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{This cansent will be applicable for ail cliniz visits and haspital confiaement relating to the teatment of my present condition and any compiicating or associated conditions.)

1, THE UNDERSIGNED, 5 patient in the University of Medical Ceater hereby voluntarily, frecly and knowingly agree and give mny
express consent 1o the performance of such procedures for i e purpose of clinicat observation, and/or the administration of whatever X—rays,
injections and drugs or blood or other simple laboratory tests, as may be vonsidered necessary of desitable, in the observetion, diagnosis and
ireatient of my case by the physician in attendance and‘or the staff of the University of Hospital. | understand that | wili be asked
10 give separate canseat for any contemplatcd procedure belisved to involve any substantial nsk,

| am aware that the practice of medicine and surgery is not an exact science and further staie that no guaranice has been or can be made as ©0
the results af the rearments or examinations in the hospitai o- clinics.

i deciare that I have provided or will provide finenciel, family and medical history informatioa requested to the best of my knowledge, and
believe that such information slready given is mue, correct and complere,

[ understand and have been told that the haspital meititains a safe for the safekeeping of money and valuables and that the hospital will not
be liable for the loss of or damage (o any of ny personal property at any ume | am hospitalized unless deposited with the hospital.

{ understand that my admission to the University of Medical Center shal! include my participation in its clinical training programs
and hereby voluntetily consent to said participation, This consent implies that at various times | might be interviewed, examined, observed,
or have diagnostic or therapewtic procedures performed on me by resident physicians, medical students, or other authorized swdents of the
health professious. Such perticipation shall be appropriate to iheir level of training and under adequate supervision when needed.

. lauthonze University ¢f Mealical Center officials to reisase records and information relative to my care at said Haspital to doctors and/ar
institutions which [ have named or shail name as refermng me o said Hospital and/or who will be expected fo assume respensibility in my continuing
care,

Panent/Representative [nitials
ADVANCE DIRECTIVES

Information regarding advance directives has been provided and the following has been executed:

Living Will Yes No

Durable Power of Attomey _____Yes No
Copy available ___Yes __ _No

Addinonal Informaron requested Yes . _No
If yes, referral to social work/chaplian Yes

Patient/Representative {nitials

AUTHORIZATION TQ PAY INSURANCE BENEF(TS
1. | hereby assign and instruct my insurance company(ics) 1@ pay the University of Ilinois Medical Center and the treating physician(s) the accrued
benefits for any inpatient or outpaticnt hospital services rendered or 1o be rendered by the University of [ltinais Medical Center twelve (12) months
from cither the date below or from the date of discharge from the hospital confinement.

2. if it becomes necessary for the University of and/or University physicians to institute iegal proceedings to collect delinguent amounts due,

they shall be entitled (o recaver their reasonable costs of coilection including attorneys’ fees in addinion to the detinguent amouns duc on the account,
3, |agree lo pay the established rates of University of Medical Center and its physician for all services, facilities and supplies rendered.

Patient/Represeniative Initals
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AUTHORIZATION FOR DISCLOSURE OF INFORMATION FOR HOSPITAL PAYMENT

‘The undersigned hereby suthorize the University of medical Center to refease to employer groups, insurance companies, government agencies,
or other third—party payers und their representatives ar whoriever we beve good cause 10 believe is legally respousible for all or any part of Hospital
charges and/or professional fees, information concerning medical care, udvice, reament or supplies or other information including medical records.
thal may be necessary for the purpose of deterniiming eligibility and available benefits and obtaining payments oo my behalf for the health care services
nrovided to me. This authorization may be revoked in wnting at any time except fo the zxtent thal actions have been tken in reliance thereon,

[f relevant, | authorize refease of medical records/iafymation concerning dmg or alcohol abuse or dependency; psthiauic or psychological
iuformation; diagnosis or treatment of Acquired Immune Deficiency Syndrome (A[DS) or tesis for antibodies 1o the ALDS virus (HIV).

This authorization shal! be valid only for the period cf time necessary to actually process claims for payment for these services. )
| understand that | will be financially respousible for the charges incurred for my treament if revocation or refusal 10 autharize this disclosure of

my medical records/information resuits in & payment denizl of my insurance claim,
Redisclosure of this information by its recipicnts is prohibited except when implicit in the purposes of this disclosure.

This authorization expires on (calendar date), untess [ reveke it

| may revoke this authorizatian at any time (except to the extent thet action has already been taken in good faith reliance on this authorization)
by subiitang a wrillen revocation request to the Health Information Management Department of University uf Medical Center, 1 understand
that if the aucherization is for the purpose of third party payment to University of Medical Cenier, that diagnostic and therapeutic
informatiun as may be necessary Lo process benefits wilﬁze diiclosed to my insurance agency and/or the insurance company's review agency, and that
rerusal to authorize informatinn for this purpose will result in the assigninent of ﬁf}&nci:ﬁ onsibility 10 me for these services, No other adverse
consequences 1o me will result if | refuse to sign this autharization. | agree to release and hold harmless University of Medical Center,
its dircztors, officers, employecs, successors, agents, assigns, and any and ail members of its medical staff, from und against all habiiry,
dumages, claims, of suit, including regsonable attorneys' fees, in connection with the disclosure of records/infarmation as autherized herein.

Panert/Representanive Initials
MEDICARE RECIPIENTS ONLY

i acknowledge receipt of the messnge from the University of Medical Center regarding my rights as a Medicare patient.
My signuture docs not waive any of my nghts 10 request a review or make me liablc for any payment.

Patient/Representative Initials

NOTICE OF PRIVACY PRACTICES

1 have received the Notice of Privacy Practices. 1 hove been offered the Motice of Privacy Pracrices and decline o accept because

Patient/Representative Ininals

1, THE UNDERSIGNED, ceruify that this form has been fully expiained to me and | understand its contents and an opportunity was
provided to strike out any paragraphs ! did not wish included. | have been given the opportunity to ask any questions [ may have concerning
my ireaiment orthe statement ¢ontained on this fgem,

Wimess Signarure Date

{Print Name}
Signaiure of Patient Date
If patient isminablie o sign due to legal, mental, physical i capacity or is 2 minor (under 18), state reason:

Wimess — Representative of Patient

Date Relationship

IR




