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NZ-
Birthplace N\J

at Summerlin Hospital
*A Member of The'Valley Health Systerme

Pre-Registration for Maternity Patients

Thank you for pre-registering with
The Birthplace at Summerlin Hospital

We are excited you have chosen us to

care for your growing family.

Instructions

[0 Please sign and date ALL forms included in this packet
[1 Once completed & signed, please have your picture LD. &

Insurance Card(s) ready |
[0 Return this packet to the Admitting Department

Childbirth Education classes are available to all expecting
parents. Please email: SummerlinBirthplace@uhsinc.com for
more information on available childbirth classes.




PATIENT INFORMATION (Please write Legibly)

_‘SUMMERLIN HOSPITAL MEDICAL CENTER __

Patient Name:

Date of Birth:

Home Address: Home Phone:
Apt. No/Ste; Cell Phone:
City: State: Zip Code:
Social Security#: Email Address ;
Race:
Marital Status: ___ Married __Single __ Divorced _ Widowed Religious Preference:
Country of Birth: Primary Language:
Employer Name: Occupation:
Employer Address: Employer Phone:
City: State: Zip Code:
EMIERGENCY CONTACT
Name: Relationship To Patient:
Address: Home Phone:
City: State: Zip Code: CELL#;
INSURED INFORMATION
Primary Subscriber Information:
Name: Relationship to patient:
Date of Birth Social Security:
Employer Name: Occupation:
Address: Insurance :
City: State: Zip Code:
Secondary Subscriber Information:
Name: Relationship to patient:
Date of Birth Social Security:
Employer Name: Occupation:
Address: Insurance:
City: State: Zip Code:
OB/Gyn Doctor: Primary Physician:

Last Menstrual Period:

DUE DATE:
Scheduled Induction/C-section Date:




Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

As the individual who will be receiving services at Summerlin Hospital (the "Hospital™),

or the parent or guardian of the individual listed below as the patient, | agree to the
following terms and conditions of this Conditions of Admission/Registration Treatment
Authorization and Financial Responsibility Agreement (the “Agreement’). As applicable, |
further agree that the terms and conditions of this Agreement apply to any newborn infant(s)
| deliver while | am a patient in the Hospital.

1.  CONSENT TO HOSPITAL PROCEDURES: [ consent to the medical and surgical
procedures which may be performed during this hospitalization or on an outpatient basis,
including emergency treatment or services. These services and procedures may include but
are not limited to laboratory tests, x-ray examination, newborn hearing screening, medical or
surgical treatment or procedures, anesthesia, or Hospital services rendered under the
general and special instructions of a physician. This general consent does not apply to any
procedures which require informed consent.

2. RELEASE OF INFORMATION: | authorize the Hospital, physicians, and other licensed
providers furnishing these services fo disclose my Protected Health Information (“PHI") as
that term is defined by the federal law referred to as "HIPAA” for purposes of treatment,
payment and health care operations to third parties including but not limited to insurance
carriers, health plans (including government health programs such as Medicare and
Medicaid), or workman's compensation carriers that may be responsible for payment of the
services (“Third Party Pavors”). The PHI disclosed may include information about my
treatment, medical care, medical history, billing information, and other information received
or acquired by the Hospital and maintained in any form, including written, oral or
electronically maintained information.

Upon inquiry the Hospital will describe my condition to callers or the public using one of the
following words; undetermined, good, fair, serious, or critical. If | do not want this information
released | may make a written request for information about my condition to be withheld. |
understand | can request a separate form to make this change.

3. PROVIDERS NOT HOSPITAL EMPLOYEES: | understand that the physicians furnishing
services to me including Hospital-based physicians such as radiologists, pathologists,

emergency department physicians, and anesthesiologists ("Hospital-Based Physicians”)
may be independent contractors and as such, are not employees or agents of the Hospital.

4. HOSPITAL, PHYSICIAN, AND PRACTITIONER BILLING: | understand that each
physician, medical group, or other practitioner who provides professional services {o me
while | am in the Hospital, including Hospital-Based Physicians, will bill and collect for their
professional services separate and apart from the Hospital. For purposes of assignment of
benefits and agreement to pay for services, this Agreement applies to services rendered by
the physicians and practitioners as well as the Hospital. 1 also understand | have the right
to request an explanation of the Hospital bilfing process and a list of the Hospital's charges
for any services | might receive.
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Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

5. MEDICAID MANAGED CARE PLANS: | assign any and all insurance benefits payable to
me to the Hospital. | understand that | am responsible for payment for services rendered at
the Hospital including excluded services from my insurance either because the plan deems
such services not medically necessary, or for any other reason including pre-certification
requirements, second opinions or pre-existing conditions. Should the account be referred to
any attomey or collection agency for collection, | understand that | will be responsible for
attorney or collection expenses. | give permission to my insurance provider(s), including
Medicare and Medicaid, to directly pay this Hospital for my care instead of paying me. I
understand that | am responsible for any health insurance deductibles and co-insurance and
non-covered services. | further assign my rights to this Hospital, and hereby appoint this
Hospital as my personal representative, to (i) submit claims for payment for services and
treatment rendered to me to payors, including but not limited to Medicare and Medicaid, and
further assign my rights to/for payment for services and treatment rendered to me, and (i)
appeal from any and alt denials of coverage, without limitation, to the Hospital.

6. HEALTH PLANS (HMO&PPO): | understand | am responsible for providing the Hospital
with my primary care physician's name and practice information. | understand that some
Health Plans may not fully cover services if the Hospital and/or its affiliated physicians and
practitioners are not participating providers in my Heaith Plan, which can resuit in increased
costs for me. | also understand that some Health Plans may review emergency room visits
and services after the services are furnished to determine if the visit qualified as an
emergency. If the Health Plan concludes the visit was not an emergency, | may be
responsible for all physician and Hospital charges associated with the visit and [ agree o
pay for such services in accordance with the terms of this Ag reement.

7.  Your Rights and Protections Against Surprise Medical Biils: When you get emergency
care or get treated by an out-of-network provider at an in-network hospital or ambulatory
surgical center, you are protected from surprise billing or “balance billing”. Under Federal
and Nevada law, you are only responsible for paying your share of the cost (like the
copayments, coinsurance, and deductibles) that you would pay if the provider or facility was
in-network, unless you are given adequate notice and provide consent to be billed
out-of-network rates for non-emergent services. This applies to emergency medicine,
anesthesia, pathology, radiology, faboratory, neonatology, assistant surgeon, hospitalist, or
intensivist services. Out-of-network providers can’t “balance bill" you for the difference
between what your plan agreed to pay and the full amount charged for a service, and they
may not ask you to give up your protections not to be balance billed.

8.  ASSIGNMENT OF BENEFITS: | authorize direct payment to the Hospital, Hospital-Based
Physicians and other practitioners invelved in my care and treatment of all insurance
benefits payable to me or on my behalf for services provided during this hospitalization, or
for outpatient services or emergency services if applicable. | understand that [ am
financially responsible for any non-covered changes.

‘9. FINANCIAL AGREEMENT: | agree, whether signing as a parent, guarantor, agent or the
patient, that in consideration of the services provided by the Hospital, | will promptly pay
all Hospital bills in accordance with the Hospital's standard charges for such services, and,
if applicable, the Hospital's charity care and discount payment policies, as well as in
accordance with applicable and state and federal law. Should my account be referred to an
Page 20of 5
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Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

attorney or collection agency for collection, | will pay actual aftorney’s fees and collection
expenses, | understand that all delinquent accounts may be charged interest at the legal
rate.

| certify that the information | have provided is true and accurate to the best of my
knowledge. | understand that the information | submit is subject to verification, including
credit agency scoring, and subject to review by federal and/or state agencies and others as
required. | authorize my employer to release proof of my income to the Hospital if
requested. [ understand that if any information | have given proves to be untrue, the
Hospital may re-evaluate my financial status and take whatever action becomes
appropriate.

10. CHARITY CARE AND DISCOUNTED PAYMENTS: If you do not have health insurance,
you may qualify for financial assistance. If you think you may be eligible for financial
assistance to help with payment of your Hospital bills, please call:

Hospital Financial Counselor: (702} 233-7668 or
Central Billing Office: (702) 894-5700

11. AUTHORIZATION FOR RECEIVING MESSAGES AND AUTOMATED CALLS: [ give the
Hospital and its agents and/or other parties calling on behalf of the Hospital (including, but
not limited to, debt collectors or others calling regarding your Hospital visit, government or
charity care programs) permission to contact me by telephone at the telephone number or
numbers | provided during the registration process, or at any time in the future, including
wireless telephone numbers or other numbers that may result in charges to me. The

- Hospital and its agents may leave messages for me at these numbers and may send text
messages or email communications using the email address or addresses | provide. These
voice messages and email and text communications may include information required by
law (including debt collection laws) related to amounts | owe the Hospital as well as
messages related to my continued care and treatment.

| also understand that the Hospital and its agents or other parties calling on the Hospital's
behalf may use pre-recorded/artificial voice messages and/or use an automnatic dialing
devise (an auto-dialer) to deliver messages related to my Hospital visit, my account,
whether | quaiify for government programs, whether | qualify for charity care programs or
amounts | may owe the Hospital. | also authorize the Hospital and its agents to use the
number or numbers provided for such pre-recorded or auto dial messages. If [ want to limit
these communications to a specific telephone number or numbers, | understand that | must
request that only a designated number or numbers may be used for these purposes.

12. MEDICARE CERTIFICATION, AUTHORIZATION TO RELEASE PAYMENT
INFORMATION AND PAYMENT REQUEST: | certify that any information given by me in
applying for payment under title XVIlI of the Social Security Act (Medicare) is correct. If
applicable, | authorize the Hospital, Hospital Based Physicians or any other health care
providers who have medical or other information about me to release any information
needed for this or a related Medicare claim to the Social Security Administration or its
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13.

14,

15.

186.

17.

18.

19.

Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

intermediaries or carriers. | request that payment of authorized benefits be made on my
behalf. '

GENERAL DUTY NURSING: | understand that the Hospital provides only general duty
nursing care uniess my physician orders more intensive nursing care. If my condition
requires a special duty nurse, | understand that it must be arranged by me or my legal
representative. The Hospital is not responsible for providing or paying for such special duty
nurses.

PERSONAL VALUABLES: | understand that the Hospital maintains a safe for the
safekeeping of money and other valuables, and that the Hospital is not liable for the loss of
my valuables unless they are deposited with the Hospital for safekeeping. | understand that
I am responsible for all my personal effects not deposited in the safe, including, but not
limited to, personal grooming articles, jewelry, cellular phones, tablets, other electronic
devices, clothing, documents, medications, eye glasses, hearing aids, dentures and other
prosthetic devices.

ASSUMPTION OF RISK: If leave the Hospital before being released or discharged by my
physician, or if | fail fo follow instructions given to me by my physician or other healthcare
professionals, | agree to assume all responsibility for any injury or damages suffered, and
further agree to release and hold the physicians, their agents, the Hospital, it's employee’s
or agents harmless from any claims, demands or suits for damages from any complications
associated with such actions.

PHOTOGRAPHY AND VIDEO FOR PURPOSES OF DIAGNOSIS, TREATMENT OR
EDUCATIONAL TRAINING: | understand that pictures or video may be taken of my
medicalfsurgical condition or treatment. | understand that the pictures or video may be used
for the purpose of my diagnosis, treatment or for educational training conducted by the
Hospital. If pictures are taken for diagnosis and treatment purposes, they will be maintained
as part of my medical record.

NON SMOKING CAMPUS: | understand that smoking is not permitted on the campus of
the Hospital, except in designated areas and | agree to comply accordingly.

COMPLAINTS: | understand that | have the right to express any concerns | may have
about my care and freatment to Hospital management.

DATA COMPILATION FOR RESEARCH: The undersigned hereby authorizes the Hospital
to use a patient's data (or human tissues) by categories to be available for potential use in
research studies. If a patient's information is to be used for a research study, the patient
may be asked to sign an additional authorization at that time. .
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By signing below, | acknowledge that | have received a copy of the “Patient’s Bill of
Rights” and “Patient Responsibilities”; | have also carefully read and fully
understand this Agreement and received a copy for my records if one was requested,
| accept its terms, and am authorized to execute the Agreement. The Hospital's
provision of services to you is not contingent upon your signing this consent form.

"PATIENT/PARENT/GUARDIAN SIGNATURE DATE / TIME
RELATIONSHIP IF NOT PATIENT SIGNATURE DATE / TIME
REASON PATIENT DID NOT SIGN DATE / TIME
Pagesof &
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PATIENT RIGHTS AND RESPONSIBILITIES
ADDENDUM

You have a right to-corsent & teceive the visitors whorrt you designate; including; but net imited to a
‘spouse; g domestic partner (including a same-sex domestic parfner), another family member, or-a
friefid, and you shall have-the right to withdraw or deriy such consent at any time..

Befors you-aré fumished patient care, i possible, you alse Fave the right to desigrste a Sapport
Persor who Gar exercise youf visitation rights inithe eventyou aré incapaditated or otfierwise unablé
to-duso. Sée below.

Patisnt Visitation rights shall ot be restistad, imited or othisrwise denied by the hospital on fhe basls
of rate; tolot, national 5rigin, religion, sex, gender identity, sexual orfentation,-or disability.

Allvisitors stiall enjoyfall and sgual privileges sonsistent with your prefererizes. The Hospital wiay
impose: clinically appropriate limitations on. patient visitation when visitation would interfere.with your
care whether the reasen for limiting or testriction visitation is infection control, disruptive behavior of
visttors,, or you oF your réénimates rised for rest.of privacy.

Patient Visiation Rightsy o o
In-the.event I am ificapacitatéd 6F 6IHERUISS UnHAblE to exercisé: my patient visitaticn rights, I designate
the following individual as my Suppott Person:

Support Person Name (Prinf)
'OR

AAAAA : e i
Patlent Slgnature Date Time
0O Unable o assigh a designee due to medical conditii..
Witness Signafure Date Time
W B
‘ GO'!T;YSS—
RESPONSIBILITIES
ADDERDUM DOB: SX:
EMMEE9002) (R 5/11) (FOD}: MRN:




SUMMERLIN MEDICAL CENTER
PATIENT SELF DETERMINATION RECORD
PART 1. e e e e e
/ N Do you, the patient, have an advance directive for healthcare?
Y / N Do you, the patient, have an advance directive for behavioral
healthcare?
Is the advance directive a living will?
Is the advance directive a durable power of attorney for healthcare?

.<

PART 2.
Who is your appointed healthcare surrogate having your durable power of
attorney foxr healthcare? :

Name: Relationship:

Address: Thone: / -
City St: Zip: -

Does this person know and agree to be your healthcare surrogate?

If the person neither knows nor agrees to be your healthcars
surrogate, do you still wish té designate an alternate healthcare
surrogate? if so, we will have a hospital representative visit you and
record your alternate healthcare proxy information,

contact date: 00/00/00
Representative contacted by:
BPART 3., mmemmemmm e e e e e

Y / N Would you like information regarding an advance directive since you
' " do not have one?

PART 4. e e e
You, the patient state you have an advance directive. ‘

Do you have a copy with you?
-Did the hospital staff person make a copy and attach it to the
chart? i

PART B. = mmm e m e e e e e e -

Patient wants additiomal information on advance directives.

You have received information regarding an advance directive,
You have been informed to advise your nurse if you want to create
zn advance directive while in the hospital.

PART 6. @ mo—mmee——w. e e
gince you do not have a copy of the advance directive on hand, where is the
advance directive located? Location:

Can you have a copy brought to the hospital?
If someone can bring the copy, when will it be deliversed to yvour nursing unit?
Date copy will arxvive: 00/00/00 Date copy received: 00/00/00

PART 7. = —=m=m—mmrmeme- Contents of Advance Directive ----------- -
Pt Signature: Date: Time:
Witnese Signature: Hospital Rep:

The patient i1s incapable of answering the following guestiocns because:

Date: Time:

Signature and Title:




Summerlin Hospital Medical Center
Admitting Department

Date of Service/ Fecha:

Patient Account/ Numero de Cuenta: See Below

This is to confirm that I have had returned to me, all insurance cards and/or ID, by the
Patient Service Representative during my registration/admission on the above stated date.

Por medio de la presente confirmo que se me han regresado, todas las tarjetas de seguro
medico y/o de identificacion de parte de el representante al paciente durante mi
regisiro/internacion en ia fecha arriba indicada.

Signature- Patient/ Representative/ Legal Guardian Date

Firma del Paciente/ Representante/ Guardian Legal Fecha

Patient Service Representative Date
Patient Unable to sign

PSR initials

Attach Patient Label




CommonWell Health Alliance
Health Information Exchange,
Opt-in/Opt-Out Request Form

The purpsss of thiv Notice % o 5avise you thatStmmerin Hospital Medical Center paricipates inthe
CommionWell Health Alliance Health Informstion Exchange.. CommonWell is @ nationwide data sharing FEtWoK
that facilitates the €lctrotiis exchange of individugl protected hesithcare information {PHI) amiong. Commsnwall
participating Health cate providers in order to coordinate effective healtheare sefvices,

‘CorirenWell Health Alliance Health 1nfarmiation Exchanse participation i§Voluntary. “You have the right 1o sptin

“or opt-out of this health ifformation data exchange

-+ [F youopt-in fiow, you miay opt sut sta later date. PHIthat Was prévicusly shisved will gt be withdrawn from
the provider(s] who slfeady recaivad it, bt hio new PHEwill be: shared wathe Exchiarige..

%I you opt-odt fow, you 1idy optin dts later date: PHI collected dufing the opteout period will be visible s
participatinig hiealth tare providers upom opt it

& [fyjou chiouse to opt-out, each of your heslth care providers will need fo requiest & copy of your récerds via
ottier medns.

«  Wyouoptout; you will ot be:denisd Tréatnient or othérwise penialized.

OPT IN: [ wish to have my persenal. heaith information shared via the CommenWell Health Alliance Heaith
Information Exchatige. | understand that my past and present hezith information will be visible to my healthcare
providers.

Patient/Authorized Representative

Date/Time

Relationship if not Patient Date/Time

Withess Date/Time

ePT OUTV:W i dé ant wiéh to have my personal health information shared via the CommonWell Health Alliance
Health Information Exchange, and hereby exercise my rightto opt-out of such. sharing.

Patient/Authorized Representative Date/Time

Relationship if not Patient Date/Time

Witness

Patient identtfication

CommonWell Health Alliance

AR Hesithiomaton rcharge | 3
CLO00S . IEQPTIN-SHM




Patient Consent Form for Electronic Exchange
of Individual Health Information

HealtHIE Nevada.is_a nen-profit erganization dedicated to connecting the healthcare community to-share information
elecironically dnd securaly to improvethe quality of healthcare services. To leam more about the Heaklth Information
Exchange (HIE), read the Patient Information brochure. You can ask the doctor that gave you this fornt for it, or go to
the websité www.healiH!Enavada.org..

Details about patiait inforriation i HaalthlE Nevada and the eonsent process?

i

2.

How youf iformation will be-used arnd wh tdn secass its Wheri you provite-consént, Snly HealtHIE

Nevada participants (sueh as doctdrs, hospitals, laborafories, radiology ceriters, and pharmacies}, will have:

accessfo your health information. lt-can only be used to:

s Provide you with medical treatment and related services:

»  Evaluate andimprove:the quality of medical care provided t& alf patients, Using dé-idéntified Health
informaticn.

Types of infarivation Tnelided and Wheid if comes fromi The infofmation about you comes frem

orgariizations that have provided you with medical carg, and are HeattHIE Nevada participants. These may

include hospitals, physiciaris, pharmacies, clinical laboratories, and other healthcare-organizations. Your he3ltH

records may inclide a history of fllnesses or injurigs you have had (like diabetes or a-broken honej, test Tesults

{like X-rays-or blood tests), arid fists of medications your-doctor tisis prescribed, This miay include ifformiatiors

created before-the daté of this-Consent Form, This inforfitation may relate to sensitive health coniditions,

insluding but fot limited 1o:

¢ Alcohol or drug use problems ¥ HIV/AIDS: s Birth control and abortion (family planring)

« Genetic (inherited) diseases or fests « Méntal healthi condifions  » Sexuslly traismitted diseases

participating doctor o others onfy to the extent permitted by Nevada State Law. if at'any time you suspect that

‘someone whio should rict have seén or regeived information about you has done so, you shiould nofify your

doctor.

Effective Period: Your corserit becomes effective upoiT Sighing this form ahd wilt refriaii in effeet il the day
you revoke it or HealRHIE Nevada ceases to condugt business.

Revokirig yotir consent: At &y time, yol ridy revoke your-eonient by signing a new. corisént férm and giving it
to your dostor, Thiese foims dre avaliable at your doctor’s office, or by calling 855-484-3443. Changés to your
conset status may take 24-48 hours-to become adlive in the system.

Note: Organizations fiaf actess your fiealth information through HeatHIE Nevzda white yotir consent is i effect
may .copy or include your information into their-own medical records. Even if you later decide to withdraw your
consent, they are not required to retumn it or remove it from their records.

8.

How your-iriformation is protected: Federal and State laws and regulatichs protect your frigdical inforfation.
HIPAA, the Healthcare Insurance Portabillty and Accountability Act of 19986, is the federal law that protects your
medical records and mits who can look at and. receive your health information, including electronic heakh
informafion. HIPAA's protections were further strengthened by another federal law, the HITECH Act of 2008,
which may impose-severe. financial fines on @nyone who violates your medical privacy rights. All health
Information made. available on the HIE, ircluding your medical information, is encrypted to federal standards and
is accessible oniy as- allowed by Nevada State law. (NRS 439.590). In addition, your doctor must provide you with
a Notice.of Frivacy Practices, which.describes how he or she uses and protects your medical information.

Copy of Form: You are ehtitied to recelve-a copy of this Corisant Form after you sign it




For Internal Use Only: MRN

salHIE

ISH‘ m‘ﬂ(lﬁﬂl&“’l‘hﬁ'mm

Patient Corisani Foriti Tor Hectrahiie Exchiange of Individual Health Iinformiation

Please réad through the. conseni form and provids the following information: (Pléase PHfit}

i

CLOD0S - DoB: SX.
: MRN;

¥Z Nevada Medicsid Pafients Pledse Redd: Nevada law fiandates that “a persori who 1§ a récipient of Medicaid
or insurance pursuani to the Children’s Health Insutance Program may riot opt out of having his or her individually
idenfifiable hieaith information disclosed electronically® (NRS 439.539). When a patient is no longer a Medicaid
recipient, It is the patient's responsibifity to change their consent choice, if they choose to do so. Please sign.below to
lnd!cate yeur acknow}edgem ent

; 3 Consent Choices: {CHECK ONE) Nevaa'a Med}ca:d Patiants are exempf from makmg 3 sélection.”
-l Your choice to give or fo deny consent.may not be the basis for denial of health services.

- mformat:on) m connection with prowdmg me-any health care services, sndudmg emergency care.

A B 1 GONSENT ORLY iN GASE OF AN EMERGENCTY for all HIE participants to access AlLL-of iy elegfronic
-]l health information (ineluding sensitive information) ONLY in-the event.of a medical emergency.

B =1 DO NOT CONSENT forany HiE parficipants {5 ateess ANY of my éléstronic Health informalish EVEN in
¥ the-event of a medical effergericy.

Srgnature of patzent or authanzed represenrat;ve ‘" Date Tsme

If 1 sign this form as tfie Patienf's- Authbiized Represéntative; | unidérstand that all references in this forti to *1", “ie” of
"my” refer to the Patient.

“Name of Authorized Representative (Printed)y " TRélgtonship. 7 Date Time

Address of authorized representa'tive signing. this form (pleaééoprint):

“Phone number of authorized representative

FOR INTERNAL USE ONLY
Name of Organization; Name of Withess:
As a witness o this Consent, | attest that the above signer is personafly known o me or has.established hisfher identdy with me by

satisfactory photo ID;insurance card, orother evidence of identity customarily relied @ipon in health care.




PATIENT MEDICATION ASSISTANCE PROGRAM

Summerlin Hospital Medical Center  may be able to obtain reimbursement for some
of your medications from the companies that manufacture them. Most of these programs require
your signature on the application forms. So that you do not have to sign an application
for each medication, we are requesting that you execute this Limited Power of Attormey, which

allows a Pharmacy Healthcare Solutions representative to sign these forms on your behalf.

LIMITED POWER OF ATTORNEY

I, of

(Patient's Name)

(Patient’s Street Address, City, St & Zip)

hereby appoint a Pharmacy Healthcare Solutions Representative, my attorney in fact (my
"Attorney™) for the sole and exclusive purpose of executing, in my name, the application forms
required, for Summerlin Hospital Medical Center to obtain replacement/reimbursement

of my medications from pharmaceutical mannfacturers.

This Power of Attorney shall be in full force from the dafe signed,

on,

Signature: Date:
(Patient's S]gnatun_a)

Witness: Date:

{Witness Signature)

Patient identification

Patient
Medication
Assistance DOB: sX-

L

PHARMBPORL. Rev §7/2021




I?2T OF NOTICE o F PRIVACY PRACTICES
M; SUMMERLIN HOSP MED CTR

Version Date: 266/13
Patient Name:
Account Number:
Medical Record Number:
Date of Service:

I acknowledge that I have received the Hospital's Notice of Privacy
Practices.

Signature _ Date Time

Patient's Authorized Representative Relationship to patient Date/Time.

Witness Signature Witness Job Title




Respecting
Your Privacy

THIS NOTICE BESCRIBES HOW MEDICAL
INFORMATION ABOUT YOU MAY BE USED
AND DISCLOSED AND HOW YOU CAN
GET ACCESS TO THIS [INFORMATION.
PLEASE REVIEW IT CAREFULLY,

PROTECTED HEALTH
INFORMATION

Information, aboutyour Health fs pittvate..
And Tt should remiain pivats, That s why'
this fieatthcare institution Is.fequired
by-federal and state law to protect-arid
diaititain the-piivacy of your health .
infoftnatioh, We:call it “Protected Hezlth
information™ (PHIJ.

“The basis for faderal piivacy protection

is the Heslth tnsurance Portability-and.
Avcouritabsiity Act (HIPAA] end 715
regulations, kifown as the “Privacy Rile”
and *Security Rule” and other federal and
state-privacy laws.

“WHO - WILL FOLLOW THIS NOTICE

This Notice describes the infermation
privacy pratficesiollowed by our hospital,
-efnployess; voluntsers, and telated
parsonrel,

The practizés dascribed i this Notica iy
-aiso be followad by health are providers,
-who are merribers of our Medical Staff; i
“they-haveropted 1o sbide by its-contents,
Many-of our dectors follow the-practices:
cortained within this-Notice, Other
pliysicians have crexfad-theit own Natics:
These members:of the Medieal Staffwho
Sptnotto abide by this Notice are requiffed
-to give ol mseparate Notce that Wil
-explain-theirprivacy practices,

Each paricipart whe jeing Jrthis Jsint -
Notice of Privacy Practices serves.as

HHeir owrr sgent for all aspects of HIFAA.
Comipliarice, otherthan the delivery of g

Joint Notice, For physician specific issties o

-questionz, pleass fee] freeto comtactyoup
physician-directly:

Hospital employess, voluntsars, and related

personnel, incliiding those members of the
Medical Staff whe have opted to abide by
e cohients, must follsw this NoBide with
respect to:

# How We Use Your FHI.

+ Disclosing Your PHI to Otfeis:

« Your Frivaey Rights

= Our Privacy Dutfes:

» Hospital Contacts for Msre Tnforiatien ot

i necessary; a Cortplaint
Yoir persorial doctor hay fave different
polidies regarding the uss and-diselosurs &t
PHI created intheir-offices,

USING OR DISCLOSING

YOUR PHi:

FOR TREATMENT

Dutirig the course of e testiver, we-
‘uge-dhd diselsse yoiir PHI, Forexamipls;.
i we test your blood in our feboratery, 7

+ techritcian will:share the report with your

“doctor. U, wewifl use your PHI to-follow
-the doctor's.orders-for an.x-ray, surgical

procedure or other types-of treatment

-related provedires,
FOR PAYMENT
-After providing traatrst, we will gekysur
insurer to pay us, Some.of yoilt PHI may be
-entered Fito our computers in, order to send.
“gdalmto your insurer, This-may- itclude
a dascription-of your health preblam;
“the treatrrent we:providediand your
tiembership mumiver in your employers:
Trealth plan. )
<Ot your inglier may Wart te: Fevigwy5ar
medical record to-determine whetheryolr
‘care was necessary, Also, we rmay disclose
1o a collection agency some of your-PHI for
-eaitlectiitg 2 bifl-thatyou have: notpaid.

FOR HEALTHCARE.OPERATIONS

Your medical record and PH! could. b tsed
i petiodie asgedsihants by physicirts about
‘the hospital's quality of care. Or we might
-ugerthe PHI fom real patients i edication
-sessions with niedical studants Taining.in
-our hospital, Other uses. of your PHI may

include business planningfor-our hospital &r-

“the Tesolutisn of a-complaint.

SPECIAL USES. o

Yourrelationship s usas o patient might

‘requiffe-using.or diséloging your PHEin

orderto

-¥ Refning you of an appbitimentfor
Teaiment

¥ Tefl yotrabiout tiestment altertistives
and options

¥ Tell you apout sar oiber Fealth berefits:
and services

¥ Ask you tocotribute to our chisritablé
setivities, unless youtell usmiot torask.
Your have & right to optsut-of réceiving -
such communications.,

YOURAUTHORIZATION MAY

BE REQUIRED

Th Priany tases, we sy UsE ofdisticss VoliE
P!, as summarized above; for treatment,
-payment or healthcare operafions oras
‘required orpermitied By [aw. I otfier cases;
‘we-must ask for your vriften zuthorization
-with spetific instrucfions and limits.on

Sl use ordisdugurs oFyoor PHL This
Includes, for exsmple, uses.or-distlosures &F
-psychotherapy notes; Uses ordisclosures for
“Pharketiriy purposes, orforafy disclosure
‘whick 153 sdle of your PHL You miayrevoks’
yourauthorization if you change your
.mind later.

CERTAIN USES AND DISCIL.OSURES

OF YOUR PHI REQUIRED CR
'PERMITTED BY LAW
-s.a hospital or Healthcare facility, we-must
abide by many lawswand reguiations that
either recire, us 61 pérmit us 16 use or
-disclege your PHI.

‘REQUIRED-OR PERWIIT T U8ES

AND DISCLOSURES

» if you do hotverbally sbject; we may
indluderinformation Jderitdfying you ing
visttors” directsty of patents whifeyou
are-an inpatient jh our hospital. This,
“informztion rayirelude your nzre,
gereral cofidition and religioue-atilistsn,
i any.

¥ Thysuds notverbally objec, we ey
share some of your PHI with a family
memmber orfriend involved inyour care.

#'We.may. use your PHI inan émergency
whiar you are not:ableto expressyoursaif.

«We miay use ordisclosa yoir PH for
research if we Tecelve.ceftall assuraiiess -
which-profectyour privacy,

YOUR. PHI

»When.raquirad by law; for-example-whs.
oidered by'a caurt.

"% For public health ar;”c“z'ﬁ‘i'r"t'i‘e"_s'?ﬁc:'ihtfin'g'
reporting & committisble disesss or
‘adverse.drug reaction to the-Food.and
‘Drag Administration.

¥ To report neglect, abtise ot dofestic-
viclence.

"l goverrett regrators or sgents 1o
deterihinie compliahce with dpplicable
‘tules.and regulations.. '

¥ Tn judiclal oradrministrative proesedings’
25 in response to.a valid subpoena.

# To a coroner for purposes of identifying =,
‘deceased parson ordetermiring- cause
‘of death,. tir to a funera] Hitectorfor
‘aking fureral strangements.

+ For purposes-of resssrch when 3 fesasrch.
-oversight.cormittes, called an .
‘institutional review board, has determited:
‘that there-is-a minitnal fisk'to the-privacy
of your PHI.

& For creating spacial ypes of healify
‘nformation that ellminate all legally
required identfying informationor
information that would ditectly idefitdy”
the subject-ofthe infonmation,

w iy secerdancewith the legal regiiiariants
ofa Workers" Compensation.program,

*When properly requested by law
Zriforcement officials, for frstance i
Teporting gl shot wounds, reporting.

A suspidicus-dedth of fof other legri
Tequirements.

*'if we-reasonably believe thatuse-or
disclasure will avert a health hazard o
o respond to-a'threatto public safety-
Jricieding an immirient crime against
-ancthar petsor..




* For national security purposes including te
the Secret, Service.orif you are Ayrred’
Forces persoririel and it s deermed.
‘hecesgary by apprspriate military
‘comrmand autharities,

¥ In conmection with certain ftypes'o?tzrgaﬁ
dorer-programs..

# Foi suiveys; including patiernt stistaction
;‘SUWES’_&—

YOUR PRIVACY RIGHTS AND.
HOW TO EXERCISE THEM
Uniderthe federally required priveey
progratn, patlents fiave specific fights.

'YOUR RIGHT TO REQUEST. LIMITED
USEOR DISCLOSURE:

“You hayethe-right to- request that we de ot

se,or disclose your PHiin 2 particdlat way..
We-must.abide by your request'to restiict
«disclosurestor yout health plan (insarer) if:

+ the diselosure isfor the purgoseef.
Tartyitig ot payment or Heaith cate )
operations and Isnotrequited by W] Hid

#'the PHI pertains solelyto a healthicare
Hem orservice that-yol;, or someone lse
other than the heakth plan (nsurer) has
paid s for in full. ’

$h-otier siaations, we 258 Hot regquired
o abide by your reqiiest. Ifwe doagreg
to your request, we must abide by the
-agreertient.

YOUR RIGHT TO CONFDENTIAL
COMMUNICATION N
Vou have the right to. receive coifidertial
.communicatians of-PF from-the hospital
ats location that you provide. Your request
miust e i wiiting, provide uswith the.
-ottrer-address and explzin if the regquestwill
interfare.with yourmethodof péyment..
VOURRIGHT TO REVOKEYCUR
AUTHORIZATION L
You rmzy revoke, inwritig, the authorizaien
~you granted usfor use ordisclosure of your
PH, However, if we have relied ofyour
-conser of autharizatitn; we may useo?
-disclose-your PHIup to the tifme you revoke
“your corisent.

YOUR RIGHT 10 TNSPECT AND COPY
“You have the rfight-to inspect:and cbpy youll
PHI {or it 2. electrsnic copy Fths PHI &
n-electronic.medical record), If reduested
inwriting. We roay refuse to give you accesy
to your PHI if we think 1t miay causeryou
harrri, but we mast explain why and provide.
-you with someone to contact fora review of
ourtefussh, |

YOUR RIGHT TO AMENES YOURPHI
fyoudisagree with your PHI within our-
Tecords, you have-the right to tequést,

i wiitliy, thatwe amishd yout PHI whétt
ftis-a record that we.created o have
maintained for ws. We rriay refuse to.maké
‘theamendient:and you have a rightto

disagree in writing.  we stil] diszgree, we
may prepare-g ‘counterstaterment: Your
sitemenitaid Sur cottterstatemEnt st
‘be made part of our record about you.

YOUR RIGHT TO KNOWWRHO
ELSE'SEES YOUR PHI

“You have-the right to revrest any atcounting,

-of vertalt distfosures we have:iadeof ysur
PHIoverthe past six years; but-not before
-April 14, 2003: We-gre-not required t©
-aecountiorall disclosures, indlinding those
tnade 1o you, duthorized By you-of those
‘involving treatment, payment and health
‘cate Byerations as descibed akove, Thefé
is o charge foran atinual 2ccounting, |
‘butthere may be.charges-for additional
-accountirigs. We will inform you if there:ig a
charge and you-have fe fAght to Withdraw
yourrequest; or pay to-proceed..

YOURRIGHT TC BE NOTIFIED
-OF A BREACH

i have the right to be ristiffed follewing -
‘breach of unsecared BHI,

“YOUR RIGHT TO OBTAIR A BAPER.

COPY OF THIS NOTICE

You have. the right to obtairt & paper copy 6t

this Hotice upth fequest, everi if you have
agreed to tedeive the Notite electronicslly.

WHAT |IF | HAVE A.COMPLAINT?

[fyou.believe that your privacy has begti

‘violated, you may-file a complaint with

us orwith the:Secretary of Health and,

Hurriars Services it Waskington, D.C: We”

will tiot retaliste or prenalize you fet filing a:

complaint with us-orthe-Secretary.

* To file-a-complaintwith us; please contact
'sur Risk-Management Department or call
thie UMS Compliarics. Hotline a8
1-800-852.3449, Your complaint shotld
provide spetificdetsilsto helros in
Ihvestigating 2 potential problem.

% To filea.complaint-with the:Secretary of
Health and Human Seivices, write to
200 Independenice Aye., S.Ex
Washingten, DiC.20201 or call
4-877-696-8775.

CONTACT FOR ADBITIONAL-

INFORMATION B

If you have.questions-about:this Notice-

or need atditional infarmation, you tan

_contactwur Risk Management Depacmint

{orthe UHS Compliance Hotline at
1-B00-B5 23449

‘COME OF OUR PRIVACY
-OBLIGATIONS AND-

HOW WE FULFILL THEM

Fedatal fisalth irforrmation privacy iy,
‘tequite s to dive you rofice of ouf legal
-duties-and-ptivacy prattices-with respect &
PHI and 16 notify you following a bisuth of
-unsecurad PHI. This-document is oor notice::
-We will abide by the privacy practices-set
forth im-this otice. We are required to-
“alsida by, the terms of the rotice ctrently

in effect. However, we reserve the right to
change fhis notice and ourprivacy practices
whien pettiiitted oras fequired by. e, Fwe

_charige surnotice of privacy practices, we

will provide you with a copy 1o take-with
you dpsorn requestiand we will postthsiew
fotize.

COMPLIANCE WITH CERTAIN

STATE LAWS

When we use-or disclose your FHE 8%
“deseribad Hithis notice, orwhih your
exarciss-cartain.of your fights set forth In
thisnotice, we Tnay-apply.state laws about”
he confidertiality of health iformation
it-place of fedefal privacy fegulations.
“We do this when these state-laws providé:
you with greater fights or protection for
your'PHI. For exafnple; strie state laws
dealing with Tnental health records may’
regjuire; yourexprass-consent ‘before yout”
PHI-could bedistiosed in regpidnsetoa
subpoena. Another state.law prohibits.ug”
from disclosifig.z copy of your redord 1o y&i
ufitil you have-beer discharged frotn o
"hospital. When state faws are not in conflict:
‘or i these faws donotoffer you better
“Tights or, ricre brotection, we will contifiue
o protect vour privacy by applying the
federal regulzfions.

Effaitive Date: This riotice kezeffett o
September23, 2013 Version #1




TheVaﬂeyt "Health Syster

Notice of Reduction or Discount

Notice of the reduction or discount available pursuant to NRS 439B.260, including,
without limitation, notice of the criteria a patient must satisfy to qualify for a reduction or
discount under that section.

The Valley Health System extends an uninsured, 60% discount off total billed charges for
all patients who reside in the United States with no insurance coverage. This discount
pertains to non-elective procedures only. It is the responsibility of the patient or legal
guardian to make payment arrangements on the account within 30 days of discharge.

The Valley Health System has a Charity Care Program available to uninsured, eligible
inpatient and outpatients who meet the established criteria;

* Income less than or equal to 400% of the federal poverty guideline.
s Application must be submitted for review.

Centennial Hills Hospital
Desert Springs Hospital
Henderson Hospital
Spring Valley Hospital
Summerlin Hospital
Valley Hospital




