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AdventHealth

Consumer Access Welcome Packet

Thank you for choosing AdventHealth for your healthcare needs.
This packet will include copies of the forms pertaining to your
registration. Please use these forms as reference during the
signature process.

Included in this packet:

Admission and Treatment Consent
Notice of Patient Privacy Practices
Patient Bill of Rights

Form No Surprises Act Model Disclosure Notice

Advanced Directives
Health Equity Promise

Understanding Your Emergency Room Cost



Patient Name:

MPI:

Date of Birth:

ADVENTHEALTH TREATMENT AND CONSENT AGREEMENT

AdventHealth operates facilities including, but not limited to, hospitals, outpatient centers, medical groups, and
Centra Care locations (referred to all together in this document as “AdventHealth”) across many states. Many
of these facilities are separate legal entities. You may ask us for a list of AdventHealth entities. This AdventHealth
Treatment and Consent Agreement (“Agreement”) may be signed one time each year to provide consent for
treatment at all these AdventHealth facilities, unless you tell us you want to sign a new form at your appointment,
or we update this form. If you are a female and become pregnant and deliver a baby after you have signed this
Agreement, please understand that your signed Agreement will provide consent to treat you and your baby for
the delivery and the standard newborn care after delivery until you and your baby are discharged or your baby
requires additional care, unless you ask to sign a new Agreement.

This Agreement must be signed by the Patient or by the Patient’s Legal Representative acting for the Patient

(for example, a parent signing for their minor child). All references to “I”, “me”, “my”, “you” and “your” refer to the
Patient.

CONSENT TO TREATMENT:

1. Services. | consent to diagnostic and treatment procedures, examinations and laboratory procedures or
inpatient admission, prescribed medications or other items (“Services”) needed for my treatment during my
admission to or treatment at AdventHealth by doctors (“Physicians”), and other medical professionals, residents,
students, integrated physician networks, health plan networks, and AdventHealth employees, contractors, and
personnel (collectively “Care Providers”). | understand | will be told about my treatment and will be able to ask
questions about the risks, options and hoped for outcome of the treatment before | let the treatment be done. |
agree that no promises have been given to me as to the outcome of any treatment.

2. Telehealth Care. | understand some of the Services in the hospital or emergency department may be
provided using telehealth technology. This means my hospital room has video monitors and electronic
communications that may be used to treat, monitor or communicate with me while providing the Services to me.
For example, but not limited to:

e Physicians or Care Providers may check in with me from a different location to provide treatment.

¢ Physicians or Care Providers may ask another Physician or Care Provider to join the telehealth treatment
session to give another medical opinion.

e Hospital staff members may also see how | am doing and talk to me through the video monitors (e.g.,
nurse, dietician, chaplain, or care advocate).

| understand | may also schedule an office visit with my Physician using telehealth technology (“Video Visit”).
VIDEO VISITS ARE NOT TO BE USED FOR AN EMERGENCY. | understand other persons may be present
during a Video Visit. | agree that my identity and location have been verified, as well as my Physician or Care
Provider’s credentials and state of practice. | have had the chance to identify my primary care physician or select
a primary care physician if | do not have one.
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| understand the primary difference between telehealth and direct in-person care is the inability to have direct,
physical contact with a patient.

| consent to receive Services using telehealth technology in the hospital and emergency department and to
participate in Video Visits when my Physician or Care Provider decides they can see me using telehealth
technology and do not need to see me in person.

e | understand that using telehealth technology may be more convenient, efficient and give me greater
access to distant specialists.

o | understand the telehealth technology AdventHealth uses for this electronic communication will
incorporate network and software security protocols to protect the confidentiality and integrity of my health
information in compliance with the requirements of the Health Insurance Portability and Accountability
Act of 1996 (“HIPAA”).

¢ |understand, however, there is a risk of technical failures beyond the control of AdventHealth which could
make the images harder to see correctly, or cause my health information to be breached or not
accessible, or delay my treatment.

KENTUCKY NOTICE

To register a formal complaint about a Physician or Care Provider, please visit the medical board’s
website, here (or, alternatively, by accessing this URL in my browser:
kbml.ky.gov/grievances/Pages/default.aspx).

TEXAS NOTICE CONCERNING COMPLAINTS

Complaints about Physicians, as well as other licensees and registrants of the Texas Medical Board,
including physician assistants, acupuncturists, and surgical assistants may be reported for investigation
at the following address: Texas Medical Board, Attention: Investigations, 333 Guadalupe, Tower 3,
Suite 610, P.O. Box 2018, MC-263, Austin, Texas 78768-2018, Assistance in filing a complaint is
available by calling the following telephone number: 1-800-201-9353, For more information, please visit
our website at www.tmb.state.tx.us.

3. Photography. | consent to photographs, video monitoring or audio recordings being taken of me for
verifying my identity and/or my treatment. | understand that it is my responsibility to tell my Physician or Care
Provider at the time of treatment if | do not want to be photographed, videoed or recorded.

4. Independent Contractors. | understand that many of the Physicians and Care Providers who provide
treatment to me at a hospital, ambulatory surgery center, free standing emergency department or urgent care
facility are not employees or agents of AdventHealth. | understand that these independent contractors may, as
permitted by law, bill me on their own for the Services they provide. Independent contractors are responsible for
their own actions. AdventHealth is not responsible for Services provided to me by these independent contractors.
AdventHealth does not pay for the errors or mistakes or failure to act by any of these independent contractors.

5. Patient Rights. | understand a copy of AdventHealth’s Patient Rights and Responsibilities information will
be offered to me as required by law.

6. Advance Directives. | have been able to tell AdventHealth about my current choices for Advance
Directives by filling out a new form or giving them a copy of my earlier Advance Directives. AdventHealth,
Physicians and Care Providers are not required to follow Advance Directives they do not know about. Please
select which option(s) below applies to you:
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| am under 18 years of age and have no Advance Directives.
I have Advance Directives and | have given a copy to AdventHealth.

| have Advance Directives, but | have not given AdventHealth a copy. | understand | must give
AdventHealth a copy.

| do not have Advance Directives.
| would like information about Advance Directives.

7. Legal Representative. | have been able to tell AdventHealth about my current choice for my Legal
Representative by giving them a copy of my legal documents outlining my decision. AdventHealth, Physicians
and Care Providers are not required to involve my Legal Representative in my treatment if they do not know who
my Legal Representative is or if there are changes to this delegation they do not know about. | understand that
| am responsible to tell AdventHealth, Physicians and Care Providers when | change my Legal Representative,
or when the powers of the Legal Representative end.

8. Personal Property/Valuables. Where applicable, | will give any personal property or valuables to
AdventHealth for storage in a secure location if | want to ensure my personal property and valuables are safe.
AdventHealth shall not be liable in any event for loss or damage to personal property or valuables in excess of
$100. | release AdventHealth from liability for any personal property or valuables that are not given to
AdventHealth for safekeeping.

CONSENT TO PAYMENT:

1. Payment. |, or (where permitted by law) my Legal Representative signing this Agreement for me, must
pay for the Services received during my treatment today and any related future Services provided by
AdventHealth, Physicians and Care Providers (“Account”), including any required co-pays, with cash, check,
credit card and/or insurance. | understand that no credit is being given to me and that the Account is due and
payable right away. If | cannot pay my Account in full when due, AdventHealth’s Financial Services Office
will determine if | qualify for any financial assistance. If | do not pay for all my Services and AdventHealth
sends my Account to an attorney or collection agency, | agree to pay the attorneys’ fees and collection expenses
as permitted by law up to 25% of the money | owe.

FOR ADVENTHEALTH FACILITIES IN COLORADO: | understand that if | am receiving treatment in Colorado,
there are certain times when balance billing (when an out-of-network provider bills you for the difference between
their billed charge and the amount your health insurance or plan pays) is prohibited. If a patient has or may have
insurance, balance bills are prohibited under some state and federal laws when a patient receives:

¢ Emergency services;
Non-emergency services from an out-of-network provider (like an anesthesiologist or radiologist) at an
in-network facility, such as a hospital,

o Emergency services from a private ground ambulance provider (not from a fire department or
government entity); and

e Services from an out-of-network air ambulance provider.

In these circumstances, some state and federal laws prohibit providers from sending me a surprise balance bill,
and | cannot be charged for more than in-network cost-sharing for these services. | acknowledge | have received
disclosures related to balance bills.
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| also understand that in Colorado there is no guarantee of reimbursement or payment from any insurance
company or other payer. | understand this Agreement is a contract and that it obligates me to pay all charges for
my treatment not paid by my insurer or any other payer source, unless specifically prohibited by applicable law.
| understand the hospital has pre-determined the charges for certain procedures, supplies, and treatments, which
these charges are listed in the hospital's Chargemaster, and these prices are incorporated by reference into this
Agreement. | acknowledge it may not be possible to state in advance which specific supplies and services will be
part of my treatment. | acknowledge | have the right to request an estimate of the facility's average charge for
treatments that are frequently performed on in-patient, outpatient, or surgical procedures. If | receive an estimate
of charges, | acknowledge that the hospital is acting in good faith by providing such an estimate. | acknowledge
that any estimate is not binding and that the charges | am personally obligated to pay may be more than the
estimated charge for my specific treatment. | acknowledge this Agreement means | personally have full financial
responsibility for, and agree to pay, all charges of the hospital and of physicians rendering services not otherwise
paid by my health insurance or other payer based upon the hospital's pre-determined Chargemaster rates,
unless specifically prohibited by applicable law.

I hereby acknowledge and agree that the hospital has not made any implied representations about the
charges | am personally obligated to pay. | understand the charges | will be charged for my treatment are
pre-determined rates based upon the Chargemaster in effect at the time of my treatment. | have agreed to
pay the hospital's Chargemaster rates for the treatment | receive in Colorado.

2. Credit Card Payments. If | pay for the Services with my credit card, | certify that | am the credit card holder
and authorize payment of the Services. | UNDERSTAND THAT THE PROVIDER, PHYSICIANS, OR
CARE PROVIDERS MAY REQUIRE, BEFORE OR AFTER TREATMENT, PRE-APPROVAL WITH
AN EXISTING CREDIT CARD UP TO THE TOTAL AMOUNT OF ALL ESTIMATES, CHARGES,
EXPENSES, AND FEES INCURRED IN RELATION TO THE SERVICES, WHETHER | DO OR DO
NOT HAVE INSURANCE. PRE-AUTHORIZATION MEANS THAT THE CREDIT CARD WILL PUT A
HOLD ON THE AVAILABLE CREDIT TO PAY FOR THE SERVICES. ONCE THE DETERMINATION
HAS BEEN MADE OF THE FULL BALANCE DUE, | UNDERSTAND THAT THESE CHARGES WILL
BE APPLIED TO THE CREDIT CARD FOR ANY BALANCE NOT PAID BY MY INSURANCE FOR
COVERED SERVICES AND/OR THE FULL BALANCE DUE FOR NON-COVERED SERVICES, CO-
PAYMENTS, AND DEDUCTIBLES.

3. Insurance Payments and Assignment of Benefits. If | am entitled to benefits under: (i) the Medicare
program, the Medicaid program, other kinds of government insurance (the “Program”); (ii) Employee Retirement
Income Security Act (“ERISA”) health benefit plans; or (iii) any insurance policy or other health benefit plan
(covering me or anyone legally responsible for me) or from any other source (the “Benefit Plan”), including as a
result of injuries sustained by me, in consideration for admission to and/or for Services provided to me by
AdventHealth, Physicians and Care Providers, which includes independent contractors, | irrevocably assign,
transfer and convey the Program and Benefit Plan benefits payable and all right, title and interest in and to such
benefits, compensation or payment received or to be received for the Services provided to me by AdventHealth,
Physicians and Care Providers (collectively “Benefits”) to AdventHealth, Physicians, Care Providers, and their
assignees. | irrevocably authorize payment of my Benefits directly to AdventHealth, Physicians, Care Providers
and their assignees, to be applied to my Account. | understand that assigning my payment of Benefits will not
relieve me of obligations to pay AdventHealth, Physicians, Care Providers, and their assignees, for charges that
are not covered by this assignment. If assignment or direct payment is not permitted, | agree to direct my Benefit
Plan to make checks or drafts jointly payable to (i) the beneficiary or covered person and (ii) AdventHealth,
Physicians, Care Providers, or their assignees, and to send payment to me in care of AdventHealth, Physicians,
Care Providers, or their assignees. | also give permission for AdventHealth, Physicians and Care Providers to
seek payment in full for charges from parties who injure me or others who may be obligated to pay for my care
and their insurers even if Benefits are payable by a managed care payer on my behalf. | agree to pay the
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difference between the amount my insurance pays and AdventHealth, Physicians or Care Providers’ charges
(as limited by law or contract) except when AdventHealth, Physicians or Care Providers have a contract(s) with
a Benefit Plan that will not let them collect that difference from me and/or the subscriber.

If my Benefit Plan includes a self-funded/insured plan under ERISA or other type of Benefit Plan, in order to help
me get my Benefits: | irrevocably authorize and appoint AdventHealth, Physicians, Care Providers or their
assignees to be my representative and attorney-in-fact, when AdventHealth, Physicians, Care Providers or their
assignees agree in writing to so act in taking all actions needed to get payment, appealing any adverse benefit
determination or requesting any reconsideration and to receive notices on my behalf for this purpose. | will follow
the procedures required by ERISA or my Benefit Plan for this authorization, if any.

4. Honesty and Cooperation Statement. | promise that my (i) payment sources and insurance coverage
information and (ii) any completed insurance applications are true and correct to the best of my knowledge. |
agree to give my insurance or financial assistance information timely. | agree to pay all charges that could have
been filed if deadlines are missed due to my dishonesty or non-cooperation.

5. Consumer Report Consent. | authorize AdventHealth, Physicians and Care Providers, or their assignees,
to get consumer reports about me from one or more consumer reporting agencies to assist AdventHealth,
Physicians and Care Providers, or their assignees, with their business activities related to billing, collecting,
instituting payment arrangements, and/or determining eligibility for uncompensated care and/or government
programs for past, current or upcoming Services at the hospital or outpatient center (whether or not such Service
did, may, or will involve an extension of credit) or to resolve any outstanding Account balances. | understand
AdventHealth, Physicians and Care Providers or their assignees may obtain consumer reports about me for
Services at the hospital or outpatient center without my written permission under some circumstances as
permitted by law. Consumer reports will not be pulled for Services provided at AdventHealth Medical Group or
Centra Care locations.

6. Credit Balances. | give permission to apply any credit balances to pay for amounts due to AdventHealth,
Physicians, and Care Providers for current Accounts or accounts | have not paid yet.

7. Hospital Laboratory Bills. Testing of fluids/specimens in AdventHealth’s laboratory at the hospital is
performed under the supervision of a Physician (i.e., pathologist) who may not perform the test or review results,
but who does supervise and monitor reporting of the laboratory test results to ordering Physicians. As permitted
by law, | AUTHORIZE PAYMENT BY MY BENEFITS FOR THE PHYSICIAN/PATHOLOGIST SUPERVISORY
SERVICES. I understand | will not be billed for these supervisory services at the AdventHealth laboratory if my
Benefits deny reimbursement.

CONSENT TO SHARING HEALTH INFORMATION:

| give consent to AdventHealth, Physicians and Care Providers to share the following health information as
permitted by law and described below:

a. What Health Information: My name, address, contact information, financial information, diagnoses,
treatment information which includes HIGHLY CONFIDENTIAL SUBSTANCE ABUSE, MENTAL HEALTH AND
HIV/AIDS INFORMATION AS WELL AS INFORMATION IDENTIFIED IN THE ADVENTHEALTH JOINT
NOTICE OF PRIVACY PRACTICES AS SUBJECT TO SPECIAL STATE LAWS, and any other information that
is part of my health record with AdventHealth.

b. For What Purposes: Treatment, payment, and healthcare operations and as further described in the
AdventHealth Joint Notice of Privacy Practices.

o} To Whom:
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= Any person or entity responsible for (i) paying for or determining if | am eligible for payment for my
treatment or for assigning my Benefits, and (ii) their healthcare operations.

» Physicians or Care Providers or my referring physician and any health care practitioner, nursing
home, health care facility, ambulance service, home health agency, hospice, government or private
agency which may provide medical, mental health, rehabilitation, social or related Services to me
during a visit with, or during or upon my discharge or transfer from an AdventHealth facility.

» Physicians who have not treated me at AdventHealth, but who have my written permission to access
my health information.

= Business partners (and their agents and vendors used to provide the services) of AdventHealth,
Physicians or Care Providers who provide administrative, operational, financial, billing and collection,
legal and technical support services.

» AdventHealth’s affiliates, which are other entities owned or managed by AdventHealth or other
physicians who are part of integrated physician or plan networks.

» AdventHealth’s institutionally related foundation for fundraising purposes, but only when | have
received treatment at the hospital and then only my name, address, contact information, age, gender,
dates of services, health insurance status, department where services were provided in the hospital,
treating physician(s), and outcome information.

» Recipients who are required or permitted by law to have access to my health information.

d. How Will It Be Shared: Hand delivery, mail, and electronically such as but not limited to electronic mail,
facsimile, and through health information exchanges. Health information exchanges are entities that store and/or
transfer health information electronically among providers to treat patients. This consent means that
AdventHealth, Physicians and Care Providers may access my health information through health information
exchanges and share my health information with other health care providers through health information
exchanges. | understand my highly confidential information will be part of my health information shared or
accessed.

e. Can | Stop Sharing My Health Information: Please review the AdventHealth Joint Notice of Privacy
Practices and ask AdventHealth for the Request to Restrict Use and Disclosure of Protected Health Information
form.

(Initial Here) I give consent to AdventHealth, Physicians and Care Providers to use, share and access my
health information as permitted by law and described above.

CONSENT TO CONTACT:

By signing this Agreement, | understand that | am giving permission to AdventHealth, Physicians, and Care
Providers, and their independent contractors, agents, and assignees to call me and send messages (for
example, text messages, emails, and chat messages etc.) to me at any time, at any telephone number including
any current or subsequently obtained cellular or wireless number that | am a user or subscriber of that is provided
by me or given to AdventHealth by a third party helping AdventHealth collect my debt, by using an automatic
telephone dialing system or an artificial or prerecorded voice, for any purpose related to my healthcare and
treatment, including prescription refill and appointment reminders, billing or collecting payment for my care
(including financial assistance options), recommending possible treatment options or health-related benefits and
services, and transportation arrangements. Consent to contact you for payment as described above continues
until you tell us to cancel your consent or you make payment in full or AdventHealth, Physicians or Care Providers
waive or cancel your payment.

You may opt out of receiving text messages from AdventHealth at any time by texting STOP each time a
message is sent to you from us. You may also select certain communication choices within the AdventHealth
app. You may contact AdventHealth at any time to opt out of receiving auto-dialed or pre-recorded voice calls.
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AdventHealth reserves the right to have an AdventHealth staff member personally call you at any time about
your treatment or payment for our Services and | consent to the recording of these phone calls.

EFFECTIVE PERIOD:

(Initial Here) | understand this Agreement is effective during the calendar year | sign it and until | sign it
again.

ANY HANDWRITTEN CHANGES TO THIS FORM SHALL NOT BE LEGALLY BINDING OR ENFORCEABLE.
| HAVE READ THIS AGREEMENT OR HAVE HAD IT READ TO ME. IT HAS BEEN EXPLAINED TO MY
SATISFACTION.

DATE: TIME: Signature:

IF THE SIGNATURE ABOVE IS NOT THE PATIENT’S, WRITE THE NAME AND RELATIONSHIP OF THE PERSON
SIGNING FOR THE PATIENT BELOW.

DATE: TIME: Relationship:
(e.g., Parent, Guardian, Health Care Surrogate, Guarantor, Proxy, Power of Attorney)

Printed Name:

EMPLOYEE SIGNATURE IF PATIENT OR LEGAL REPRESENTATIVE IS NOT ABLE/UNWILLING TO SIGN.

Reason Patient Unable/Unwilling To Sign:

DATE: TIME: Signature:

IF INTERPRETER SERVICES ARE USED.

DATE: TIME: Signature:

Please write the interpreter name, badge ID number, language translated, method of translation (phone, video, or in-person),
and interpreter signature if translation is in-person:

Insert a box here
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Joint Notice of Privacy Practices
Page 1

Joint Notice of Privacy Practices
Effective Date: January 1, 2026

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFORMATION.
PLEASE REVIEW IT CAREFULLY.

If you are under 18 years of age, your parents or guardian must sign for you and
handle your privacy rights for you.

If you have any questions about this notice, please contact our Privacy Officer
at 800-906-1794/TTY: 407-200-1388.

Section A: Who Will Follow This Notice

This notice describes AdventHealth’s practices and that of:

e Any health care professional authorized to enter information into your
medical record maintained by an AdventHealth facility, such as doctors,
nurses, physician assistants, technologists and others.

e All departments and units of AdventHealth facilities, including hospitals,
outpatient facilities, physician practices, skilled nursing facilities, home
health agencies, hospices, urgent care centers, and emergency
departments.

e All employees, staff, students, volunteers and other personnel of
AdventHealth facilities.

e All third-party business partners that assist AdventHealth with providing
technology tools or other healthcare operations.

If you would like a list of AdventHealth affiliated entities, please send a written
request to the Privacy Officer at the address below in Section G.

Section B: Our Pledge Regarding Your Medical Information

We understand that medical information about you and your health is personal.
We are committed to protecting medical information about you. We create a
record of the care and services you receive at our facilities. We need this record to
provide you with quality care and to comply with certain legal requirements.

This notice applies to all of the records of your care generated or maintained by
AdventHealth facilities, whether made by our employees or your personal doctor.
If your personal doctor is not employed by AdventHealth, your personal doctor
may have different policies or notices regarding your doctor's use and disclosure
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Joint Notice of Privacy Practices
Page 2
of your medical information created in the doctor's office or clinic.

This notice will tell you about the ways in which we may use and disclose medical
information about you. Please understand that the medical information we
disclose may be subject to redisclosure by the recipient and no longer protected
under HIPAA. We also describe your rights and certain obligations we have
regarding the use and disclosure of medical information.

We are required by law to:

+ Use our best efforts to keep medical information that identifies you private;
+ Give you this notice of our legal duties and privacy practices with
respect to medical information about you;
+ Notify you if you are affected by a breach of unsecured medical
information; and
+ Follow the terms of the notice that is currently in effect.

Section C: How We May Use and Disclose Medical Information About You

We may share your medical information in any format we determine is appropriate
to efficiently coordinate the treatment, payment, and health care operation
aspects of your care. For example, we may share your information orally, via fax,
on paper, or through electronic exchange.

We also ask you for consent to share your medical information in the admission
documents you sign before receiving services from us. This consent is required by
state law for some disclosures and allows us to be certain that we can share your
medical information for the reasons described below. You may view a list of the
main state laws that require consent (Attachment A) by clicking here
https://www.adventhealth.com/legal/patient-privacy-hipaa, Or you may ask the registration
clerk for a paper copy. If you do not want to consent to these disclosures, please
contact the Privacy Officer to determine if we can accept your request.

The following categories describe different ways that we use and disclose medical
information. For each category of uses or disclosures we will explain what we
mean and try to give some examples. Not every use or disclosure in a category
will be listed. However, all of the ways we are permitted to use and disclose
information will fall within one of the categories.

» Treatment. We may use medical information about you to provide you with
medical treatment or services. We may disclose medical information about you
to doctors, nurses, technicians, medical students, or other AdventHealth
personnel who are involved in taking care of you at the hospital. For example,
a doctor treating you for a broken leg may need to know if you have diabetes
because diabetes may slow the healing process. In addition, the doctor may
need to tell the dietitian if you have diabetes so that we can arrange for
appropriate meals. Different departments of AdventHealth also may share
medical information about you in order to coordinate the different things you
need, such as prescriptions, lab work and x-rays. We also may disclose
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Joint Notice of Privacy Practices
Page 3
medical information about you to people outside AdventHealth who may be
involved in your medical care for referrals, or your family members, friends,
clergy or others we use to provide services that are part of your care.

» Payment. We may use and disclose medical information about you so that the
treatment and services you receive at AdventHealth may be billed to and
payment may be collected from you, an insurance company or a third party.
For example, we may need to give your health plan information about surgery
you received at AdventHealth, so your health plan will pay us or reimburse you
for the surgery. We may also tell your health plan about a treatment you are
going to receive to obtain prior approval or to determine whether your health
plan will cover the treatment.

» Health Care Operations. We may use and disclose medical information about
you for AdventHealth’s operations. These uses and disclosures are necessary
to run AdventHealth and make sure that all of our patients receive quality care.
For example, we may use medical information to review our treatment and
services and to evaluate the performance of our staff in caring for you. We may
use and disclose your information as needed to conduct or arrange for legal
services, auditing, or other functions. We may allow your medical information
to be accessed, used or disclosed by our business associates that help us with
our administrative and other functions. These business associates may include
consultants, lawyers, accountants, software licensors and other third parties
that provide services to us. For example, we license software that documents
the care you receive (e.g., electronic medical record), assists with billing for
services provided, or helps analyze the services and/or performance of our
staff. The business associates may re-disclose your medical information only
as necessary for our treatment, payment, health care operations and related
functions, or for their own permitted administrative functions, such as carrying
out their legal responsibilities. We may also combine medical information
about many patients to decide what additional services AdventHealth should
offer, what services are not needed, and whether certain new treatments are
effective. We may also disclose information to doctors, nurses, technicians,
medical students, and other AdventHealth personnel for review and learning
purposes. We may also combine the medical information we have with medical
information from other entities to compare how we are doing and see where
we can make improvements in the care and services we offer. We may remove
information that identifies you from this set of medical information so others
may use it to study health care and health care delivery without learning who
the specific patients are. Once we have removed information that identifies
you, we may use the data for other purposes. We may also disclose your
information for certain health care operation purposes to other entities that are
required to comply with HIPAA if the entity has had a relationship with you. For
example, another health care provider that treated you or a health plan that
provided insurance coverage to you may want your medical information to
review the quality of the services you received from them.

» Appointment Reminders. We may use and disclose medical information to
contact you as a reminder that you have an appointment for treatment or
medical care at AdventHealth.
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Joint Notice of Privacy Practices
Page 4
» Treatment Alternatives. We may use and disclose medical information to tell
you about or recommend possible treatment options or alternatives that may
be of interest to you.

» Health-Related Benefits and Services. We may use and disclose medical
information to tell you about health-related benefits or services that may be of
interest to you.

» Fundraising Activities. We may use information about you to contact you in an
effort to raise money for AdventHealth and its operations. We may disclose
information to a foundation related to AdventHealth so that the foundation
may contact you to raise money for AdventHealth. We would release only
contact information, such as your name, address, phone number, gender, age,
health insurance status, the dates you received treatment or services at
AdventHealth, the department you were treated in, the doctor you saw, and
your outcome information. If you do not want AdventHealth to contact you for
fundraising efforts, you must notify us in writing as set forth in Section G.

» Patient Directory. Unless you tell us otherwise, we may include certain limited
information about you in AdventHealth’s patient directory while you are a
patient at AdventHealth. This information may include your name, location in
AdventHealth, your general condition (e.g., fair, stable, etc.) and your religious
affiliation. The directory information, except for your religious affiliation, may
also be released to people who ask for you by name. Unless you tell us
otherwise, your religious affiliation may be given to a member of the clergy,
such as a minister, priest or rabbi, even if they don't ask for you by name. This
is so your family, friends and clergy can visit you in AdventHealth and generally
know how you are doing.

» Individuals Involved in Your Care or Payment for Your Care. Unless you tell
us otherwise, we may release medical information about you to a friend or
family member who is involved in your medical care; we may give information
to someone who helps pay for your care; or we may tell your family or friends
your condition and that you are in an AdventHealth facility. In addition, we may
disclose medical information about you to an entity assisting in a disaster relief
effort so that your family can be notified about your condition, status and
location.

» Research. Under certain circumstances, we may use and disclose medical
information about you for research purposes including to our research
affiliates. For example, a research project may involve comparing the health
and recovery of all patients who received one medication to those who
received another, for the same condition. All research projects involving
people, however, are subject to a special approval process by an Institutional
Review Board. This process evaluates a proposed research project and its use
of medical information, trying to balance the research needs with patients'
need for privacy of their medical information. Before we use or disclose
medical information for research, unless most or all of the patient identifiers
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are removed, the project will have been approved through this research
approval process. We may, however, provide limited read-only access to
medical information about you to people preparing to conduct a research
project, for example, to help them look for patients with specific medical
needs, so long as the medical information they review remains protected. If
required by law, we will ask for your specific permission if the researcher will
have access to your name, address or other information that reveals who you
are, or will be involved in your care at AdventHealth.

» As Required by Law. We will disclose medical information about you when
required to do so by federal, state or local law. For example, when our patients
have certain transmissible diseases, suffer from abuse, neglect or assault, or
for state registries such as the Office of Vital Statistics or tumor registries.
Another example would be for work related injuries or illnesses, or workplace
related medical surveillance.

» To Avert a Serious Threat to Health or Safety. We may use and disclose
medical information about you when necessary to prevent a serious threat to

your health and safety or the health and safety of the public or another person.
Any disclosure, however, would only be to someone able to help prevent the
threat.

Section D: Special Situations

» Organ and Tissue Donation. We may release medical information to
organizations that handle organ procurement or organ, eye or tissue
transplantation or to an organ donation bank, as necessary to facilitate organ
or tissue donation and transplantation.

» Substance Abuse Disorder Information. Federal law (42 CFR Part 2)
protects the confidentiality of substance abuse disorder information, and
these protections are now more consistent with HIPAA. We will not use or
disclose your substance abuse disorder information or related testimony in
legal proceedings against you without your consent or a valid court order.
Substance abuse disorder counseling notes have enhanced confidentiality
similar to psychotherapy notes under HIPAA and generally require specific
patient authorization for disclosure, unless the law permits otherwise. In all
other situations, we will follow our privacy practices regarding the disclosure
of substance abuse disorder information as set forth herein.

» Military and Veterans. If you are a member of the armed forces, we may
release medical information about you as required by military command
authorities. We may also release medical information about foreign military
personnel to the appropriate foreign military authority. We may also disclose
information to entities that determine eligibility for certain veterans’ benefits.

» Workers' Compensation. We may release medical information about you for
workers' compensation or similar programs. These programs provide benefits
for work-related injuries or iliness.
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» Public Health Risks. We may disclose medical information about you for public
health activities. These activities generally include the following:

To prevent or control disease, injury or disability;

To report births and deaths;

To report child abuse or neglect;

To report reactions to medications or problems with products;

To notify people of recalls of products they may be using;

To notify a person who may have been exposed to a disease or may be at
risk for contracting or spreading a disease or condition;

e To notify the appropriate government authority if we believe a patient has
been the victim of abuse, neglect or domestic violence. We will only make
this disclosure if you agree or when required or authorized by law.

» Health Oversight Activities. We may disclose medical information to a health
oversight agency for activities authorized by law. These oversight activities
include, for example, audits, investigations, inspections, and licensure. These
activities are necessary for the government to monitor the health care system,
government programs, and compliance with civil rights laws.

» Lawsuits and Disputes. We may disclose medical information about you in
response to a court or administrative order. We may also disclose medical
information about you in response to a subpoena, discovery request, or other
lawful process by someone else involved in the dispute, but only if efforts have
been made to tell you about the request or to obtain an order protecting the
information requested.

» Law Enforcement. We may release medical information if asked to do so by a
law enforcement official:

e Inresponse to a court order, subpoena, warrant, summons or similar process;

e To identify or locate a suspect, fugitive, material witness, or missing person;

e About the victim of a crime if, under certain limited circumstances, we are
unable to obtain the person's agreement;

e About a death we believe may be the result of criminal conduct;
About criminal conduct at AdventHealth; and

e |n emergency circumstances to report a crime; the location of the crime or
victims; or the identity, description or location of the person who committed
the crime.

» Coroners, Medical Examiners and Funeral Directors. We may release medical
information to a coroner or medical examiner. This may be necessary, for
example, to identify a deceased person or determine the cause of death. We
may also release medical information about patients of AdventHealth to
funeral directors as necessary to carry out their duties.

» National Security and Intelligence Activities. We may release medical
information about you to authorized federal officials for intelligence,

counterintelligence, and other national security activities authorized by law.
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> Protective Services for the President and Others. We may disclose medical
information about you to authorized federal officials so they may provide
protection to the President, other authorized persons or foreign heads of state
or conduct special investigations.

» Inmates. If you are an inmate of a correctional institution or under the custody
of a law enforcement official, we may release medical information about you to
the correctional institution or law enforcement official. This release would be
necessary (1) for the institution to provide you with health care; (2) to protect your
health and safety or the health and safety of others; or (3) for the safety and security of
the correctional institution.

Section E: Your Rights Regarding Medical Information About You

You have the following rights regarding medical information we maintain about you:

» Right to Inspect and Copy. You have the right to inspect and copy some of
the medical information that may be used to make decisions about your care.
Usually, this includes medical and billing records, but does not include
psychotherapy notes. When your medical information is contained in an
electronic health record, as that term is defined in federal laws and rules, you
have the right to obtain a copy of such information in an electronic format and
you may request that we transmit such copy directly to an entity or person
designated by you, provided that any such request is in writing and clearly
identifies the person we are to send your PHI to. If you request a copy of the
information, we may charge a fee for the costs of labor, copying, mailing or
other supplies associated with your request.

We may deny your request to inspect and copy medical information in certain
circumstances. If you are denied access to medical information, in some cases,
you may request that the denial be reviewed. Another licensed health care
professional chosen by the hospital will review your request and the denial.
The person conducting

the review will not be the person who denied your request. We will comply
with the outcome of the review.

» Right to Amend. If you feel that medical information we have about you is
incorrect or incomplete, you may ask us to amend the information. You have
the right to request an amendment for as long as the information is kept by or
for the healthcare entity. In addition, you must provide a reason that supports
your request.

We may deny your request for an amendment if it is not in writing or does not
include a reason to support the request. In addition, we may deny your request
if you ask us to amend information that:

+ Was not created by us, unless the person or entity that created the
information is no longer available to make the amendment;
+ [s not part of the medical information kept by or for the healthcare entity;
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+ |s not part of the information which you would be permitted to inspect
and copy; or

+ |s accurate and complete.

» Right to an Accounting of Disclosures. You have the right to request an
“accounting of disclosures." This is a list of certain disclosures we made of
medical information about you. The accounting will exclude certain disclosures
as provided in applicable laws and rules such as disclosures made directly to
you, disclosures you authorize, disclosures to friends or family members
involved in your care, disclosures for notification purposes and certain other
types of disclosures made to correctional institutions or law enforcement
agencies. Your request must state a time period which may not be longer than
six years. Your request should indicate in what form you want the list (for
example, on paper, electronically). The first list you request within a 12-month
period will be free. For additional lists, we may charge you for the costs of
providing the list. We will notify you of the cost involved and you may choose
to withdraw or modify your request at that time before any costs are incurred.

> Right to Request Restrictions. You have the right to request a restriction or
limitation on the medical information we use or disclose about you for
treatment, payment or health care operations. You also have the right to
request a limit on the medical information we disclose about you to someone
who is involved in your care or the payment for your care, like a family member
or friend. For example, you could ask that we not use or disclose information
about a surgery you had.

In your request, you must tell us (1) what information you want to limit; (2)
whether you want to limit our use, disclosure or both; and (3) to whom you
want the limits to apply, for example, disclosures to your spouse.

We are not required to agree to your request, except in limited circumstances
where you have paid for medical services out-of-pocket in full at the time of the
service and have requested that we not disclose your medical information to a
health plan. To the extent we are able, we will restrict disclosures to your
health plan. We will not be able to restrict disclosures of your medical
information to a health plan if the information does not relate solely to the
health care item or service for which you have paid in full. For example, if you
are having a hysterectomy that will be paid for by your health plan, and you
request to pay cash for a tummy tuck that you want performed during the
same surgery, to avoid disclosure to your health plan, you would either have to
pay cash for the entire procedure or schedule the procedures on separate
days. Please also know that you have to request and pay for a restriction for all
follow-up care and referrals related to that initial health care service that was
restricted in order to ensure that none of your medical information is disclosed
to your health plan. You, your family member, or other person may pay by cash
or credit, or you may use money in your flexible spending account or health
savings account. Please understand that your medical information will have to
be disclosed to your flexible spending account or health savings account to
obtain such payment.

If we do agree, we will comply with your request unless the disclosure is
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otherwise required or permitted by law. For example, we may disclose your
restricted information if needed to provide you with emergency treatment.

» Right to Request Confidential Communications. You have the right to request
that we communicate with you about medical matters in a certain way or at a

certain location. For example, you can ask that we only contact you at work or
by mail. We will not ask you the reason for your request. We will accommodate
all reasonable requests. Your request must specify how or where you wish to

be contacted.

> Right to a Notice of Breach. You have the right to receive written notification
of a breach if your unsecured medical information has been accessed, used,
acquired or disclosed to an unauthorized person as a result of such breach,
and if the breach compromises the security or privacy of your medical
information. Unless specified in writing by you to receive the notification by
electronic mail, we will provide such written notification by first-class mail or, if
necessary, by such other substituted forms of communication allowable under
the law.

» Right to a Paper Copy of This Notice. You have the right to a paper copy of
this notice. You may ask us to give you a copy of this notice at any time. Even if

you have agreed to receive this notice electronically, you are still entitled to a
paper copy of this notice. You may obtain a copy of this notice at our website,
https.//www.adventhealth.com/legal/patient-privacy-hipaa.

» Right to Decline Participation in Health Information Exchange.
As explained above, health care providers and health plans may use and disclose
your medical information without your written authorization for purposes of
treatment, payment, and health care operations. Providers, government agencies
and health plans exchange this information directly by hand-delivery, mail,
facsimile, e-mail or thru health information exchange.

AdventHealth uses Epic’s Care Everywhere and other related applications and
services (“HIE Applications”). These HIE Applications provide interoperability
functions that connect us with other health information exchange organizations to
share patient medical information.

Only properly authorized individuals may access information through the HIE
Applications. Making patient medical information available through the
AdventHealth HIE Applications promotes efficiency and quality of care.

You have the right to decide whether providers, government agencies and health
plans can access your health information through the HIE Applications. You have
two choices. First, you can permit authorized individuals to access your electronic
health information through the HIE Applications for treatment, payment, or health
care operations only. If you choose this option, you do not have to do anything.
Second, you can restrict access to all of your electronic health information through
the HIE Applications with the exception of access by properly authorized
individuals as needed to report specific information as required by law (for
example, reporting of certain communicable diseases or suspected incidents of
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abuse or emergencies).

To exercise the above rights, please contact the following individual to obtain
a copy of the relevant form you will need to complete to make your request:
The Privacy Officer at 800-906-1794/TTY: 407-200-1388, or request to sign a
cancellation form when you visit an AdventHealth facility. Please note that any
medical information about you previously made available through HIE
Applications to other recipients is not controlled by AdventHealth. To opt-out
of all health information exchange, you must contact each provider or health
plan that is involved with your care and who would have information to share
about you through health information exchange.

For your protection, each request is subject to verification procedures which may
take several days to complete. Your failure to provide all information on the
required form may result in additional delay.

Once AdventHealth processes your HIE Application opt-out request,
AdventHealth will no longer make your medical information accessible through
health information exchange except for mandatory reporting requirements. This
means it may take longer for healthcare providers external to AdventHealth to get
medical information they may need to treat you. You accept the risk for this
decision. Your opt-out request will remain in effect until you provide a written
request to AdventHealth to start sharing your medical information through
AdventHealth HIE Applications again.

Your decision to restrict access to your electronic health information through
the HIE Applications does not impact other disclosures of your health
information. AdventHealth may continue to share your information directly
through other means (such as by facsimile or secure e-mail) without your
specific written authorization.

Section F: Changes to This Notice

We reserve the right to change this notice. We reserve the right to make the
revised or changed notice effective for medical information we already have about
you as well as any information we receive in the future. We will post a copy of the
current notice at AdventHealth, as well as on our website. The notice will contain
on the first page, in the top right-hand corner, the effective date. In addition, each
time you register at or are admitted to an AdventHealth facility for treatment or
health care services, we will make available a copy of the current notice in effect.

Section G: Do You Have Complaints or Concerns?

If you believe your privacy rights have been violated, you may file a complaint with
AdventHealth or with the Secretary of the Department of Health and Human
Services. To file a complaint with AdventHealth, please contact: The Privacy
Officer at 800-906-1794/ TTY: 407-200-1388, or email at
patientrequest@adventhealth.com, or send mail to AdventHealth, 900 Hope

327 Hospital
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Way, Altamonte Springs, FL 32714, Attn: Privacy Officer. All complaints must be

submitted in writing.

You will not be retaliated against for filing a complaint.

Section H: Other Uses of Medical Information That Require Your Authorization

The following types of uses and disclosures of medical information will be made
only with your written permission.

» Psychotherapy Notes. Psychotherapy notes are notes that your psychiatrist or
psychologist maintains separate and apart from your medical record. These
notes require your written authorization for disclosure unless the disclosure is
required or permitted by law, the disclosure is to defend the psychiatrist or
psychologist in alawsuit brought by you, or the disclosure is used to treat you
or to train students.

» Marketing. We must get your permission to use your medical information for
marketing unless we are having a face-to-face talk about the new health care
product or service, or unless we are giving you a gift that does not cost much
to tell you about the new health care product or service. We must also tell you
if we are getting paid by someone else to tell you about a new health care item
or service.

» Selling Medical Information. We are not allowed to sell your medical
information without your permission and we must tell you if we are getting
paid. However, certain activities are not viewed as selling your medical
information and do not require your consent. For example, we can sell our
business, we can pay our contractors and subcontractors who work for us, we
can participate in research studies, we can get paid for treating you, we can
provide you with copies or an accounting of disclosures of your medical
information, or we can use or disclosure your medical information without your
permission if we are required or permitted by law, such as for public health
purposes.

If you provide us with authorization to use or disclose medical information about
you, you may revoke that permission, in writing, at any time. If you revoke your
permission, we will no longer use or disclose medical information about you for
the reasons covered by your written authorization. You understand that we are
unable to take back any disclosures we have already made with your permission,
and that we are required to retain our records of the care that we provided to you.

Section I: Organized Health Care Arrangement

AdventHealth, its Medical Staff, and other health care providers affiliated with
AdventHealth have agreed, as permitted by law, to share your medical information
among themselves for purposes of your treatment, payment or health care
operations at AdventHealth. We may participate in organized health care

. 6‘-_) Texas Health 6_‘1—) Texas Health  g== ychicago .

o i U7 Hospital e
AdventHealth % fuouey Hospital MaNGFELD <’ Medicine | AdventHealth



Joint Notice of Privacy Practices
Page 12
arrangements with other covered entities, like other health care providers, that are

not our agents for purposes of joint utilization review, quality assessment and
improvement activities, or payment activities. Each are independent entities
responsible for their own activities. This enables us to better address your health
care needs.

In an effort to control health care costs, while still providing quality care,
AdventHealth, independent contractor members of its Medical Staff and other
health care providers in the communities where AdventHealth provides services
have also joined together or may be in the process of joining together to create
networks of providers or accountable care organizations to provide and manage
your treatment, as well as to conduct population health research to improve the
quality of care in our communities. We ask you to consent to the release of your
medical information and super sensitive data in our admission documents when
you come to our facility. If you would like to restrict these disclosures, please
contact the Privacy Officer as set forth in Section G to determine if we can accept
your request. Please also contact our Privacy Officer if you would like to see a list
of the networks, organized health care arrangements, affiliated covered entities,
or accountable care organizations AdventHealth participates in.

Section J: Artificial Intelligence

Artificial Intelligence (Al) enabled technology is designed to support the work of
your AdventHealth team members by transforming patient care, diagnostics and
operational efficiency.

We value your safety and privacy. That's why we carefully review all significant
uses of Al to ensure they are appropriate, ethical, accurate and reliable. We have
a multidisciplinary team that assesses the Al functionality to ensure it aligns with
our priorities and respects the communities we serve. We require each
technology vendor to comply with applicable laws, including HIPAA and related
privacy and security requirements.

Al enabled technology allows our team members to:

» Capture, develop, and translate health information during care encounters
(e.g., the software within fetal heart monitors, and EKG and MRI machines,
radiology reviews).

» Record and create health care documentation more efficiently (e.g., dictation
software).

» Evaluate quality measurements to ensure we provide the best care possible.

Al enhances our team members’ decisions, but your care continues to be led by
our clinical teams’ professional judgement and standards of care so we can make
decisions that are best for you
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Section K: Telehealth Technology

AdventHealth may use telehealth technology to provide health care services to you.
This care is documented in your medical record and used and disclosed as set forth in
this notice. At this time, the telehealth technology does not create any video or audio
recordings. However, we may use other Al enabled technology while treating you as
explained in Section J.

» Hospital In-Patient and Emergency Department Rooms. We use telehealth
technology to treat and monitor patients for certain specialties (e.g., neurology and
stroke) and care levels (e.g., intensive care unit). AdventHealth is expanding its
ability to treat and monitor patients with telehealth technology to include video
monitors and electronic communications in all hospital in-patient and emergency
department rooms. This may include, but is not limited to:

e Care team members may check in with you to provide treatment from a location
different from your location.

e Care team members may ask additional individuals to join via the telehealth
technology to give another medical opinion.

e Care team members may also see how you are doing and interact with you
through the video monitors (e.g., nurse, dietician, chaplain, or care advocate).

You are asked to consent to the use of this telehealth technology in the
AdventHealth Treatment and Consent Agreement. We will also ask you for
your verbal consent to turn on the video monitors in your room when we are
able, but there may be times when there is only telehealth care available to
treat you or it may be an emergency situation that requires telehealth care to
treat you and we will not ask for any additional verbal consent.

» Video Visits. AdventHealth uses telehealth technology to provide office visits
or urgent care, referred to as Video Visits. You are asked to provide consent
for Video Visits with your doctor in the AdventHealth Treatment and Consent
Agreement and will separately consent for any urgent care Video Visits you
request at Centra Care. However, you are not required to participate in a
Video Visit for an office visit or urgent care and you may see your doctor in-
person when desired

The states of Kentucky and Texas require AdventHealth to provide the following notices
to patients if they have complaints about care they receive via telehealth technology:

» KENTUCKY NOTICE
To register a formal complaint about a Physician or Care Provider, please visit the
medical board’s website, here (or, alternatively, by accessing this URL in my
browser: kbml.ky.gov/grievances/Pages/default.aspx).

» TEXAS NOTICE CONCERNING COMPLAINTS
Complaints about Physicians, as well as other licensees and registrants of the
Texas Medical Board, including physician assistants, acupuncturists, and surgical
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assistants may be reported for investigation at the following address: Texas

Medical Board, Attention: Investigations, 333 Guadalupe, Tower 3, Suite 610, P.O.
Box 2018, MC-263, Austin, Texas 78768-2018, Assistance in filing a complaint is
available by calling the following telephone number: 1-800-201-9353, For more
information, please visit our website at www.tmb.state.tx.us.
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Effective: January 1, 2026
ATTACHMENT A
TO NOTICE OF PRIVACY PRACTICES- SUMMARY OF STATE LAWS THAT MAY REQUIRE YOUR CONSENT

COLORADO LAW

All Providers

Medical Records: We will not release your medical records to third parties without your written consent, unless pursuant to an authorization
compliant with the Health Insurance Portability & Accountability Act (HIPAA), pursuant to a subpoena, or by court order.

Sensitive Information

Mental Health Information: We will not disclose your mental health information without your consent, except in accordance with the law as
follows: in communications between qualified professionals, facility personnel, or state agencies in the provision of services or appropriate

referrals; when you designate persons to whom information or records may be released; to the extent necessary to make claims on behalf of
a recipient of aid, insurance, or medical assistance; for research, in accordance with the rules promulgated by the Colorado Behavioral Health
Administration; to the courts, as necessary for the administration of the law; to persons authorized by an order of court after notice and
opportunity for hearing to you; to courts or professional review panels, as necessary to comply with an investigation or defend against
allegations that you or one of your heirs may make against an individual licensed care provider; to a school, school district, or law enforcement
agency in connection with an articulable and significant threat; to family members (including the parent of a minor child) upon admission of
a person with a mental health disorder for inpatient or residential care and treatment; to family members (including the parent of a minor
child) or a lay person actively participating in the care and treatment of a person with a mental health disorder, regardless of the length of
the participation; and to the state agency designated pursuant to the federal Protection and Advocacy for Individuals with Mental lliness Act
to protect and advocate the rights of persons with developmental disabilities.

Genetic Information: Any release of genetic information, for purposes other than diagnosis, treatment, or therapy, that identifies the person

tested with the test results released will require your specific written consent.

Sexually Transmissible Diseases: We will not disclose medical information about your sexually transmissible diseases, including
AIDS/HIV information, without your written permission, unless required to do so by an appropriate court order or by state or federal
law to make the disclosure (for example, pursuant to subpoena or to a health care provider in a medical emergency to the extent necessary
to preserve your health or save your life).

Alcohol and Drug Abuse Information: The registration and other records of treatment facilities are confidential and we will not disclose such
confidential information without your written consent or where we are authorized or required by state or federal law to make the disclosure

(for example, de-identified information made available for research purposes, and/or sharing of information with a university police
department to protect the safety of students and other campus personnel or to prevent destruction or property).

Communications with Your Psychologist and Other Mental Health Professionals: Your communications with your psychologist,
professional counselor, marriage and family therapist, social worker, or addiction counselor are confidential and your mental health providers

may not testify as to these communications in court proceedings without your consent, except when testifying in criminal court proceedings
concerning your mental condition.

Communications with Your Emergency Medical Service Provider: Your communications with your emergency medical service provider are

confidential and your emergency medical service providers may not testify as to these communications in court proceedings without your
consent, except when: the provider was a witness or party to an incident which prompted the delivery of peer support services; information
received is indicative of actual or suspected child abuse, child neglect, or crimes against at-risk persons; you are in clear and immediate danger
to yourself or others due to intoxication by alcohol, being under the influence of drugs, or incapacitation by substances; there is reasonable
cause to believe you have a mental health disorder and due to this disorder, are an immediate threat to yourself or others or are gravely
disabled; or there is information received that is indicative of any criminal conduct.

Biometric Information: We will not disclose, redisclose, or otherwise disseminate your biometric identifier unless:

e You or your legally authorized representative consent to the disclosure, redisclosure, or other dissemination;

e  The disclosure, redisclosure, or other dissemination is requested or authorized by you or the consumer's legally authorized
representative for the purpose of completing a financial transaction;

e Thedisclosure, redisclosure, or other dissemination is to a processor and is necessary for the purpose for which the biometric
identifier was collected and to which you or your legally authorized representative consented; or

e The disclosure, redisclosure, or other dissemination is required by state or federal law.




FLORIDA LAW

Hospital

Medical Records: We will not release your medical record without your written consent, except as follows: to individuals currently
involved in your care; to licensed facility personnel for administrative, quality assurance and risk management purposes; disciplinary
proceedings of professional boards; the Agency for Health Care Administration; the Department of Health to establish a trauma registry;
the Department of Children and Family Services to investigate child abuse and elder abuse; the local trauma agency; organ procurement
organizations; the Medicaid Fraud Control Unit; the Department of Financial Services; a regional poison control center; or in a civil or
criminal action, if the person seeking your medical records has issued a subpoena and given you notice.

Physician

Medical Records: We will not release your medical record without your written consent, except as follows: for treatment purposes, for
a compulsory physical exam required by law for a legal proceeding, to a regional poison control center, to defend ourselves in a medical
negligence action or administrative proceeding, to the Department of Health for any professional disciplinary proceedings if you do not
authorize the disclosure (they do not have to ask your permission if the disciplinary proceeding involves misuse of controlled substances
or if you are assisting your physician in any fraudulent activity), to the Medicaid Fraud Control Unit of the Department of Legal Affairs
if you are a Medicaid recipient, in a civil or criminal action, if the person seeking your medical records has issued a subpoena and given
you notice, or to the Department of Children and Families, its agent, or its contracted entity, for the purpose of investigations of or
services for cases of abuse, neglect, or exploitation of children or vulnerable adults.

Home Health Agency

Medical Records: We will not release your medical information without your consent, unless necessary to treat you, we are required byj
law or court order, or we are required to make a disclosure by a third-party payment contract.

Hospice

Medical Records: We will not release your medical records, unless you give us written informed consent, there is a court order to release,
or we are required by law to report statistical information to a state or federal agency.

Sensitive Information

Genetic Information: We may disclose your DNA analysis or results as permitted by law, including for newborn screening, certain

criminal investigations and prosecution, determining paternity, certain research, and for medical diagnosis, conducting quality
assessments, improvement activities and treatment when the analysis is performed by a certified laboratory or when we have obtained
your express consent.

AIDS/HIV Information: We will only release your positive preliminary HIV test results without your consent to: (1) a licensed physician
or medical and nonmedical personnel subject to significant exposure, (2) health care providers and the person tested when decisions
about medical care or treatment cannot wait for the results of confirmatory testing, and (3) as approved by the federal Food and Drug
Administration.

We may release your positive AIDS/HIV test result without your permission to: medical personnel subject to significant exposure, health
care providers and their employees who are treating you or handle or process specimens of body fluids, the county and federal
Department of Health, payers for purposes of getting paid, health facilities or providers that procure, process distribute or use human
body parts form a deceased person, staff involved with quality review, medical or epidemiological researchers, a person allowed access
by the judge of compensation claims of the Division of Administrative Hearings, any person responsible for the care of a child with
AIDS/HIV, employees of residential facilities or community-based care programs that care for developmentally disabled persons, or
pursuant to a court order.

Sexually Transmissible Diseases: We will not disclose medical information about your sexually transmissible diseases without your

permission, unless we need to make a disclosure to medical personnel or to the Department of Health as required by Florida law. We
are required to release such information to those involved with ensuring jail inmates have been tested, or as necessary to evaluate a
subpoena request.

Mental Health Information: We will not disclose your mental health information without your express and informed consent, unless

your attorney needs the information to represent you, we are ordered by the court, you are in jail, you communicated to your service
provider a specific threat to cause serious bodily injury or death to an identified or a readily available person that your service provider
reasonably believes, or should reasonably believe according to the standards of his or her profession, that you have the intent and ability
to imminently or immediately carry out such threat, your information is needed by the Medicaid Fraud Unit of the Department of Legal
Affairs, your information is needed by the Agency for Healthcare Administration and Florida Advocacy Councils for purposes of
monitoring facilities and answering patient complaints, your information is needed to determine involuntary outpatient placement, the
release is to a qualified researcher or aftercare treatment provider. We may provide a summary of your mental health information to
your parent or next of kin.

Alcohol and Drug Abuse Information: We will not disclose your alcohol and drug abuse information without your permission, unless we

need to disclose this information to medical personnel in a medical emergency; we need the information to treat you; there is an audit




review of the service provider; we are required to report information to the Department of Health for scientific research; the court
orders disclosure; there is suspected child abuse and neglect; or if a crime is committed on our property.

Communications with Your Psychologist: Your communications with your psychologist may not be released without your permission unless

the psychologist is a defendant in a civil, criminal or disciplinary action filed by you. Also, if you have communicated to the psychologist a
specific threat to cause serious bodily injury or death to an identified or readily available person, and the psychologist makes a clinical judgment
that you have the apparent intent and ability to imminently or immediately carry out such threat, your psychologist may release your
confidential information to the potential victim, appropriate family member, law enforcement or other appropriate authorities.

GEORGIA LAW

All Providers

Evidence in a Legal Proceeding: We will only release your medical information as evidence in a legal proceeding where authorized or

required by law or court order, or upon written authorization by the patient or his/her representative.

Sensitive Information

HIV/AIDS information: We will get your consent to release your HIV/AIDS information, unless we need the information for treatment,

we are required by law to report the diagnosis to the Department of Public Health, we believe your spouse, sexual partner or other
family member is at risk, or if your physician or other care provider came in contact with AIDS/HIV bodily fluids.

Mental Health & Substance Abuse information: We will get your consent to release your mental health and substance abuse

information, unless we need the information for treatment, when transferring you to a different facility, if ordered by the court or
required by law.

Genetic Testing: We will use your genetic information to treat you but will only release your genetic information to others specifically
authorized by you to receive the information.

Communications with Your Psychologist: Your communications with your psychologist may not be released without your permission

unless you provide written consent, except when disclosure is necessary to: provide professional services; obtain appropriate
professional consultations; protect you, your psychologist, or others from harm; or to obtain payment for services from you, in which
instance disclosure is limited to the minimum that is necessary to achieve the purpose.

ILLINOIS LAW

All Providers

Medical Records: We will only release your medical records with your consent or as required or authorized by law. As described in the
Joint Notice of Privacy Practices, you may request an amendment to your medical record, which may include a request that any of the
following information may be deleted, redacted, or amended from your medical records:

i Place of birth;
ii. Immigration or citizenship status; or

iii. Information from birth certificates, passports, permanent resident cards, alien registration cards, or employment authorization
documents.

Sensitive Information

AIDS/HIV Information: We will only release your positive preliminary HIV test results without your consent to: (1) a licensed physician

or medical and nonmedical personnel subject to significant exposure, (2) health care providers and the person tested when decisions
about medical care or treatment cannot wait for the results of confirmatory testing, (3) as approved by the federal Food and Drug
Administration.

We may also release your positive confirmed test results to your spouse or civil union partner provided the physician has first sought
unsuccessfully to persuade the patient to notify the spouse or civil union partner, or that, a reasonable time after the patient has agreed
to make the notification, the physician has reason to believe you have not provided the notification.

We may release your positive AIDS/HIV test result without your permission to: the Department of Public Health or the local health
authority as required by law, medical personnel or any law enforcement officer subject to significant exposure, health care providers
and their employees who are treating you or handle or process specimens of body fluids, payers for purposes of getting paid, any person
responsible for the care of a child with AIDS/HIV, or pursuant to a court order.

Sexually Transmissible Diseases: We will not disclose medical information about your sexually transmissible diseases without your

permission, unless we need to make a disclosure to medical personnel, we are required to report information related to your sexually
transmitted disease to the lllinois Department of Public Health, or as required to notify police officers, firefighters, emergency medical
technicians, and ambulance personnel who have provided or are about to provide emergency care or life support services to you.




Mental Health and Developmental Disabilities Information: We will get your consent to release your mental health and substance abuse

information, unless we need to share the information for purposes of treatment and coordination of care, when transferring you to a
different facility, to insurance companies for purposes of obtaining necessary approvals and payments, and if ordered by the court or
required by law.

Alcohol and Drug Abuse Information: We will not disclose your alcohol and drug abuse information without your permission unless we

need to disclose this information to medical personnel in a medical emergency, we need the information to treat you, there is an audit
review of the service provider, for scientific research under certain circumstances, the court orders disclosure, or there is suspected
child abuse and neglect.

Genetic Testing: We will not disclose your genetic testing information or results without your consent except to a health facility or health
care provider that is authorized to obtain the results, provides patient care, and has a need to know the information in order to conduct
the tests or provide care or treatment, or as authorized by law or by court order.

Abortion: Your abortion information is confidential and may only be released to individuals involved in your care, as required by lllinois
law, or as required by third party payment contract.

Communications with Your Psychologist: Your communications with your psychologist may not be released without your permission unless

the psychologist is a defendant in a civil, criminal or disciplinary action filed by you. Also, if there is a clear and immediate probability of physical
harm to you or to society, your psychologist may release your confidential information to the potential victim, appropriate family member,
law enforcement or other appropriate authorities.

Biometric Information: We will not disclose or redisclose your biometric identifier or biometric information unless:

e You or your legal representative consent to the disclosure or redisclosure;
e The disclosure or redisclosure completes a financial transaction requested or authorized by you or your legal representative;
e The disclosure or redisclosure is required by state or federal law or municipal ordinance; or

e The disclosure is required pursuant to a valid warrant or subpoena issued by a court of competent jurisdiction.

KENTUCKY LAW

Hospital

In General: We will ask you for permission to disclose your medical information except, we may use your medical information to treat
you and may provide a copy or access to authorized personnel or for consultations, or we may release your medical information if
ordered by the court or pursuant to a subpoena.

Home Health Agency

Medical Records: We will not release your medical information without your consent, unless necessary to treat you, we are required by
law or court order, or we are required to make a disclosure by a third-party payment contract.

Sensitive Information

Mental Health Records: We will get your permission to disclose your mental health information except when: we are permitted to

release the information to comply with Kentucky law, there is a federal governmental inquiry, if ordered by the court, or if necessary for
your treatment by a health care provider involved in your care.

Alcohol and Drug Abuse Information: We will ask you for permission to disclose your alcohol and drug abuse information except: no

authorization is required for internal communication within a treatment program or between a program and an entity having direct
administrative control for purposes related to provision of services.

AIDS/HIV Information: We will not disclose your identity or test results without your permission, except to the following persons: any

person you authorize the release to, anyone treating you, state required reporting, health care facilities that process human body parts;
quality review; authorized medical or epidemiological researchers who shall not further disclose any identifying characteristics or
information; or a person allowed access by a court order.

Family Planning: All lists and medical records maintained by hospitals and medical laboratories for birth defects, stillbirths, and high-risk
conditions shall be confidential and may only be reported to the State or if you give us written consent.

Abortion: Your abortion information is confidential and may only be released to individuals involved in your care, as required by Kentucky
law, or as required by third party payment contract.

Communications with Your Psychologist: Your communications with your psychologist are privileged, unless required to be disclosed byj

a court of law or in proceedings to hospitalize you if your psychotherapist has determined in the course of diagnosis or treatment that
you are in need of hospitalization.




KANSAS LAW

Home Health Agency

In General: We will ask you for written consent for release of your medical information unless we are required to disclose your medical
information by law.

Sensitive Information

Mental Health, Alcohol and Drug Abuse: Your medical information is confidential and you may claim a privilege to prevent disclosure

except as follows: for your involuntary commitment for treatment; when a judge orders the examination of your mental, alcoholic, drug
dependency or emotional condition; in any proceeding when you use a defense of mental illness or alcohol or drug abuse; when required
by law to report to the State of Kansas; for your emergency treatment; when we need to release your information to protect a person
who has been threatened with substantial physical harm by you during the course of treatment; for disclosures by a state psychiatric
hospital to appropriate administrative staff of the department of corrections; when we believe disclosing your information to you will
be injurious to your welfare; when we are required to release your information to a state or national accreditation, certification or
licensing authority, or scholarly investigator with their promise to only disclose your identity to those authorized by law; any information
to the state protection and advocacy system requires to be available by a federal grant-in-aid program; when we try to collect payment;
for investigations or proceedings conducted by a coroner in the performance of such coroner's official duties; to share evaluation and
treatment records by and between or among treatment facilities, correctional institutions, jails, juvenile detention facilities or juvenile
correctional facilities regarding a proposed patient, patient or former patient for continuity of care; for release of the name, date of
birth, date of death, name of any next of kin and place of residence of a deceased former patient when that information is sought as part
of a genealogical study; or when the commissioner of juvenile justice, or the commissioner's designee, requests information about a
juvenile.

AIDS/HIV Information: We are required by law to report an AIDS/HIV positive test result to the Secretary of State for Kansas. We will otherwise

get your consent to release your HIV/AIDS information, unless we need the information for treatment, we know that your spouse or partner has|
had laboratory confirmation of HIV infection or has AIDs and is at risk of exposure to HIV, or if your physician, other care provider, or anyj
emergency service employee, corrections officer, or law enforcement employee has or will be placed in contact with AIDS/HIV bodily fluids.

Communications with Your Psychologist: Your communications with your Psychologist are confidential and will not be disclosed without
your permission, except if your psychologist is testifying in court hearings concerning matters of adult abuse, adoption, child abuse, child
neglect, or other matters pertaining to the welfare of children, or is seeking collaboration or consultation with professional colleagues or
administrative superiors, or both, or is making a report to the state that is required by law.

MISSOURI LAW

Health Care Providers (physician)

In General: We will not release or disclose your medical information without consent, and we will always exercise care to discuss confidential,
sensitive, or personal health information in a manner or place where the discussion is not able to be easily overheard.

Home Health Agency

In General: If applicable, we will not release your medical records without your authorization, except in the case of sharing your health
information with an in-home services provider in order to coordinate the care and services you receive.

Sensitive Information

HIV/AID Information: We will not release your HIV/AIDS information without your specific written authorization, except where the release
without your consent is authorized by law.

Mental Health & Substance Abuse Information: We will get your written consent to release your mental health and substance abuse
information, except where the release without your consent is authorized by law.

Genetic Testing: We will not release your genetic information without your prior written and informed consent. We may also disclose genetic
testing information or test results in the following circumstances:

1. Your identity is removed from your compiled statistical data;




2.  For health research that still protects your rights and welfare, for health research using medical archives or databases in which your
identity is protected from disclosure by coding or encryption, or by removing all identities.

MONTANA LAW

Health Care Providers (physician)

In General: We may only disclose your medical information without your consent as authorized by law.

Sensitive Information

HIV/AID and Communicable Disease Information: HIV/AIDS and other communicable diseases must be reported to the local public health
department who will, in turn, report this information to the Montana Department of Public Health and Human Services — Communicable
Disease Control and Prevention Program.

Substance Abuse Information: We will get your written consent to release your mental health and substance abuse information. Substance

abuse treatment services may be disclosed only as allowed by federal substance abuse confidentiality laws.

Genetic Testing: We may not disclose any of your genetic data to any entity offering health insurance, life insurance, long-term care insurance,
or to any of your employers without your express consent. We must have your separate express consent for:

1. The transfer of disclosure of your genetic data or biological sample to any third party other than our own processors;
2. The use of your genetic data beyond the primary purpose our genetic testing product or service and its inherent contextual uses; or
3. Ourretention of any biological sample you provide following the completion of the services you requested.

Mental Health Information and Communications with Your Psychologist: We may only disclose communications with you psychologist
without your consent:

1. If you designate a person to whom the information or records may be released to or if you are a ward and your guardian or
conservator designates in writing that your records may be disclosed;

To the extent necessary to make claims on your behalf for aid, insurance, or medical assistance to which you are entitled;
For research if the department has promulgated rules for the conduct of research;

To the courts as necessary for the administration of justice;

To persons authorized by an order of court, after you receive notice and opportunity for hearing;

To members of the mental disabilities board of visitors or their agents when necessary to perform their functions;

To the state protection and advocacy program for individuals with mental iliness when necessary; and
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To the mental health ombudsman when necessary to perform the ombudsman functions.

NORTH CAROLINA LAW

Disclosure of Information Following a Vehicle Crash

In the event you are involved vehicle crash, we may:
e disclose certain information to the investigating law enforcement officer, upon request;
. provide law enforcement with access to visit and interview you; and

e disclose a certified copy of information related to you as required by a search warrant or judicial order.

Court Proceeding Privilege

In General: The following individuals cannot be required to disclose information relating to your care which was obtained while he/she
was performing professional services:

e  Physicians and those medical professionals assisting the physician
e  Psychologists and his/her employees

e  Social Workers

e  Counselors

e  Optometrists




° Nurses

Disclosure to Court: We may be required to disclose information obtained by the above referenced individuals if a judge determines disclosure
is necessary for the proper administration of justice.

Home Care

In General: If applicable, we will not disclose your personal or medical records except as permitted or required by applicable State or
federal law.

Adult Care Home Residents

In General: If applicable, we will not disclose your personal or medical records except as permitted or required by applicable State or
federal law.

Pharmacy

In General: Our pharmacists are permitted to have access to your patient records when necessary to provide pharmaceutical services.

Pharmacy Records: We will only disclose the contents of your pharmacy records to the following individuals: you, your legally appointed
guardian, or any individual you provide with written authorization; the licensed practitioner who wrote the prescription; a licensed
practitioner who is treating you; a pharmacist providing your pharmacy services; any person authorized by subpoena, court order, or
statute; any individual or entity with the responsibility of providing for or paying for your medical care; members or employees of the
Board of Pharmacy; researches and surveyors with approval from the Board; owners of the pharmacy, including their authorized agents;
covered entities or business associates for the purposes of treatment, payment or healthcare operations; and any person when the
pharmacist reasonably determines that the disclosure is necessary to protect the life or health of any person.

Sensitive Information

Organ Donation:

. Once we refer an individual to a procurement organization, the procurement agency may have access to the donor's
medical records for purpose of examination to ensure medical suitability.

. In the event you become an organ donor, your medical record will be kept separate and distinct from the transplant
recipient's record.

Mental Health, Developmental Disabilities, and Substance Abuse:

If applicable, we shall not disclose your confidential information except to the extent that:
e  You or your legal representative consents in writing;
e We determine it is your best interest to disclose the fact of admission or discharge to your next of kin;

e  Required by a client advocate in providing monitoring and advocacy functions; provided that, an advocate acting upon the
request of you or your legal representative must have your written authorization for access to your information;

e Acourtissues an order compelling disclosure;

e We determine it is in your best interest to file a petition for involuntary commitment or to file a petition for the adjudication
ofincompetency;

e You are a defendant in a criminal case and the court orders a mentalexamination;

e  Required for your care and treatment (e.g., conducting quality assessments, payment activities, to obtain state benefits,
required for emergency medical services, providing information to the referring health care provider);

e  We determine there is an imminent danger to you or another and there is a likelihood of the commission of a felony or
violent misdemeanor; or

o Required by the Secretary to ensure quality assurance activities.

e We are required to provide you or your legal representative with access to the information in your record with the exception
of information that would be injurious to your physical or mental well-being.

Communicable Diseases: In the event we have reason to suspect that you have a communicable disease or communicable condition, we
are required to report such information to the local health director. Further, we must permit the local health director or State Health
Director to examine, review, and obtain a copy of medical or other records related to such disease or condition.

We will not release your AIDS or communicable disease information without the written consent of you or your legal representative,
except under the following circumstances:

e Release is made for statistical purposes in a way that you cannot be identified;

e Release is necessary to protect the public health and made pursuant to the rules established by the Commission;




e  Release is made pursuant to subpoena or court order;
e  Release is otherwise permitted by law; or
e  Release is made pursuant to any law that authorizes or requires the release of information related to AIDS.

Further, we will not release your HIV information unless otherwise authorized or required by law.

TEXAS LAW

All Providers

In General: Texas law specifically prohibits the disclosure or sale of medical information without clear and unambiguous consent from the
individual except when disclosure is for the purpose of treatment, payment, health care operations, insurance or HMO functions or as otherwise
required by law. With some exceptions, we may not reidentify information, use your personal health information for marketing purposes without
permission, sell your personal health information, or fail to notify you when your information might be disclosed electronically.

Your protected health information may be subject to electronic disclosure by us or our business associates without written authorization for: (i)
treatment, payment, healthcare operations; (ii) to perform an insurance or health maintenance organization function; or (iii) as otherwise
authorized or required by federal or state law. For electronic disclosures not permitted or required by law, we will obtain your written
authorization before the disclosure.

Hospital

Medical Record: Your medical information may be disclosed without authorization if the disclosure is: directory information, to a health
care provider rendering health care to the patient, to a transporting emergency medical services provider, to a prospective health care
provider to secure the services, to an employee or agent of the hospital who requires the information for education or quality assurance
and peer review purposes, to a federal, state or local government agency, to a hospital successor in interest, to the American Red Cross,
and as otherwise authorized by Jaw. The patient's health care information may be disclosed without authorization if the disclosure is
directory information, to a health care provider rendering health care to the patient, to a transporting emergency medical services
provider, to a prospective health care provider to secure the services, to an employee or agent of the hospital who requires the information
for education or quality assurance and peer review purposes, to a federal, state or local government agency, to a hospital successor in
interest, to the American Red Cross, and as otherwise authorized by law.

Physician

Medical Record: We will not disclose your medical information without your consent except: in court or administrative proceedings or if
disclosure is required by law to a governmental agency, to medical or law enforcement personnel to protect from injury, to qualified
personnel for research or audit purposes, for the collection of fees for services provided, to a person who has consent, another physician
or personnel acting under the supervision of the physician who diagnosed, evaluated or treated the patient, or for an official legislative
inquiry.

Sensitive Information

HIV/AIDS Information: The results of an HIV/AIDS test are confidential and may not be disclosed other than to providers rendering care to
you, your spouse if tested positive, specific health authorities or as permitted by law.

Hospitals and health care providers may release HIV/AIDS information without your consent to specific state and federal health
authorities, personnel treating you or if required by law.

Sexually Transmissible Diseases: The results of an STD test are confidential and may not be disclosed other than to providers rendering
care to you, your spouse if tested positive, specific health authorities or as permitted by law.

Genetic information: We will not disclose your genetic information without your informed consent except to you, your physician, for
purposes of paternity, court order, identification or other reasons authorized under federal or state criminal law, identification of
decedent, to provide genetic information relating to a decedent if the disclosure is made to the blood relatives of the decedent for medical
diagnosis, use by the Texas Health and Human Services or as otherwise permitted bylaw.

Mental Health Information: We will not disclose your mental health information without your consent except, other than in judicial or
administrative proceedings, as follows: a professional may disclose convictional information to Texas governmental agency, to medical or
law enforcement personnel, for audits and evaluation purposes, someone with written consent from you, to your personal representative,
to individuals, corporations or governmental agencies involved in paying or collecting fees for mental or emotional health services, to
other professionals and personnel or employees who are evaluating and treating you, in an official legislative inquiry, or to satisfy a
request for medical records if you are deceased or incompetent.

Domestic Violence, Sexual Abuse or Rape: We will not disclose your confidential communications with your advocate about your domestic
violence, sexual abuse or rape without your permission except to medical or to law enforcement personnel if there is an imminent
probability of physical harm to an individual or if there is a probability of immediate mental or emotional injury to the survivor.




Communications with your Psychologist: Your communications with your psychologist are confidential and will not be released without your
consent, except to those involved in your care and treatment and as otherwise permitted by law.

WISCONSIN LAW

Health Care Providers (physician)

In General: We may release a portion, but not a copy, of your health record, to the following individuals, under the following
circumstances:

1. If you or your authorized representative are not incapacitated, physically available, and agree to the release, we may release a
portion of your health record to any person;

2. If you or your authorized representative are incapacitated or are not physically available, or if an emergency makes it

impracticable to obtain you or your authorized representative's consent, and it is determined, in the exercise of a health care
provider's professional

judgment, that the release of a portion of your health record is in your best interest, we may release to:

a. A member of your immediate family or another of your relatives, a close personal friend, or an individual you have
identified, that portion of your record that is directly relevant to the member, relative, friend, or individual's
involvement in your health care; and

b. Any person, that portion that is necessary to identify, locate, or notify a member of the patient's immediate family or
another person that is responsible for your care concerning your location, general condition, or death.

Sensitive Information

HIV/AID Information: We will not release your HIV/AIDS information without your specific written authorization, except where the
release is authorized by law. A private pay patient may prohibit the disclosure of his or her HIV/AIDS information to a researcher if the
private pay patient annually submits to us a signed, written request that the disclosure be prohibited.

Mental Health & Substance Abuse Information: We will get your written consent to release your mental health and substance abuse
information, except where the release without your consent is authorized by law.

Genetic Testing: We will not release your genetic information without your prior written and informed consent.

Venereal/Communicable Disease: We are required by law to report these diseases to a local health officer or the state epidemiologist
and they are required to keep the information confidential.

Communications with Your Psychologist: Confidential communications with your psychologist for purposes of diagnoses or treatment
may not be released without your permission unless, the communication is:

e relevant to proceedings for hospitalization, guardianship, protective services, or protective placement or for control, care, or
treatment of a sexually violent person;

e related to an examination ordered by a judge;

e relevant to an issue of your physical, mental or emotional condition in any proceedings in which you are relying upon the
condition as an element of a claim or defense;

e related directly to the facts or immediate circumstances of a homicide; or

e related to an abused or neglected child or abused unborn child.

WYOMING LAW

Health Care Providers (physician)

In General: We may not disclose any of your protected health information without your written consent unless authorized by law.

Sensitive Information




HIV/AID and Communicable Disease Information: HIV/AIDS is included within the list of reportable contagious, infectious, and communicable
diseases that we must report to the department of health.

Mental Health and Substance Abuse Information: We will obtain your written consent to release your mental health and substance abuse
information. We may disclose your information within the treatment facility where you are receiving treatment as necessary for your mental

health or substance abuse services.

Genetic Testing: We may not disclose any of your genetic data to any entity offering health insurance, life insurance, long-term care insurance,
or to any of your employers without your express consent.

Communications with Your Psychologist: Your psychologist shall only disclose confidential information to others with your informed
consent; however, your information may be disclosed in the following circumstances:

1. Your psychologist determines that disclosure is necessary to protect against a clear and substantial risk of imminent serious harm that
you will inflict on yourself or others. Only limited information may be disclosed to protect the client or the person threatened; and

2. When your psychologist is rendering services as part of a team or interacting with other appropriate professionals concerning your
welfare. In this case, your psychologist will only share necessary information, and he or she will take reasonable steps to inform all
persons about the confidential nature of your information.




HEALTH CARE FACILITY
PATIENT RIGHTS AND RESPONSIBILITIES
(COLORADO, GEORGIA, ILLINOIS, KANSAS, KENTUCKY,
NORTH CAROLINA, TEXAS, WISCONSIN)

Federal and state law provide you certain rights and responsibilities while you are receiving healthcare
services. We are committed to making every effort to protect and uphold your rights. If you have any
questions or would like additional information, including a copy of the full text of your state’s laws
regarding your rights and responsibilities, please ask. Your rights and responsibilities include:

Quality of Care and Decision Making
You have a right to:

An interpreter when you do not speak English and an interpreter is available;
Be informed of the facility's policies regarding your rights during the admission process;
Not to be discriminated against on the basis of race, color, national origin, disability, or age;

Care and treatment, in compliance with state statute and consistent with sound and quality nursing
and medical practices, that is competent and respectful, recognizes a person's dignity, cultural values
and religious beliefs, and provides for personal privacy to the extent possible during the course of
treatment;

A reasonable response to your requests and needs for treatment or service, within the hospital's
capacity, its stated mission, and applicable law and regulation and to have your care, treatment, and
service needs met and receive care in a safe setting;

Be informed of your health status, including full information in laymen's terms, concerning your
condition and diagnosis, proposed treatment and prognosis, including information about alternative
treatments and possible complications;

Participate in all decisions regarding the development and implementation of your plan of care;
Make informed decisions regarding your care;

Know names, professional status, and experience of the staff providing care or treatment to the
patient;

Be informed of the name, business telephone number and business address of the person supervising
your services and how to contact that person;

Choose the participating physician responsible for coordinating your care;

Request or refuse treatment, drug, test, or procedure, and be informed of the risks and benefits of
your request or refusal;

Except for emergencies, to give informed consent prior to the start of any procedure or treatment, or
both, and to have care implemented without unnecessary delay;

Be promptly and fully informed of any changes in your plan of service;
Be free of all forms of neglect, abuse (physical or mental), corporal punishment, or harassments;

Be free from restraint or seclusion, of any form, imposed as a means of coercion, discipline,
convenience, or retaliation by staff; and

Formulate advance directives and to have hospital staff and practitioners who provide care in the
hospital comply with these directives;

Appoint a surrogate to make health care decisions on your behalf to the extent permitted by law;

Have a family member or representative of your choice and your own physician notified promptly of
your admission to the hospital;

Know whether referrals to other providers are entities in which we have a financial interest;
Know whether the health care entity is participating in teaching programs;
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Receive an explanation of the nature and possible consequences of any research or experimental
procedure before the research or experiment is conducted and provide prior informed consent and to
refuse to participate;

Be advised when a physician is considering you as a part of a medical care research program or donor
program, to give informed consent prior to actual participation in such a program, and to, at any time,
refuse to continue in any such program;

Provide informed consent prior to being included in any clinical trials relating to your care;
Have your property treated with respect;
Assistance in obtaining consultation with another physician or practitioner at your request and expense;

Not be denied the right of access to an individual or agency who is authorized to act on your behalf to
assert or protect your rights;
If you are an Illinois patient:

o Visitation by any person or persons designated by you who is eighteen (18) years of age or
older and who is allowed rights of visitation unless: (i) the facility does not allow any visitation
for a patient, or (ii) the facility or your physician determines that visitation would endanger
your or your visitor’s physical health or safety or would interfere with the operations of the
facility; and

o timely, prior notice of the termination of such policy or plan in the event an insurance
company or health services corporation or health care plan cancels or refuses to renew an
individual policy or plan or enrollee’s participation in plan;

If you are a North Carolina patient:

o medical and nursing treatment that avoids unnecessary physical and mental discomfort and to
be free from duplication of medical and nursing procedures as determined by the attending
physician;

o designate visitors who will receive the same visitation privileges as your immediate family
members, regardless of whether the visitors are legally related to you;

o not be awakened by hospital staff unless it is medically necessary;

o when medically permissible, be transferred to another facility upon request; and

o be informed upon discharge of your continuing health care requirements following discharge
and the means for meeting them.

If you are a Colorado patient:

o Request an in-network healthcare provider provide services at an in-network facility or
agency, if available.

Finances
You have a right to:

Receive, upon request and prior to initiation of care or treatment, estimated average charges for non-
emergent care, including deductibles and co-payments that would not be covered by a third-party
payer based on the coverage information supplied by you or your representative;

Receive our general billing procedures;

Regardless of source of payment, to examine and to receive a reasonable explanation of your total bill
for health care services rendered by your physician or other health care provider, including the itemized
charges for specific health care services received; and

If you are a Colorado or Georgia patient, receive within ten (10) business days of your request or thirty
(30) days after your discharge or after service is rendered (whichever is later) an itemized bill that has
a telephone number for billing inquiries and identifies the treatment and services by date that will
enable you to validate the charges; and

4887-5345-5490.2



e If you are a North Carolina patient, full information and counseling on the availability of known financial
resources for your health care.

Privacy and Confidentiality
You have a right to:
e Personal privacy and confidentiality in health care (may be waived in writing);
e Confidentiality of your clinical records except as otherwise provided by law; and
e Access to information contained in your clinical records within a reasonable time frame.

Grievances

You have a right to:
¢ Be informed of the complaint procedures and the right to submit complaints, either orally or in writing,
without fear of discrimination or retaliation and to have them investigated by your provider within a
reasonable period of time;
¢ Be given the name, business address and telephone number of the person that will handle any
complaints or questions about services being delivered to you;

o If you are a Georgia patient, receive a written notice of the address and telephone number of the
Georgia licensing authority, which is charged with the responsibility of licensing our facility provider and
investigating client complaints which appear to violate licensing regulations;

e If you are a Colorado patient, register complaints with us at the Colorado Health Facilities & Emergency
Medical Services Division at
https://docs.google.com/forms/d/e/1FAIpQLScLOLmMW1TxB6ZgDcUivQkVOvtLHZc7OfXBEKDkgL -
4valt22Q/viewform, or call the Colorado Department of Public Health & Environment at (303) 692-2827
or the appropriate oversight board at the Department of Regulatory Agencies (DORA); and

e Obtain a copy of our most recent completed report of licensure inspection upon written request.

Texas Minors
If you are a minor in Texas, you have a right to:
e Appropriate treatment in the least restrictive setting available;
e Not receive unnecessary or excessive medication;
¢ An individualized treatment plan and to participate in the development of the plan;

¢ A humane treatment environment that provides reasonable protection from harm and appropriate
privacy for personal needs;

e Separation from adult patients; and
e Regular communication between you and your family.

Patient Responsibility

You have the responsibility to:
e Advise your provider of any changes in your condition or any events that affect your service needs.

Concerns or Complaints

Your satisfaction is important to us. If you have a concern or a complaint, please allow the person
responsible for your care or their supervisor the opportunity to listen, review, and to assist you with an
appropriate resolution. If your complaint is unresolved, please ask to speak to the department’s
manager, director or the house supervisor. If your concern cannot be resolved by the AdventHealth
process indicated, please allow the facility the opportunity to address your grievance.
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Colorado

AdventHealth Avista

100 Health Park Dr, Louisville, CO 80027
AdventHealth Castle Rock

2350 Meadows Blvd, Castle Rock, CO 80109
AdventHealth Littleton

7700 South Broadway, Littleton, CO 80122
AdventHealth Parker

9395 Crown Crest Blvd, Parker, CO 80138
AdventHealth Porter

2525 South Downing Street, Denver, CO 80210

AdventHealth Gordon
1035 Red Bug Road, Calhoun, GA 30701
AdventHealth Murray

707 Old Dalton Ellijay Road, Chatsworth, GA 30705

AdventHealth Redmond
501 Redmond Road, Rome, GA 30165

UChicago Medicine Adventhealth Bolingbrook
500 Remington Blvd, Bolingbrook, IL 60440
UChicago Medicine Adventhealth GlenOaks

701 Winthrop Avenue, Glendale Heights, IL 60139

UChicago Medicine AdventHealth Hinsdale
120 N Oak Street, Hinsdale, IL 6052
UChicago Medicine AdventHealth La Grange

5101 S Willow Springs Rd, La Grange, IL 60525

AdventHealth Ottawa
1301 Main Street, Ottawa, KS 66067
AdventHealth Shawnee Mission

9100 West 74th Street, Shawnee Mission, KS 66204

AdventHealth South Overland Park

7840 W 165th Street, Overland Park, KS 66223
AdventHealth Lenexa

23401 Prairie Star Parkway, Lenexa, KS 66227

AdventHealth Manchester

210 Marie Langdon Drive, Manchester, KY 40962

North Carolina
AdventHealth Hendersonville
100 Hospital Drive, Hendersonville, NC 28792

AdventHealth Central Texas

2201 South Clear Lake Road, Killeen, TX 76549
AdventHealth Rollins Brook

608 North Key Avenue, Lampasas, TX 76550
Texas Health Huguley

11801 South Freeway, Burleson, TX 76028
Texas Health Mansfield

2300 Lone Star Road, Mansfield, TX 76063

AdventHealth Durand
1220 Third Avenue, West, Durand, WI 54736
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Facility Contact Information
Patient Advocate
303-661-4357
Patient Advocate
720-455-2531
Patient Advocate
303-738-7781
Patient Advocate
303-269-4053
Patient Advocate
303-778-5685

Patient Experience
706-602-7800, ext. 2310
Patient Experience
706-602-7800, ext. 7848
Patient Advocate
706-802-3898

Patient Liaison
630-856-6010

Chief Clinical Officer 785-229-8312

Patient Advocate 913-676-2155

Patient Advocate 913-676-2155

Patient Advocate 913-676-2155

Patient Experience
606-598-5104 ext. 3183 or 3185

Patient Experience
828-681-2781 or 828-687-5671

Patient Advocate Department
254-519-8553 OR
TTY number: 877-746-4674

Patient Advocate
817-551-2495
Patient Advocate
682-341-5255

Patient Experience 715-672-4211



Additionally, if your concern has not been resolved, you may reach out to the AdventHealth Corporate
Risk Management team, 407-357-2290, 900 Hope Way, Altamonte Springs, Florida 32714. Most issues
will be resolved in 30 days or less.

The following state agencies may be contacted:

State/Facility Licensing Agency Accreditation Agency

Colorado ) o Publlc Heat ad Enwrgnm%nt Joint _C.ommlssmn.

AdventHealth Avista | 100 Health Park Dr, Louisville, CO 80027 4300 Cherry Creek Drive South E-mail: - .
AdventHealth Castle Rock | 2350 Meadows Blvd, Castle Rock, CO 80109 Senver, G2 30222-1530 complaints@jointcommission.org
AdventHealth Littleton | 7700 South Broadway. Littleton, CO 80122 Fax:

AdventHealth Parker | 9395 Crown Crest Blvd, Parker, CO 80138 Print a Quality Incident Report Form
AdventHealth Porter | 2525 South Downing Street, Denver, C 80210 from the web site,

B www.jointcommission.org,
Georgia Seigas e of Regulatory 0 the Office of Quality
AdventHealth Gordon | 1035 Red Bug Road, Calhoun, GA 30701 Two Peachtree Street, NW Monitoring,

AdventHealth Murray | 707 Old Dalton Ellijay Road, Chatsworth, GA 30705 Atlanta, GA 30303-3142 Fax: 630-792-5636
AdventHealth Redmond | 501 Redmond Road, Rome, GA 30165

Illinois o , Mail: L
UChicago Medicine Adventhealth Bolingbrook | 500 Remington Blvd, Bolingbrook, IL 60440 ”'('Egcl’t'ﬁ Department of Public Cp)?gtt:ef%rmeizIiabol\\/llgri?grirr]\qa” to:
UChicago Medicine Adventhealth GlenOaks | 701 Winthrop Avenue, Glendale Heights, IL 60139 122 S Michigan Ave Ste. 700 The Joint Com%ission 9
UChicago Medicine AdventHealth Hinsdale | 120 N Oak Street, Hinsdale, IL 6052 ggg_az%o _‘I}L 40603 One Renaissance Boulevard
UChicago Medicine AdventHealth La Grange | 5101 S Willow Springs Rd, La Grange, IL 60525 TTY: 800-547-0466 Oakbrook Terrace, IL 60181
North Carolina N.C. Division of Health Services

AdventHealth Hendersonville | 100 Hospital Drive | Hendersonville, NC 28792 800-624-3004

Texas ggmgelgepartment of State Health

Texas Huguley ASC AdventHealth Central Texas 1100 West 49th Street Austin, TX

2201 South Clear Lake Road, Killeen, TX 76549 78756

AdventHealth Rollins Brook | 608 North Key Avenue, Lampasas, TX 76550 Ofgsle7 of the Ombudsman PO Box

Texas Health Huguley | 11801 South Freeway, Burleson, TX 76028

Texas Health Mansfield | 2300 Lone Star Road, Mansfield, TX 76063 Q%%t'}‘g{" [8711-3247

Kansas

AdventHealth Ottawa | 1301 Main Street, Ottawa, KS 66067 *1(88835 D'Va"sc'ﬁgogf Pldﬁlels%'jf%alth

AdventHealth Shawnee Mission | 9100 West 74th Street, Shawnee Mission, KS 66204 Topeka, KS 6661 12

AdventHealth South Overland Park | 7840 W 165th Street. Overland Park, KS 66223

AdventHealth Lenexa | 23401 Prairie Star Parkway, Lenexa, KS 66227 . .

Wisconsin Wisconsin Department

AdventHealth Durand | 1220 Third Avenue, West Durand, WI 54736 of Health Services

1 West Wilson Street
Madison, WI 53703

Kentucky Kentucky Cabinet for Health

AdventHealth Manchester | 210 Marie Langdon Drive, Manchester, KY 40962 and Family Services
275 East Main Street, 5E-A,
Frankfort, KY 40621
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Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or are treated by an out-of-network provider at an
in-network facility, including a hospital or ambulatory surgical center, you are
protected from balance billing. In these cases, you shouldn’t be charged more than
your plan’s copayments, coinsurance and/or deductible.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs,like a
copayment, coinsurance, or deductible. You may have additional costs or have to pay the entire bill if you
see a provider or visit a health care facility that isn’t in your health plan’s network.

“Out-of-network” means providers and facilities that haven’t signed a contract with your healthplan to
provide services. Out-of-network providers may be allowed to bill you for the difference between what your
plan pays and the full amount charged for a service. This is called “balance billing.” This amount is likely more
than in-network costs for the same service and might not count toward your plan’s deductible or annual out-
of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in
your care—like when you have an emergency or when you schedule a visit at an in-network facility but
are unexpectedly treated by an out-of-network provider. Surprise medical bills could cost thousands of
dollars depending on the procedure or service.

You’re protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of- network provider
or facility, the most they can bill you is your plan’s in-network cost-sharing amount (such as copayments,
coinsurance, and deductibles). You can’t be balance billed for these emergency services. This includes
services you may get after you’re in stable condition, unless you give written consent and give up your
protections not to be balanced billed for thesepost-stabilization services.

Please see below for information regarding Georgia law.

Certain services at an in-network facility, including a hospital or ambulatory surgical center

When you get services from an in-network facility, including a hospital or ambulatory surgical center,
certain providers there may be out-of-network. In these cases, the most those providers can bill you is
your plan’s in-network cost-sharing amount. This applies to emergency medicine, anesthesia, pathology,
radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist services. These providers
can’t balance bill you and may not ask you to give up your protections not to be balance billed.

If you get other types of services at these in-network facilities, out-of-network providers can’t balance bill
you, unless you give written consent and give up your protections.

AdventHealth Balance Billing Disclosure Notice/Georgia
Updated: December 2021
Version 1.0
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You're never required to give up your protections from balance billing. You also aren’t
required to get out-of-network care. You can choose a provider or facility in your plan’s
network.

Please see below for information regarding Georgia law.

When balance billing isn’t allowed, you also have these protections:

e You're only responsible for paying your share of the cost (like the copayments, coinsurance,and
deductible that you would pay if the provider or facility was in-network). Your health plan will pay any
additional costs to out-of-network providers and facilities directly.

e Generally, your health plan must:

o Cover emergency services without requiring you to get approval for services inadvance
(also known as “prior authorization”).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay anin-network
provider or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network servicestoward
your in-network deductible and out-of-pocket limit.

Georgia Law: Georgia law generally contains balance billing protections similar to those under the No
Surprises Act (as described in this Notice), for individuals enrolled in fully funded commercial plans, such as
preferred provider (“PPO”) plans, and health maintenance organization (“HMOQ”) plans. If you have one of
these plans, Georgia also extends the balance billing protections to covered emergency and non-emergency
medical services provided by nonparticipating providers in participating birthing centers, diagnostic and
treatment centers, hospices or similar institutions. If you are unsure whether you have one of these plans,
please review your insurance card, call your insurance carrier or contact AdventHealth Patient Financial
Services at 800-347-5281.

If you think you’ve been wrongly billed, contact the HHS No Surprises Helpdesk at 1-800-985-3059, which is
the entity responsible for enforcing the federal balance or surprise billing protection laws. The federal phone
number for information and complaints is: 1-800-985-3059. Visit www.cms.gov/nosurprises/consumers for
more information about your rights under federal law.

If you have a Georgia PPO or HMO plan and think you’ve been wrongly billed by your health care provider,
you may file a complaint with the Georgia Consumer Protection Division by calling (404) 651-8600 or visiting
https://consumer.georgia.gov/resolve-your-dispute/how-do-i-file-complaint/consumer-complaint-
form#noback. If you believe you have received an improper bill from your health plan, you may file a
complaint with the Office of Commissioner of Insurance and Safety Fire by emailing
consumercomplaints@oci.ga.gov or visiting https://oci.georgia.gov/insurance-resources-complaints-fraud.
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AdventHealth Hospital Discounted Care
Disclosure

Are You Eligible for Discounted Care?
Your Rights as a Patient Under Hospital Discounted Care

If you need help paying a hospital bill, you can see if you qualify for discounted care. You can call the hospital at 855-241-
2455 (855-AH1-BILL) to set up an appointment to see if you qualify.

Overview:

e You may qualify for discounted care if your income is low.
e Ifyou qualify:

e Hospitals and providers must limit your bills.

e You must be offered a payment plan based on your income.
e  You may still qualify even if you:

e Arenot a citizen.

e  Are animmigrant.

Your Rights

e Under the new law you have the right to:
e Check to see if you qualify for discounted care.
e Checkto see if you qualify for public health care coverage.
e Be given a payment plan if you qualify.

Summary of New Law, starting September 1, 2022

e [fyour gross household income is at or below 250% of the federal poverty level:
e You may be able to get discounts on your health services.
e You have the right to a payment plan based on your income.
e To see if your household income qualifies you may ask the hospital where you received care or visit:
https://hcpf.colorado.gov/colorado-hospital-discounted-care
e You can get information in your primary language about your rights.
e For more information go to: https://hcpf.colorado.gov/colorado-hospital-discounted-care.

New Law About Bills from Hospital

e The most a hospital can bill for a service is set by the Department of Health Care Policy and Financing.
e  The hospital must break the bill into monthly charges.
e Your monthly bill cannot be more than 4% of your monthly income.
e  You may be billed by a provider who works at the hospital.
e The provider's monthly bill cannot be more than 2% of your monthly income.
e  You do not owe any more money
e  Once you make 36 payments, or
e Pay the full amount due on your payment plan.

Advent He.::llth
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Public Health Coverage and Discounts
e |f you do NOT have health insurance:
e The hospital must see if you are eligible for the following:

e Public health coverage and discount programs, like Health First Colorado, Child Health Plus (CHP+),
Emergency Medicaid, Colorado Indigent Care Program (CICP), and hospital discounts
e These can cover all or most of your health care bills.

e |fyou have health insurance:
e You have the right to have your eligibility checked for discounts.
e You must ask to be checked for eligibility for discounts and public health coverage programs.
The hospital must check to see if you qualify within 45 days of when you received the service or ask to be
screened.
You may refuse to be screened. If you refuse to be screened, you may lose your right to take legal action against
the hospital and providers for:

e  Not checking to see if you qualify for programs, or
e Not giving you discounts.

Bill Collection Under Hospital Discounted Care

e Before sending your bill to collections, a hospital or provider who works at the hospital must:
e Do whatis listed above.
e  Give you a payment plan if you are eligible.
e  Explain all the services and fees on your bill in your primary language.
e Bill yourinsurance (if you have insurance).
e Notify you they may send you to collections.

e |fyour bill is sent to collections without doing all the steps listed above, you can take legal action.

Decision and Appeals

e  The hospital must notify you of the decision within 14 days of completing an application.
e How to appeal the decision.
e An appeal happens when you do not agree with a decision.
®  You ask for your case to be reviewed for mistakes.
e  You have 30 days from the date the hospital gave you the decision to file an appeal.
L]

For more information on how to appeal visit https://hcpf.colorado.gov/hospital- discounted-care or call 1-
800-221-3943.

Complaints

e You can file a complaint if you feel that any of your rights listed above have not been met.
e  Complaints can be filed with the hospital or provider.
e  Complaints can also be filed with the Department of Health Care Policy and Financing.

e Tofile a complaint with the Department, contact 303-866-2580 or
hcpf_HospDiscountCare@state.co.us.

Patient Name Printed:

Insured or Patient Signature:

Date: MRN:

OFFICE USE ONLY: Please provide a copy of this form to the patient and scan to Hospital Discounted Care Disclosure in Epic.
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Advance Directives
Making your Wishes Known

It is vital for your health care providers and family to know what is most important to you so we can honor your
wishes. Advance Directives guide others to make medical care decisions you would make for yourself if you are
unable to speak for yourself. This packet provides general information and Advance Directive forms to complete,
which includes a Health Care Surrogate Designation form and a Living Will.

What do | do after completing my Advance Directive form?

e |tis very important that you discuss your wishes and medical care with your Health Care Surrogate, family,
and health care providers so they can honor your wishes.

e Share copies of this form with your Health Care Surrogate, doctors, nurses, caregivers, family, and friends as
appropriate.

o Keep a copy for yourself that someone can easily find.

e Consider reviewing your forms every few years and during any major health event because your wishes may
change.

What if | change my mind?
¢ You can change your mind at any time.

¢ Your spoken wishes about medical treatment must be honored even if different from your forms.

o If your wishes change it is best to fill out a new form and update your Health Care Surrogate and medical
team.

Please talk to your physician, clergy, or attorney if you have further questions.

The Health Care Surrogate is a person you trust and name to make medical decisions when you are too sick to
make your own decisions or are able to make decision but would like your surrogate to make medical decisions on
your behalf. Your Health Care Surrogate should make decisions guided by your Living Will. In some situations, your
Health Care Surrogate will be asked to make decisions based on your best interest. Often family members are good
choices, but not always.

When you choose a Health Care Surrogate consider:
e Someone who is 18 years of age or over and is mentally competent to make decisions.

Someone who understands your personal, social, and spiritual values and will advocate for you.
Someone who will honor and advocate for your wishes even if they are different from their own.
Someone who will be available and can work well with the medical team.

Someone who can handle stressful family situations.

What if | do not choose a Health Care Surrogate?
If you are too sick to make your own decisions and you do not name a Health Care Surrogate, your Next of Kin will
be your decision maker which would include the following, in the highest order of priority:
1. Spouse
Adult children
Parent(s)
Adult sibling(s)
Adult relative(s)
Close personal friend (by notarized affidavit)

SRSIFCRAEN
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Designation of Health Care Surrogate Form

In the event that I, (full name) , am no longer able to make my
own health care decisions, | choose as my Health Care Surrogate:
Name: /
First Name Last Name Phone #
Address:

If my Health Care Surrogate is unwilling or unable to perform these duties, | choose as my alternative Health Care
Surrogate:

Name: /
First Name Last Name Phone #

Address:

My Health Care Surrogate’s authority becomes effective when my physician(s) determine that | am unable to
make my own health care decisions.

Optional: | also have the option to choose that my Health Care Surrogate’s authority become effective immediately
even while | am competent by initialing either or both of the following boxes:
| MUST initial:
My Health Care Surrogate has authority to receive my health information while I'm competent.

Initial
My Health Care Surrogate has authority to make health decisions for me even while | am

Initial ~ competent. However, any instructions or health care decisions | make, either verbally or in writing, will
supersede any instructions or health care decisions made by my Health Care Surrogate while | have
the capacity to do so.

Specific instructions or restrictions:

| authorize my health care surrogate to make all health care decisions for me, which means he or she has the
authority to:
e Provide informed consent, refusal of consent, or withdrawal of consent to any and all of my health care,
including life-prolonging procedures.
e Access my health information reasonably necessary for the health care surrogate to make decisions involving
my health care and to apply for benefits for me.
e Apply on my behalf for private, public, government, or veterans’ benefits to defray the cost of health care.
e Decide to make an anatomical gift.

My Signature: Date: / / Time:

15t Witness (required): 2"d Witness (required):

Witness Signatures: Two required. Your Health Care Surrogate cannot be a witness. Only one witness can be your
family or spouse. You do not need a notary.

[_IPhone
OR []Video
Qualified Staff / Interpreter Signature  (Check) Print Qualified Staff / Interpreter Name ID Number  Language Interpreted
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LIVING WILL INFORMATION

The Living Will lets your health care team, family and others know your wishes regarding life support treatment and how
to apply them to your medical care. Life support treatments are used when you are very sick. These treatments are
often helpful, but in certain situations can only add to suffering and prolong the dying process. The difference between
prolonging life and prolonging suffering depends on your values about what makes life worth living. Often when you are
so sick that you may die soon you are unable to speak for yourself. This part helps you keep a ‘voice’ in your care when
you are not able to speak.
Life support treatments may include, but are not limited to, medicines, surgeries, invasive procedures, such as:

» Intubation with a breathing machine or ventilation: when a tube is placed through your mouth to your lungs, or
a tracheostomy tube in your neck, so that a machine can pump air into your lungs and breathe for you.
Artificial feeding: this would include a feeding tube or TPN (IV nutritional support) if you cannot swallow.
IV Fluids: for hydration and administration of medications
Blood transfusions: to put other blood or blood products into your veins
Dialysis: a machine that cleans your blood if your kidneys stop working

LIVING WILL FORM
My wish is if | am very sick: (Initial EITHER Section | or Il below)

Section I. | do not want any life support treatment if | am in a: (initial all that apply)
Persistent Vegetative State: a permanent condition of unconsciousness, meaning you cannot interact
Initial - with the world and have no voluntary actions or thinking behavior.

End Stage Condition: an irreversible condition that causes severe worsening and permanent decrease in
Initial  health where treatment would not likely work.

Terminal Condition: a condition where there is likely no probability of recovery and it is expected to cause
Initial  death without treatment.

I do (initial) or | do not (initial) want to be given nutrition and / or hydration artificially by a feeding tube
or by intravenous feedings when it would serve only to prolong artificially the process of dying.

| willfully and voluntarily make known my desire that my dying not be artificially prolonged under the above initialed
circumstances. | request to be permitted to die naturally with only the administration of medication or the performance
of any medical procedure deemed necessary to provide me with comfort care or to alleviate pain
OR
Section Il.

| do want to try the life support treatments my physician thinks might help. If the treatments do not
Initial ~ work and there is little hope of getting better, | do not want to stay on life support machines.

Additional Instructions (Optional):

| request that my Living Will be honored by my family and medical team and | accept the consequences of my
choices. | am thinking clearly.

My Signature: Date: / / Time:
1st Witness (required): 2nd Witness (required):
Witness Signatures: Two required. Only one witness can be your family or spouse. You do not need a notary.
[IPhone
OR []Video
Qualified Staff / Interpreter Signature ~ (Check) Print Qualified Staff / Interpreter Name ID Number  Language Interpreted
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ADDITIONAL IMPORTANT INFORMATION REGARDING YOUR WISHES TO SHARE WITH YOUR HEALTH
CARE TEAM AND HEALTH CARE SURROGATE / FAMILY

A Living Will is NOT a “Do Not Resuscitate” (DNR) order.

If you do not want Cardiopulmonary Resuscitation (CPR) in the event you have a cardiac or respiratory
arrest, you will need to speak to your physician to order a “Do Not Resuscitate” (DNR) (Allow Natural
Death) order. A specific “DNR order” is required which tells the medical team how to treat you in the
event your heart and / or lungs stop working. It does not mean “Do Not Treat” before your heart/lungs
stopped. If you are a patient, you will receive care and treatment recommended by your physician and agreed
upon by you. Please talk with your health care provider about your current medical condition as well as the
benefit and harm of each treatment option.

Cardiopulmonary Resuscitation (CPR) is an attempt to resume your heart and lung function if your heart or
lungs stop working. CPR may include:

e Chest compressions — pressing in a hard-repetitive motion on your chest to attempt to keep your blood

flowing

o Defibrillation - Electric shocks to attempt to restart your heart

e Medicines in your veins

¢ Intubation with a breathing machine or ventilation
If CPR is successful, you usually would be in the Intensive Care Unit on a breathing machine and other
treatment therapies, if needed.

If you decide you do not want CPR measures taken in the event of a cardiac and/or respiratory arrest,
you (or your health care surrogate or next of kin on your behalf if you are unable to make medical
decisions) will need to sign a separate “Do Not Resuscitate” (DNR) Order form. There are two types of
DNR forms, hospital specific and community. Your health care provider can provide you more information
regarding the most appropriate DNR order form for use based on your wishes.

If you are a patient in the hospital, speak with your physician regarding having a Do Not Resuscitate Order form
completed.

If you are in the community, you may download and print the State of Florida Do Not Resuscitate Order form.
You may access the form at http://www.floridahealth.gov/about-the-department-of-health/about-us/patient-rights-
and-safety/do-not-resuscitate/index.html. This form must be printed on yellow paper and signed by yourself and
your physician to be honored by the community Emergency Medical Services.
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Patient Nondiscrimination in Health Care Services
Affordable Care Act Section 1557

AdventHealth complies with all applicable federal civil rights laws, including Section
1557 of the Affordable Care Act (Section 1557). AdventHealth does not discriminate

on the basis of race, color, national origin (including limited English proficiency and
primary language), age, disability or sex (consistent with the scope of sex discrimination
described in 45 CFR § 92.101(a)(2)).

In compliance with Section 1557 and other federal civil rights laws, we provide
individuals the following in a timely manner and free of charge:

Language assistance services. AdventHealth will provide language assistance services
for individuals with limited English proficiency (including individuals’ companions with
limited English proficiency) to ensure meaningful access to our programs, activities,
services, and other benefits. Please notify your provider of language assistance service
requests when scheduling your appointment to ensure we have the appropriate
resources available when you arrive.

Language assistance services may include:

« Electronic and written translated documents
+ Qualified interpreters
« Qualified bilingual/multilingual staff

Appropriate auxiliary aids and services. AdventHealth will provide appropriate
auxiliary aids and services for individuals with disabilities (including individuals’
companions with disabilities) to ensure effective communication. Appropriate auxiliary
aids and services may include:

+ Qualified interpreters, including American Sign Language interpreters
» Video remote interpreting

- Information in alternate formats (including but not limited to large print, recorded
audio and accessible electronic formats)

Reasonable modifications. AdventHealth will provide reasonable modifications for
qualified individuals with disabilities when necessary, to ensure accessibility and equal
opportunity to participate in our programs, activities, services or other benefits.

To learn more about your rights as a patient, please refer to AdventHealth’s Patient
Rights and Responsibilities and this notice.

For additional assistance, you may also contact your provider’s scheduling team or
AdventHealth at 1-800-609-5964 (TTY: 711) or email
PatientNondiscrimination@AdventHealth.com.

If you believe AdventHealth has failed to provide these services or has discriminated in
another way on the basis of race, color, national origin, sex, age or disability, you can:

1. File a grievance with AdventHealth Section 1557 Coordinator.
Please call 1-800-611-4208 (TTY: 711) or email
PatientNondiscrimination@AdventHealth.com.

2. File a complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights:

Electronically: https://ocrportal.hhs.gov/ocr/smartscreen/main. jsf

Via mail: U.S. Department of Health & Human Services
200 Independence Avenue, SW. — 509F
Washington, D.C. 20201

To access this notice in additional languages, please visit
https://www.adventhealth.com/legal/patient-nondiscrimination
or scan the QR code.
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The statements below direct people
whose primary language is not
English to translation assistance.

ATENCION: Si habla espafiol, tiene a su disposicién servicios gratuitos de
asistencia lingtiistica. También estdn disponibles de forma gratuita ayuda y
servicios auxiliares apropiados para proporcionar informacién en formatos
accesibles. Llame al 1-800-609-5964 (TTY: 711) o hable con su proveedor.
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1a10TCA 6ecnnatHo. Mo3BoHuUTe no TenegoHy 1-800-609-5964 (TTY: 711)
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ATENGAO: Se vocé fala portugués, servigos gratuitos de assisténcia linguistica
estdo disponiveis para vocé. Recursos e servigos auxiliares apropriados para
fornecer informagGes em formatos acessiveis também estdo disponiveis
gratuitamente. Ligue para 1-800-609-5964 (TTY: 711) ou fale com seu provedor.

ANOTER: Si vous parlez frangais, des services d’assistance linguistique gratuits
sont a votre disposition. Des aides et services auxiliaires appropriés pour fournir
des informations dans des formats accessibles sont également disponibles
gratuitement. Appelez le TTY : 1-800-609-5964 (TTY: 711) ou parlez a votre
prestataire.

PAALALA: Kung nagsasalita ka ng Tagalog, magagamit mo ang mga libreng
serbisyo ng tulong sa wika. Magagamit din nang libre ang mga naaangkop na

g tulong at serbisyo upang jbigay ng impormasyon sa mga
naa-access na format. Tumawag sa 1-800-609-5964 (TTY: 711) o makipag-usap sa
iyong provider.
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Patients’ Right to Know Act <> ([COLORADO
Service Avallablllty Form &, Health Facilities & Emergency

Medical Services Division
Ley sobre el derecho de los pacientes a saber

. . T . . Department of Public Health & Environment
Formulario de disponibilidad de servicios 3

What is this form? You have the right to get the information you need to make informed Need he|p')
health choices. Colorado law (Section 25-58-101, C.R.S.) requires healthcare facilities

to provide you with information on the availability of services related to: (;Necesn‘a ayL’da?

Click to open the FAQ.
¢ Qué es este formulario? Usted tiene derecho a recibir la informacion que necesite para  Haqa clic para abrir las FAQ.

tomar decisiones informadas sobre su salud. La ley de Colorado (Seccion 25-58-101, Use this
C.R.S.) exige que los centros de salud le proporcionen informacién sobre la QR
disponibilidad de los servicios relacionados con: code for
e Reproductive healthcare/Salud reproductiva more
e LGBTQ healthcare/Salud LGBTQ info:
e End-of-life healthcare/Salud hacia el final de la vida. Escanee este codigo QR
ara obtener mas
This form tells you what services are available at this facility: p o
informacion:
Este formulario le indica qué servicios estan disponibles en este centro:
Facility Name: AdventHealth Porter Facility Address: | 2525 S. Downing St. Denver, CO
Nombre del centro: Direccién del centro: 80210
Contact Name: ; Facility ID (FACID):
Persona de contacto: Patient Advocate ID del centro: 010424

Contact Phone: 303-778-5685

Teléfono de contacto:

Call this number if you have questions about this form.
Comuniquese a este numero si tiene alguna pregunta sobre este formulario.

Facility Type (per 6 CCR 1011-1): )
Tipo de centro (de acuerdo con la Hospital: 6 CCR 1011-1 Chapter 4
norma 6 CCR 1011-1):

The availability of each service and referral is marked with a letter, Y, L, or N. The letter used shows if a service or
referral is: available, limited by a non-medical restriction, or not available at this location.

La disponibilidad de cada servicio y referencia esta mardaca con una letra, Y, L, o N. Dicha letra indica si un
servicio o referencia esta disponible, limitada por una restriccion no médica o no disponible en esta ubicacion.

e Y = Yes/Si. This means the service or referral is available to all patients. There are NO non-medical restrictions.
Esto significa que el servicio o referencia esta disponible para todos los pacientes. NO existen restricciones no
meédicas.

e L = Limited/Limitada. This means there is at least one non-medical restriction for this service or referral.
Esto significa que existe al menos una restriccion no médica para este servicio o referencia.

e N = No. This means the service or referral is not available for any patient. This includes when the facility is not
licensed to provide the service, or has a policy that prohibits providing referrals for that service.
Esto significa que el servicio o referencia no esta disponible para ningtn paciente. Esto incluye cuando el centro
no cuenta con licencia para proporcionar el servicio o tiene una politica que prohibe referenciar a ese servicio.



Patients’ Right to Know Act

Service Availability Form
(continued)

Ley sobre el derecho de los pacientes a saber

COLORADO

Health Facilities & Emergency
Medical Services Division

S

Department of Public Health & Environment

Formulario de disponibilidad de servicios (continuacion)

Reproductive and Gender Affirming Healthcare Services

Servicios de salud reproductiva y de afirmacion de género
Primary Care, Sexual Health, and Sexually Transmitted Infection Treatment Services

Servicios de atencion primaria, salud sexual y tratamiento de infecciones de transmision sexual

Service or ltem Service Referral
Servicio o concepto Servicio | Referencia

Primary care services Y Y

Servicios de atencion primaria

Testing for sexually transmitted Y Y
infections (STls)

Pruebas de deteccion de

infecciones de transmision sexual

(ITS)

Treatments for STls including Y Y
prescriptions

Tratamientos para las ITS,
incluyendo recetas
Vaccinations for STls Y Y

Vacunas contra las ITS

Service or ltem Service Referral
Servicio o concepto Servicio | Referencia

Human immunodeficiency virus Y Y
(HIV) care and treatment

Atencién y tratamiento del virus
de la inmunodeficiencia humana
(VIH)

HIV pre-exposure prophylaxis Y Y
(PreP) and post-exposure
prophylaxis (PEP) prescriptions
and related counseling

Recetas y asesoramiento
relacionados con la profilaxis
previa a la exposicién al VIH
(PrEP) y la profilaxis posterior a la
exposicion (PEP)

Family Planning, Contraception, and Infertility Services
Servicios de plinificacion familiar, anticoncepcion e infertilidad

Service or ltem Service Referral
Servicio o concepto Servicio | Referencia

Family building/planning services  y Y
Servicios de planification y

conformacion familiar

Birth control including pills, rings, vy Y
patches, intrauterine devices

(IUDs), condoms, and others

Meétodos anticonceptivos, como
pastillas, anillos, parches
dispositivos intrauterinos (DIU),
preservativos y otros

Emergency contraception Y Y
Anticoncepcion de emergencia

Service or ltem Service Referral

Servicio o concepto Servicio | Referencia
Removal of contraceptive devices Y Y
Extraccion de dispositivos

anticonceptivos

In-vitro fertilization (IVF) Y Y
Fecundacion in vitro (FIV)

Intra-uterine insemination (1Ul) Y Y
Inseminacién intrauterina (11U)

Egg/sperm collection/storage Y Y

Recoleccion y almacenamiento de
ovulos y esperma
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Service Availability Form
(continued)

Ley sobre el derecho de los pacientes a saber

Formulario de disponibilidad de servicios (continuacion)

COLORADO

Health Facilities & Emergency
Medical Services Division

Department of Public Health & Environment

Pregnancy Testing, Support, and Termination Services

Servicios de pruebas, apoyo e interrupcion del embarazo

Service or ltem Service Referral Service or ltem Service Referral

Servicio o concepto Servicio | Referencia Servicio o concepto Servicio | Referencia
Pregnancy testing Y Y Treatment/management of L Y
Pruebas de embarazo miscarriage or threatened
Genetic testing Y v miscarriage, including abortion
Estudios genéticos when requested by patient
Ultrasound Y Y Tratam{ento y manejo del aborto
Ultrasondio espontaneo o de la amenaza de
Lab d deli aborto espontaneo, incluyendo el
abor and delivery L Y aborto cuando la paciente lo
Trabajo de parto y alumbramiento solicite
Neonatal intensive care N Y Medications that may cause Y Y
Cuidados intensivos neonatales unintentional termination of
Trial of labor after cesarean L Y prégnancy
(TOLAC) Medicamentos que pueden
Prueba de trabajo de parto provocar la interrupcion
después de cesérea involuntaria del embarazo
Medication abortion L Y Surgical treatment for ectopic Y Y
Aborto con medicamentos pregnancy by salpingectomy
Procedural/surgical abortion L Y Tratamiento quirdrgico del
Aborto de procedimiento o embarazo ectfjpico mediante
quirtirgico salpingectomia
Diagnostic aspiration of uterus N Y Other treatments for ectopic Y Y
Aspiracién diagnéstica del ttero prégnancy
Feticidal injection N Y Otros tratamientos para el
Inyeccion feticida embarazo ectopico
Induction of labor after fetal N Y Post termination care, including Y Y

demise

Induccién del parto tras muerte
fetal

complication management

Atencion posterior a la
interrupcion del embarazo
incluyendo el manejo de
complicaciones
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Formulario de disponibilidad de servicios (continuacion)

COLORADO

Health Facilities & Emergency
Medical Services Division

Department of Public Health & Environment

Reproductive, Gender Affirming, and Sterilization Services
Servicios de reproduccion, afirmacion de género y esterilizacion

Service or ltem
Servicio o concepto

Hysterectomy
Histerectomia
Tubal ligation

Ligaduras de trompas
Oophorectomy

Ooforectomia

Salpingectomy
Salpingectomia

Endometrial ablation

Ablacion endometrial
Vasectomy

Vasectomia

Medications which may cause
unintentional sterilization

Medicamentos que pueden
causar esterilizacion involuntaria

Letters in favor of gender affirming
healthcare services

Cartas a favor de los servicios de
salud relacionados con la
afirmacion de género

Gender affirming mental health
therapy

Terapia de salud mental
relacionada con la afirmacion de
género

Gender affirming voice/speech
therapy

Terapia del habla o de la voz para
la afirmacién de género

Service Referral
Referencia

Servicio

Y

<~ < </ =< =< <

Y
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Service or ltem
Servicio o concepto

Service Referral
Servicio | Referencia

Facial and neck surgeries Y Y
Cirugias faciales y de cuello

Bilateral mastectomy

Mastectomia bilateral

Breast augmentation

Aumento de senos
Orchiectomy
Orquiectomia
Vaginoplasty
Vaginoplastia
Phalloplasty

Faloplastia
Metoidioplasty

Metoidioplastia

Hair removal laser/electrolysis

Y

Depilacion laser o electrdlisis
Hair transplant surgery Y
Y

Cirugia de trasplante

Puberty blocking hormone therapy

Terapia hormonal de
la pubertad

L

P

de cabello

P
<~ < < < =< =< =</ =< <

bloqueo de

Gender affirming hormone therapy L Y
(GAHT), hormone replacement

therapy (HRT)
Terapia hormonal de

afirmacion

de género (THAG) y terapia de

reemplazo hormonal

(TRH)
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Medical Services Division

S

Department of Public Health & Environment

Formulario de disponibilidad de servicios (continuacion)

End-of-life Healthcare Services

Servicios de salud hacia el final de la vida
Medical-Aid-in-Dying Services

Servicios de asistencia médica para el proceso de muerte

Service or ltem Service Referral
Servicio o concepto Servicio | Referencia

Counseling, discussion, and Y Y
education regarding

medical-aid-in-dying services

Asesoramiento, dialogo y

educacion con respecto a los

servicios de asistencia médica

para el proceso de muerte

Providing procedure for N Y
medical-aid-in-dying medication

Procedimiento para suministrar

medicamentos de asistencia

médica para el proceso de muerte

Selling or furnishing N Y
medical-aid-in-dying medication

Venta o suministro de

medicamentos ide asistencia

meédica para el proceso de muerte

Service or ltem Service Referral
Servicio o concepto Servicio | Referencia

Performing or assisting with the N Y
written and verbal request
requirement

Realizar o asistir en el
cumplimiento de peticiones
escritas o verbales

Performing or assisting with the N Y
attending physician requirement
Realizar or asistir en el

cumplimiento de los requisitos del
meédico tratante

Palliative and Hospice Care Services
Servicios de cuidados paliativos y para enfermos terminales

Service or ltem Service Referral

Servicio o concepto Servicio | Referencia
Palliative care Y Y
Cuidados paliativos

Assessment or counseling for Y Y

palliative care

Orientacion o asesoramiento en
relacion con los cuidados
paliativos

Service or ltem Service  Referral
Servicio o concepto Servicio | Referencia
Hospice care Y Y
Cuidado de enfermos terminales

Assessment or counseling for Y Y

hospice care

Orientacion o asesoramiento en
relacion con el cuidado de
enfermos terminales



Service Availability Form Health Facilities & Emergency
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Ley sobre el derecho de los pacientes a saber
Formulario de disponibilidad de servicios (continuacion)

Patients’ Right to Know Act COLORADO
e

Department of Public Health & Environment

Services in Advance Directives and Medical Orders for Scope of Treatment (MOST) Forms
The facility will honor a patient’s or medical decision-maker’s request regarding:

Servicios relacionados con los formularios de voluntad anticipada y
las 6rdenes médicas para el alcance del tratamiento (MOST)
El centro respetara la solicitud del paciente o del responsable médico en relacion con:

Service or ltem Service Referral Service or ltem Service  Referral
Servicio o concepto Servicio | Referencia Servicio o concepto Servicio | Referencia
Do not resuscitate/No cardio- Y Y Voluntary stoppage of eating and Y Y
pulmonary resuscitation (CPR) drinking (VSED)

No intentar reanimar o practicar la Interrupcion voluntaria de la

reanimacion cardiopulmonar alimentacion e hidratacion

(RCP)

No ventilator support Y Y Duration of artificial Y Y

No brindar asistencia respiratoria nutrition/hydration

Duration of ventilator support Y Y Duracion de la nutricion e

Duracién de la asistencia hidratacion artificial

respiratoria

No artificial nutrition/hydration Y Y Withdrawal of nutrition services Y Y

No brindar nutriciéon e hidratacion Suspension de los servicios de

artificial nutricion

AdventHealth Porter is a licensed acute care hospital.

Need help? Click the link below to view frequently asked questions:

¢Necesita ayuda? Haga clic en el siguiente enlace para ver las preguntas frecuentes:

https://docs.google.com/document/d/e/2PACX-
1vTQKDvxvXGIIIPN4LhIfOPEgX8NiU931jXxmBTV5nHLvwasH8KXb1yAuYzV-cHIYVvBnTF6wSiZ-oBo/pub




Understanding Your

Emergency Room Cost

When you visit the emergency room, your
health and safety are our top priorities. We also
understand that concerns about unexpected
medical bills can add stress during an already
difficult time. That’'s why we’re committed to
being clear and supportive when it comes to
your billing and insurance information. Every
situation is unique, and our team is here to help
you understand your coverage and explore
your options.

Why Are We Asking for Payment?

At the time of your ER visit, we may ask for
payment or provide you with an estimate based
on your insurance coverage. This is a standard
part of the registration process and helps:

Meet Insurance Requirements:

Many insurance plans require
a copay or deductible to be
collected at the time of service.

Avoid Surprise Bills with
Estimate Transparency:

By getting payment information

in advance, we can provide
transparency throughout the billing
cycle and more accurately bill your
insurance, preventing delays.

Cost Transparency:

We’ll help you understand
your estimated out-of-pocket
costs upfront.

What You Might Be Asked to Pay:

Depending on your situation, we may request:

» Insurance co-payments
« Deductible or coinsurance estimates
« A deposit if you do not have insurance

What if you can’t make a payment?
We have options for you:

We never delay emergency care due to an inability
to pay. If you're unable to make a payment:

« You will still receive medical treatment
« We can discuss flexible payment options

« Financial assistance may be available for
those who qualify

Please let our staff know if you have questions
orneed help navigating your options.

Questions About Billing or
Insurance?

Our Consumer Access and Patient Financial
Services teams are here to help.

{‘ Call: 855-AH1-BILL (855-241-2455).

@ Visit: https://www.adventhealth.com/pay-my-bill

& Ask for a Financial Counselor on site

Thank you for choosing AdventHealth to care for you.
We’re dedicated to helping you feel whole,
in body, mind and spirit.

)+
AdventHealth
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