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Fill out the following attached documents® and either email to
HMRatHome@Baptistmilestone.com OR
HealthierTogether@bhsi.com OR

Fax to: 502.292.4699

Program application
Informed consent
Participant agreement
Payroll deduction form
Biometric form**
Food order form

o000

*Paperwork must be completed and returned by the Wednesday following
your Orientation Session.

**Biometrics must be completed and form submitted prior to the first day of
class or you will not be able to begin that month.
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Section | — Contact Information

Name Employee ID:

Work Location (Which Hospital/City): Baptist Health System Services

Home Address

City/State Zip Code

Home Phone # Work Phone #

Cell Phone Number

Work Email Address

Home Email Address

Indicate the best way to reach you:

Work Email L_| Home Email Cell# Home# Work# Text

Class Day Class Time

Section Il — Vital Statistics

Date of Birth / /
Current Height Ft. In.
Current Weight Ibs. Goal Weight Ibs.

Primary Care Physician’s Name (First / Last)




Section Ill — Medical Information

Participant Name:

Please list any allergies:

1.

2.

3.

4.

Current/chronic medical conditions being treated:

i W N R

Please list all medications, including vitamins and herbal supplements:

O N o U B W N B




Section IV - Credit Card Info — for Purchasing Food

Credit Card information will be kept on file to process payment for food orders. Even though you will order your
HMR food in two week increments, your card will be charged each Friday for your basic weekly supply. Charges for
any additional food, over and above the two week supply, will be charged to your card at the time the order is
processed and your ten percent discount will still be applied.

Only cards accepted: MasterCard / Visa / Discover

Name on Credit Card:

Billing Address:

Y Y P S

Credit Card Number: __
Expiration Date MM/YY: __ _ /

Signature:

NOTE: This page will be shredded once this info is keyed into the computer.



HMR at Home® Phone Program Informed Consent

Name Phone

Address

This document contains important information about certain health risks associated with losing weight and any
restrictions regarding participation in the HMR at Home Program with group phone support (the “Phone
Program”). It also contains important information about the use and disclosure of personal information about you
as a participant in the Phone Program. Please read this carefully.

The Phone Program is part of a system for weight management created by Health Management Resources®
Corporation, (“HMR®”). The Phone Program at
(the “Provider Program”) is offered under license from HMR. The Phone Program is designed to provide you
with information on weight loss, physical activity, and healthy lifestyle behaviors. Phone Program staff and
materials provide phone-based instruction and coaching that can help you reach a healthier weight and lifestyle.
This is not considered a very low-calorie diet. The Phone Program does not provide medical screening, medical
monitoring, or ongoing medical care and advice. Although some health coaches may be medical professionals or
dieticians, such persons will not be practicing or otherwise functioning in such capacities when acting as a Phone
Program health coach.

Medical studies indicate that people who are overweight or obese (with a BMI of 25 or greater) are at increased
risk of many health problems and diseases including coronary heart disease and heart attacks, high blood pressure,
strokes, increased cholesterol levels, diabetes, gallbladder disease, kidney disease, gout, osteoarthritis,
neurological disorders, and certain types of cancer. Although no guarantees are made with regard to the results of
the Phone Program, the likelihood that health risks associated with being overweight or obese will be reduced is
statistically better with the achievement of an ideal body weight.

It is important to know that certain health risks have been associated with losing weight. Any weight-loss program
may be associated with side effects including, but not limited to, the following: dizziness or light headedness,
bowel changes, muscle cramps, fatigue, temporary anemia, cold sensation, menstrual irregularities, dry skin,
temporary skin rash, and temporary hair loss. The following may also be associated with weight loss: the
aggravation of pre-existing gallbladder disease, the development of gallbladder sludge or crystals, the appearance
of previously undetected gallstones or the development of gallstones. The development of gallbladder disease
could result in the need for surgical removal of the gallbladder. These conditions can also cause inflammation of
the pancreas. Pancreatitis can be a serious condition and can become a chronic problem, lasting after any
gallbladder disease has been resolved. A small percentage of people may develop symptoms related to gallbladder
disease during any weight-reducing diet, including this diet using meal replacement products. A small percentage
of people after a considerable weight loss (usually 50 or more pounds) may develop temporary neurological
symptoms such as limb weakness or numbness. Avoiding activities that cause compression on nerves, such as
prolonged crossing of legs, may prevent this.

Weight-Loss Phase (Phase 1):

The Phone Program’s Phase | diet and associated weight loss may result in changes in medical conditions
and/or the need to adjust medications.

YOU SHOULD CONSULT WITH YOUR PHYSICIAN PRIOR TO STARTING ANY WEIGHT-LOSS
PROGRAM. Your physician may recommend medical monitoring while on the Phase | diet for a number of
medical conditions including, but not limited to, diabetes, high blood pressure, cardiac disease, and kidney
disease.

I understand that the weight-loss phase of the Phone Program (Phase 1) has the following restrictions:

« | cannot participate in the Phone Program if | am pregnant or lactating (nursing a baby) for less than twelve
weeks. If | become pregnant or suspect that | am pregnant, | will immediately notify my health coach and
understand that | will not be allowed to continue in the Phone Program.

« | cannot participate in the Phone Program if I am anorexic or bulimic.

« | cannot participate in the Phone Program if | am allergic to egg, milk, corn, or soy. (Note: Lactose sensitivity
or intolerance does not constitute a milk allergy and can be managed by using the HMR 70 Plus lactose-free
shakes.)
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« | cannot participate in the Phone Program if | am 18 years of age or under, or over 70 years of age and have a
history of dizziness, prior TIAs (transient ischemic attacks), or strokes.

« | cannot participate in the Phone Program if | am taking the anti-seizure medication Trileptal®
(oxacarbazepine).

« | cannot participate in the Phone Program if | have had bariatric surgery.

It is important to speak with your doctor about any medical conditions or medications that could be
affected by diet or weight loss. In particular, please review the following important information:

Important Information for People Who Are Taking Medication to Treat Diabetes

o If I am taking diabetes medications, | agree to contact my physician prior to the diet to arrange for
medical monitoring during the Phone Program diet.

e | understand that if | am compliant with the Phone Program diet and lose weight, | may very likely see a
reduction in blood sugar and may require medication adjustment. In addition, | understand that the use of
insulin and/or oral agents, in combination with weight loss, can also increase the risk of low blood sugars
(hypoglycemia) and may also require my physician to make medication adjustments.

o | agree to carefully monitor my blood sugars and review my self-monitored blood glucose (SMBG) log
with my physician before starting the diet and continue to do so during the diet to prevent low blood
sugar (hypoglycemia) and poor glycemic control while facilitating weight loss.

Important Information for People Who Are Taking Diuretics (Water Pills) and Other Drugs for High
Blood Pressure
¢ If I am taking high blood pressure medications, including diuretics (water pills), | agree to contact my
physician prior to beginning the Phone Program to arrange for medical monitoring during the Phone
Program diet.
e | understand that being on high blood pressure medication or diuretics, while on a low-salt, weight-
reducing diet, such as the Phone Program diet, may cause me to experience dizziness, fatigue, and low
blood pressure. Therefore, | understand that my high blood pressure medication may need to be adjusted.

Important Information for People Who Are Taking the Anticoagulant (Blood Thinner) Coumadin®
(warfarin)

e | understand that the HMR Shakes are fortified with vitamin K. (This information is located on the Diet
Information to Share with Your Primary Care Provider sheet in your Phone Program materials). If I am
taking the blood thinner Coumadin (warfarin) this may result in a need to have this medication adjusted.

o | agree to consult with my physician about the need for monitoring my PT/INR and any necessary
medication adjustment.

I understand that the possibility always exists that the combination of any significant disease, such as obesity,
with methods employed for its treatment, such as the Phone Program, may lead to previously unobserved or
unexpected ill effects. Please consult with your physician if you have any concerns regarding these risks. We have
provided a Diet Information to Share with Your Primary Care Provider sheet in your Phone Program materials
for you to provide to your doctor or primary care provider.

Maintenance Phase (Phase 2):

I understand that after weight loss, there is a weight-maintenance phase of the Phone Program (Phase 2). | may
decide to enter the maintenance phase of the Phone Program either after first participating in the weight-loss
phase of the Phone Program, or after first attending the HMR Program for Weight Management™ in person in a
clinic setting. The primary goal of maintenance is to learn how to better manage my weight by:
a) incorporating higher levels of physical activity (PA) into my daily routine;
b) reducing overall calorie intake through the use of HMR meal replacements, eating vegetables and fruits,
and making healthy food choices.

The weight-maintenance phase of the Phone Program has the same restrictions as the weight-loss phase (Phase 1) and
as set forth in that section. Also, as set forth in that section;

« lunderstand that current medications and medical conditions may be affected as a result of practicing the
lifestyle changes promoted in Phase 2 (weight maintenance) of the Phone Program and any additional
weight loss | may achieve while in Phase 2. As a result, | may require ongoing adjustments to medications
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for, but not limited to:
a) anti-coagulation therapy (Coumadin)
b) blood pressure
c) diabetes management

« | agree to contact my primary care provider for the management of these and any other medications or
medical conditions that may be affected by participation in the weight-maintenance phase of the Phone
Program.

« | accept the responsibility for consulting with my primary care provider about managing or monitoring
any current or new medical conditions that may appear during my participation in the weight-maintenance
phase of the Phone Program.

For Both Weight-Loss and Maintenance Phases — How Information about You May Be Used in the Phone
Program and Qutside of the Phone Program

As a part of joining the Phone Program, you have provided or will provide the Provider Program with certain
personal information, including: your name, date of birth, sex, initial weight, height, weight-loss goal, food order
preference (lactose-free, vegetarian), credit card information, telephone number, email address, and
mailing/billing address). Also as you participate in the Phone Program you will provide additional data including
weight change, use of meal replacement products, physical activity levels, intake of fruit and vegetables, and
other adherence measures of the diet. How this and other information about your participation in the Phone
Program is used in the Provider Program and outside the Provider Program is described below.

How the Provider Program may use your personal information during your participation in the Phone Program

You will participate in weekly phone classes that will include other participants, and you will be sharing
information about your experience in the Provider Program with these other participants (e.g., some of these other
participants may be co-workers, people from your community, etc.). You will also be sharing this information
with the health coach leading the group phone classes.

The Provider Program will use and disclose personal information about you to the extent reasonably necessary as
the Provider Program staff determines to allow the Provider Program to effectively help you lose and maintain
weight, adopt a healthier lifestyle and diet, obtain the agreed upon payment for Phone Program services and
products, and help HMR and the Provider Program to operate and maintain a high quality, weight-management
Phone Program. How personal information about you may be used may not be obvious. In addition to the
telephone, use and disclosure of personal information about you may be made via mail, fax, email, and/or Internet
as may be necessary for the Provider Program to offer you the Phone Program and achieve the objectives
described above. Please note that communication with the Provider Program staff will occur via phone
conferencing and electronic mail. Please use your best judgment in emailing personal information and note that
phone communication is an alternative.

How the Provider Program may share your information with HMR and how that information is used by HMR in
training and other aspects of supporting the Phone Program and other HMR Weight-Loss Programs

In order to ensure the highest quality weight management services, the Provider Program staff receives focused,
ongoing training. This training occurs in a variety of ways. For example, training is sometimes done by recording
weekly classes and individual phone calls and playing them back for the benefit of staff and their trainers — and
this may include telephone calls or classes where some of your personal information is disclosed. This is an
invaluable aid in training new staff as well as helping “veteran” staff sharpen their skills. These recordings have
also been used at HMR national trainings as an effective educational tool. Sometimes, the Provider Program
and/or HMR staff or third parties hired by the Provider Program or HMR will be on the call as part of their
training as health coaches or other weight management specialists or in the role of trainers themselves. Sometimes
persons outside the Provider Program or HMR doing research in the field of obesity treatment or third parties
serving in a consulting capacity to the Provider Program or HMR will be permitted to listen and learn more about
how a Phone Program operates. Sometimes a participant’s spouse, other family member, or close friend will also
join the phone call to learn more about caring for that participant. Occasionally a person being considered as a
new hire may listen to the call to help us and this person better assess whether this person is a good fit at the
Provider Program. All of these activities positively impact the quality of the Provider Program and the Phone
Program and help support overall operations of the Provider Program and the Phone Program.
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How HMR may use and disclose information as part of its national marketing and research efforts

HMR may use “de-identified” information about you that is collected or developed from your participation in the
Provider Program for promotion of the Phone Program and related weight-loss program marketing efforts. “De-
identified” information is information that HMR reasonably believes does not contain any personally identifying
information about you. Examples of personal information that HMR would not use in marketing and promoting
the Phone Program include your name, address, telephone number, and the like. In most or all cases, de-identified
information would also be aggregate information. HMR may also use de-identified information about you to
publish or support publications for research and program development purposes. Again, none of the information
HMR uses for marketing or research will personally identify you in any way.

The Provider Program will hold your personally identifiable information secure and will not share any personally
identifiable information beyond those ways stated above except:
e When required by law (for example, subpoena, court or administrative order)
o For third party service providers and similar vendors performing necessary services who will be required
to keep your information confidential. For example, the Provider Program may use data storage, shipping
& billing vendors.

Acknowledgement of the above and Consent to Terms of Participation, Including Use of Information

I acknowledge responsibility for my own health, including the need to discuss this diet with my physician before
beginning the Phone Program. | also confirm that | do not have any of the above conditions that would exclude
participation in the Phone Program. | have read and understood the above information and consent to the use and
disclosure of all information concerning my participation in the Phone Program as described above. This
Informed Consent applies to both the weight-loss phase and the maintenance phase of the Phone Program unless |
am participating in only one phase in which case this Informed Consent applies only to such phase. To the fullest
extent permitted by law, | hereby assume all risks and hazards associated with, or which may arise from treatment
through the Phone Program, hereby releasing the Provider Program and HMR and its affiliates, and all of their
respective officers, directors, agents, and employees from any liability from said treatment or participation in the
Phone Program, except where injury or damage therefrom is the proximate result of gross negligence on the part
of the Provider Program, HMR, or related persons or entities.

Participant’s Signature Date

Print Participant’s Name
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Baptist Health
Healthier You! Participation Agreement

Program Eligibility:

1. Full or part-time employee
BMI of 27 or greater and waist circumference of 35 inches or greater for females or 40
inches or greater for males

3. Complete Biometric screening within 90 days prior to start of program

| have attended orientation and have an understanding of the 9 month Healthier
You! program and related commitments. | agree to the following expectations:

e Attend weekly classes in person or by phone and cannot miss more than one class per
month.

e Engage monthly in a telephonic health coaching session with Baptist Health coach.

e Purchase food for Phase | from HMR (approx $90/week).

e Exercise at least 2 times per week at the designated program facility and meet with
personal trainer at least one time per week, if applicable

e Complete biometric testing at the end of Phase | & Il within 2 weeks of Phase
completion.

e Baptist Health has paid for my participation for the 9 month program. If I am not
compliant with expectations or voluntarily leave the program at any time, | will be
responsible to pay back 50% of the fees associated with the phase in which I am engaged
at the time of termination ($196 for Phase 1; $136.50 for Phase 2).

Please sign and date below. Your signature represents that you have read,
understand, and agree to the program policies and are committed to the 9 month
program.

Signature: Printed Name:

Date:

BAPTIST HEALTH'

HEALTHSERTOGETHER

Baptist Health Employer Solutions
2501 Nelson Miller Parkway, Suite 102
Louisville, KY 40223



Payroll Deduction Authorization

Employee Name Employee #

Facility

This deduction will go to:

(please check one)

Baptist Health Employer Solutions

If the participant in the Healthier You program drops out of the
program voluntarily or is asked to leave due to non-
compliance with program requirements, the below amount will
be deducted from their paycheck for the corresponding Phase
for which they discontinued the program.

Amount to deduct Amount to deduct if dropped
if dropped Phasel: $196.00 Phase 2: $136.50

By signing below, | authorize  Baptist Health to deduct the above listed
from my paycheck. In the event | should cease to be an employee of Baptist
Health, | understand that | am liable for any balance remaining and that
amount will be deducted from my last regular pay.

Employee Printed Name Employee Signature

Date



Baptist Health/Mu!estone

( wellness HE;&LTHIER
. center [OGE[THER

Healthy Solutions Product Order Form
Send Completed Form to

HMRatHome@Baptistmilestone.com

OR FAX:502.292.4699

® 2 Week Supply = 4 Canisters and 28 Entrees
PLEASE ALLOW 7-8 Days For Delivery
Name: Phone #:

Hospital Location:

Class Day/Time:

Ship to Address:

Date:

SHAKES (4 Canisters for 2 weeks) Qty Effective 4/15 Total Cost
HMR Multi Grain Hot Cereal (18 Packs - To Be Introduced Later) $45.00

HMR Chicken Soup (18 Packets- To Be Introduced Later) $45.00

HMR 70+ Chocolate (18 Packs - For Lactose Free Clients) $45.00

HMR 70+ Vanilla (18 Packets - For Lactose Free Clients) $45.00

HMR 120 Chocolate (Canister - 12 Scoops) $25.00

HMR 120 Vanilla (Canister - 12 Scoops) $25.00

ENTREES (28 Entrees for 2 weeks) 0

Beef Stroganoff with Noodles $3.70

Chicken with Barbeque Sauce A $3.70

Chicken Creole with brown rice t $3.70

Cheese and Basil Ravioli H $3.70

Chicken Parmesan r?1 $3.70

Five Bean Casserole € $3.70

Lasagna in Meat Sauce ? $3.70

Bean & Beef Enchilada d $3.70

Vegetarian Thai Curry (ra $3.70

Mushroom Risotto = $3.70

Pasta Fagioli (r) $3.70

Savory Chicken m $3.70

Steak Stripes with red potatoes $3.70

Turkey Chili $3.70

Vegetable Stew with Beef $3.70

Condiments - PB2 0

PB2 Peanut Powder - Plain $6.00

PB2 Peanut Powder - Chocolate $6.00

On orders greater than $200, 10% Discount TOTAL $$ $0.00
After Discount $0.00
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Baptist Health Healthier Youl!

Wellness Assessment/Screening
Partner Clinic Kit



HEALTHIER
TOGETHER

Baptist Express Care Clinics

The following Baptist Express Care Clinics are available in your region. As participants in the Baptist Health
Healthier You! program, you may choose to visit one of these clinics to have your biometric screening
performed. Please take this “Partner Clinic Kit” to your local Baptist Express Care location for your health

screening.

01/14

Baptist Express Care Locations
Located within select Walmart Super Centers

Louisville

Address

Phone Number

Louisville Hillview

Louisville Outer Loop
La Grange

Lexington

11901 Standiford Plaza Drive, 40229

175 Outer Loop, 40214
1015 New Moody Lane, 40031

Address

502-969-0526

502-855-6675
502-991-0589

Phone Number

Lexington Hamburg
Lexington North Park

Bluegrass Region

2350 Grey Lag Way, 40509

500 West New Circle Road, 40511

Address

859-263-3822
859-967-0964

Phone Number

Nicholasville
Danville
Somerset
Winchester
Paris

Berea

Southeastern Region

1024 North Main Street, 40356
100 Walton Avenue, 40422
177 Washington Drive, 42503
1859 ByPass Road, 40391
305 Letton Drive, 40361

120 Jill Drive, 40403

Address

859-241-2148
859-236-4224
606-678-2880
859-355-1882
859-522-0001
859-985-7195

Phone Number

Corbin
Williamsburg

Paducah

60 South Stewart Road, 40701
589 West Highway 92, 40769

Address

606-528-9770
606-549-5154

Phone Number

Paducah Hinkleville
Paducah Southside
Madisonville
Hopkinsville

5130 Hinkleville Road, 42001
3220 Irvin Cobb Drive, 42003
1756 East Center Street, 42431
300 Clinic Drive, 42240

270-450-1191
270-450-1240
270-821-3300
270-707-4262



HEALTHIER
TOGETHER

PARTICIPANT INSTRUCTIONS

1) Your screening will be performed by a Baptist Express Care Clinic.
While some clinics perform screens on a walk-in basis, it is important that you contact the selected clinic
to determine if an appointment is required.

2) Go to a Baptist Express Care Clinic for Health Assessment / Screening and complete

the consent form.

Please complete the consent form given to you at the Baptist Express Care and provide all the requested
information, as this will allow Baptist Health Employer Solutions to ensure that you receive your lab
results. Also, please remember to sign and date the consent form in the space provided.

Preparations for your exam:

e Fast from food starting 8 — 12 hours before your screen time (you may drink only water,
and one 8 oz. cup of black coffee is allowed)

e Drink plenty of water the night before or the morning of the screening as it helps with the
hydration.

e Limit your alcohol intake 24 hours before your screening
e Take all of your prescribed medication as directed by your physician

e Refrain from smoking 1 hour before your screening (as it may affect your blood pressure)

For all additional questions about screenings please contact the Wellness Coordinator via the contact
information below:

E-mail;: HealthierTogether@bhsi.com

01/14 3
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HEALTHIER
TOGETHER

The participant is responsible to identify themselves as a Baptist Health Employee and should present with the

PARTNER CLINIC INFORMATION & INSTRUCTIONS

following forms and instructions.

o Healthier Together Partner Clinic Kit

Please conduct the following tests via finger stick method and record all results on the Consent Form in the
“Clinic Staff Use Only” section:

O

@)

O

O

@)

LDL

HDL
Triglycerides
Blood Glucose

Calculate the patient’s BMI based on height and weight measurements

Please measure and record the following biometric data on the Consent form in the “Clinic Staff Use Only”

section:

Height
Weight
Abdominal Circumference (measured at the umbilicus)

Blood Pressure

Please return the completed Consent form to Baptist Health Employer Solutions using one of the following

methods:

Please remember to record all screening results in the My Health Pocket Tracker for participant to retain results.

MAIL: Baptist Health Employer Solutions
RE: Healthier You
2501 Nelson Miller Parkway, Suite 102
Louisville, KY 40223
ATTN: Carol Whitfield

FAX: (502) 254-6090 (Re: Healthier You/ ATTN: Carol Whitfield)

SECURE E-MAIL: wellnesscoordinator@BHSI.com (Subject: Healthier You)

Thank you in advance for all of your assistance. If you have any questions, please do not hesitate to contact Mina
Schelling via email at Mina.Schelling@bhsi.com or by phone at (502)899-2899.

Sincerely,

The Healthier Together Team

01/14
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HEALTHIER
TOGETHER

wellnesscoordinator@bhsi.com Company: Healthier You!
502-899-2893
Please indicate which screening you are presenting for:

O Initial O End of Phase 1 O End of Phase 2

Consent for Release for Wellness Assessment/Screening

This Personal Health Screening/Assessment is intended to help you understand health risks you may face and offer suggestions on how best to
minimize or eliminate these risks. The information you provide WILL BE KEPT STRICTLY CONFIDENTIAL and generally individual
information WILL NOT BE SHARED WITH YOUR INSURANCE CARRIER OR HEALTH PLAN. Any information shared with your
employer WILL NOT INDENTIFY ANY SINGLE INDIVIDUAL and will only be presented to represent the workforce as a whole. If your
employer’s health plan offers an incentive program which includes participation (not outcomes/results) in biometric screenings, your
participation will be shared as applicable. We may share your information with vendors that perform certain health or wellness services for
your employer or health plan or who assist us in performing our services.

This assessment is not intended to establish a patient-health professional relationship nor replace any advice provided by your physician.
Information you provide may be made available to health resource experts whose product or services may be appropriate to help you reduce
health risks you may face. Your participation in these initiatives is strictly voluntary.

You hereby consent to the performance of your health screening, which may include the drawing of blood samples. You agree to release all
organizations associated with this screening, their affiliates, directors, officers, employees, successors, and assigns, from any and all liabilities
arising from or in any way connected with this health survey or blood drawing. You understand that the data derived from these tests is
considered preliminary and does not constitute a diagnosis. The responsibility for initiating a follow-up examination to confirm the results of
these screenings and obtain professional, medical assistance is yours alone and not that of any organization associated with this screening.

Please provide all information requested below:

Full Legal Name (print): Age:  Date of Birth: Gender:M / F
Employee ID # Email:

Daytime Phone: Alternate Phone:

Address: City: ST: Zip:

Please answer the following questions: 3. Do you use tobacco? Y / N

1. Areyouadiabetic? Y / N (Tobacco use means any tobacco product in the previous 6 months)
2. Do you have a primary care doctor Y / N 4. Please circle any that you are currently being treated for:
Doctor Name: High Blood Pressure  Diabetes High Cholesterol ~ Asthma
Signature: Date:
Clinic Staff Use Only — RESULTS: [Fasting [ Non-Fasting
Height (ft) (in) Weight (Ibs) BMI
Abdominal Circumference (at navel, round down to nearest quarter inch) Blood Pressure
Total Cholesterol TRIG HDL LDL Glucose
Rev 12-28-15 (LS) Baptist Express Care location: Baptist Urgent Care location: Staff Initials
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