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CONSENT FOR MEDICAL TREATMENT - A

CONSENT FOR MEDICAL TREATMENT: | heraby aulhorize the personnel of this hospital and members of its medical slalf 1o render 10 the patient whose name
appesars on s form care as Ihey deem nacessary and appropriate.

AUTHORIZATION TO RELEASE INFORMATION: | hereby aulhorize this hospilal 10 release my final diagnosis and other medical information 10 the third parties
identilied Io determine benelils payabie.

PHYSICIAN CHARGES: | understand that in addition to any tills | may recoive penaining o facility thospital) charges, | may ako recaive bills on behall of the
physiclans who pamicipate in my care. These phygiclan charges are not inciuded in the il trom e hospiial. (Nele: when varifying your insurance coverage for
your hospital stay. please venty your covarage lor the physician groups that may contribule (o your care.)

ASSIGNMENT OF BENEFITS: | heeby avthorize direct paymani of this hospilal of any insurance, personal injury or oiner benelds otherwise payable o me or
the patient. The undersigned acknowledges the responsikility for any coinsurance. deductible or other sum not received by the hospital trom any third party
source.

GUARANTEE OF PAYMENT: | acknowledge linencial responsibility for any healih insurance deductible, consurance or lalure for any season of any insurance
carrier 10 pay the hospials charges in full when randered | also acknowleage that interes may be charged 1€ ungaid balances over Inifty days rom the dale
paymenl is due. in the evenl that ihe account is referred to collection. | agree 1o pay all rezsanabie colieciion and attomey laes required to collecl any delinquant
halanca.

PATIENT'S CERTIFICATION, AUTHORIZATION TO RELEASE INFORMATION {applies o Medicare Patient Only) | hereby certty thal the Information given
by me applying for payment under TITIE XV and XIX of the Sncial Security Act of third pady payors is comect | authorize any holder ol medical or other
ilurmation acout me 10 releasy (o the Social Security Administration or lis imermedianes or carmers any inlormabion naeded for this or melated Medicare claim. |
hereby authorize this hospital lo use my sixty {60) Lifelime rasarve days Medicare coverage. | have received An Importarmt Message From Medicare {inpatients
only).

PERSONAL VALUABLES: Falienls ara encouraged (o leave all maney and valuables at home. The hosp#tal shall not be responsible for the loss of or damags to
any personel property the pabtent has brought into the hospital inclusive of denluras and glasses.

PATIENT RIGHTS AND RESPONSIBILITIES: | have received infermation about Patient Rignts and Responsiiilties.

NOTICE OF PRIVACY PRACTICES: My inibals acknowledge that | am in receipt of the MadStar Privacy Practices Brochura Indils
AUTHORIZATION FOR THE RELEASE OF MEDICAL INFORMATION TO THE MARYLAND INSURANCE ADMINISTRATION. Under Maryiand law, | have (he
fight 1o contes’ a decision by ar HMO or wnsurer that a proposec or defivered health care service was not medically necessary. The law akows the Health
Advocacy Unit of the Atarney General to assist me in flling an internal grievance with the HMQ or insurer and allows me to exiernally appeal the linel decision ic
the Maryland insurance Administration. A health care providar may also file an inlemal gnevance or extemal appeal on my behalf. | authorize a health care
provider to file such & grievance or appeal Maryland law permits the Insurance Adminiswalion 10 receive advice lrom medical cxperts or Independant Review
Organizations while determining whether 1o uphold or overlurn the HMO or insurer's decision that 2 Fealth care service was not medicaily necessary. Thoughout
the gnevance or appeal process, the confidentality ol my madical records will be mantained in sccordance with Maryland and Federal law. | undersiand that i |
have queslions adout the conlents of my medical records 10 be released. | Shoult Contact my health care providar. In the event |, or a provicer on my benall, MNies
a grievance or an appeal, | authorize Me release of medicsl records 1o the Health Advocacy Unit of tha Atlamey General and the Maryland Insurance
Aoministration as folliows (1) | authorize the Attomey General and the Insurance Adiminisiration to obtain medical records and insurance information related 1o my
complaint or appeal, (2) | also release any medical records obtained on my behalf to the Attorney General, (3! | furthar authorize the Maryland Insurance
Administration to release my medical records 1o medicsl experts who may assist the Maryland Insurance Admimisiration with my appeal. | undarsiand et my
records may be used to develop genera’ siatistical information on my complainis and appeals liled, and eny stalistical repors will not \dentify me or conlain any
identifying informaltion. | am nal authorizing the release of any information that would ideniify me to anyona net maeniioned above This aulhorization ie valid for a
penod not 1o exceed twelve (12) months from the cate ol my signature Delow.

| CERTIFY THAT 1) | UNDERSTAND THE CONTENTS OF THIS FORM AND 2) ALL INFORMATION GIVEN THE HOSPITAL, INCLUSIVE OF INSURAKCE
INFORMATION iS ACCURATE AND CORRECT. A PHOTOCOPY OF THIS AGREEMENT SHALL BE VALID AS THE ORIGINAL
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