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HeartCare

Dear HeartCare Patient,

Welcome to HeartCare Consultants and thank you for choosing our practice. HeartCare Consultants are
comprised of highly trained and experienced staff to treat heart conditions. We apply the latest advances in
our cardiovascular medicine to treat and manage cardiac conditions. It is our goal to treat the patient with a
care plan, that brings them peace of mind with a knowledge and understanding of their condition and
treatment plan. Every patient is considered special and treated with the highest level of care.

| have personally hired the Nurse Practitioners to be Providers at HeartCare. Each of the Practitioners
has solid and impressive backgrounds. Furthermore, we have spent the last two years developing an
impressive team and | could not be more confident in their ability to help me in the management of your care.
The benefits of seeing the Nurse Practitioners include longer patient encounters which also lead to more
opportunities to provide education about your condition, strategies to manage it and ways to prevent further
disease or complications.

The entire HeartCare team values every patient, and every patient deserves the highest quality of care. Many
patients have indicated that they have special circumstances, or they are Dr. Kumar only. All patients will see
both myself and the Nurse Practitioners so that our entire team will know you and be able to knowledgeably

care for you both in the office and the hospital.

It is my privilege that you include me in your healthcare plan, and | look forward to my team and | caring for
you and your loved ones in the years to come.

With Ggatityde,

Vivek Kumar DO, FACC, FSCAI, MBA

PLEASE SIGN THE STATEMENT BELOW

[ (PRINT NAME: Patient/Guardian) have read the contents of this
letter and acknowledge that | must see all providers of HeartCare Consultants for the most comprehensive
management of my cardiac health.

Signature: Date:
Patient/Guardian
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