ADVANCE DIRECTIVE

ACKNOWLEDGEMENT
PATIENT MEDICAL
NAME: PARVIN, MARY JEAN RECORD NO: M053082
ACCOUNT NUMBER: V023912512 DATE OF BIRTH: 03/16/43

PLEASE READ THE FOLLOWING FOUR STATEMENTS.
Place your initials after each statement.

—

. I have been given written materials about my right to accept or refuse medical
treatments, Ak (Initialed)

2. | have been informed of my rights to formulate Advance Directives %’)/D (Initialed)

3. lunderstand that | am not required to have an Adv ce Directive in oréer to receive
medical treatment at this health care facility. j)/\ (initidled)

I
4. | understand that the terms of any Advance Dlre! tive that | have executed will be

followed by (ﬁe health care facility and my care givers to the extent permitted by law.
(Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:
m I HAVE executed an Advance Directive.

D I HAVE NOT executed an Advance Directive.

[] | REQUEST ADDITIONAL INFORMATION or a referral for
assistance to execute an Advance Directive

] I have provided a copy of my Healthcare Directive for the medical
chart.
l Scanned: Date:
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"I " ” l I" Ill " "II "I " I" Mcm,""al 975 S. Fairmont Ave. * P.O. Box 3004 * Lodi, California 95240 * (209)334-3411
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Patient Name: PARVIN, MARY JEAN DEPARTMENT OF HEALTH & HUMAN SERVICES
Patient ID Number: V023912512 M053082 Centers for Medicare & Medicaid Services
Physician: Freund, Edmund MD-Mills Freu OMB Approval No. 0938-0692

AN IMPORTANT MESSAGE FROM MEDICARE
ABOUT YOUR RIGHTS

AS A HOSPITAL INPATIENT, YOU HAVE THE RIGHT TO:

* Receive Medicare covered services. This includes medically necessary hospital services and
services you may need after you are discharged, if ordered by your doctor. You have a right to
know about these services, who will pay for them, and where you can get them.

* Be involved in any decisions about your hospital stay, and know who will pay for it.

* Report any concerns you have about the quality of care you receive to the Quality Improvement
Organization (HSAG) listed here Health Services Advisory Group _ 1-800-841-1602

YOUR MEDICARE DISCHARGE RIGHTS

Planning For Your Discharge: During your hospital stay, the hospital staff will be working with you
to prepare for your safe discharge and arrange for services you may need after you leave the
hospital. When you no longer need inpatient hospital care, your doctor or the hospital staff will
inform you of your planned discharge date.

If you think you are being discharged too soon:

* You can talk to the hospital staff, your doctor and your managed care plan (if you belong to
one) about your concerns.

* You also have the right to an appeal, that is, a review of your case by a Quality Improvement
Organization (HSAG). Health Services Advisory Group is an outside reviewer hired by
Medicare to look at your case to decide whether you are ready to leave the hospital.

o If you want to appeal, you must contact the HSAG no later than your planned
discharge date and before you leave the hospital.

o If you do this, you will not have to pay for the services you receive during the appeal
(except for charges like copays and deductibles).

* If you do not appeal, but decide to stay in the hospital past your planned discharge date, you
may have to pay for any services you receive after that date.

e Step by step instructions for calling HSAG and filing an appeal are on page 2.

To speak with someone at the hospital about this notice, call the Utilization Management Department
_1-800-323-3360 ext 7564

—

Please sign and date here to wwmived this notice and understand(?(fgr,/(ijhts.
11 N 41 oI
i fentor Representative Date ' /
harge notice: Date
s
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10. PERSONAL VALUABLES

it is understood and agreed. that thg, hospital maintains a safe for the safekeeping of money and
valuables, and the hosphal shall not be liable for the loss or damage to any money, jewelry,
dentures,. clothes, glasses, he@rring %ides, etc. unless deposited with in the hgspital for safekeeping.
The liability of the hospital for loss of any personal ;goﬁ;tf whieh is deposi ed with the hospital for
safekeeping is limited By 'Califgrnia CiviF Code Section xSGQ“tg_%EOO, tnless a \gritten receipt for a

A

greater amount has been obtained from the hospital by the pa’uentf’T
F 3
o

En
] R '
MEDICARE PATIENT'S CERTIEIGATION, Authorization- to Rele@se Information, and Payment
Request. | certify that the inforfnétioni'giv‘n by me'in applying.for paymgnt under Title XVII of the
Social Security Act is correct. | authorize any holder 8f medical or other information about me to
release to the Social Security Administration and/or the Medicare Program or its intermediaries or
carriers or to the Professional Standards Review Organization any information needed for this or a
related Medicare claim. | request that payment of authogzed benefits be maci‘e on my behalf.
v & e L) F i
Wsician is aﬁ:ﬁitting..ygg 0 the hospitat for "Qbservation” it will be
dicare asg@an o_utgatifnt (Part B) service.
“ﬁ % o

e, w
4

L
Medicare Patients ¥ff*yotr S ;
considered an outpatient servicé-and will be paid by M

I have received the "Smoking Cessation” brochure. This facility is "Smoke Free, no smoking allowed."
I have received the "Admissions and Payment Guide" brochy
I'have received "Your Right to Make Decisions about Medical Tri !lent" Ochure.

I have received "An Important Message from Medicare" and understand ﬂghts'ésv lined in this document.
I have received the "Notice of Privacy Practices” brochure _. ¢ F ol WY %1

I have received the "Patient Rights" document and have veu*‘ved my person@l infor&atioz.

I have been actively encouraged on how to report concerns related to care, treatment, services, and

patient safety issues by calling the Quality Servicgs pé?ﬁse"tin (209-839-}«4‘5(.3) s well as directly
reporting to the Hospital Administration (209 339-7 s th& Cal?xqia Departmept of Public Health
Services (916 558-1784) or the Joint Commission hotline at (800-944-6010)%

By signing below the patient and/or responsible party indicate that they have read the agreement,
clarified any doubts as to its meaning and consent to be legally hound by all of its terms and

implemenf\tlorjhanmﬁﬁqglved a copy. : q / 5} /;LO[QJ /M

ATIE (/J’ARE/dT/GUARDl:AN/CONSERVA TOR DATE TIME

IF OTHER THAT PATIENT, INDICATE RELATIONSHIP

Financial Responsibility Agreement by Person Other than the Patient, or the Patient's Legal
Representative: | agree to accept financial responsibility for services rendered to the patient
and to accept the terms of the Financial Agreement, and Assignment of Insurance Benefits.

PARENT/GUARDIAN/CONSERVATOR

|, the undersigned am requesting a private room with full knowledge that | am responsible for
charges not covered by my medical insurance.

PATIENT/PARENT/GUARDIAN/CONSERVATOR
V023912512 M053082

CONDITIONS OF ADMISSION PARVIN,MARY JEA
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