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Join the future of health.

Inova Geriatrics and Advanced lliness

Inova Geriatrics & Advanced lliness
Medical House Calls
Admission Consent & Assignment of Benefits

Patient Name (First, Middle, Last) Date of Birth (00/00/0000)
Patient Address
Phone Number (Including Area Code) Alt. Phone Number (Including Area Code)

Consent for Services

| consent and authorize Inova's Geriatric & Advanced lliness program, its agents and associates, to
care for and treat me in my home and at Inova Health System. A representative of Inova Health System
has explained my plan of care and has answered all of my questions in a satisfactory manner. |
understand that my treatment plan may change, and if so, these changes will be discussed with me and
the final decision will be mine. Unless | object, my family/caregiver will receive instructions to assist with
my care. | agree to notify my health care team of any changes in my condition, any side effects of
medications, or any other significant events related to my health and well-being. (Initials)

Use and Disclosure of Medical Information

| understand that practices about the use and disclosure of medical information are described in the
current Notice of Privacy Practices (enclosed). (Initials)

Virginia Health Care Proxy

| have received written information about having a health care proxy (enclosed). A proxy

allows me to name someone to make health care decisions if | become unable to make or

communicate those decisions. If | choose to complete this form, | will give a copy to a

member of my home health care team. This copy will become part of my medical record.
(Initials)

Patient Rights and Responsibilities

| have received a copy of Inova Health System's Patient Rights and Responsibilities
(enclosed). (Initials)

| have reviewed the Inova Medical House Calls Guidelines document (enclosed). (Initials)
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Assignment of Benefits

| request that payment of authorized Medicare, Medicaid, or other insurance benefits be made
on my behalf for any services furnished to me by !nova's Geriatric and Advanced lliness
program. | authorize any holder of medical information about me to release to the Center of
Medicare & Medicaid Services and its agents and to my medical insurers any information
needed to determine or secure eligibility information for these benefits. (Initials)

Liability for Payment

| certify that all information given on my behalf is correct to the best of my knowledge. |
understand that services provided to me by (nova Geriatrics and Advanced lliness will be billed
to my insurance plan(s), if any. | also understand that no patient is denied services due to an
inability to pay for medical care. However, | may complete an application to determine if | am
eligible for payment assistance through the Virginia Health Safety Net

Program. (Initials)

*By signing this form, you are stating you understand the information given above and that any
questions have been answered to your satisfaction.

Patient (or Patients Representative) Date (00/00/0000)

Signature

Check here if only Patient’s Oral Consent Witness Signature (only if Patient’'s Oral
Given [] Consent Given)

Check here if above Signature is a Patient Representative’s Relationship to
Patient's Representative D Patient (e.g. spouse/child):

Patient Representative’s Name, Address, Patient Representative’s Authority (e.g.
Phone Number: guardian, medical power of attorney):
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Patient's Name: History #:

Patient’s Date of Birth: Date(s) of Service:
Patient's phone number: ( ) ( )

DAYTIME EVENING
| authorize:

to release or disclose the following information to:

NAME OF PERSON, PHYSICIAN OR AGENCY TO RECEIVE INFORMATION {FAX NUMBER FOR PHYSICIAN COFFICE ONLY)

STREET ADDRESS ciTy STATE ZIP CODE

Information to be Released / Disclosed:

J Emergency Record 1 X-ray Report 2 Billing Information

1 Face Sheet - Progress Notes -1 Substance Abuse Records
1 Discharge Summary Jdlab/EKG 2 Plan of Care (HH)

(1 Psychiatric Admit Note 1 Operative Report 1 Complete Health Record
'J Psychiatric Evaluation J Physicians Orders -1 Medical Abstract

2 Consultation 1 Other ) d X-ray Films/CD

Purpose:

1 Medical Follow-Up 1 Individual use J Insurance

J Attorney J Disability 4 Other

Patient advised of charges: QYes QNo UNA
2| prefer to pick up records U1 wish to review records (by appointment only)

| understand that if the person or agency that receives my information is not a health care provider or health plan covered by the
HIPAA privacy regulations, the information described above may be redisclosed and is no longer protected by these regulations.

| understand written notification is necessary to cancel this authorization and can be addressed to the department listed at the top of
this form. | am aware that my cancellation will not be effective as to disclosures already made in reference to this authorization.

| understand that | am under no obligation to sign this form. Inova Health System may, however, condition the provision of
research-related treatment on my signature of this authorization for the use or disclosure of protected health information
for such research, in accordance with the Health Insurance Portability and Accountability Act (HIPAA), Standards for
Privacy of Individually ldentifiable Heaith Information (Privacy Standards), 45 CFR Parts 160 and 164, §1 64.508(b){(4). Inova
Health System may also condition the provision of health care that is solely for the purpose of creating protected health

information for disclosure to a third party on my signature of this authorization.

| understand that this disclosure may include information regarding drug abuse, alcoholism, or alcohol abuse, psychiatric or mental
iliness, Acquired Immunodeficiency Syndrome (AIDS) or infection with HIV regulated by Federal Statute (42 CFR Part 2).

SIGNATURE OF PATIENT OR REPRESENTATIVE DATE (This authorization will expire & months afier date signed)

NAME OF PERSONAL REPRESENTATIVE (IF APPLICABLE) AELATIONSHIP TO PATIENT

PATIENT IDENTIFICATION

INOVA HEALTH SYSTEM

INOVA INITIATED AUTHORIZATION TO
RELEASE / DISCLOSE PROTECTED
HEALTH INFORMATION
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The following pages are for your information only.

They do not require any signature and they do not

need to be returned to Inova.
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Inova Medical House Calls — Primary Care — (703) 698-2431
MAKING ROUTINE AND URGENT APPOINTMENT REQUESTS:

¢ Your medical provider might already have made plans with you for regular medical house call
appointments on a recurring schedule. The below guidelines do not refer to those plans but instead
address needs that arise unexpectedly.

¢ Call for a routine appointment the same way you would call any primary care office seeking an
appointment. You may plan for a routine visit 1-2 weeks in advance or you may ask for an expedited
appointment within a few days.

e Call for an urgent visit when you have symptoms that would have forced you to go to an Urgent Care
facility or to the Emergency Room. For urgent medical needs during business hours, clinical office staff
can usually respond, via telephone, to a phone call immediately or within 30 minutes. A doctor or nurse
practitioner can usually respond with a visit to the home within 24-48 hours. Please note that you need
to dial 911 for a true emergency.

e If you call with an urgent request, it is possible that you may be advised to go to the Emergency
Room.

CALLING AFTER HOURS, DURING WEEKEND AND ON HOLIDAYS:

o Please observe hour-of-day/night courtesy. The on-call provider will respond to calls within 20 minutes.
Please do not call at night or during weekends to request refills of prescriptions or to schedule routine
visits for the week following.

e No controlled substances will be prescribed during on-call hours.

ADDITIONAL GUIDELINES:
e Call for prescription refills at least 7 business days before you're out of any medication.

e Call if you need forms completed by your provider and allow 7 business days (plus any time for
testing needed in order for provider to complete the forms) for completion of these forms.

e Call to coordinate for other physician needs whenever you need. Be aware that elective procedures
scheduled by other providers do not prioritize our appointment schedule.

e If you have a non-urgent question or request that cannot be addressed by the clinical office staff, you
may leave a message and a physician or nurse practitioner will return the call as soon as is feasible,
generally within 24-48 hours.

e Your provider might need to obtain lab work and imaging as part of your medical care. If your provider
determines there is a need for this, the services may be provided by an outside company. There may

be costs associated with this billable to you and/or your insurance company.
Updated 2/27/19
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INOVA HEALTH
SYSTEM

| HOTICE OF PRIVACY PRACTIGES

Effactive Date: November 18,0014
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AT INQVA,
AND HOW YOU) CAN GAIN ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

I you have any questions about thig noties, please contact livova's Chist Privacy Officer by caliing the Compliance
Dsparimont at 70%-205-2337.. ! '

Each tims you visit-a hospital, physician, or. other Hiealth care provider, a record of your visit js mads. Typically, this
record containg your symptoms, examination-and test results, diagnosss, treatment, a-plan for future care or treatment,
and billing-refatad informaltion. THis infermation is considered protectsd health information (PHI). The Health Insurancs
Fortabillly-and Accountability Act (HIPAA) renulres that we provide you with a notice regarding how Your PHi may bs
uséd or.disclosed and your rights concsrning that inforrmation, This nofice appiies 1 ail of ths records of your cars.
genaratsd-by and as part.of ths ¢ars furnished to-you in an Indva. faciity or Through an Inova service, whether made by
ifova personnel, agents.of inova and its affiliated facilities, or by your personal doctor, Your pereonal doctor may. have.-
differanit policiss of notlcses ragarding the doctor's use and disclosure-of your inedical inforiation'¢reated in the doctor's.
office of clinic.

Inava‘s Responaibilkise

We:are iequired to.abids by the terms of this Notics.of Privasy Practices, We may changs the terms-of our nolice, 4t
any tims. The new notice will be stfective for all PHIthat we maintain at that ims, Upon your requsst, we. will provide
you with.any revised Notlge.of Privacy Practices. You may request 2 revised.copy by accessing our web site

. inova.arg, caling 703-204-3342 and requesting that & revised copy be sent to you In the mall or'asking for oné-at

the time of your next appointment. If any major change Is. mads to this Notics, it will automatically be provided to you at
the time of your next visit to-an Inova facllity. K will ales be posted on-our website at the time of the changs.

Uses and Discloslires

Mo 'we may ise and disclose Medical nformation about you,

The follawing categories describe axamples,of the way we use and disclose medioal Information:

For Treatment: We may use medical Informaticn abolz you fo _prqvide_you_.jtreaﬁnéht'gir services. We may disclose:
medlosl information about yau tor docters, nurses, techniclans, medical studsnts, or othey personnel wha are nvolved i
takirig care-of you at Inove. For example, we may provide a physician at'an Inove hospital with Information regarding.
your prior treatment at an Inova faoflity ifit might have, bearing-on the cuirvant condition for which you are being treated.
Different Inova departmsnts:also may share medica! information aboutt you In order'to ooordinate the ditferant things you

‘migy need, such as prescripions, lab work, meals, and x-rays.

We may discibse. inadical information about you 1o people outside of ihavawho provide senvices fhat are refated to your

ceire. We may also provide your physicien of a subssquent health care pravider vilth.coples of various reposts that

sHould assist him or her in freating you once you are discharged from an Ingve fasllity.

Paymient: Your PHI will be used, as needed, to obtain payment for your health care services. This may. inchide cariain
activities that your health insurence plan may undertake before it approves-orpays for the health ¢arg services we
reeommend 1or you such as; meking a detertination of eligisility or coverage for instiratice benefits, reviewing services
nrovided to you for medical necassity, and-undertaking utiization review activides. For example, obtalning approval for &
‘hospital stay may require that your relevant protested health-information be-disglosed 1 the health plan to obitain
approval forthe hospital admission. '

H@a!tbeawmmt!qng':?wg may uge or disclosa your PHLIn-order to support the business activiias of Indva; These:
acitvities Inciude; but ate riot limited 1; quality assessment activilies; sriployes reviaw activities, training of medical
studants, ficenging, marketing and fund ralsing activities, and conducting or aranging for othsr business Sctivities.
For-example, we may: discioss your PHI'to mediical school sudents that ses patients afour facilties. In addition, we may
uise a slgn+in shisat-at the registialion desk where you will be asked to. sign your name and indicate your physician, We
may alse.csll you by name in‘the waiting reom-when we are ready to asaist you, We may use or.discloss your PHl as
necessary 1o contact you 1o refind you of your appeointment. '
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We may use or disclose Your PHI'as necessary to provide you with information absut treaiment alternativas or other health-
related bengfits and seivices that may be of interest fo you. We may also use and disclose your PHI or other marketing
-activities. For.éxample, your name and address may bs.used to sand youa newsletter about the-services we offeror fo-send
youl information abiout prodiets or services that we believe may.be beneticlal to you. These acfivities are not considerad to be
marketing undar tiie HIPAA Privacy Rule.

Uise of your PHi for actxviiies shat would be considered rarkeling or disclosures that wolild constitute tha ‘sale of PHI may tiot
be made withbut 8 sioned Authorization from you. '

If-you do ok want to receive the materials desaribed abiove, please contact-our Chiel Privacy. Oificer by calling.our
Compliance Depariment.at 703-205-2337 and request ihat these marketing materials not be sent fo you

We'may Use-certain informaticn 1o contact.you In the fiiure-to false money for Inova. We may also provide this information fo
our Institutionally refated foltndation for the: same purpesé. The money faised will be used io aipand and improve services.
and programs we provide the communiity.

Information that may be tged about yoi for funcralsing purpiosss Inciudas yournams, address, telgphons numbsr, datgs of
service, age, gender, ganeral informadion aboutthe departmant in which you receivad ¢are, ths Identity. of your tréating
physician and gensral.outcome of your treatment: '

If-you do rict wish to be-coritacted ;fo_f-}ﬁmg-r\aisi'_rig efférts, Pleass notify the [nova Health System Foundation, at 8110
Gatehouse Read, Falls Church, VA 22042, or by calling 705-289-2072.

Buginess Associatas: Some of the servicas provided by Inova are provided through contracts with buslness'assoclatés:
Exémples may inclide transcription seivices.or outside billing services with which we contiact, When these services.are:
conttacted, we may disclose your health inforimation to our. kusiness associate $o that they can perform the job we've asked
them fo do: To protect your health information, howsver, we requirs the businéss:associals to appropriately safeguard your
information. Inova's racuirsments for safeguarding yourinformation dra Included in Business Asscclate Agreements with sach-
Such entity; In-addition, all business agsociales are subjact fo overaight by the:Secretary of Health and Human Services (HHS)
and must adhere 16 all raquirements of the HIPAA Privacy and Security Rules. ' -

Diregiory: We ray include ceriain limited information about you in‘a facility dirsctory while you are a paiient at the facility.
Tha. information may include your hame, location in the facility, vour general condition (9.9, -goed; fall; sic.) and yourreligious:
affilfation, This information may be provided to members of the dergy and, aycept for religious sfiifation; to othér people who
ask-for you by name, If you would prefer not to bs Included in-the facility dirsctary plaase request the Request fo be Bxchuled
Form irom the Registration staff or from the Chlef Privacy Officst, ' ' )

individuals Involved inVour Care or Payment forVour:Gara: We may reloase medical information abiout you toa frisnd or
family momber who Is Involved in your medical eare or who helps pay for your caré, In additisn, we may discloss medical
information about you to an entity.assistng in a disaster relief efiort so that your family can ba nofified abowt your condition,
‘stafus and Jocation. if you.desire fo-limit disciosure of such Information te irisnds or family miembers, we wif ask that you
designate ons individual to whon we may male such disclosures, Tt will theti bs. ip to.you to instruct that individual as to how
“hey may disseminate information about you to other inferested parties.

Resesreh: Your medical information may ba usad or disclosed for resoarch putposes Without your pormissiont if-an
Institutional Review Board. {IRB} approves sush use.or. disclosurs, We may distlose medical infermation.about youte.
rasaarchers-prepating to-donduct a research projact. In-addition, researchérs may contant you direcily. about pariicipation in a
-study. The résearcher will inform you abowt 16 study And give you an opportunity to ask questions. You will be erzolled in a

study only altar.you agreed and signed a consent formi indicating your willingness to participate.in the study,

‘Future Communications: We may communicate to you via nswsletters, mallings or other means regarding rzalnient
options; hisalth related informatian, disease mmanagement programs, wellness progiams; or other community based Initiatives
or-activitles in whish our facilities ate participating.

-Organized Hoalih Care Arvangsment: Inova’s facififies, including but not Timited to fis haspiale, dallver care in clinlcally
integrated satiings Inwhich Individuals typically receive care from mare than one healih-care provider inciuding Inova’s
wortkforee; physiclans and allied health practitioners who are in private practice and have clinical privileges at inova faijlitles;
hospltal-based physician.groups such.as anesthasia; radiblogy, pathology and emergency medicine; departinent.chalrs.and
‘médical <dirsclors; and other haalih care aniitiés affiliated with Inova: Thege are-all part of Inova's Grganized Health Cers.
Artangement (OHCA) and may utilize 2 shared electonic health record datebase. We are presenting yvou this docunient as a
joint notice for these purposas, Infarmation will be shared as necessary to-¢any out reatmsnt, payment and heali care
aperafions. Physicians and caregivers may havs asesssio PHI in thair offices to assist in reviawing past treatment as it may
_affsct treatment at the time, N

Heakh Information .E;{changs_:' Wa may make your pratectad Haaith informatien ‘avaliable-slsctronically through:an
informatioh exchange:sarvice to other health care providers: that request your information. Participation. in information




éxchiangs services alsa lets us see health cats infarmation about you frorh ather health eare providsts who pariicipate In the
axchangs,

Single Covered Eniity: For-purposes: of HIPAA an!y all covared entitiss that are owned ¢r controlled by Inava shall ba
Lonsldared to be & Single Covered Entify. PHIwill be made avallable to personnel.at other faeliities included in this SEng!e
Coverad Enfity, dis riscessary 16 carry ot reaiment, payment and health care aperations, Laregivers at’ other facifities may

have acscess 16 PHat thelr lacationg to assistin reviewing past treatrnent information as it may affact eatment at this ime.
Plaase sontact the Chief Privacy. Offlcar for further infarmnation on the specifie sites included in fiiis affilisted covered entity,

As required by lew; we may also usaiand digclose health information for the following types of entiies, inglisding butnol
fimited to:

Food and Dnig: Admilnistration
Public Health or jagal- authorities charged with preventing or contralling disease, injury or disabiliy:
Comrectional instiluions
Workers Compensation agents.
Qrgan and fissue danation organizations
Military comiriand authorities
Health dversight agencids
Funerat direciors, corsners,.and medleal dirsctors
Natlorial Sectnity and Intafiigence Agencles
Protective Ssivices for the President and Others
Law Elﬁorcemmeegal Proceedlngs: We may disclose. health information for law enforcement purposes:
.  in respanse to.a court order, subpoena, wammant, summons or gimilar process;
+  about-a death we believe may be the iesult of criminal gondust; -
o about zrimingl conduct at-an Inova facihly and
o aboutwounds made by certaln weapohs.

‘Stats-Shecklc Requlrmants Many states have requirements for reporiing including population-based activities relating to
tmproving hesalth or radiscting healih care costs. Soms stafes have separate privacy laws that:may apply additional legal
_.rsquiramants. H Virginia Law Ia more stringent than Faderal privacy laws, Vitginia taw preempts the Fedarai law.

"Uses or disclosures.of your PHI not describad in this notice will be made solely-upon wiitten authorization from you or your
parsorial repmsantatwa. Written authorizalions may be revoked by ecntactxng the department criginally authorized to
ugefdiscioge the information:

Your Msalth Inforimation Righte:

Although your-heaith iecord Is the physical property ¢f the-heatth cars practitioner or facilffy'ma‘taompi!ed it, you haye the Right to:
= inspect and Copy: You have the nght to inspect and copy medical information in our-possession that may be ussd to

maka decisions about yaurgare, As:a ruls, thisincludes.medical and billing records, but does hot include psyéhothsragy
notes. You may reqgiest an electronic copy of your PHI makitained in Inoya's slsctronic health record. (EHR). Access to:
your: records must be prowdad within 15 days of tha reaalpt of your mqua&t‘. We may deny your raquestlo inspedt and
copy Your records in.cerfain very limited oircumstarices. If you are: ‘denied atcess to madical Information, you may request

‘that thie derial be reviewsd, A llcensed health cars pmfssszonal ‘ot involved In the sriginal denial of your request will be
.chosan by Inova.te revisw your: request and the- danial. We will oomp!y with the- outcome of the review.
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*  Réguest-pn Amendmem of Your infermation: I ycu féel that your madical informatlon we have on file is incorrect.or
incomplests, you may ask us.to amend that information, You have the right to: request an.amendment for.as iang as inova
ratains ths information. Wa may deny your fequest for an amendiment-and, if this occurs, you will be netified of the reason

far e denial and will be provided with your'aptions. as-defined in the HIPAA Privacy Ruls.

+ Regiest an Accolnting of Disclosurss: You have the right to requést-an accounting of any- dtsciosures wé make of
your medical information for purpesss: other than treatment, pawnent o fiealth care oparations,

= “Right to Restrict.Reloase.of information For Certan. Services

¢ Youhave the right to requsst a restiiction on disclosurs of health information about services yeu paid for aut of
pocket in full, This rsquest should ba-mads prierfo' the servics being provided and applies orily if the disclosurs Is
‘6 . haalifi plari for purposes of payment of health carg opmt:ons.

‘o You have the right to request a restriction or limitation on the medical Information wa Use.or disclose about you for
reaiment, payment or health care operations. You also have the right.ic reguesta limit on the radical informetion
-wa discloss 3baut yoll to someons who s invaived in.your cars or the: payment for Yol care, like-a family-empsr




oF friend. For example, you-coUid ask that we ot disciose information abott your surgical propedure. Rastrictions
should be requested in wrillig by comipleting a Requeat for Confidentlal Communication andfor Disclogure
‘Reatriciion. You may-obiain.a copy of this formn 4t the time you register for yaur service-or you may.abtain one on
our Webrsite vaiw insvacorg.

& With the exceplioh oF reairictions regarding cerylees or pracedures that you pay for out of pocket, weare,
not reduired to:agres ko vour reguesl. Requests-for restrictions or limitations-on the medical information we use
of disclose abiout you for treatmsnt, payment or health care cperations must be forwarded 1o the Chief Privacy
Officer. Orily: the' Privacy Officer or his/er designee can agres to such restiictions or limitations. it we do agres, we
will coinply. with your réquest uniess. the informailon is needed to provide you emergency treaimant.

+  Request Confidanilal Communications: You have the rightto request that we communicate with you about medioal
matiets:in'a certain way or at a cerfain location. For example, you may ask that we contact you at & tocation othier than
your home.orby U:8. Mail. Such requests must be made n writig and must inciude & mailing address where bills for
services and related correspondence regarding payment for services will be raceived. it s important that you note that
Inova resarves the right to contact you by other means and at other logations i you fafl o respend to.any communicafian

from us that requites & response. We will notify you'in accordance with your original request prior to. attenpting io confact
you by othet meahs of'at ancihet Incation.. ' '

»  Bresch Nolification: You have.a rightto be notified following & breach of your unsecurad PHI.

o Papercapy of This Notlue: You have-iha_:rig_ht o a paper ;:pr-pf—:’ﬁﬂs notics. You may askusfo give’you.a copy-of this
‘hotice gt-anytims, even if youhave.agresd toracelve this nofice-slectronically.

You may obtain 2 copy-of this Rotice at our web sits hitpwwwineva,nrm.
To exeicise any of your rights under this ristice, pléass chiain the required forms fiom the Registration Department In'the
facliity where you :@:ceivéd'-ydur}s?elﬁgaﬁiand subthit your requast in writing. You may also access these forms at'cur wals site

~GHANGES TO THIS NCTICE
Wa reserve the right:te change this nolice atany tima. The revised or shanged: notice will -b'&leﬂeg_tj% for informatior we'
-already have about you as well as any information we receive in the future, The: current notics will be postsd In Inova's
faciiities. and will include: the effective dala. in addition, each ime you register at:or-are admitted 1o Inova for treatment or

health care sarvices as an inpatient or outpatient, we will provide aceess to the most recart varsion, You may.always acress

1hie most recent verslon at our web. site hifo-fwewinova.org or may.call 708-204-8842 and reqiiest thal  copy of the most
‘recent version is mailed 1o you.

COMPLAINTS
If youl beffeve your privacy rights ave: baen violaled, you may file a complaint with Inova by contacting the Gompliance

Department at 8110 Gatehotse Road, Falls Chuich, VA 22042 Attention: Chief Privacy Offier. Yois may file:a complaint with
‘the Secretary of the Deparimient of Health and Human Services, Instiuctions for filing @ complaint with the Secretary-ate.
found at: www.hiis.govioerprivacy, '

All cq;_nplainis' must be submitted In writing. You will not be penalized for fillng a somplalnt about Inova's Privacy
-pracijees;

OTHER USES OF MEDICAL INFORMATION
We-dre required to retaln aur records of the-care that we provided to you. Inove will maXe other uses and disclosures of
“medical information not covered bythis noticé or the' |aiws that apply 10 us:onily with your written permissicn. If you provide us:
‘parmission 1 use or distlose madical information about you, you mey revoke that permission, in-writing, atany fime: fwe.
‘eceivewriltsn revocatian of your permission, we Will cease the use of disclosa medical information you -ariginally: authorized.
Wewauld not be able o take back any disclasures we had alreddy madé with your permission.

-CHIEF PRIVACY OFFICER

Telsphone Number: 705.205-2337-




VIRGINIA ADVANCE DIRECTIVE FOR HEALTH CARE

; willingly and voluntarily make kriowsn

L Frnted Mme_ﬁf-;nd;umq 2l Mizking ThiE, ;_fgdume itenve var Realih Care (Geclaranty. L
miy wishes it the-evént thatl.am incapablé of making andnformed deaision:about iy health ¢are, a3 follows:

[YOU MAYINCEUDE ANY OR ALL OF THE PROVISTONS IN SECTIONS I, ] AND-JIT BELOW,

SECTION 1: APPOINTMENT AND POWERS OF MY:AGENT
(CROSS THROUGH THIS SECTION LIFYOU DO NOT WANT TO AFEOINT AN AGENT T MAKE HERLTHUARE DECIIONS FOR YOU

A. Appointment of My Agent

[ hereby appoint.

Name gf Primary Agéit ' T (E-imaif Addvéss

Horve Address ) ’ i Telephone Number.
as:my agent to make health care decisions.on my:behalf as aythorized in this document.

If.the primary agent naied above is not feasonably available or is utiable or unwilling to act as ty agent; then'T appoinit as suétessoc
agent'to sérvein that capadicy:

Fame of Successos 3-\_9&11_‘;:.' : . ) l_;;rn_a'.i'l_!_n&d;esr-
Home Add o : K ' ‘(étephune Humber

I-grant fo my agent full anthority to ._make':hea'l'tii care decisions.on my behalf as described below. My agen shall have: this ducharity
whenever and for as Jong as L have been deterniined 1o be incapable of making an informed decision.

j;i_m;‘;‘l_-:‘i_ﬁg: health care décisions,on my béhalf, T-want my-agent to follow my desires and preferences as sfated in thits document oras.
otherwise keigwiito hin or her. 1 my agert cannor determine what hedlth care choice] would: have made on'my-own belialf; then Lyvant:

fny agentec make o choice for me based upon whar he or she believes to be in my besr interests.

B. Powers of My Agen{
(I YO APPOINTED AN AGENT-ABOVE: YOU MAY GIVE HIMHER THEPOWERS SUGGESTED BELO YOU AAY CROSS THROGEH ANY POWERS LISTED

BELOW THAY YOt DO -NOTWANT TO GIVE YOUR AGENT AND ADD ANT ADBITIONAL POWERS YOU DO WANT TOGIVE YOUR AGENTS

The powers of my agent shall include dic following:

L, To.consentto or refuse or withdraw consent t6 sny typeof health cate, Including, it not limited to, artificial tespiration {breathing
saching}, artificially-adiinistered nutrivion (tbe fecding) and hydration (IV thiids), and:cardiopulmonasy resuseitarion (CPR). This
authorization Specificatly inclisdes the pawer 1o consent to dosages of pain-relicving medication i excess of recommiended dosages .
an amount sufficient to-relieve pain; This applies-even if this medication carnies the rigk of addiction o of inddvertently hasténing my
cicm‘h .

2. Ta tequest, recéive and review any oral or wrifren jnformation regacding. my: physical ot nierital health, inchiding:bur not limited to
medical and hospiral records, and ttonsent 1o-the disclosure of this informatipn as necessary te cacry aut my directions:as stated n
this‘advance directive.

. To'employ and: distharde: my. health care providers..

9

4, To authorize my admission, tansfeg ot discharge to or from-i hospiral, hospice, fiursing hbme, assisted living facility or other ‘medical
care facility. ' '

3. To authonze m_\r'-a'dmiaqio:_: 16 health care facility: f?b_r rgp:;tm.ﬁ?‘f_._-ﬂf-mcntal illmiess a3, permiitted by law. {IF1 hdve other instiuctions for
riy ageht regarding treatment for mental iliness; they ase-stated in.a supplemental document.} '

6. To continue tp serve as my agent if Lobject o the-agent'sauthoriry aftér Thave heen:detérminéd to he ficapable-of making an informed
decision.,

7. “To.authorize iy parficipation in ariy health care study approved by aninstirutional review Board-or yesearch review committge
according to dpplicable-fedetal o state law if:the study offers the prospect of direcr therapendc-benefit to.me.

§. Taaathorizé iy participation if any health care study approved by-an institutional. teview board.or researchveview committee
according to-applicable federal of state Jaw tharaims fo ingrease. scieptific-nndeésstanding of aiy conditios that I may have or otherwise
to promote huinan.well-being, even thiough it ofters no prospecr of ditece henehit to- me.

- —page ol Fum
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"9, To make decisions. regarding visitation during any time that | am admitred:co;any health care facility; consistent with the following
- directions; '

10. To take.any fawful sctions that may be ieceséafy (o caity bt these decisions, inchuding the granting of releases of liabiliey o medical
providers.
ADDITIONAL POWERS. OR LIMITATIONS, IF ANY:

SECGTION I MY FIEALTH CARE INSTRUGTIONS

jAde iy MAY GSEANY ORALL OF PARTST, 20R FIN-THISSECTION TO DIRECT YO UR, HEALTH CARE BVEN, 1F Y()Lr DQ NDT HAYE AN AGENT. IFYOU
CHEOSE NOT YO FROVIDE WRITTEN INSTREGTIHONS, DECISIONS W, LL BE BASEDLN YRIER VALLES AND: WISHES, IF RNOWN, DTHERWISE I YOUR
BESTINTERESTS, IF YO AREANE SYE GRGANOR Ti.‘abi;k\DON’Jh YOR h\b'fﬂ Iif.'ﬂf}\& ‘.WLI BE \."PL?EIL\U ,k.‘; Tt L?vb URETHE ERICALALITABILITY
OFYIILR R(’;-\NS" EYES AND TJ"iS'{.rE FOGR' D{JN-I.HOM‘

L. T provide che following | inserucrions'in the event my- attending physician determines thiar my death is. nnmment {very’ cloae} and medical
teeatmént will not help me:recover:

{CHFCK ONLY1 BOX INTHIS PART L]
. { do-hot.want any treatments to prolong my life.” This ucludes nibe fecding, IV fimds, cardiopalmonary :csusutatmn {GPR),

yentilatorfrespirator (brcathmg machine), kidney Jialysis or antibiotics. T understand thae | still will ceceive treatmenr to relieve pain.

anﬂ makeme comfertable..(OR)

‘Twanr all Treatments to pmltmb my life as long as pusmbie within the 11rmrs of generally aecepred healch: care standards, 1
“underséand thar T will.receive tristmient to relieve pain and make #ie comfortable. {ORY

D o
THAT v

YOU DO WEANT, 7 MERIC ALLY APEROPRIATE, GRDONT W ‘|
INSTROCTIONS Y Y{] L’H“’E GIVEN.TN THIS ADVANGE, D!RE.CTH’E.!.

AY. WRITE | HERE YOOR QWN-INSTRUICTIONS ABQUT YOUR TARE WHEN YUUA M’ TIYINLGY ENL Ll:ﬂf\(. .\PE.UHCI’\'STRI CTIORY AH{II‘T fﬁhﬂ"\ih\"ﬁ
" ITIS‘L\’!POR ! TH AT YOUR INSTRLLT[U-\\ HERE JUNG? CONFLICT WJTHUTHER

%1 pmv]dc the foliowing i mstmcmnz, if miy-eondition makes me unaware of-mysélf or-niy surroundings or unable to interact with othets,
:md {1k réasoriably cersain thar Fwill never recover this awareness or ability even with medical treatmenty

[CHECK ONLY'1 BOX IN THIS PART 2]
{ do not want any treatments 16 prolong my: ife. “Thisincludes wbe féeding, TV fuids; cardmpu}monarv resusciration (CPRY,

vcnruamn‘rcsplramr {breathing machine), kidney dialysis or adtibioties. [ understand thatl still- will réceive tiearment 1o rekieve
pain and make me comfortable. {OR)

Taant all creatments'to prolong my lifs #, long 4s possible-within the limits of generally avcepred health care standusds. 1
" understand that { will recéive treatment tor rchcve pain and make-me. comftortable: (OR)

D i want.m'.try rréatrents for ' pericd of time in‘the hape of some improvement of my condiriof. 1 suggest

Theexact tirie. period-is ar the d:scretmn of miy agent or surrogate in mnsult.itmn ith my.plivsitian: Funderstand tha [ stillwill
receive tréatment to relieve. pam angd- makf; me mmforrahlc (()R}

I:l ;m{» ’vId‘k’\‘L’R!TE HERE YOUR INSTRUCTIGRS SBOUT-YOUR CARE WHEN Y OUARE UNABLE TO INTERACT WITH OTHERS AND ARE NOT EXPECTEN TO
; ! bDE?\FECIrIG INSTRUFTIQ-\'T axmm TRE TS YOU DO-WANT. (FAIERICALIYAPPROPRIATE OR DONT Wan L IT15
U HAVE GIVEN 1N THIS ADVANGCE DIRECTIVE]

~page J of 3o

.as the-period of umeafter w hich such trearmers should he stopped I iy condirion has nat fmproved. -

11




3. Iprovide tﬁ'e"fdllinﬁhg"other'in’stru'ctions concetning my health care:
JVOU MAY WRITE HERE STATEMENTS AND INSFRUCTRONS ABGUT TRESTMENTS THAT YO DO WANT. IF MEDICALLY APPROPRIATE, R ABOUTTREATMENTS YOU
DG NOT SANT INDER SPEGIFIC CIRCUMSTANCES R ANY CIRCUMSTANGES, T IS IPORTANT YOUR (NSTREGTIONS HERE DO NOT CONELICT WITH DTHER®
INSTRUGTIONS YOU HAVE GIVEN TN THIS AIVANCEDIRECTIVE

SECTIONII: ANATOMICAL GIFTS

(YOU MAY. USE THIS DOCGNENT TQ RECORD YOUR DECISION TO.LBNATE YUUR QRGANSEYES ANU TISSUES OR YOUR WHOLE BOBY AFTER YOUR UEATH:
B YOU B NOT MARE FHIS- DECISION HERE QRN ANY OTHER DOGUY YOLR AGENT CAN MAKE THE DECISION FOR YOU UNLESS¥OU SPECIFICALLY
BROHIEET IHAMIIER FROM DUING SO, WHICH YOUMAYDE IN THIS O SOME OTUER DQCUMENT, CHECK-BNE OF THE BONES BELIIW JFYGE WISH TO USE
“THHS SECTION TOMARE YOUR DONATION DECISGN.]

1 dofiate-my-organs, cyes and tisspes for nse in. rransplanrat:on, therap\: fesearch and éducation, T direct that all necéssary mensures be
takei 1o ensure the medical suitability ofmy Organs, eyesor tissies for dondtion. I andersrand tharl may regmrer riy ‘directions at the
Department of Motor Vehides or dicectly on the donor regisiry, www DonageLifeVirginia.ory, and thar Fmayiise the: donar régisiry to
amend or revoke my directions; OR

D 1 dénage.my whol bady for r_éﬁeagch-:tnc'i::_edui:af'i'qn_.q

[ Write rere any-specific instrisctions you u'.'sﬁ 1o give ghont. aiprontical gifts.|

AFFIRNIAHON AND RIGHT TO REVQKE By. sipning’ b::lo\-;, I mdicatc ihat 1 understand this document'dnd thae [ am

willingly-and voluntarily exgcueing it. Lalso-understand that I'may revoke.all or-any part of it: -at any time:as pmwded by.law.

Date ' i e Sigriature of Dcldtant

Thie declarant signed the-foregoing sdvance directive inToy fresenée. fFwo ADULT WITNESSES NEEBED!

Witness Signature i i C ‘Wilress frintéd

Wikness Signatara’ * Witress:Prinlad

This fririst satisfivs the recpivenrints of Viighilr's Hialih Caré Decisivus Arf. If'wzf bavie legdl ijnestions ubivwt this forim or would ket Jevelop &
different:foxin to.meet your purticaler npeds. you should tath with awwatiorney Bis your responsibitity to provide a capy of your gdvance divective to
your treating. pi.-ywcuu. Yo alser shondd firovide copivs to yonr agemt. floss relatives aridior frivnds. For infonnation o storieg. this Jd{-.!!u‘:' dir ecmre
i the free Virgitia: Sdvmice Hed!tb Directive Registry; go to bith:iniie V:rguerpgxsm' orE. bes fomr :s promdéd by the Vi rgmm Hoepital &
Healtheure Assoitatios gs o servica ¥ its mcmb&'rs and the public. {fune 2012, wimusibhs o

“~—page dof A—
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