release and Indemnification is made and entered as of the date referenced below by BayCare Health
System, with a business address of St. Anthony's Hospital, Morton Plant Hospital, Mease Countryside
Hospital, and Mease Dunedin Hospital, (“Hospital™).

WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

4

WHEREAS, Hospital waives any right to challenge the procedures and objectivessetout
in the Ordinance or any assessment levied pursuant to the Ordinance; and v '

WHEREAS, pursuant to the Ordinance, and in consideration of the County adopting the
Ordinance, Institutional Health Care Providers (as such term is defined in the Ordinance), such as Hospital, responsible
for at least fiftv-one percent (51%) of the total Assessment amount for the forthcoming Fiscal Year must execute
such an agreement prior to the County adopting any Assessment Resolution.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

In accordance with Chapter 110, Article IIT of the Pinellas County Code of Ordinances, which requires Institutional
Health Care Providers (as such term is defined in the Ordinance) responsible for at least fifty-one percent (51%) of the
total Assessment amount for the forthcoming Fiscal Year to execute such an agreement, Hospital hereby agrees to
indemnify the County and their respective officers, employees and agents, from any and all claims arising from the
adoption and implementation of the Pinellas County Local Provider Participation Fund Ordinance, including any
challenge to the procedure or authority of the County or its agents to levy or collect an assessment or any challenge to an
assessment levied or collected by the County or its agents against any property owner pursuant to the Ordinance,
including any and all claims, and the costs and fees associated with the defense of such claims, that may arise due to the
objection or challenge to the Ordinance or challenge to the County’s procedure or authority to impose any assessment
levied or collected thereunder as may be challenged by any person, entity, or government agency. Together, all hospitals
executing this agreement indemnify the County against 100% of any liability arising from the adoption and
implementation of the Pinellas County Local Provider Participation Fund Ordinance. Hospital’s indemnification and
hold harmless obligations set forth herein shall be proportionate to the Assessment amount(s) paid by Hospital, amongst
all of the Assessed Properties executing this agreement. The release and indemnification obligations set forth herein shall
be binding on Hospital’s successors and assigns.

Ha
IN WITNESS WHEREOF, I have hereunto set my hand and seal on this i day of
Ju I\fl 202 HOSPITAL:

WITNESSES: BayCare Health System on behalf of
St. Anthony's Hospital, Morton Plant
Printed NameM&g_éy/f Hospital, Mease Countryside
: Hospital, and Mease Dunedin
f _QQ Hospital.
Printed Name: ;laml_e_(_amg r .
W’" Ken &i5er beis -
tite:. Choef of Shef




STATE OF FLORIDA

COUNTY OF Pinellas \/
The foregoing instrument was acknowledged before me by means of hyswal prcsence
or online notarization;-this day of , ZOﬂ by, as E £ A Edz ahe in -ﬁ I' Th 49-15{(/\’\ s

who is personally known to me orwho/has produced as identification.

(NOTARY-SEAL) '
Jetky 3, 92 (Uit 71,\1&0 S
AP Notary Public
/ahcc, I/\(/(L{)_S Name

Typed, Printed or Stamped

wv 3 ALICE PHILLIPS
u"fv Notary Public - State of Florida My Commission Expires: { ‘gi [ &'\ ‘9—7
Commission # HH 453668

%‘or. f\-dg' My Comm, Expires Oct 12, 2027
Bonded through National Notary Assn,




Release and Indemnification

This Release and Indemnification is made and entered as of the date referenced below by
Johns HOkaAnS All Children's Hospital . with a business address of 501 6th Ave. S., St. Petersburg, FL 33701 . (“Hospital”).

WHEREAS, Hospital requested that Pinellas County (“County™) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance™); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance; and

WHEREAS. pursuant to the Ordinance, and in consideration of the County adopting the
Ordinance. Institutional Health Care Providers_(as such term is defined in the Ordinance), such as Hospital,_responsible
for at least fifty-one percent (51%) of the total Assessment amount for the forthcoming Fiscal Year must execute
such an agreement prior to the County adopting any Assessment Resolution.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

In accordance with Chapter 110, Article 111 of the Pinellas County Code of Ordinances, which requires Institutional
Health Care Providers (as such term is defined in the Ordinance) responsible for at least fifty-one percent (51%) of the
total Assessment amount for the forthcoming Fiscal Year to exccute such an agreement, Hospital hereby agrees to
indemnify the County and their respective officers. employces and agents. from any and all claims arising from the
adoption and implementation of the Pinellas County Local Provider Participation Fund Ordinance, including any
challenge to the procedure or authority of the County or its agents 1o levy or collect an assessment or any challenge to an
assessment levied or collected by the County or its agents against any property owner pursuant to the Ordinance,
including any and all claims, and the costs and fees associated with the defense of such claims, that may arise due to the
objection or challenge to the Ordinance or challenge to the County’s procedure or authority to impose any assessment
levied or collected thereunder as may be challenged by any person, entity, or government agency. Together, all hospitals
executing this agreement indemnify the County against 100% of any liability arising from the adoption and
implementation of the Pinellas County Local Provider Participation Fund Ordinance. Hospital’s indemnification and hold
harmless obligations set forth herein shall be proportionate to the Assessment amount(s) paid by Hospital, amongst all of
the Assessed Properties exccuting this agreement. The release and indemnification obligations set forth herein shall be
binding on Hospital’s successors and assigns.

IN WITNESS WHEREOF. [ have hereunto set my hand and seal on this g_ day of
July .20 24.

HOSPITAL:

“HTNESSES(V/,/éfyﬁ—?4;>>\~\~ Qﬁg%é%%ﬁC&ﬁ)g;afbgbhkﬁi£>
- Title: Presidgnt ’ —
Printed Name: O(M%n[h Mite he // N,

NGO,

S

f;x‘illted Name%ﬂﬂgyﬁ 1[7/1.6/(8

STATE OF FLORIDA

COUNTY OF Pinellas / ‘
The foregoing instrument was acknowledged before me by means of physical presence

or online notarization, this day of’, 202Y by . as of .
who is personally known to me or who has produced as identification.

(NOTARY SEAL) et - L
Notary Public oo
.*"ovm‘q‘f; Orletta Darlene Broderick lene }6“7{’ rrc £Name
My Commission

e _HA 158062 yped., Priqted or Stax.nped (‘
il 101 My Commission Expires: / 0>

Notary Public State of Florida
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Release and Indemnification

This Release and Indemnification is made and entered as of the date referenced below by
JD A (MLo0v¢ |, with a business address of Jo| S1xHta Streect 5 S+. Pefersbus, FL (“Hospital”).
3370( Boyfront Hospiyal(
WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance; and

WHEREAS, pursuant to the Ordinance, and in consideration of the County adopting the
Ordinance, Institutional Health Care Providers_(as such term is defined in the Ordinance), such as Hospital, responsible
for at least fifty-one percent (51%) of the total Assessment amount for the forthcoming Fiscal Year must execute
such an agreement prior to the County adopting any Assessment Resolution.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

In accordance with Chapter 110, Article III of the Pinellas County Code of Ordinances, which requires Institutional
Health Care Providers (as such term is defined in the Ordinance) responsible for at least fifty-one percent (51%) of the
total Assessment amount for the forthcoming Fiscal Year to execute such an agreement, Hospital hereby agrees to
indemnify the County and their respective officers, employees and agents, from any and all claims arising from the
adoption and implementation of the Pinellas County Local Provider Participation Fund Ordinance, including any
challenge to the procedure or authority of the County or its agents to levy or collect an assessment or any challenge to an
assessment levied or collected by the County or its agents against any property owner pursuant to the Ordinance,
including any and all claims, and the costs and fees associated with the defense of such claims, that may arise due to the
objection or challenge to the Ordinance or challenge to the County’s procedure or authority to impose any assessment
levied or collected thereunder as may be challenged by any person, entity, or government agency. Together, all hospitals
executing this agreement indemnify the County against 100% of any liability arising from the adoption and
implementation of the Pinellas County Local Provider Participation Fund Ordinance. Hospital’s indemnification and hold
harmless obligations set forth herein shall be proportionate to the Assessment amount(s) paid by Hospital, amongst all of
the Assessed Properties executing this agreement. The release and indemnification obligations set forth herein shall be
binding on Hospital’s successors and assigns.

IN WITNESS WHEREQOF, I have hereunto set my hand and seal on this z day of

Jul 20 2Y

WITNESSES: ,AWM M / /// Z‘

Prlntez\lame Sarolr G “’)&V‘\’ Title:_/SVP « Presideat
/Q:M/IWI i&k&y—

Prmted Name: \/ ames /wdke v’




STATE OF FLORIDA

COUNTY OF Pinellas
The foregoing instrument was acknowledged be ore me by means of ﬁ physical presence
or online notarization, this day of, 2 , by, as W L{ 9 of
who is personally known to me or who has produced as identification.
(NOTARY SEAL) / = ,Q/u\/

Notgry Pu
ﬁ S/amrm, 0/( MS Name
Typed, Printed or Stamped

My Commission Expires: [0- “AS - 2097
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Release and Indemnification

This Release and Indemnification is made and entered as of the date referenced below by

%MM@!& with a business address of \\3oo U 1G% 0 (larwcker MM, (“Hospital™).

WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance; and

WHEREAS, pursuant to the Ordinance, and in consideration of the County adopting the
Ordinance, Institutional Health Care Providers_(as such term is defined in the Ordinance), such as Hospital, responsible
for at least fifty-one percent (51%) of the total Assessment amount for the forthcoming Fiscal Year must execute
such an agreement prior to the County adopting any Assessment Resolution.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

In accordance with Chapter 110, Article 111 of the Pinellas County Code of Ordinances, which requires Institutional
Health Care Providers (as such term is defined in the Ordinance) responsible for at least fifty-one percent (51%) of the
total Assessment amount for the forthcoming Fiscal Year to execute such an agreement, Hospital hereby agrees to
indemnify the County and their respective officers, employees and agents, from any and all claims arising from the
adoption and implementation of the Pinellas County Local Provider Participation Fund Ordinance, including any
challenge to the procedure or authority of the County or its agents to levy or collect an assessment or any challenge to an
assessment levied or collected by the County or its agents against any property owner pursuant to the Ordinance,
including any and all claims, and the costs and fees associated with the defense of such claims, that may arise due to the
objection or challenge to the Ordinance or challenge to the County’s procedure or authority to impose any assessment
levied or collected thereunder as may be challenged by any person, entity, or government agency. Together, all hospitals
exccuting this agreement indemnify the County against 100% of any liability arising from the adoption and
implementation of the Pinellas County Local Provider Participation Fund Ordinance. Hospital’s indemnification and hold
harmless obligations set forth herein shall be proportionate to the Assessment amount(s) paid by Hospital, amongst all of
the Assessed Properties executing this agreement. The release and indemnification obligations set forth herein shall be
binding on Hospital’s successors and assigns.

t\x 0 WITNESS WHERE F, | have hereunto set my hand and seal on this LO day of

HOSPITAL:
WITNESSES: J_OLMWLBL Wi ) woor &‘s;cz\hcw ot QoS

. Title: (C0
Printed Name: DCMH}!\ lL

Printed Name: M&Qﬂ%



STATE OF FLORIDA
COUNTY OF Pinellas

The foregoing instrument was agknowledged beforg me by means of ¥~ physical presenc
or ___online notarization, this day olI,ZOL‘jby , as ulx of 2 Q‘%]J{fa @(‘
who is personally known to me or whd'has produced as identification.

(NOTARY SEAL)

Typed, Printed or Stamped

(5
My Commission Expires: ”!/ "{/(10&.‘/
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Release

] ' e Kindred Hospital Bay Area - )
This Release is made and entered as of the date referenced below by _St petersvarg. -, with a

business address of 400 30th Ave. South, St. Petersburg, FL 33705 = (“Hospital”).

WHEREAS, Hospital requested that Pinellas County (“County”’) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

By signing this Release of Liability Form (“Release”), the undersigned Institutional Health Care Provider
agrees to forever relieve and release Pinellas County ("County") and all of County’s current, past, and future
officers, agents, and employees from any and all claims, suits, and liabilities relating to the imposition of the
special assessment pursuant to the Pinellas County Local Provider Participation Fund Ordinance as set forth in
Article III of Chapter 110 of the Pinellas County Code of Ordinances (“Special Assessment”).

The undersigned Institutional Health Care Provider is voluntarily executing this Release and agrees not to
object to or challenge the enactment or enforcement of the Special Assessment in any administrative or legal
action that any statute, administrative rule, ordinance, or other law may provide.

The release obligations set forth herein shall be binding on Hospital’s successors and assigns.

IN WITNESS WHEREOF, I have hereunto set my hand and seal on this Q’fh day of
Jwy L2034,

HOSPITAL:
WITNESSES: :
Title: Rebfonal Cottroller
Printed Name:
Printed Name:
STATE OF FLORIDA
COUNTY OF RineHasCiow

The foregoing instrument was acknowledged before me by means of _\/ hysical presence
or ___online notarization, this day of , 2004, by , as_S¥ 1) HQ ¥ of % sndre \:\gt‘;jﬂs s

who is personally known to me or who has produced as identification.

(NOTARY SEAL)
S\A—/\




. RICKIE SIMMONS
\: Notary Public - State of Florida
Commission # HH 118175

Comm. Expires Apr 18, 2025
Bonced through National Notary Assn.

Not blic

Typed, Printed or Stamped

My Commission Expires: Y4 hg ’ 2028

Name



Release

This Release is made and entered as of the date referenced below by Glenn Romig, with a business address of 201 14th St.
SW, Largo, FL 33770, (*Hospital™).

WHEREAS, Hospital requested that Pinellas County (“County™) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance™); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

By signing this Release of Liability Form (“Release™), the undersigned Institutional Health Care Provider agrees to forever relieve
and release Pinellas County ("County™) and all of County’s current, past, and future officers, agents, and employees from any and
ali claims, suits, and liabilities relating to the imposition of the special assessment pursuant to the Pinellas County Local Provider
Participation Fund Ordinance as set forth in Article 11I of Chapter 110 of the Pinellas County Code of Ordinances (“Special
Assessment”).

The undersigned Institutional Health Care Provider is voluntarily executing this Release and agrees not to object to or challenge the
enactment or enforcement of the Special Assessment in any administrative or legal action that any statute, administrative rule,
ordinance, or other law may provide.

The release obligations set forth herein shall be binding on Hospital’s successors and assigns.

IN WITNESS WHEREOF, I have hereunto set my hand and seal on this 12th day of July, 2024 .

WITNESSES: [% T HOSPITAI: M &

Printed Name: _ i;; I@ﬂ (7 5 icéx‘& HCA Florida Largo Hospital
/%LU&M/ Title:  CFo

- LARGO MEDICAL CENTER INC
Printed Name: 6\-&Phaﬂ|{/ Ewel| d/b/a HCA Florida Largo Hospital

STATE OF FLORIDA
COUNTY OF Pinellas

The foregoing instrument was acknowledged before me by means of J physical presence

or online notarization, this day of July 12, 2024, by , as (3 g;f @5 nlic, of
A ﬁﬁo\[)\, , who is personally known to me or who hds produced as identification.

(NOTARY SEAL) /\(}/Q/\/
JESSICA FULLER Notar Publlc
|
St ot SO uleR.
Commi HH488623 Name Typed, Printed or Stamped

Expires 2/4/2028 My Commission Expires:



Release

This Release is made and entered as of the date referenced below by _Camille Henry , with a
business address of 6000 49th St. N St. Petersburg, Fla 33709 , (“Hospital™).

WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (*Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

By signing this Release of Liability Form (“Release”), the undersigned Institutional Health Care Provider
agrees to forever relieve and release Pinellas County ("County") and all of County’s current, past, and future
officers, agents, and employees from any and all claims, suits, and liabilities relating to the imposition of the
special assessment pursuant to the Pinellas County Local Provider Participation Fund Ordinance as set forth in
Article TIT of Chapter 110 of the Pinellas County Code of Ordinances (“Special Assessment”).

The undersigned Institutional Health Care Provider is voluntarily executing this Release and agrees not to
object to or challenge the enactment or enforcement of the Special Assessment in any administrative or legal
action that any statute, administrative rule, ordinance, or other law may provide.

The release obligations set forth herein shall be binding on Hospital’s successors and assigns.

7
IN WITNESS WHEREOQF, | have hereunto set my hand and seal on this /5 day of
Juy lu ,202Y

HOSPITAL: M
WITNESSES: QW B SW\;M, m

Title: CEO
Printed Name \J‘e")\r\l—ﬁt,{“ L S C‘u..uy—?.l/'
L\Q,l GALENCARE INC d/b/a HCA Florida
Northside Hospital

, N :
Printed Name: LL&CQ({(. (P-@ffu \7'»(]

STATE OF FLORIDA
COUNTY OF Pinellas

The foregoing instrument was acknowledged before me by means of " physical presence
or ___online notarization, this day of s20_’7{by as Camille Henry  of HeAa Floride MNocthside

10 is personally known to me or who has produced as identification.’ Hespital
(NOTARY SEAL) Z I 2




LT

e, SHALANE STRICKLAND
“"J\ Notary Publ¢-State of Florida
3 A . ‘E Gommission # HH 469621
TS My Commission Expires
o December 28, 2027

Notary Public

Shalane grfffﬁ,(/and Name

Typed, Printed or Stamped
My Commission Expires:

/ 3/ 9 [0 37



Release

This Release is madg and entered as of the date referenced below by “ m‘ﬂ‘& (aruso  , witha
business address of 150\ Fasadm, fre < S, Pebrshun £, (“Hospital™).
' 337067
WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

By signing this Release of Liability Form (“Release”), the undersigned Institutional Health Care Provider
agrees to forever relieve and release Pinellas County ("County") and all of County’s current, past, and future
officers, agents, and employees from any and all claims, suits, and liabilities relating to the imposition of the
special assessment pursuant to the Pinellas County Local Provider Participation Fund Ordinance as set forth in
Article IIT of Chapter 110 of the Pinellas County Code of Ordinances (“Special Assessment”).

The undersigned Institutional Health Care Provider is voluntarily executing this Release and agrees not to
object to or challenge the enactment or enforcement of the Special Assessment in any administrative or legal
action that any statute, administrative rule, ordinance, or other law may provide.

The release obligations set forth herein shall be binding on Hospital’s successors and assigns.

-IN WITNESS WHEREQF, I have hereunto set my hand and seal on this / Z day of
LA 1//1 /7 > 20 Z

HOSPITAL:

WITNESSES: Wﬁw Aesae”
& T

Printed Name:

| | WEST FLORIDA PPH LLC d/b/a
) WQ—/ HCA Florida Pasadena Hospital

Printed Name: E feut !S_ﬁﬁr's[\

STATE OF FLORIDA
COUNTY OF Pinellas
The foregoing instrument was acknowledged before me by means of _\Z physical presence .
or ___ online notarization, this daﬁ)f s ZOH by, as Mana Carvso of Hoit Flon'da P esedma 'Ho,ipﬂLﬂ—l
who is personally known to me or who has produced as identification.

(NOTARY SN NANCY CROSBY / 74/ a/ gﬁz{éj
/ f 7

i &' Commission # HH 439874
;'"%org_\f My Commn. Expires Sep 4, 2027
Bonded threugh Nationat Netary Assn,




Notary Public

Nap C'—’ Cﬂ)dol.] Name
Typed, Printed or Stampéd

My Commission Expires: 2 r{




Release

This Release is made and entered as of the date referenced below by (oo (o ucp , with a business address of
(Df_ﬁd&&_itleia@g_ﬂg-%a_, (“Hospital™). SLAFlxi b St Betersbuny Hox o ol

WHEREAS, Hospital requested that Pinellas County (“County”) adopt the Pinellas County
Local Provider Participation Fund Ordinance (“Ordinance”); and

WHEREAS, Hospital has provided the County assurances that the objectives and
procedures addressed in the Ordinance are proper and lawful; and

WHEREAS, Hospital waives any right to challenge the procedures and objectives set out
in the Ordinance or any assessment levied pursuant to the Ordinance.

NOW THEREFORE, in consideration of the covenants contained herein, Hospital hereby
agrees as follows:

The foregoing recitals are true and are incorporated herein by reference.

By signing this Release of Liability Form (“Release™), the undersigned Institutional Health Care Provider agrees to forever relieve
and release Pinellas County ("County™) and all of County’s current, past, and future officers, agents, and employees from any and
all claims, suits, and liabilities relating to the imposition of the special assessment pursuant to the Pinellas County Local Provider
Participation Fund Ordinance as set forth in Article III of Chapter 110 of the Pinellas County Code of Ordinances (“Special

Assessment™).
The undersigned Institutional Health Care Provider is voluntarily executing this Release and agrees not to object to or challenge the

enactment or enforcement of the Special Assessment in any administrative or legal action that any statute, administrative rule,
ordinance, or other law may provide.

The release obligations set forth herein shall be binding on Hospital’s successors and assigns. j

IN WITNESS WHERTF ave hereunto set my hand and seal on this LL day of / , 20 2
HOSPITAL: :
WITNESS: // 4
Printed Name: ,L PriAY! \D./ J Pitle: ( ﬁ\/
wimnEss 25 o NJ) GALEN OF FLORIDA INC d/b/a/
Printed Name:/)) e ‘Y \\NLL HCA .Florlda St. Petersburg
Hospital
STATE OF FLORIDA
COUNTY OF Pinellas

The foregoing instrument was acknowledged before me by means of ’\/ physical presence

or online notarization, this day of , 203%, by , as l““ rialyass of > who is personally
known to me or who has produced as identification. it
i T ——

(NOTARY SEAL) i _ _
AAAAAAAAAAAA Vi .- L uli, 11,2034
4 Notary Public State of Floridap . )
{ A " sherr L Hatch 3 Notary Public She_(_c s L Hebeds
[ m My Commission HH 436348 B Name Typed, Printed or Stamped
¢ Expires 9/11/2027 My Commission Expires:  § —/i- 2037
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