v0E-W4-STH # H3QHO3d  uohelodio) YinosuesH LLOZO

v jo | obed | 1/1/8 Pasirey

:Ade.ayy 1oy sjeob anok ale jeyp

:urejdxe oses|d ‘08 )| ON [ SIUBWWOD ¢ LUIO} SIY} UO PAISA0D JOU S| JBU} MOUY 0} PEBU M BuiyiAue aisyy s

1004 00 #ed O poob ey O wsjeax3 [ (Bulmojo) ays jo suo 950049} §1 y)[EaY noA Jeu) Aes noA pinom ‘aw Jussaid ayl Iy

uedxe osesld  ON [1SSA [ ;8/e nok 1oedw Aew Jeu) sjaljaq suciBljsl Jo [einyno Aue aiayy aly

iAdesayy 0} nok sbuuqg 1ey) wajqoid ayy st IBYMm

pa1Noo0 Anful Sy} 818UM puE MOY |lelep Ul 8guosap sses|d “fnful ue paulelsns aAeY NOA pue SIEDIpapy S! soueInsul frewnd anoA J
ssaippe Jafojdw]

auoyd

Jafojdwg

paxiom Aep 1se7 uonednoag

£paunoo0o Anlul sy usym Bupjiom NoA alam alsym ‘fanfur ylom e si sIyl |

-aby

:yuIg 4o 81eq

J8Yl0 [ Aunlfursop, [ 1B [ IUSPIOOE 0Ny [] 8y} O} 8np LOpUod Inok s
abollon 0 gl-80 /-0 UOWEDNPS JO [9AST]
uayods abenbue; Aewud

19SU0 JO 3le

ebslond zl-eO 200 Jenbae)

usyods abenbue| tanibaren

SOA [J SUON [] :SUOIEDJIPaW 0] SUOROESI 9SISAPY

soA [] 8uoN [] :salbJajje umouy

suoyd 3IOoM/aWOoH diysuoiejay

1oBjU0D Aouabisw3

Xe4 auoyd

uerisAyd aseo Aewid

auoyd 31om/sWoH diysuonejay

JanBaseo/ueipienfusied Jo SWeN

diz ale1g Ao

ssaIppY

auoyd swoH

auoyd |jgo/erEUIBYY auoyd swikeq

awin/erep/sfeniul sisidessy) yim S31vadn

awn/s1ep/sieniul sisidessyl yim S31vadn psoloniq [ pemopipy O pawew [ 9buig [ snyels [eluep 40 N[ %S

aweN

-51n200 aBUBYD SE SYsSIA Jusnbasgns uo sisidesayy Ag peie|dwiod aq oL

~ NOILYWHOSNI TVHaNID

INJFWNSSISSY AHOLSIH/AH0O3H NOILYWHOLNI LNILLVdLNO

'HLNOSHLTV3H




POE-WJ-STH # H3QHO3Y  uonesodio) yinosuiesH | L0Z@
# 10 ¢ abed

awn/eeg s{enuyaRn/2INEUBIS [BOIUID awn/eeg SeRuYS/BINeUBIS [BOUID

awin/ereq sfenul/a[u/2iNkeuBls [2aIUID awn/elEg

S|eul/a[Hy/eINYeUBIS [BOILID

=g ;w0 Bupeidwios uosiad Jo sweN
sjen|

sidesau Aq paje|dwioo pue pamainal uoHEWIoU fuio} 319dwod o} alqeun Jaalbaiedusiied [
“J8111E0 80UBINSUI JNOA 0} sjuaLuiodde  Mmoys

ou,, pue pa|jeoues podas o} paieBiiqo aie am ‘uopesuadLod S exIom Aq paIanod aie noA §| "PIOOSI [EOIPSLL INOA Ul SMOUS OU pUE SUOIIE||SOUBD || piodsi 0} parebiqo ale sy “siusned Jsyio Joj sy Juswiuiodde
Jnok aziyn 0] SN SMOJ[E SIy} ‘siuswuiodde pajnpeyos o} Joud SINoY g SUONE|[8ILUEBD JO UoiESLIIOU ajeroaidde apy eam sy} uIyIm uswiuiodde passiw INoA s|nNpayosal Ued am Jey} 0s sjgissod e uoos se sn Ajou
ases|d quawiuicdde ue jsoued isnw oA J| 1sidessy inok Aq paysiigelss Ue|d JusLUIESI SU} PUB JUSLIIESS paquosaid s,ueroisAyd Jno mojjoy noA 1ey; [erussse st )l ‘uonel|iqeys. winwiydo JNoA Yoeal o} Jap.o U

awin/aep/s|eu| awiy/alep/sieniu]

AON3INDIH4/ADVS0A/SONHA JL0 AON3IND3H4/3DVS0A/SONHA J10 $DNHA J910/SININITddNS
SINIWI1ddNS TVEHIH/SONHA NOILIHOS3IHd a31vddn SINIWI1ddNS TYEHIH/SONHA NOILAIHOS3Hd a31vadn AON3IND3U4/39VS0A vaH3IH/SONHA NOILdIHOS3Hd

"51N000 8BUBYD SE SYISIA Juenbasgns uo sjsidessy Ag peje|dwiod ag oL
1S @3HOVLIVIAS [ 3INON O  SNOLLVJIQIW LNIHHNO

LINIWNSSISSY AHOLSIH/GHOO3H NOILYINHOANI LN3ILYd1NO

'HLNOSHLTVIH



$0B-W4-STH # HIQHOIE  UoneiodioD YINOSUIesH LLOZO

v 40 | abed L 1/1/8 pesiney

:Adesay) Joj s|eob anok ase jeym

:urejdxe asea|d ‘0 J| ON [ :SIUSWLIOD {WIOJ SIU} UO PRI3A0D JOU S1IEL) MOUY O} PEsU SM BuiyiAue aiay} s|

1004 (] 4e4 O pooBAisp O wsedx3 O (Buimo|o4 U3 Jo BUo 8S00YD) S Ui eay IncA 1yl As nok pinom ‘awn jussaid aui 1y

:uledxa asesld  ON [JS8A [ 2Jed InoA oedwi Aew ey} sjalieg suoiBija! Jo [eInyn2 Aue assy} a1y

¢Adeasyy o} noA sbuuq eyl wiajqoad ay} st ieym

[reyep ul aquosap ases|d “Anful ue pauleisns aney NoA pue a1edipalp st @oueinsul Arewud INoA §

paln220 Anlul iy} aleym pue moy
ssalppe Jefojdw3

auoud

Jshojdw3

uoiednooQ

payom Aep 1se]
£pa1n2o0 Ainful syl uaym Buppiom noA asam asaym ‘Ainful yiom e si Siyl |

12u0 [ Anlurspop [ (/B4 [13U8pIooe oIy [ 8y} 0} 8Np UOHIpUoD INOA S|

18sU0 4o 8jeq

obelop 0 ZL-80 200 JenmBared abojion [] gl-801 Z-0(] UOHEONPS® O |9AST
:aby yuiqg jo a1ed uayods abenbue)| Jenbale) uayods abenbue| Aewid
S8\ [] SUON [] :SUCKEOJIPALW O} SUOLJEBA) BSISAPY

seA [1 suoN [] :selbia|e umouy

auoyd 3I0M/aLWOH diysuonejey

1oeju02 Aduabiawg

xed auoyd

ueiaishyd aed Aewlg

auoyd 30m/WOH diysuonepy

Janibaseo;ueipienbaualed jo aweN

diz Q€IS 8lle]

ssalppY

auoyd awoH

auoyd swpfeq

aucyd |po/e1BUIB)Y

awn/a1ep/sienlul sisidessu) UM S31vadN

awiy/alep/sjeniu sisidessy) yim S31vadn pacioalq [ Pamopip [ pawen [l 8ibuIg [ SMEIS [BILEWN 410 W[ xes

-5Jn200 aBUBYD SE SIISIA Juanbasgns uo sisidelayy Aq paia|dwod aq ol

aweN

T NOILVWHOANI TvHaNID.

INIWSSISSY AHOLSIH/AH0D3H NOLLYWHOANI LN3ILVd1NO

'HLNOSHLTVIH




HEALTHSOUTH,

OUTPATIENT INFORMATION RECORD/HISTORY ASSESSMENT

Surgeries/hospitalizations (include dates)

A Ocmmmz._. _u_"_Omrmz_
YES | NO COMMENTS **To Um completed by ﬁ:maﬁ_ﬂm on mcummncm:ﬁ <_m_ﬁm as change occurs.
Bowel/bladder UPDATES with therapists initials/date/time UPDATES with therapists initials/date/time

Headaches

Blurry/double vision/dizziness

Shortness of breath

Smoking/alcohol/street drugs

Sleeping/fatigue

Weight loss/gain

Nausea/vomiting

Skin/swelling

Chest pain

Falls/near falls
Other

z_mo_o>Emcmm_o>_. HISTORY |
YES| NO COMMENTS To be noav_mﬁma _u< Em_.m_u_ma o: mccmmncma visits as n:mzom oceurs.
Respiratory: COPD, asthma/TB ’ UPDATES with therapists initials/date/time UPDATES with therapists initials/date/time

High/low blood pressure

Heart disease/heart attack/pacemaker

Circulation/vascular

Arthritis/osteoporosis/joint replacement

Pregnancy

Diabetes mellitus

Cancer

Kidney/urinary/intestinal trauma

Epilepsy/seizures

Stomach/gastrointestinal

Neurological conditions/stroke

Head or spinal cord injury

Psychiatric history/depression
Other

Page 2 of 4
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HEALTHSOUTH,

OUTPATIENT INFORMATION RECORD/HISTORY ASSESSMENT

Date

Therapist’s notes/updates:

Initial/date/time

Page 4 of 4
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HEALTHSOUTH.

CONSENT TO TREAT AND CONDITIONS OF ADMISSION Patient Identification

Patient Name; M.R.#

Dear Patient: Welcome! This form is designed to make sure you have the information you need to make an informed
decision about being admitted to this hospital. Our admitting staff, case managers, and other administrators will be
happy to help you get all the information you need in order to enable you to provide us with your informed consent to
be treated as a patient at our hospital.

I.  Consent to Medical Treatment. As patient, agent of patient or guarantor, | hereby consent to being admitted

and treated at HealthSouth (the “Hospital”). | authorize two categories of individuals to treat me while | am a patient:

1. Employees of the hospital: These individuals include nurses, therapists and other clinicians who work under
the clinical supervision of qualified and licensed clinicians who are employed by the hospital.

2. Independent practitioners: These individuals include physicians, nurse practitioners, physicians assistants,
and other health care professionals, all of whom are independent members of Hospital’s Medical Staff or who
have been otherwise granted privileges to treat patients at the Hospital. In addition, this category includes
any clinical students, residents or fellows under the supervision of these independent licensed health care
practitioners. These independent practitioners are independently licensed by the state and operate according

to their professional judgment and skills in the delivery of medical care to their patients and oversight to
students.

The treatment | am authorizing includes administering such examinations, treatments and/or diagnostic procedures
under the direction of a physician as may be necessary for my medical care at the Hospital, whether provided on

an inpatient and/or outpatient basis and/or by practitioners from a distant site via electronic communications and
including, without limitation, general and rehabilitative nursing care, minor procedures, laboratory and other diagnostic
procedures, radiological examinations (e.g., X-rays), blood draws, specialized therapies, pain management, and other
treatments and interventions under the general and specific instructions of a practitioner(s).
| further consent to the presence of medical, nursing, and other healthcare personnel who may not be directly involved
in my medical treatment and care but who serve in educational or training functions. | acknowledge that | have the
right to select any Practitioner who has privileges to practice at the Hospital to provide me with medical care and/

or treatment, if he or she agrees to accept me as a patient; provided, however, that in the event of an emergency,

or if specialized treatment is required, | consent to treatment by any available Practitioner who has privileges or
authorization to practice at the Hospital. | acknowledge that | may be required to sign additional consent forms for

certain specific medical treatments or procedures as a way of insuring that | have received all the information | need to
make an informed decision.

2. Independent Status of Medical Staff and Practitioners. | understand that all practitioners described above
who are not employees of the Hospital practice independently under their state license and privileges granted by the
hospital. Their medical services are not controlled by the hospital or its employees, so these practitioners maintain
sole responsibility for their medical judgment and professionalism.

I understand and agree that in most cases the practitioners who render professional services to me will bill and collect
for their services independently from the Hospital. | understand that the bills from any practitioners billing in such
manner may be separate and apart from the Hospital’s billing and collections (see Paragraph 4 below).
3. No Guaranteed Outcome. | understand that the practice of medicine and the delivery of health care services
are not exact sciences, and | acknowledge that no guarantee has been made to me as to the effect, result, or outcome
of any examination or treatment | may receive at the Hospital. | acknowledge that the Hospital is not responsible if | do

not follow the instructions of the Independent Practitioners or Hospital Employees providing me with treatment during
the course of my medical care at the Hospital.

©2014 HealthSouth Corporation REORDER # HLS-FM-550
Revised 6/5/14 Page Tof2



Patient Identification

4. Financial Agreement. | understand that | am obligated to pay the Hospital's usual and customary charges

for all services received by me during my medical treatment and care at the Hospital. | understand that failure to

pay these charges within 120 days of receipt of the bill may result in a referral to an agency or attorney for collection.
If my account is referred to a collection agency or attorney, | agree to pay reasonable attorney fees and collection
expenses. | understand that | may be asked to sign a separate financial agreement for all amounts not covered under
an insurance policy, healthcare service plan, and managed care program or by any third party payor not a party to this
agreement. | also understand that | may receive a bill directly from my independent physicians. If | receive a separate
bill from these individuals, | understand that these charges will not be included on the separate bill | receive from the
hospital. | understand that my physicians may not be a part of my health plan and that it is my responsibility to verify

insurance coverage for these physicians. | also understand that it is my responsibility to pursue resolutions for benefit
reductions or non-payment.

I acknowledge that, if | am a member of a healthcare service plan or covered under a managed care plan, it is my

responsibility to provide to the Hospital the name of the plan, my primary care physician’s name and telephone
number, and confirmation of eligibility.

5. Assignment of Benefits. | hereby irrevocably assign and transfer directly to the Hospital all rights of any
insurance or third party payor benefits for services rendered to by the hospital. | understand that | am responsible
for providing the Hospital with information necessary to allow the Hospital to bill my insurance carrier or provider of
medical benefits. | understand | may be financially responsible for payment of any charges not paid by insurance
or other third party even if | have no insurance or coverage is denied. | further understand the Hospital does not
accept responsibility for collecting my insurance claim or negotiating a settlement on a disputed claim, and that |
may be responsible for the timely payment of my account(s). | certify that the information given by me in applying for,
or assigning, payment to all payers, including Medicare or Medicaid, is correct. | request payment from all payers,
including authorized Medicare or Medicaid benefits, be paid to the Hospital on my behalf for services furnished to me.
| authorize the Hospital to release information about me that is necessary to act on this request for payment.

6.  Consent to Testing. | understand that the law may allow for testing in the event of accidental exposure
of a healthcare worker to blood or bodily fluids to ensure that the healthcare worker has not been put at risk for a
communicable disease for which he or she may need treatment. If a healthcare worker is exposed, | consent to have
the Hospital team members draw my blood and run tests for communicable diseases. | understand that the cost of
this testing will not be charged to my bill and | can determine whether or not | want to be informed of the test results.

7. Patient Valuables. While the Hospital will use its best efforts to protect the valuables of its patients, |
understand that the Hospital is not liable for damage to, or loss or theft of, any money, documents, or any other
personal property of mine.

| hereby acknowledge that prior to my admission to or my receiving treatment at the Hospital, | have read
and understand this Consent to Treatment. By my signature below, | accept all terms and conditions. If | am

executing this document on behalf of this patient, | certify that | have the authority to execute this form on
behalf of the patient.

Patient Witness
Personal Representative/Family Member Print Name of Personal Representative
Witness Date Time

Page 2 of 2 REORDER # HLS-FM-550



UTH

Valley of the Sun Rehabilitation Hospita!

ACKNOWLEDGEMENT OF RECEIPT OF
NOTICE OF PRIVACY PRACTICES*

*You may refuse to sign this acknowledgement*

HealthSouth Valley of The Sun Rehabilitation Hospital will use and disclose your personal health information to treat
you, to receive payment for the care we provide, and for the other health care operations. Healthcare operations
generally include those activities we perform to improve the quality of care.

We have prepared a detailed NOTICE OF PRIVACY PRACTICES to help you better understand our policies about your
personal health information. The terms of the notice may change with time and we will always post the current notice at
our hospitals and have copies for distribution.

1, » have received a copy of this hospital's
Notice of Privacy Practices.

Please Print Name

Signature

Relationship to Patient

Date/Time

For Office Use Only

| attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but the acknowledge-
ment could not be obtained because:

U Individual refused to sign
O Communications barriers prohibited obtaining the acknowledgement
O An emergency situation prevented us from obtaining acknowledgement

O Other (Please Specify)

Signature Date/Time
THE PATIENT IS ENTITLED TO A COPY OF THIS ACKNOWLEDGEMENT
Include completed acknowledgement in the patient’s Medical Record

©2013 HealthSouth Gorporation REORDER # HLS-FM-453pt2
Revised 11/18/15



HEALTHSOUTH,

CMP - 704
Attachment G
Opportunity to Agree, Object, or Restrict

Hospital Directory HealthSouth patients have the opportunity to agree or object to the practice of sharing “directory
information”, i.e., the patient’s name, room number, general condition and religious affiliation (with clergy only), with
other individuals who are not involved in the patient’s treatment, payment for said treatment, hospital operations or
those activities allowed by federal and state law.

Check one of the following:

___l agree to have my “directory information” shared with individuals who ask for me by name.
ONoCeode A OB OE OP

___ | object to sharing “directory information” with individuals who ask for me by name.
ON OC

| am identifying the following individual to be my lay caregiver:
Name:

Address:

Phone Number:

___ |l allow HealthSouth to share my protected health information with my lay caregiver.
I DO NOT allow HealthSouth to share my protected health information with my lay caregiver.
___ | decline to identify a lay caregiver.

Individual/Family Member/Personal Representative

HIPAA allows HealthSouth to share patient’s Protected Health Information (PHI) with their personal representatives
including, but not limited to, family members, close friends and those individuals who have Durable Power of
Attorney for the patient’s healthcare decisions. To clarify with whom HealthSouth may share your PHI, please list

below the names of those individuals. HealthSouth will share with the below individuals only PHI surrounding your
HealthSouth hospital stay.

___| hereby allow my health information to be shared with the following individual(s):

Health Plan HIPAA allows the patient an opportunity to restrict the use/disclosure of health information to a current
health plan for medical services or products paid for in full as “out of pocket” expenses.

—I'hereby request a restriction on the use/disclosure of my health information to my current health plan. |
understand that this request requires payment for medical services in full as an “out of pocket” expense.

Ol

Description of Specific Protected Health Information to be Restricted:

Name of Health Plan Restricted from Use/Disclosure:

Name of Subscriber and Subscriber Number:

Signature of patient/patient representative Date/Time

Signature of Witness Date/Time

No Code - No alert A - Administrator B - HealthSouth Board of Director € - Celebrity

E - Employee N - No release of info P - Physician/Physician Family I - No release of info to insurance
©2013 HealthSouth Corporation Revised 7/6/16
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