Centro de servicios de rehabilitacién para pacientes ambulatorios de George Washington University (GWU)

2131 K.St. NW | Suite 620 | Washington, DC.20037 | Tel.: (202) 715-5655 | Fax: (202) 715-5664

iBienvenido a nuestro consultorio!

Lea este documento para interiorizarse de algunas politicas importantes'y saber
ué debe esperar una parte de la-otra.

Qué debe saber

o Puede llamaren cualguier iomeritsal 202-715-5655 y presionar i opeion 2 para pedir, caimbiar o cancelar
urna cita.,
Las citas duran, generalmente, de 30 4 60 minutos:

‘0. -Nécesitard uiia receta emitida por su médico a efectos de aseguramiento..

-con sy terapeuta.

Politica de cancelacion o de no concurrencia

La asistencia es muy importante para-su progreso

+ Sifietis que cancelar lacita, ilare al 202-715-5656 (opeion 2)
-coh.24 horas de-anticipacion.

+ Consideramos que-un aviso-de' menos de 24 horas significa que no’
‘va.a.coneurrir y nuestra politica funciona de la-siguiente. manera:

[ Sino.se presenta
N.|| porsegunda vez

iQué ocurre si no se

consecutiva

presenta una vez?

{ se le inhabilitara el |

iNo:se. preocupe,

0.

=== {ngreso-a la terapia;

podria pasarle a
cualquieral

por tercéra vez
eniin periodo

. no-podra regresar.

Seguro:

_ de 30 dias:

iselehizo tarde? Haremos lo que esté-a nuestro alcance,
ipero es posible que no podamos atenderlo después de 15 minutos!

o Asgtiress de revisar los berieficios qiie 16 proporciona el ségurd: Quiereios evitar que reciba facturas

inesperadas.

o Sitiene dudas con tespecto a las facturas, llame al 202-715-4905:

Certificacion:al firmar este documento, confirmo glie comprendo estas politicas. Gracias:

Firma-

Fecha,

THE GEORGE WASHINGTON
UNIVERSITY HOSPITAL

Documento informativay’

de rehabilitacion para
pacientes ambulatorios.

de-asistencia a los sefvicios

Etiqueta del paciente

—————conlafirma-delpaciente:
76-2565P (6/18),

CO4000

DOB: SX:

MRN:



Treatment Authorization

5 the individual who will be receiving services at _George Washington University Hospital
~e “Hospital"), or the parent or guardian of the individual listed below as the patient, | agree to
e following terms and conditions of this Treatment Authorization Agreement (the “Agreement”), As

splicable, | further agree that the terms and conditions of this Agreement apply to any newborm
fant(s) | deliver while | am a patient in the Hospital.

‘onsent to Hospital Procedures

- | consent to medical and surgical procedures that might be performed during this hospitalization or
__outpatient.visit,including emergency. teatment or services for the patient. These services may

include but are not limited to laboratory tests, X-rays, medical or surgical treafment or proceaures,
anesthesia, and hospital services rendered fo me under the general and special instructions of the
attending Physician or Surgeon.

- | hereby authorize the “Hospital” fo recognize my attending Physician as the manager of my medical
and/or surgical care and treatment. | consent o and authorize my attending Physician and/or his/her
designee, fo administer treatment {medical, surgical, anesthetic, obstetrical and/or any other
therapeutic or diagnostic procedurs) fhat helshefihey may dictate as advisable for my wellbeing. |
understand that video or telephone consultation/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 affiiations 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 fo have students participate in my care under the
supervision of their instructor(s) and understand that | must express any refusal o have them
participate o a management representafive such as Charge Nurse, Nurse Manager, shift Manager,
department Director, Senior Manager, &tc.

. 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 fo 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
propetly dispose of any specimen or fissue 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 diaghosis, treatment, or for educational training

programs conducied 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 borne infectious diseases; inciqdiﬂg but not
limited to hepatitis, acquired immune deficiency syndrome (AIDS), and human immunodeficiency virus

{HIV). A physician may order such tesi(s) for diagnostic purposes to determine the appropriate treatment

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

| understand that smoking is not permitied 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 arny
hysician who treats or provides a professional service to 'me, but rather each Physician is an

idependent contractor who is not the agent, servant, or employee of the hospital. The "Hospital” or
;fmaptﬁ agency is not liable for any acts or omission made by any Physician or in following the order of
e Physician.

'‘arsonal Valuables

~urderstand—that—the—Hospital-rmaintains-a-safeforth e-safekeeping-of-meney-and-othervaluables,-and

1at the “Hospital’ is not liable for the loss of my valuables uniess they are deposited with the “Hospital”
o safekeeping. 1 understand that1am responsible for all my personal effects not deposited in the safe,
scluding, but not limited to, personal grooming articles, jewelry, clothing, documents, medications, eye
lasses, hearing aids, dentures and other prosthetic devices. :

signatures - Please read before signing :
Tis is to certify that |, 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 exscute the above and accept iis terms.

he undersigned 'écknowiedges having read and received a copy of this document. A copy of this
suthorization shall be as valid as the original. :

“atient/Autnorized Signature Date/Time
Nitness Signature 2nd Withess 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 o
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 | am a patient in the Hospital.

_Irrevocable Assignment of Benefits and Right of Action

For good and valuable consideration, | make the following Irrevocable assignments 1o the "Hospital™

« Assignment of Health Insurance Benefits: | irrevocably assign fo the "Hospital” alf benefits for
services rendered by the hospital, payable by a health insurance company, health plan, worker's
compensation program, ERISA plan, or any other entity responsible for payment of the patient's total
hospital bill. This assignment extends to the amount of the patient’s total hespital bill(s), with interest
as allowed by law. | authotize and expressly direct such entity to pay benefits directly to the
"Hospital". | also autherize and instruct any such entity fo 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 transfer to the "Hospital” all
benefits for services renderad 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
treatment. | agree this assignment extends to the amount of the patient’s total hospital bili(s), with
interest as allowed by law. | authorize and expressly direct the insurance company to pay benefits
directly to 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 thern.

. Assignment of Claims and Right of Action: | irrevocably assign and transfer fo the "Hospital" all
patient'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, heaith 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
entitied t0 recover its atiorney's fees and court cost as allowed by law. 1 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 oblaining payment for services, | authorize the "Hospital" to disclose any and all
medical billing records related to the patient's admission or outpatient visit, fo a health insurance
company, health plan, worker's compensation program, ERISA plan, or any other entity responsible 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, aicohol abuse, drug
abuse, blood alcohol levels, HIV testing results, AIDS treatment, other records relating to the patient's
diagnosis and treatment, and other protected 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.
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Assignment of Benefits and Financial Responsibility

*hysicians 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
enders professional services to the patient, including, but not limited to the Radiologist, Pathologist,
“mergency Physician, Anesthesiologist and Cardiologist, may bill and collect for his/her professional
services separate from the hospital's billing and collections. | agree to pay for any physician services
serformed on the patient's behalf and billed to the patient unless the physician has entered inio

agresment with the patient’s insurance company o accept payment in Tull or Uniess Gtherwiss provided
5y Jaw.This professional billing is subject to the authorizations granted by me in this consent agreement.

Financial Agreement:

| understand that all estimates of charges given to me represent the approximate cost and are not
guaranteed. | have the right to request an itemized statement and an explanation of the billing. |
understand that 1, as the patient or appropriate guarantor, am obligated {o 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. Should the account be referred to an attorney or
collection agency for collection, | will pay actual attorney's fees and collection expenses. Alf delinguent
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 1o any unpaid hospital bill for which the patientis legally responsible. [ certify that the
information | have provided is true and accurate fo the best of my knowledge. | understand that the
information that | submit is subject to verification, including credit agency scoring, &nd subject to review
by federal and/or state agencies and others as required. | authorize my employer fo refease o the
"Hospital" proof of my income. | understand that if any information | have given proves to be unirue, the

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

Authorization for Receiving Messages and Automated Calls

I 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 telsphone at the telephone number or numbers | provided during
the registration process, or at any timein the future, including wireless telephone numbers or other
numbers that may result in charges o 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
reguired by law (including debt collection laws) related ‘o amounts | owe the "Hospital" as well as
messages related to my continued care and treatment. | alsc 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 of
amounts | may owe the "Hospital". 1 also authorize the "Hospital® and its agents to use the number or
numbers provided for such pre-recorded or auto dial messages. If { want fo 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.

Patient identification
Assignment

of
Benefits
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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 me’in applying for payment under title XVIH or XX of the Social
Security Act (Medicare) is correct. | authorize any holders of medical or other information about me 1o
release to the Social Security Administration, its intermediaries or carrers, any information needed for

‘gﬁi'olrf*a—resl ated-Medicare-claim-{request that-payment-of-authotized-bensiits-be-made-o nthepatients— ——
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/Providet/Physician cannot obtain authorization for
the patient’s visit, | 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 cafriers pre-certification or post
certification regulations that may be required of me. | agree to properly execuie all pre-certification and
post certification procedures.| understand that proper network/managed care indicators must be located
either on my insurance card or the insurance company's explanafion of benefits form to 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 reguirements, second opinions or pre-existing conditions. Should the account
be referred $o any attorney or collection agency for collection, { understand that | will be responsible for
attorney or collection expenses. |give permission to oy 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, o W
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 ali denials of coverage, without limitation, to the "Hospital".

Courtesy in Filing [nsurance Claims ,
[understand that as a courtesy, the hospital wilt 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, 1 am responsible for any additional
charges associated with this request.

Patient Identification
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Assignment of Benefits and Financial Responsibility

Signatures - 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 1o
execute the above and accept its terms.

The_undersigned_ackhowledges_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 {o you is not
contingent upon your signing this consent form.

Patient/Authorized Signature Date/Time

Witness Signature ' 7 2nd Witness Signature for Verbal Consent

Patient's Billing Address

Patient denification
Assignment
of
Benefits
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Centro de servicios de rehabilitacién para pacientes ambulatorios de George Washington University (GWU)

2131 K'St. NW | Suite 620 | Washington; DC 20037
Tel: (202) 715-5655 | Fax: (202) 7155664

Formulario de registro del paciente

Informacién del paciente

Apellido Nombre Segundo.nombre

‘ Fecha

‘Direccion de residencia

Ciudad Estado Cédigo postal | Teléfono principal

Teléfono alternativo

nacinifento

! /-
M F

Sexo legal al momento:del Fecha de nacimiento: | Médico responsable de la derivacion

Informacién de contacto de emergencia

Contacto de emergencia Teléfono principal

| Teléfono alternativo

Relacién con el paciente

Informacién complementaria:

diotna principal:

O Inglés [T Espafiol [ Américo CiArabe CiOtror

Etiqueta del paciente-

. THE GEORGE WASHINGTON
: UNIVERSITY HOSPITAL

N ormulario de registro para los.

servicios de rehabilitacion
1 para pacientes ambulatorios.

DOB:
MRN:;
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Centro de servicios de rehabilitacién para pacientes ambulatorios de George Washington University
(GWU) | Formulario de admisién para servicios de rehabilitacion de salud del piso pélvico
2131 K'St. NW | Suite 620 | Washington, DC 20037 | Tel.: (202) 715-5655 | Fax: (202) 715-5664

Nombier _. __Fecha: ___/___J ___ Médico responsable de la derivacién:

Edad:. Pronembre preferido:

Percibo mi identidad de:génerd como (marque su respuesta conun-circulo): Mujer | Hombre | Tntersexual | Mujer transgénero
(transicién de hombre a mujer) | Hombre transgénero (transicién de mujer a hombre) | Sin género
Antecedentes actuales

4Cudnto tiempo hace que tiene estos sintomas?

£Qué tipos de-trataniientos recibié para mejorar sus sintomas (p. ej.: medicamentos, inyecciones, acupuntura, autoayuda)?

Me sentirfa mejor si pudiera

Dolor: califique el grado de dolor que siente seglin una escala.de 0.a 10 (0 =sin dolor; 10 = el dolor més.intenso-que pueda imaginar):
Durante un buen-diar Durante un mal dia:

<En qué parte.del cuerpo siente dolor?

4Qué Haceque el dolormejore? .. .. . T dQué hace gueel dolor SMPEOTEY | oo
Salud sexual Vejiga/intestifios . :
iSié'ﬁté‘,ti'c")’l'c,ir'di] rarite 185 iSuele tener pérdidas involtitarias de ofifa?” -r:SdéIé"égp‘er_im'eh't_ar incontinentia-fecal?
relaciones sexuales? Osi  ONo Osi [ No
Hsf  TNo Actividades que contribuyen s eatsar fas pérdidas ivoluntarias de BiNgY oo

Tippdemetodo,, JExperimenta una sehsacion fuérte cuarido tiene ganas dé orinar? ST T No
anticonceptivo elégido (si ¢ Con qué frecuencia orina durante &l dia? (¢ada hora, cada dos horas, efi)

corresponde) y-cantidad de &Cudntas veces se-despierta a lanoche pafa-orinar? _______
afios que hace:que lousar

Antecedentes médicos (marque con "'uﬁ:e'ffcu‘i'ﬁ"i'é's'.-abé’i‘ﬁﬁé’;‘-ﬁ‘ﬁé correspondan) - o
Diabetes | Presion-arterial alta | Migrafias | Cancer | Enfermedad renal | Artritis | Osteopdrosis | Accidente cerebiovascular |
Fibrorriialgia | Problemas auditivos. | Clostridiuny difficile. | Estafilococo aéreo resistente a la meticilina (EARM) | Ninguno |
Otros _ . i %

Cirugias (marque.con un circulo [as opciones quie coFrespondan).

Intestinal/fectal |-Ginecolégica | Parto porcesirea | De prdstata | Abdoriinal | ﬁfféf‘fé’éﬁ'éﬁfiﬁﬁéf

Indigue susahtecedentes: de embarazo/nacimiento: (cantidad de partos por via vaginal o por-cesarea;

incluya cualquier tipo de complicacion que haya experimentado):
Medicamentos (todo lo que usted toma regularmente; incluidos.los suplementos):

Alergias (alimentos, ltex, medicamentos):

Antecedentes sociales
<+Cudl es.suocupacion? ... .

{Trabajaenlg actyalidad? _____ . -

Haga una lista de las actividades que realiza en su tfempo libre (incluya la_—activ-idad fisicay las aficiones):

tAlguna vez fiié victina de abuso emotional, fisico o sexual? S T No

{Esansioso? 151 O No ¢Sesiente deprimido? O Sf LI Nor ¢Tierie antecedéntes de ansiedad o depression? O 5f O No.
¢Cudles:son los principales factores de estrésen su vida (st hay-alguno)?

¢Hayalgo que guisiera decirnos'y gue no le iemos preguntadd? _

iGracias por-ayudarnos a ayudarle!

! e == Etiqueta del paciente
THE GEORGE WASHINGTON e e
. UNIVERSITY HOSPITAL
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INFORMED CONSENT FOR PELVIC FLOOR EVALUATION
GWU HOSPITAL

I understand and acknowledge that I have been referred to, and/or self elected to see a pelvic floor trained
physical therapist for the treatment of my pelvic floor dysfunction. Pelvic floor dysfunctions include but
are not limited to urinary or fecal incontinence, urgency or pain conditions, pain or discomfort with sexual
function, pelvic girdle pain (including low back, sacroiliac, and hip pain), pregnancy related pelvic girdle
pain, postpartum pain, testicular/penile pain, and endometriosis.

In addition to an orthopedic lumbopelvic assessment, it is often necessary to complete an assessment of
the pelvic floor musculature and function. This MAY involve an internal assessment of the pelvie floor
muscles which could be completed either vaginally or rectally. This examination will assess skin
condition, reflexes, muscle tone and function. Based on our findings, sessions might include continued
infernal treatments to address muscle spasm and pain, and training for optimal strength and relaxation of
your pelvic floor muscles. .

Your Physical Therapist will discuss examination and treatment options BEFORE initiating the exam,
and at any time during your session you can say NO for any reason. We realize that many patients are
often apprehensive due to the private nature of this examination and we ENCOURAGE you to ask as
many questions as possible to help increase your comfort.

Consent:

1 have read and understand the Informed Consent for Pelvic Floor muscle evaluation and I consent to the
evaluation and treatment, unless otherwise noted below. '

Patient Date

Therapist ‘ Date

You have the option to have a second person in the room for the pelvic floor muscle evaluation and
treatment. This can be a family member, filend, or if requested, a GW outpatient clinical staff member.
This is your RIGHT to request or decline.

___ YESIwanta second person in the room for the pelvic floor evaluation and treatment

___NOTIdecline a second person in the room for the pelvic floor evaluation and treatment

Patient Date

Name of Chaperons . Date

Therapist " Date




Recibo de aviso de practicas de privacidad

Avepte absr reoibids el Avise G practicasde privacidad del hiaspial.

(Firmia del paclenta) (Fecha)
(Representante autorizada del paciente} ' (Relacidn con el paciente) ‘ {Fecha)
(Firma del testiga) | (Pueste laboral def testigo) {Facha) .
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Aviso de participacién de GWUH en el CRISP

El GRISP, Chesapeake Reglonal Information System for our Patients, Inc., es un sistema. de
intercambies deinformaditn de salud {Health nforriation-Exchange, HIE) que origitiariarmente
‘torrerizd- eff ol estado de Marylard.y que recientsments se amplic para ineltir 2l Distrito-de
‘Coluribia,

ELCRISP & toriaria pivasidad del padterte vy ssriamsnts v reseross dus el HIE tig pusds
TerierGxite sl los pecientss o confar sique su informacion ss segura. Proteger Tainforfmeidn
del paciente-gn &l HIE.del CRISP es una prioridad. Bl CRISP cumple todas.las leyes estatales,
deldistiito y federales {por ejemplo la Ley de Portabilidad y Responsahilidad del Segute Médics
THIPPA)) para proteger [a informacian del paciente.

The Gearge Washingion University Hospital s slegids partsiparsn sl CRISP. Segr 16 Pt
latey, su infarmacidn de-salud sa compartira con este sisterna te intereambio Para proporcionar:
Un attesw mds rapide; una mejur cootdinacitn de la ateheidn y pard asistiva los. proveadores
y alos furcionarios desalud piblica. para-tongar detisiones mas informadag.

Sufirina iridica uea usted se1e nistified aceren deTa particpacidn de GWUH ersl intsrcambio
‘de informacion de salud del GRISPY

Firma del pacients o del ré"f:ﬁ:esenfanteﬁ,auforiiado Fecha

Representante. del Hospital e

+ Usted puieds excliirse™ y deshabiiitartodo aceess a su inforiacion de salud gusss
encuetitie disponible #través del CRISP, tamantdo al 1-877-852-7477, 6.l cormpletar
yenviar un formularie de-exclusién a CRISP por corres slecirérice, tax. o ted rafite

e sitio wel, ingresands s Www.ersphsalth.org

- Patlentz‘l:gt;;l‘

. THE GEORGE WASHINGTON
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