_ » THE GEORGE WASHINGTON
T UNIVERSITY HOSPITAL

OUTPATIENT REHABILITATION CENTER
2131 K STREET NW, SUITE 620
WASHINGTON, DC 20037
OFFICE #: 202-715-5655  FAX #: 202-715-5664

Welcome to the George Washington University Hospital Outpatient Rehabilitation Center.
We welcome the opportunity to work with you and help you resume your normal activities. Based
on the evaluation performed at your first session, an individual treatment plan will be developed to
meet the goals established by you and your therapist.

A Physician’s prescription or referral is required in order for you to be seen by a therapist. It
needs to be dated within 30 days of the evaluation date.

To Schedule an Appointment:
e Call (202) 715-5655, Monday through Friday, between 8:00am- 4:30pm.

e The initial evaluation appointment is scheduled for 45 minutes for Physical Therapy and an
hour for Speech and Occupational Therapy.

e Follow-up appointments are scheduled for 30 minutes, unless specified by your therapist
(Speech Pathology is a 60 minute treatment session).

e Generally, follow-up appointments can be scheduled 2-3 weeks in advance (this can be
done after the evaluation has been completed).

¢ If you have not been seen in the last 30 days, you would be discharged from therapy
and you will need a new prescription or referral from your physician and be scheduled for
another initial evaluation, if you wish to restart therapy.

To Cancel an Appointment:
e Please call (202) 715-5655 at least 24 hours in advance. If a 24-hour notice is not
provided, a late fee may be incurred.

Attire:

e Please wear suitable clothing to allow for exposure of the area to be treated. Arrive early to
ensure adequate time to change your clothes if necessary.

Other:
e ltis your responsibility to check your insurance to verify coverage for outpatient therapy.

e Your appointment time is not guaranteed if you are 10-15 minutes late; you may have to
reschedule.

e If (2) two appointments in a row or (3) three appointments within a 30-day time frame is
missed or canceled you would be discharged from therapy.

e For any billing questions, please call (202) 715-4905.

| have read and understood the above information.

Signature: Date:

Let us know how we can serve you better. You comments and suggestions are appreciated.

80-643 (05/15)
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No Show/Cancellation Polic

e |tis the client’s responsibility to notify the clinic at least 24 hours in advance in order to cancel or
reschedule an appointment without penalty.
Please call no later than 4:00pm on the day before your scheduled appointment.

e Clients who fail to give 24-hour notice will be documented as a “no-show” in their file.

e Any client who cancels/no-shows for 2 appointments in a row or cancels/no-shows for 3 appointments
within a 30-day time frame will be discharged from therapy.

e Discharged clients are required to get a new prescription from their referring physician and schedule
an initial evaluation to return to therapy.

¢ Clients who arrive more than 15 minutes past their appointment time will not be seen.
*The 30-day time frame will begin on the date of your initial evaluation and end 30 days thereafter.

*While we empathize with each individual’s situation, please understand our need to standardize our policies.
Therefore, ALL patients who accumulate 3 no-shows within a 30-day time frame or cancel or no-show for 2
appointments in a row will be discharged, regardless of personal situation.

Thank you for your co-operation in this matter.

Strategies to reduce your No shows/Cancellations

e Keep your appointment schedule up to date. The earlier you schedule your follow-up appointments,
the more likely you are to get the appointment times that work best for you.

e Be flexible. If you find that you are unable to attend your appointment for a specific time and day, call
our front desk to see if there are other openings during the same day.

e If you are uncertain as to whether or not you have an appointment, or are uncertain as to the time of
your appointment, call us! We’'ll be glad to confirm!

e Keep our business card in your wallet so that you have our contact information.

e Leave messages! Our front desk can be very busy during certain times, but will receive your message.
A voice mail left by 4:00 pm on the day prior to your appointment will be accepted as advance notice.

e Those who require transportation services should ask for an earlier pick-up time, therefore you’ll be
on time for your appointment. Be certain to make transportation arrangements well in advance of your
therapy appointments.

*Please bring your appointment slip when you come for your therapy appointment.

*To ensure that you are seen at your appointment time, please sign in at the front desk when you arrive for
your appointment.

80-645 (5/15)
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PROTECTED HEALTH INFORMATION

{nformation ebout your hezlth is private. And R should remeain
privets. Thal {s why this healthcere Institution is requlred by
fedzral and state law to protect e prlvacy of your heztth
Information, We call It 'Protected Health Infermztion” {PHi).

WHO WILL FQLLCW THIS NOTICE

Thi Nolee describes the jnformalon privery pracilces
followed by our horpltal employzes, voluntesrs, and related
personnel

The prectices deserfbed In this Notice may sl be fofowed by
health care providers, who are members of vor Medcal SEf,
if they have opled o abide by Ity contents, Many of our
doctars foflew the practices conteined Within this Matice
Other physicans have qeated thely oam Mobice. Those
mermbiers of the Kedical Steff who opt nol ta ebide by this
Notice are required to give you a s=parete Notice thzt will
explain thely privacy prectices.

Exch pariidpant wha foins In this joint Nelice of Privacy
Practicss serves as thelr owvn agent for off aspects of HIPAA
Compiance, other than the dafivery of thls Joint Nobice, For
physiden specfic ssues or questions, please {eel free io contact
your physkian drectly,

Hospiial employees, volunteers, and related personnel,
including thore members of the Medlcz| St=ff whe have
npted ta 2blde by Jis contents, must, follow thls Notee with
resped ta;

How We Use Your PHE

Disdlasing Your PH! ko Dthers

Your Privacy Rights

Our Privacy Dutles

Hospital Contacts for Merz Information ar, if necessary,
a Camplaint -

Yaur persenz} dector may have dfferent policies regardng the
use and disciasure of PHI geated In thelr vifices,

USIMNG OR DISCLOSING YOUR PHI

FOR TREATMENT

Dusing Lha course of yawr Lreatmznl, we use and disdose your
PHI. For exzmpls, If we test your bloed In our lzbortory, 2
techn'dan vl share the report with your declon G, we will
use your PHI to follew the doder's orders for an ¥-r2y, surgical
procedure or other types of freaimentyekied procedures,

FOR PARYMENT

After providing treatment; e vill ask your Insurer to pay us.
Some of your PHI may be enfered Into ouwr computers i order
to 1end a delm te your ksurer, This rmay indude 2 desaiptian
of your health problem, the teatment we provided and your
membershlp number In your emplayes’s heshth plan

Or, your lnsurer may wanl to revisw your medica) record o
determine whether Your core was necesszry, o, wa may
dudore o a colledtion 2gzncy samz of your PHI for eollecting
= bill that you have not paid,

FOR HEALTHCARE OPERATIONS

Your madica! record end PHI could be wsed In perdodic
assessnents by physidans about the hospltml's qualiy of core
Or we might tse the PH from rezl pzHents In education
sesslons With medbes| students trakning in our hasplial Other
uses of yaur PRI may indude busness plaaning For our hospital
or the resclubion of 2 complaint

SPECIAL USES -
Your relefionship to us as @ patient might require wsing or
disdosing your PHI in erder to

* Remlnd you of an appolntment for treatment

= Tell yau about trestment 2ltemnatives and options

= Tell you =boui aur other hezlth benefits and sarvices

v Ask you to capbibuie to aur charitoble activitizs vnfess
you tell us not to ask,

Your Authorizatlon May Bz Aequired

In mzny caszs, we mizy use or gischore your PH, as summarized
above, for trestment, payment of hezltheare epecmtions of as
equrred of permibited by k. In other ceses, v must ask for
your wiliten authoretian vith spadiic hstructlans and limits
oa our wi= or discasure of your PHL  Youl may r=voke your
swthorization if you chznge your mind later.

CERTAIN U‘SES AND DISCLQSUHES OF YOUR PHI
REQUIRED OR PERMUTTED BY LAW

Asa hospltal of healthcure fadity, We must sblde by many 2w
and reguiations that either require us o permlt us torusz of
disclose your PHL

REQUIRE OR PERMITTED USES AND DISCLOSURES

* IFyou do not verbaly object, we may Include Whformatisn
idantiying you Tn 2 visitors' direclery of patiants whie yau
are on Inpatient in eur hospitd, This information may
Includz your nsme, generd condltion and relighous

. afiifabion, If any.
¥ you do not verbally object, we may shars sama of your
PHI with a Famfly member or fierd invelred In your cara
e may use Your PHI b an emsgency when you are pst
able to express youncH,
We may wse ar disdase your Frl for research il vwe receive
ceitaln arnsrances vihich protect your privacy.

“

WE JARY ALSD USE OR DISCLOSE YQUR PHI

When required by Rvy, for example when ordered by 2
<ourt,

For pubkc health actives Induding reporting a
communloable diszate o adverse drug reacton to the Food
and Drug Adménlstotion. .

Ta report neglect, ebuse or domestic violence,

To gavenmenl- fegulziors or sgenks to determine
compianme wilh apafiablz ndes and regulatans.

in Judidal o7 adminlstrative proceedings ax In response to a
valld subpoena, B

To v toroner for purposes of identifylng a deceased person
or deterrpining exuse of death, of to a funer! dircctor for
makdng funer! amangements.

Far purposes of research when a research oversight
committes, cafled zn Instittiona! review board, has
determined tiak there 1s a minknal rskte the arivacy ot your
PHL .
For mealing speclal lypas of health "Information thet
ellminzte all legally recpired 1dentifylng Wformabon of
InformaBon that would directly Identify the subject of the
nformation,

in acrardance with the Jegal requicmants of a yeotkers
compsnsation progrm. - -

¥ihen propely requested by hw enforcement offldals, for
instance in reporting gun shot wounds, Teporting z
suspidous dzath or for other kegal requirements.

I we reasopably belicye that use or dizdosure will avert a
hezlth harard of to respond te a thicat to publc sfety
Inchiding =n tmminznt arime sgelnsl another person,

fFor patlonal secusty pumposes Induding to the Secret
Servlce or & You are Armed Forces peisonnel znd Tt s
deemed necessyry by opprapiiate milltary command
authoritics, .

In cannection viith certzln typas of organ donor pragrms.

"

-

YOUR PRIVACY RIGHTS AND

HOW TO EXERCISE THEM

Undzr the {ederelly reguired privecy progrem, pelients have
spacific nghts,

YOUR RIGHY TO REQUEST LIMITED USE OR DISCLOSURE
You have the right to request that we do nab use or disdose
your FRHin 2 peraulat way, However, vic zre not required to
ablde by your requesi. ¥ we do 2gree 1o your reques), we missl
zblde by the agreement.

YOUR RIGHT TO COHFIDENTIAL CORRIUNICATION
Yau have the fght ko receive confidental communiation from
the hospie] at 2 lecation that you previds. Yeur request must
b In wiriting, provda us with the other sddress and eaphin if
tha requast wWiil Irterfere with your method of payment.

YOUR RICHT 7O REVOGKE YOUR AUTHORLZATION

You may revoke, in viiting, the autharizatian yeu grmnted us
for use of disdasue of your PHL However, i we have reficd on
your consent of authordmllan, via may use or disdose your PHL
up te the Bme You revake your cansent

YOUR RIGHT TO IHSPECT AMD COPY

You hiave thz rght o kspect and copy your PHL Yie may
refuse Lo glve you zccess 1o your P IFwe Lhink it may cous=
you harm, but wz must explaln why and pravide yeu whh
someans to coéntact for a reviews D|l our refusel,

YOUR MIGHT TO AMEND YOUR PHI

[Fyou diszgree with your PHI within our records, you have the.
right to request, In writing, that vz amznd your PH when jtls
a record that we areated or have me'nizined for us, We razy
refuse to make the amendment apd you hove o right o
Fsagree 1a viiting. i we stid disagice, we may prepare =
counter-statemant Your saternent and our counler-statement
must be made partof our record about yau.

YOUR RIGHT TC KHOW \WHO £3.5E STES YOUR PHI

You haye the flght to request an accountng of cerlsln
disclosures we have mzde of your PH over the past slx yesrs,
best nat before Aprl 14, 2003, We 2rz not required in zccount
{or 2% disdpsures, Inchtdlng these madz to You, suthorized by
you oy those involring breatment, paymeznt and heaith care
aperzHons e deteribed shove, Thee Is no chergz for en
zanusl accaunting, but there may be dirges For edditional
armmuntings. Ve wl] Inform you i there &k a charge and you
have the right fo wWithdrvy Your request, or pay to proceed.

WHAT IF 1 HAVE A CORMPLAIHTT

I you befievs that your privecy has bren vialzted, you may il
a complalnt with us or with the Seceiziy of Health and Humen
Sendcer In Washingtan, 0.C. We will not rerllate or panalize
you for fling 2 complaint with the f2city ar the Secretzry.

» To file s complaht with ug, please contect the hospltal’s Ksk
tapagement Depatment or <l the UHS Complance
Hatlne 2t 1-802-852-3449. Your complalnt show'd provdda
spediic demlk to. help us In investipating a potential
problem,

o file 2 complain with the Secretary of Health 2and Humzn
Services, wiite W 200 Independence Ave, SE,
\Washlngton, D.C20207 of 2l 1.877-696-6775.

SOME OF OUR PRIVACY GBLIGATIONS AKD
HOW WE FULHLL THEM

Federel heabh Information privacy ndes requbre 15 to ghve you
rotca of our privacy practices. This dacurpent Is our notlce,
Yie Wil 2blds by the privacy pracices set Forth In thls notice,
Hovwever we reserve the fight to chenge thls notice and our
privecy prectices vdhen permitted of as rc'qu%:d by kv

i we change our notice of privacy pradizes, we will provids
our revlsed notle to you wWhen you naxt seek reatment from
us,

COMPLUARCE WITH CERTAIN STATE LAWS

Y¥hen we use or dutlase your PH| as described In this notlze,
of whzn you exerdse certzln of your righls set forth In thls
notice, we may apply state tavis about the confidentially of
heatth Informzten in place of feder=! privagy regulations. We
do this vthen these state laws preiide you with greater fighs
or protection for yowr PHL For examplz, some s@le faws
deaTng vith menta) hezlth recards may requle your exprecs
censent before your PHI could be disdesed in response to a
subpoena. Another ste kew prohivhs us from disclesing o
topy of your recerd to you vnl you have bren discharged
o owr haspiel Whan state bwr arz notin confict or If these
e da not offer you better dghts of mome protection, we wil
confinue to protecl your privagy by 2ppiying the federal
reguletions,

EFFECTME DATE: This rofue s efiec o1 bty 14, 2093, Yerdon Fhoast]
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IMFOGRMACIGH DE 5ALUD PROTEGIDA

\a informackin acercs de su suhsd es privada ¥ fiene gue
parmanecer privada, Es por eflo que by leyes estatales y
federzles requieren que eda Instituddn de s2lud protea 12
pivacldzd da fa Informedén de selud del paclente, |2 rirel
lizmzmos "Informadén de Sajud Proteglda® (ISR}

CGUMEH SEGUIRA ESTA HOTIFICACICN

B2 nolfzdén desaibe kar pridicas de privatidad de
Informacitn sguidas par nuestros emolezdas del haspital,
voluntras, y personal zffado,

Las précicas desaltes en esta notiioddn embln pueden ser
seguidas por obras proveedores de servidos de sabud, que son
mlembos de nuestra faodtked m&dis, sl han eplade stenemse
a su contenlda. Muchss de puesties doctores se scatan & fas
pricticas contenidas en esta notifimcidn. Las mismbros de
nuestra facidzd médlea que aplan por nd atenerse a e
notificacién fenen ka obigaddn de entregane una notficacidn
por ssparack que eXplica sus précticas de prvecidad.

Czda partidpente qu= se Lme 3 esta Notiflcaddén Comunia de
Pricticas de Frivaddad, achm come su propio sgente &n todox
los aspectas de conformidad con HiPAA, con excepcidn de la
entrega de esta MNotficaddn Conjunta. Para praguntas
referentes a un médico en paricuter, por favor comuniquese
ditedlarnente con ese doclon

Empleados ~del Hospltal, volunterios y otro pecona!
reladonads, Incloyends aguellas miembros del perons!
medico qua hon cplade cumply con cste contenldn, deben
segulr este Abiso con respecto.a:

v Uso de trnformaclan de Salud  Protegida
Diadgacsn de Informacian de S2ud Prolegida a obos
Drerechos de Privaddad def Pasiznle

MNuesiras obligadones sobre Piivacidad

Contactas con el Hospial para mis irfarmadén, o 5t a5
necesarin, fopmuar uns redamacén.

Ex posslble que fu médice persoas! tenga polfdcas dferentes
referente al wo y dvulgeddn del ISP creadz en sus ofdnas,

Us0o O DIVULGACION DE 5U INFORMACION PE
SALUD PROTEGIDA

FARA TRATAMIENTO

Ourente & cusa desu tetamiznte, el Hospisl usa y divulga su
1SP. Por cicmplo, si sx hace un estudio de sangre en nuesto
lebomtodo, o téenlcn compartid a lor remltados con su
médie. B Hospita! tsmblén podris utllimr su ISP pera &
segumienta de) batzmiento ordenzde por su midico pom
ryos ¥, procedimlentos quinirgicos v otros tpos de
procedimlentos rehdanades,

PARA PAGO

Unz vez redbldo u tmberriente, e Hospha! sobdts el <obro 2
su pan médico, Alguna Informadén dd padenle podifa
entrarse &0 muestras computadoras prra faclurer 1 su
aceguradora, Pedrfz induir une desadpddn de su problema de
salud, el ratam'ento ofreddo, y & ndmero de membresha en =
plan de s2hd de su patona, Un represenmante de su
asegiraders mbién pedifa revisar su expediente médico para
determinar & el servido ofreddo era necessdo. Tambidn
podriimos dvidgar 15P par reslsmo de pzgos oo decuzdag

PARA EL FUNCIONAMIENTD DE LAS OFERACIONES
THITITUCIOHALES

5u expediznle médico e 15F pach{a ser ulifndo pama la
evelinddn de procescs de calded - del Hespitl, Adesvis,
podrhmos usr la informacidn protegida de pacisntes zn
procesos edumativos con estudiantes del @mpo de b =hod
entrendndote en fuestre Hospitsl. Obros posiblas uses
induirfan 12 planificacién de Yas szrvidos del Hospitel o en la
revoledén da recamatlones,

USOS BSPECIALES
st reladdn con nosotros como paclente podifz requedr el Uso
o dividgzclén da ISP pzre:

Recordatorio de cltas para  batamlentos médleer
Informardz sobre aiternativas y opdenas de tratzmlenio
Informade acerca de obros beneficlos y  servicios
Sofititzrz contfbudtn en actividedes ceritativas, 2 menos
quz usted nas indigue lo canbaria,

SE LE PCDRIA SOUCTTAR 5U AUTORIZACON

En rmuchos casos podemos usar o divulgar su ISP segin
explicedo enteriormente, p2m irkmiento, cobre, oprredonss
de shrd, o sxgln requeride o pepnftido por ey, En otras
wsos, pecesiiemos solidiafe wlormdén por esdito con
mstrucdones especliicas ¥ tmitedones sobie nussho uso y
divulgeatn de su ISP Usted podifa revecar su avtorizadon st
ast o desea,

ALGUNOS USOS ¥ DIVULGACION DE S ISP REQUERIDA O
PERMITIDA FOR LEY
Como Instiicn hosplelzra, debemos compdlr con muchas
leyes y regukdonzs quz nos reqularen o permiten & uso o
diviigadian de su ISP,

UsSOs ¥ DIVULGACIONES REQUERIDAS O PERMITIDAS

53 usted o obieta verbalmente, peddamas indufr durante
su estadfa en huestto Hospital, informacion pem Jos
visitantes que o ienbfics & usted en el directorio de
peclentes, Edn Informadén pedia dnclu su nombre,
condlcin generel, asl como su religldn, de utted practicar
alguna.

» 51 usted no objsln verbolmente, pedrfomes commparbr
algums Infermadén protegida con alglin mlembro de sy
{=mla o amigo envuelio en su cuidado,

Pedifamas utizer Informadidn protegida en caso de
emergenda, mlantres tsted ne estd capadide par
eXpresarse pol usted mlsmo, '
Podrizmos  willlzar  Infermadén  proteglda  para
trvestigaciones clentilcs slempre que hayan sslvagiandas
pere proteger su privacidzd,

OTAOS USOS O DIVULGACION DE INFORMACION
PROTEGIDA '

» Cuznda sez requerida por ley, por elemplo, s un Trbunalta
ojdna,

En acividad=s de selud plblc, lo que induys reportar
enfermedzdes. transmisibles, o reporlar reacciones adversas
a medicamentas 3 la Admintirmddn de Droges ¥ Alimezntos
(FDA, por sus siglas en Inglés),

Para reporbar niegligenda, abuso a vislenda domésticn,

A agentes o reguladores qubsmamentzles para determinar
et omplimdentn con fos reghs y reguizdones aplicbles,

* En procedimisntes Judiczles o adminisiralives capforme un
subpoema vibda,

A un médka forense para ldentificer a tma persons falleckdz
o determinzr B cura de la muerte, 0 a un difedior de
funeraria para bs ameglos funerarins,

Para propBsitos da Investlgadén dentfiic crmando el comlté
dz revisin de Investigadones, Bzmada |unta de Revisidn
Instinrdonal {IRA. por sus dgtzs en Inglés), determlne que
existe un fzigo min'mo @ fa pivacidad de su SR

Pera orear Bpas esprokles de informsdén de s2hvd donde
por key se elminan datos que le Weniifican o informacién
que Idenliique diredzmente al sujeto de la misma,
Confarme requisitas legales del progmma del Fondo del
Seguro del Esteda,

Cuznda cfidales dz Yy {o soficten debldomente, corno par
ciimplo, par reportss de herda: de belay, reporte de
muerte saspachass, ¥ otros requisitos kegales,

51 enlendemar mzomblements que <] uso o divuigaddn de
informadén poteglda eviterfa un psligro a la salud o para
achirer en caso de una amenazz a l2 seguridad  plibfics,
inchiyendo un oimen inrénante contrz otra pessona,

Para propésitas de sequridzd nadonzl Incluyends at Sendda
Seaeko o o usted periencce @ las Fuerzas Armadas § se
consideqa necesao  por las  autorldader  mliftares
competentes,

Con relzddén a dertos programas de donadidn de Grganos,

Sus DERECHOS DE PRIVACIDAD Y COMO
EJERCERLOS

Bajo € progema de piivaddad requeddo por las lmyes
Jedernles Jos paclentes Henen derechos defipldos.

SU DERECHO A SOLCITAR USO © DIVULGACION
HHITADA,

Usted ttene el derecho de solldizr que nosotros no usemos o
dralguzmos su ISP en dertas maneras, Sin embamoe, no
estamot obfgados a amater su sofdtud, 5i aceptamos su
solidtud, dehemas acatames a ese acuerdo.

5U DERECHO A COMUNICACION CONADENCAL

Ustzd Hanz dereche de redblr del Hospliel comunlezcifn
confidends) en un higar que usted especiBique, Su sofldud
tlane qua ser por esdils, Informendo $a otra diecSn y

_ expleando 3l esta solldud podds Snterfedr cen el método de

pago.

5U DERECHO A REVOCAR SU AUTORIZACION _
Usted puede revocar por escri 2 avtorzacsn que fnos otorgd
pere el wo y divvigaddn de 152 Sin embargo, sl hemos
actizdo bastndonas <n su consenimlento o attorimcisn,
podremos Wikzar o divdgar su ISP hasla &l momento en que
sea reyecado.

SU DERECHO A INSPECCIONAR Y QBTENER COPIA

Usted Ycre of derecho de kispecdonar y abtener coph de su
ISP, Mozatres tepemos el drrecho de negarle zcceso # su ISP s
entendemos quz éta pudlerm causede dafie, pero lendriamos
que explicere I razdn ¥ proveeds una pasona d: contErto
para |a revidén de nuastrs danegadon.

SU DERECHO A EMNMENDAR SU L5P

Sl no estf da acuzrdo con el ISP en nuestros reglstros, ustgd
dens el derecho d2 soldkar por esaitn quz enmendemas su
15P d dicha informadin [ue creads por nosofms o se manliene
para nosalros, Podrfames negaimnes a enmendar y isied Bene
el derechn da indicer su desacuzrdn par esaite. Su dedzradén
¥y nuesira contrededandfn Benen que formar perie de
nuastros regisiros sebre usted.

S1 DERECHO A SABER QUIEHES TIENEN ACCESD ASU ISP
Usted Hens el derecho 2 sofciter un reghto de derlas
divulgaciones de su ISP de lus & anos antedores, reafizadas
apartir def 14 dr abrd de] 2003, No estemos obligados a
infarmzre todas las divelgacanes, teles como fas hechas 2
usted, =autorizadas por usted, u olres feferentes 2 su
tratamlento, . pages y operatons hospltetaras, seglin 1o
desoito zriba. Mo habrd crgo para un 1eglstro znwal, pero
podrfan haber cargas para reglstros adldonales.  Le
Informaremos o hay un camgs, ¥ usted tendrd el deracha da
retlrar su sofdtud o sfectinr e pago para procedec

QUE HAGO 51 TENGO UNA RECLAMAACIONT?

Si usied entiende qua su privaddad ta sido violads, puede
radicar upa reclamecidn con posolos o con el Segemria de
Salisd ¥ Servichos Humnaaos en Weshington, DUC No habra
represzlia o penafzaddn hada usted por habzr somebide una
recEmzclin, ya s2a cop nosolres o con e} Szactar,

Para redlcar vpa redameddn cen nesolras, par favaor .
comunfquese con nusstio Deparizmente de Manejo de
Riesgos, o comuniqusse con el WHS Compliance Hotine 2l
1-300-852-344%. Su reckhmo debe defelfer infomaditn
erpefifica pam ayudamas a Investiner on problema patendsl,

Parz dlenar un3 redamacifn con el Segetards de Satud y
Serviclas Humanes, pueds escRblr ar 200 fndapandence Ave,,
S.E, Weashingten, D.C, 20201, o comuakarse o
1-B77-696-6775.

ALGUNAS DE MUESTRAS OBLIGACIORES

Y COMO LAS CUMPLIRIOS

Las renlas faderales de privadded d2 informadon de salud
requisren que 2 leformemns sobre nuestras pricteas de
privaddad, Este dorumento es nuestn  natifcacibn,
Compfremos ton hs parmas de privadded flades en efm
notificzcibn, Sin embzrge, nas reservamos e} derecho de
c=mbisr este potficdén y puestras pridics crndola ley lo
pamita o requisra. St cambhimos nuesta notfoeddn de
pricticas de ‘privacidad, le proveetemos una eV en su
prixima Vista psm alimients con nosotres,

CURMFPLIAIENTD COMN CIERTAS LEYES ESTATALES

Cuando ummos o divilgamas su ISP seqlindescito en ests
nodiladdtn, o arndo usted erma clarios da sus derechos
eszblecdos &n erta notificzddn, podizmes aphcana [as 1zyes
estatales zpRcblis a Infarmadin de shud confitenchl en vaz
de ks leyes federales-Haramns esto aisndo fas leyes estatalas
pioveen mis daechos o protecdSn 2 su ISP, Por elemplo,
algunas leyes eslatales que aplican 2 informeddn de
enfermedades mzntelet requleren su suloimdGn epeciics
antes que su {SP puede yer divilgeda en respuests 2 un
subpoena, Ofra ley cstatal nos prohibe divulosr mph de su
Informacién hasia que le hayzn dodo de 2it del hospial,
Cuando las leyes estalalss na estin enconflicio o cstasloyss ne
le ofrccen meojores derechos o mayor  proteccidn,
coninvaremos proteglendo su privacidsd oplicindale las
reghs fedzmlas,

FECHA DE BFECTRDAD:
6t poEStcsn Eens cfedo a parir dd 1 do iy d= 2003 Yeras £108035)




Receipt of Notice of Privacy Practices

| acknowledge that | have received the hospital’'s Notice of Privacy Practices.

(Patient’s Signature) (Date)
(Patient’s Authorized Representative) (Relationship to Patient) (Date)
(Witness Signature) (Witness Job Title) (Date)

_ * THE GEORGE WASHINGTON
T UNIVERSITY HOSPITAL

CL0040

Receipt of Notice of
Il "ervaey practices

40-100 (4/15)

Patient Label


Plate:  Black



GENERAL POLICY: All patients shall be treated, admitted and assigned accommodation without distinction to race, religion, color, national origin,
sexual orientation, age or handicapping condition.

CONSENT TO TREATMENT: | have come to The George Washington University Hospital for medical treatment. | ask the health care professionals
at the Hospital to provide care and treatment for me that they feel is necessary. The undersigned consents to the procedures, which may be performed
during this hospitalization, or on an outpatient basis including emergency treatment or services. | consent to undergo routine tests and treatment as
part of this care. These may include but are not limited to laboratory, radiology, medical or surgical tests, treatments, anesthesia or procedures as
directed under the general and special instruction of the physician or surgeon. | understand that | am free to ask a member of my health care team
questions about any care, treatment or medicine | am to receive. Because The George Washington University Hospital is a teaching hospital, |
understand that my health care team will be made up of hospital personnel (to include nurses, technicians, and ancillary staff) under the direction of
my attending physician and his/her assistants and designees (to include interns, residents, fellows and medical students). | am aware that the practice
of medicine is not an exact science and admit that no one has given me any promises or guarantees about the result of any care or treatment | am
to receive or examinations | am to undergo.

PHYSICIANS NOT AS EMPLOYEES: | understand that each physician is an independent contractor who is self employed and is not the agent,
servant or employee of the hospital. | understand that | may receive separate billing from each of these providers for services rendered.
Initials

RELEASE OF INFORMATION: The George Washington University Hospital is authorized to release any information necessary, including copies of
my hospital and medical records, to process payment claims for health care services which have been provided, and to duly authorized local and
federal regulatory agencies and accrediting bodies as required or permitted by law. George Washington University Hospital is further authorized to
release demographic information to organizations performing patient satisfaction surveys. Such records may include information of a psychological
or psychiatric nature, pertaining to my mental condition or treatment for conditions relating to the use of alcohol or drugs. In addition, | authorize my
insurance carrier, employer or person otherwise responsible for payment to provide The George Washington University Hospital information necessary
to determine benefits or process a claim. This release will be valid for the period of time to process the claim or until consent is revoked by myself. |
release and forever discharge The George Washington University Hospital, its employees and agents, and my attending physician from any liability
resulting from the release of my medical records or information from them for payment purposes. | understand that my name will be displayed in the
signage system outside my hospital room.

PERSONAL VALUABLES: THE GEORGE WASHINGTON UNIVERSITY HOSPITAL WILL NOT BE RESPONSIBLE FOR LOSS OR DAMAGE TO
CLOTHES, PERSONAL PROPERTY OR VALUABLES.

NON-SMOKING POLICY: In accordance with regulatory agency standards, the Hospital is a non-smoking facility.

FINANCIAL AGREEMENT/ASSIGNMENT OF BENEFITS: | assign any and all insurance benefits payable to me to The George Washington
University Hospital. | understand that | am responsible for payment for services rendered at the Hospital including excluded services from my
insurance either because the plan deems such services not medically necessary, or for any other reason including pre-certification requirements,
second opinions or preexisting conditions. Should the account be referred to any attorney or collection agency for collection, | understand that | will
be responsible for attorney or collection expenses. | give permission to my insurance provider(s), including Medicare and Medicaid, to directly pay
The George Washington University Hospital for my care instead of paying me. | understand that | am responsible for any health insurance deductibles
and co-insurance and non-covered services.

| 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 scoring, and subject to review by federal and/or state agencies and other as required, | authorize my employer
to release to The George Washington University Hospital proof of my income. | understand that if any information | have given proves to be untrue,
The George Washington University Hospital will re-evaluate my financial status and take whatever action becomes appropriate.
| acknowledge by my signature that | have read and received a copy of this statement. | understand that by signing it, | am agreeing to it.

Unable to sign

X () Serious Condition
Signature of patient or responsible party ()
Date Witness Hospital Representative Date
Section 1:

By my signature below, | consent to laboratory studies (HIV,
Did you bring an Advance Directive (Living Will/Health Care Power of Attorney) form with you? | Hgy, HCV) in the event a health care worker is exposed to my

[ Yes [0 No blood or body fluids. | consent to the appropriate disposal of
any tissue or part removed from my body and to the taking of
photographs during the procedure/operation/treatment for
Section 2: research, teaching, or scientific purposes as long as my
1. | was given information on formulating an Advance Directive (including how to | identity is not disclosed.

(If YES, place a copy in the front of the patient's chart / If NO, go to Section 2)

obtain assistance with completing the Advance Directive form). initials
OR

2. 1 do not have an Advance Directive and do not wish to formulate one.

initials Signature Date

Patient Label

». THE GEORGE WASHINGTON
T UNIVERSITY HOSPITAL
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80-010 (07/15)

‘H H‘H ‘I m H ‘H PATIENT AUTHORIZATION

C04000




THE OUTPATIENT REHABILITATION CENTER

2131 KSTREET NW - SUITE 620 « WASHINGTON, DC 20037

OFFICE#: 202-715-5655 FAX#: 202-715-5664
Patient Registration Form

PLEASE COMPLETE:

PART 1 - PATIENT’S INFORMATION
PATIENT'S LAST NAME FIRST MIDDLE DATE OF REGISTRATION
HOME ADDRESS APT. NUMBER/P.0. BOX
cITY STATE ZIP CODE HOME TELEPHONE WORK TELEPHONE
PATIENT'S OCCUPATION EMPLOYER WORK ADDRESS
PATIENT'S SEX |BIRTH DATE (Mo./Day/Year) PATIENT'S SOCIAL SECURITY NUMBER MARITAL STATUS

[JMALE
[JFEMALE

/

/

s OM OSEP OD OOw

PART 2 - EMERGENCY CONTACT INFORMATION

NEXT OF KIN OR EMERGENCY CONTACT

HOME TELEPHONE

( )

WORK TELEPHONE

( )

ADDRESS (STREET, CITY, STATE)

ZIP CODE

RELATIONSHIP TO PATIENT

NAME OF REFERRING PHYSICIAN (IF APPLICABLE)

PHYSICIAN’S ADDRESS (STREET, CITY, STATE, ZIP CODE)

DR.:

DX.:

DATE SENT TO ADMITTING OFFICE:

PLEASE COMPLETE: (Circle and/or Indicate)
Country of Birth: U.S.A.

Primary Language: English

Religion:

Others (Please Specify):
Others (Please Specify):

c A

THE GEORGE WASHINGTON

,\ \ UNIVERSITY HOSPITAL

a ARG

Outpatient Rehab
Patient Registration

80-647 (05/15)
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OUTPATIENT REHABILITATION CENTER
2131 K STREET NW, SUITE 620 « WASHINGTON, DC 20037 - OFFICE #: 202-715-5655 FAX #: 202-715-5664

Date: / / Height: Weight: Referring Physician:

Why were you referred for therapy?

*REQUIRED: Medical History: (Please check all that apply)

[] Heart Disease [] Diabetes (] High Blood Pressure (] Pacemaker [] Osteoporosis
[ Cancer [] Tuberculosis (] Visual Impaired L] Epilepsy [] Hepatitis

1 HIV /AIDS [ Arthritis [] Hearing Impaired [] Fibromyalgia [] Pregnant

[J Stroke J Asthma [ Latex Allergy [J Scoliosis L]

*REQUIRED: Medications: Please list all current medications including dosage and supplements:

*REQUIRED: Allergies (drug, food, latex): NO: If YES, list all allergies:

Have you had any type of therapy for this condition in the past? Y N Was it effective? Y N

Are you currently receiving other treatments for this condition (eg. Chiropractor, Acupuncture)? Y N

Have you had surgery for your condition? Y N Ifyes, please give approximate date:

Have you had any injections for your condition? Y N  If yes, please give approximate date:

Please list any diagnostic tests you have had for this condition:

Have you fallen in the past 3 months?

What is your current problem?

When did the problem first occur?

How did the problem occur?

Please rate your pain using a 0 — 10 scale (0 = no pain, 10 = the worst pain you can imagine)

Worst pain since onset: Best pain since onset: Today’s pain:

What makes your pain / problem better? Worse?
Would you like to speak to someone regarding abuse or neglect that you have recently experienced? Y N

Employment History:
Are you currently working? 'Y N If no, how many total days of work have you missed?

Are your work duties? []Full [] Restricted How many hours per week do you work?

Who is your employer?

What type of work do you do?

What type of non-work activities are you involved in?

Do you have any transportation concerns? Y N

What do you hope to accomplish with therapy?

To the best of my knowledge and belief, the information | have given is complete and true. | hereby give my consent to
receive therapy services at George Washington University Hospital Outpatient Rehabilitation Center.

Patient Signature: Therapist Signature:

Patient Label

_ * THE GEORGE WASHINGTON
T UNIVERSITY HOSPITAL
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OUTPATIENT REHABILITATION CENTER
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