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Treatment Authorization

s the individual who will be receiving services at George Washington University Hospita!
he “Hospital’), or the parent or guardian of the individual listed below as the patient, | agree 1o
1e following terms and conditions of this Treatment Authorization Agreement (the "Agreement”). As

pplicable, 1 further agree that the ferms and conditions of this Agreement apply to any newborn
want(s) | deliver while 1 am a patient in the Hospital.

:onsént to Hospital Procedures

+ | consent to medical and surgical procedurss that might be performed during this hospitalization or
—outpatient visit,_including_emergency. treatment or services for the patient. These services may

include but are not limited to laboratory fests, X-rays, medical or surgical treatment or procedures,
anesthesia, and hospital services rendered to me under the general and special instructions of the
attending Physician or Surgeen.

+ | hereby authorize the “Hospital” to recoghize my attending Physician as the manager of my medical
andfor surgical care and treaiment. | consent to and authorize my attending Physician and/or his/her
designee, to administer treatment {medical, surgical, anesthetic, obstetrical andlor any other
therapeutic or diaghostic procedure) that he/she/they may dictate as advisable for my wellbeing. |
understand that video or telephone consuitation/evaluation may be used as a part of my care or
treatment. | understand that the “Hospital” will provide medical and insurance information to my
designated primary care Provider and/or referred healthcare Providers for the purpose of continuing
care. ‘

. | understand that the “Hospital’ may have afiiliations with a variety of health care related educational
programs. These programs may include but are not limited to: Nursing, Medical, EMT, Surgical
Technician and Physical Medicine. | consent 1o have studenis participate in my care under the
supervision of their instructor(s) and understand that | must express any refusal to have them
participate to a management representative such as Charge Nurse, Nurse Manager, shift Manager,
department Director, Senior Manager, efc.

. The nature of the operation/treatment has been explained to me.| am aware that the practice of
medicine and surgery is not an exact science. No warranty or guarantee has been made to me as to
a cure or the treatment's result.

. | authorize the “Hospital" to retain, preserve, and to use for scientific or teaching purposes, and
properly dispose of any specimen or iissue removed from my body during this hospitalization or
outpatient visit. '

. | understand that pictures may be taken of my medical/surgical condition or treatment. | understand
that pictures might be used for purposes of my diagnosis, treatment, or for educational training

programs conducted by the hospital. These pictures will be part of the documentation in my medical
record. :

Special Consent for HIV Testing and Other Blood Borne Pathogens
| understand that this consent form covers testing for blood bome infectious diseases; including but not
limited to hepatitis, acquired immune deficiency syndrome (AIDS), and human immunodeficiency virus

(H1V). A physician may order such test(s) for diagnostic purposes o determine the appropriate treaiment

and/or treatment procedures for me or to protect the attending Physician and/or any employee or agent of
the "Hospital" exposed to my bodily fluids in a manner which could transmit such disease.

Non Smoking Campus

I understand that smoking is not permitted on the campus of the “Hospital’, except in designated areas,
and | agree to comply accordingly.
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Treatment Authorization -

‘hysician Providers Are Not Hospital Employees

acknowledge and agree that the “Hospital” is not responsible for the judgment or conduct of any
'‘hysician who treats or provides a professional service to ‘me, but rather each Physician is an
dependent contractor who is not the agent, servant, or employee of the hospital. The “Hospital” or
ffiliate agency is not liable for any acts or omission made by any Physician or in following the order of
‘he Physician.

‘ersonal Valuables
-ﬂﬂders{a-ﬁd—that—the—“Hespitai"rmamtains-a—saie—fer—the~safekeeping@fmGney-and@thewaluables,ﬁnd___
~at the “Hospital” is not liable for the loss of my valuables unless they are deposited with the “Hospital”

or safekeeping. | understand that | am responsible for all my personal effects not deposited in the safe,
~cluding, but not limited to, personal grooming articles, jewelry, clothing, documents, medications, eye
jlasses, hearing aids, dentures and other prosthetic devices.

Signatures - Please read before signing .
This is fo certify that I, the undersigned, being the patient, or another person legally authorized to act for
he patient, have carefully read and fully understand this treatment authorization and am duly authorized
o execute the above and accept its terms.

lhe undersigned 'écknowledges having read and received a copy of this document. A copy of this
juthorization shall be as valid as the original. :

2atient/Authorized Signature Date/Time
Nitness Signature 2nd Witness Signature for Verbal Consent
Page 2 of 2
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Assignment of Benefits and Financial Responsibility

As the individual who will be receiving services at_George Washington University 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 Assignment of Benefits 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 I am a patient in the Hospital.

_Irrevocable Assignment of Benefits and Right of Action

For good and valuable consideration, | make the following irevocable assignments fo the "Hospital™.

o Assignment of Health Insurance Benefits: | irrevocably assign to the "Hospital” all benefits for
services rendered by the hospital, payable by a health insurance company, health plan, worker's
compensation program, ERISA plan, or any ofher entity responsible for payment of the patient’s total
hospital bill. This assignment extends to the amount of the patient's total hospital bili(s), with interest
as allowed by law. | authorize and expressly direct such entity fo pay benefits directly fo the
"Hospital". | also authorize and instruct any such entity to assign and pay directly to physician groups
providing hospital based services such as Pathology, Radiology, Anesthesiology, Cardiology and
Emergency Physician Services, any insurance benefits due them.

Assignment of Personal Injury Proceeds: | irrevocably assign and fransfer to the "Hospital” all
benefits for services rendered fo the patient by the hospital payable under Personal Injury Protection,
Medical Pay, Uninsured/Underinsured, and/or Liability provisions of any insurance policy under which
patient is entitled to benefits as the result of an occurrence causing the patient's injuries and
freatment. | agree this assignment exiends to the amount of the patient's total hospital bill(s), with
interest as allowed by law. | authorize and expressly direct the insurance company to pay benefits
directly to the "Hospifal". | also authorize and instruct any such entity to assign and pay directly to
physician groups providing hospital based services such as Pathology, Radiology, Anesthesiology,
Cardiology and Emergency Physician Services, any insurance benefits due them.

Assignment of Claims and Right of Action: | irevocably assign and transfer to the "Hospital" all
pafient's rights, title and interest in any claim(s) patient may have against any third party responsible
for causing patient's injuries, health insurance company, health plan, worker's compensation program,
ERISA plan, or any other entity that is responsible for payment of the patient's hospital bill. | agree
this assignment will allow the "Hospital” to pursue all legal and non-legal remedies against any such
person and/or entity including the filing of a lawsuit as assignee of the patient. | agree that if itis
necessary to retain legal counsel to enforce or utilize these assignment provisions, the "Hospital" is
entitled 10 recover its attorney's fees and court cost as allowed by law. | understand that, subject to

the terms of the applicable health plan(s), all persons signing this document may be financially
responsible for charges not covered by this assignment of insurance benefits.

Release of Information for Insurance Billing Purposes

For the purpose of obtaining payment for services, |authorize the "Hospital" to disclose any and ali
medical billing records related to the patient's admission or outpatient visit, to a health insurance
company, health plan, worker's compensation program, ERISA plan, or any other entity responsibie for
payment of the patient's hospital bill. Medical Billing records may include, but are not limited, to records
of toxicology screens, hepatitis test results, psychiatric or psychological treatment, alcohol abuse, drug
abuse, blood alcohol levels, HIV testing results, AIDS treatment, other records relating to the patient's
diagnosis and treatment, and other profected health information. ! understand there is a potential for
information disclosed related to this authorization to be subject to re~disclosure by the recipient and no
longer be protected. This authorization is subject to revocation in writing at any time, except to the extent
that the person or entity previously authorized to make the disclosure has already taken action. If not
previously revoked, this authorization shall expire one year from the date it is signed by the patient.

Patient dentification
Assignment

of
Benefits

T Fage 10t

UHS-8012(SMS)
CO0058 Rev, 02/2019




Assignment of Benefits and Financial Responsibility

Physicians Bill Separately _

Some physicians are employees of the hospital and some are independent contractors, not agents or
smployees of the hospital. [ understand that each professional group or individual practitioner who
renders professional services to the patient, including, but not limited to the Radiologist, Pathologist,
Emergency Physician, Anesthesiologist and Cardiologist, may bill and collect for his/her professional
services separaie from the hospital's billing and collections. | agree to pay for any physician services
performed on the patient's behalf and billed to the patient unless the physician has entered info

agreement with the patient's insurance company to accept payment in Tull or unless otherwise provided ™
by law. This professional billing is subject to the authorizations granted by me in this consent agreement.

Financial Agreement:

I understand that all estimates of charges given to me represent the approximate cost and are not
guaranteed. | have the right fo request an itemized statement and an explanation of the billing. 1
understand that 1, as the patient or appropriate guarantor, am obligated to pay the account of the
hospital/provider/physician in accordance with the regular rates and terms of the "Hospital"/Provider/
Physician for the healthcare services the patient receives within 30 days of service, or if insured, within
30 days of either insurance benefits payment or denial. Shouid the account be refetred to an aftorney or
coliection agency for collection, | will pay actual attorney’s fees and collection expenses. All delinquent
accounts shall bear interest at the maximum legal rate. If payment is received from more than one
source causing overpayment for this or any other period of hospitalization, | authorize application of the
overpayment to any unpaid hospital bill for which the patient is legally responsible. [ certify that the
information | have provided is true and accurate to the best of my knowledge. | understand that the
information that | submit is subject to verification, including credit agency $coring, and subject to review
by federal and/or state agencies and others as required. | authorize my employer to release fo the
"Hospital® proof of my income. | understand that if any information | have given proves to be untrue, the

"Hospital" will re-evaiuate my financial status and take whatever action becomes appropriate and/or
necessary.

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 iime 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 emall 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 1 owe the "Hospital" as well as
messages related to my continued care and freatment. | 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 automatic dialing devise (an autodialer) to deliver messages related to my hospital visit,
my account,whether | qualify 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.

Medicare and Tricare Inpatients Only

| have received a copy of an IMPORTANT MESSAGE FROM MEDICARE (or TRICARE) regarding my
rights as a Medicare or Tricare patient.
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Assignment of Benefits and Financial Responsibility

Medicare Certification. Authorization to Release Payment Information And Payment Request

| certify that the information given by mein applying for payment under title XViil or XIX of the Social
Security Act (Medicare) is correct. | authorize any holders of medical or other information about me to
release to the Social Security Administration, its intermediaries or carriers, any information needed for

*E’rﬁioﬁ:a“reia’ted“Med"scare‘daimfiﬂ"equest-tha{—p ayment-of-authorized-benefits be-made-on-the-patients ——-
ehalf.

When Written Authorization is Required for HMO/PPO Plans

| understand that if my health insurance carrier requires preauthorization, the "Hospital/Provider/
Physician cannot guarantee that the patient's visit will be covered without a written pre-authorization
document from the insurance carrier. If the "Hospital/Provider/Physician cannot obtain authorization for
the patient's visit, I will be responsible for the unpaid balance that will include any charges for this visit's
services/procedures/day(s) not authorized by my insurance/managed care plan. | understand that the
"Hospital" accepts no liability for failure to meet my insurance carrier's pre-certification or post
certification regulations that may be required of me. | agree to properly execute all pre~certification and
post certification procedures.| understand that proper network/managed care indicators must be located
sither on my instrance card or the insurance company’s explanation of benefits form fo receive my
managed care discount. | understand it is my responsibility to know if my managed care plan is affiliated
with this "Hospital"/Provider(s) for services being provided to the patient.

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 atthe "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 attorney or collection agency for collection, | understand that | wilt 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. | understand that Iam
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 fo ffor payment for services and freatment
rendered to me, and (i) appeal from any and all denials of coverage, without limitation, to the "Hospital”.

Courtesy in Filing Insurance Claims .
[understand that as a courtesy, the hospital will file insurance claims for hospital services. | waive any
rights of action against the hospital and it's employees for omissions in submitting insurance claims. |

understand that | remain liable to the hospital for charges for services and goods for which | am legally
responsible.

Private Room: (If applicable)

understand and agree that if | request and receive a private room, | am responsible for any additional
charges associated with this request.
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Assignment of Benefits and Financial Responsibility

Sjgnatures - Please read before signing

This is to certify that 1, the undersigned, being the patient, or another person legally authorized to act for

the patient, have carefully read and fully understand this financial agreement and am duly authorized to
execute the above and accept its terms.

_The_undersigned—acknowledges_having read_and_received_copy of this document. A _copy of this

authorization shall be as valid as the original. The "Hospital's" provision of services fo you is not '
contingent upon your signing this consent form.

Patient/Authorized Signature Date/Time

Witness Signature 2nd Witness Signature for Verbal Consent

Patient's Billing Address

Patient Identification
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Benefits
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Centro de servicios de rehabilitacién para pacientes ambulatorios de George Washington University (GWU)
2431 K5t NW | Suite 620" | Washington, DC20037
Tel.: (202) 715-5655 | Fax: (202) 715-5664-

Formulario de registro del paciente:

Informacion del paciente

Apellido Nombre Segundonombre | Fecha

Direccion de residencia

Ciudad Estado Cédigo postal | Teléfono principal Teléfono alternativo

Sexo legal al momentodel Fecha de nacimiento | Médico responsable de laderivacién
nacimiento % ;

A E

M F

Informacién de contacto de emergencia

Contacto de emergencia Teléfono principal | Teléfone alternativo

Relacién con el paciente

Informacion complementaria:

Womaprnepal
[ Inglés [ Espafiol 1 Amdrico. [JArabe OOtro: oo

Etiqueta del paciente:

THE GEORGE WASHINGTON
“UNIVE RSITY HOSPITAL

. Formulario de registro para los.

A Y
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Centro de servicios de rehabilitacién para pacientes amhulatorios de George Washington University {GwWU)
Formulario de admisién para las pacientes

Nombre: Fecha: / / Médico responsable de |a derivacidn;
Edad: Pranombre preferido:

Percibo mi identidad de género como (marque su respueska con un crculo): Mujer | Hombre [ intersexual | Muler transgénero
(transicion de hombre a mujer) | Hombre transgénero (transicion de mujer a hambre) | Sin género

Antecedentes actuales
Describa qué lo trae a fisioterapia hoy:

Me gustarla retomar las siguientes actividades:

¢ Cudnta ttempo hace gue tene estos sintomas?

10wé tipos de tratamientos recibi6 para mejorar sus sintomas {p. ej.: medicacidn, Inyecciones, acupuntura, terapfas anteriores)?

iCudles fueron los tratamientos que mds lo ayudaron?

Me realizaron las siguientes pruebas de diagndstico: Radiagrafia | Resonancia rmagnética por

jmagenes (MRI) | Exploracidn por tomografia computarizada (CT) | Ultrasonido | Andlisis de sangre @
Otra:
Dalor; califigue el grado de dolor que stente segln una escala de 0 a 10 {0 =sin dolor;

10 = el dolor mas intenso que pieda Imaginar):
Durante un buen dfa: Burante un mal dia: Hoy:

¢En qué parte del cuerpo siente dolor {o realice una marca en ef cuadro)?

iQué hace que el dolor mejore?

¢ Qué hace que &l dolor empeore? : Y

Antecedentes médicos (marque con un circulo las opciones que correspondan)

Diabetes | Presidn arterial alta | Enfermedad cardiaca | Migrafias | Cancer | Enfermedad renal | Epilepsia | Marcapasos | Artritis |
Ostesporosis | Accidenta cerebrovascular | Flbromialgia | Clostridium difficile | Estafilococo aéreo resistente a fa meticilina (EARM] |
Problemas auditivos | Embarazo | Ninguno | Otro (especifique:

Clrugias {matque con un cireulo las opciones que correspondan)

intestinal/rectal | Ginecoldgica | Parta por cesdrea | Abdominal | Cardiovascular | Neurolégica/cerebral | Ortopédica/articular |
Otra {especifique)

¢ Ha sufrido aiguna calda en fos dltimos 6 meses? [J5( [ No ¢Lo hospitalizaran en los Gitimos 6 meses? (151 [ No
Medicamentos:

Alerglas {alimentes, litex, medicamentos):

Antecedentes sociales
dCudl es su ocupacién?
4Trabaja en la actualidad?

Haga una lista de las actividades que reafiza en su tiempo libre {incluya la actividad fisica y las aficiones}:

iCudles son los principales factores de estrés en su vida (sf hay alguno)?

¢Alguna vez fue victima de abuso emocional, fisico o sexual? {15/ ClNo
iEs ansioso? (1S [INo  ¢Seslente deprimido? [ S CINo {Tlene antecedentes de ansiedad o depresion? ]Sl [INo
¢Hay alga que quisiera decirnos y que ne le hemos preguntado?

|Gracias por ayudarnos a ayudarlel

Firma del paciente: Firma del terapeuta:
Patient Labal
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Recibo de aviso de practicas de privacidad

Acepts Tiabar recibids el Aviso dé praclicas de privacidad del hopial.

(Firma del paciente) (Fecha)

(Representante autorizado del paciente) (Relacion con el paciente) ' (Fecha)

(Firma del testiga) (Puesto laboral del testigo) (Fecha)

A AA}i'éf‘Ient Label

Recibo de aviso de:

“”' practicas de privacidad

o 1] |

CLoo4d
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Aviso de participacién de GWUH en el CRISP

El CRISP, Ghesapeake Regional Information System for our Patients, Inc., es un sistema de
intercambic de informiacion de salud {Health Irifo ritiatior Exchange, HIE) que drigifariatmerite
‘comenzé et el estado-de Maryland y: que recientemente se-armplis para: incluir al Distrito-de
‘Colurribia.

EICRISP s& totfia 14 iiveisidad del padiente muy seriaiients y rsorioes qus el HIE 16 pusde
Terier éxito'si los pacientes no confian enque su irformacion es seguta. Protegert & inforimacion
del paciente en el HIE. del CRISP es una prioridad. El GRISP cumple todas las leyes estatales,
deldistrito y federales {por ejemplo la Ley.de Portabilidad y Responsabilidad del Seguro Médice
(HIPPA)) para proteger [a informacién del paciente.

The George Washingtor University Hospital ia slegide partisisar sm el CRIS P.Segin I permiita
laley, su informacion de salud se compartird.con este sistema de intercambio para proporcionar
Ln atceso mas rapido, una mejor coordinacion de 14 atencisn Yy pard asistir-a [os. proveedores
y alos funcionarios de salud publica para tomar decisiones m4s informadas.

‘St firtria indica que 4 usted s6 1 nofificé acerca de Ta participacion de GWUH en el intereambio
‘de informacién de salud del GRISP;

Firma del paciente o del representante autorizado Fecha

Representante del Hospital Fecha .

% Usted puede “excliirse” y deshabilitar tods seceso a su informacisn de salid gis g6
encuetitre disponible & través del CRISP, llamando al 1-877-952-7477, o al comjpletar
y-enviar un formulario de-exclusién a CRISP por correo.electrénico, fax o mediatite .
el sitio web; ingresandoa: www.crisphisalth.org -

Patient' Label
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