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CONSENT FOR: TREATMENT, PAYMENT. AND. HEALTH
CARE OPERATIONS, INGLUDING ADMISSION AND
MEDIGAL TREATMENT AUTHORIZATION

s

Fhiae L

This fonn'cannme odifisd, Aay handwrltten changes to this form Shall nat bo Tegally binding or enforceable, -

GENERAL CONSENT AUTHORIZATION, PATIENT RIGHTS AND RESPONSIBILITIES, PATIENT CONTACY . . — .

Janthorize Atlanhc__l-lealth'st}ystemv(which includes CentraState; Chilton, Hackettstown, Moristown, Newton and Overlook Medical Genters, collectively referred to s *Hospital”), Atlantic
Medical Group (“AMG"), Atlantic Atfiliates, Hospital staff, AMQ stitfand the pfiysician(s). participating in my care to render hospital dnd medical ¢arp formyconidition, which may include
routine diagnostic procedures and such otfier. medical treatment as may be deemiéd advisable by the physlcian(gz‘,%anlclpaﬁng In.mg care., This imay or.may notifclude admission tothe
Hospital. lacknowlsdgéthal no guarantees have besn mads to me about the outcome of my medical care and treatment. | understand and acknowfedge that the miajotity of the physlclans
at the Hospital aré members of the Voluntary Medical Staff and are not employees, or agents of the Hospital, but are elthar Indapendent contiactrs-orindependent practitioners who
liave been granted the privilage of using the Hospltal's facilitles for tha care and treatment of their patlents, This.Includes, but.ls not limiled to,-Emergéncy Départment physicians,
anesthesiologists, cardiologists, neonatologlsts, obstetriclans, pathologists; rediologists, surgeons, the:on call physlclan, lelshealth providers, and other pansultants who may treat me.
{ understand that feleheatth invalves the use of information and communications technologies; Including telephones, remote ra!lem monitoring Jevices, or other electronic means, to
support clinical heafth care, provider consuRation, patlent and professional health-related education, public heatth, health administration,-and other sétvices, 'onsent to treatment and
care by Hospital afflliates and by their physiclans and health care providers, Including those who are located at sites otherthan the one atwhich | am presentand who provide tréatment and
care irough telahealth. ) understand that physicians in training; medical and nursing students, and paramedical parsonnel may observe and participate in my care under the supsrvision
of the Hospital or AMG staff and my physician(s). { authortze the Hospltal te arrange for the disposition of ali =‘srec.lmens and tissues. Thesa consents:and authorizations shail also apply
to the admission and médical treatment of 3 néwbom irfant who Is delivered by te during my hospitalization. tunderstarid that it may be necesSary for my lieallhtare provider(s) totake
'} photographs, flimis, retordings and/or othiér like images and thiat the presance of a vendor representative may be requiréd for medical, educational and/or continuity of care purposes.

] hstr.ahy acknowiedge receipt of a Statement of Patlent Righis.and Responsibliities. 1 understand that proféssional personnel are available to expifain the Statement upon
reques

The Hospital maintains a current Bst of patients and Whelr lotation In the hospital. 11 hereby permitmy location to ba provided to irlends, tamily and/or visitors.

| authorize Hospital, AMG and Atlantie Affiliates, all clinlcal providers who have provided care o me, and thelr authorized agents, Including but not limited Yo any billing services,
collection agenciss, atforneys or other agenits who may work on their bahalt, to contact me via electronic mafl, text and/or telaphona on my celi phona and/or home phons using
Butomatic talaphone dialing systems or other computer assisted techdology. 31 hereby authorize such cotacl &t this time.

FINANCIAL ARRANGEWIENTS '

| understand the Hospital chiarges do not Include the fees of my treating ph%sician or the feas for services provided by other Voluntary Medlcal Staff who may treat me. | understand that
| am financlaily responstbls for the payment of my physictan fees and mg 'os‘prlté! bill; these fees may not be covered by my Insurance plan. | authorize payment of medical insurance
benefits (Including managed care, Meditare and Medicald, when applicable) directly to the Hospital and/or,any physfcian(s) panicipating in my care. { understang that some insurance
and managed care entities require jre-approval of certaln hospltalizations, pmchures &nd sur&eﬂés, andit maybemy responsibility to obmln,ap?ropﬁata pre-approvals, || am recelving
hospltal billed servicés, 2 copy of “An Important Messaga from. Medicare” or “An important Message from TRICARE", as applicable, and "Notica of Charity Care and Redisced Charge
Charfty Care” have been made available to me. | understand myrights as outiined in the document(s? 1 hava recelvéd. A deposit may be requestsd. If | ama Medlcald baneficiary, [ cert
that 1 am receiving the services covered by this.consent and | request that payment for these services be'mads. Not appiicabla to Emergency Department Treatmant Autherization,

PROTECTED HEALTH INFORMATION .

[ have recelved a copy of the Notice of Privacy Practices for Protected Health Information (the. *Notice”). The Notice provides a complete déscription of the uses and
disclosures of my Personal Protected Healthh Information (“PHI™). | have had an opportunity to review this Information before signing thils form. | conseat to tha Hospital,
Alantlc Affliates, AMG .and/or any physitcian(s) parliclpatlng*ln my care releasln? my PHI {elther In writing or verbail I in order to carry out treatment, payment, of health care
operations. This Includes any medical information (Including drug and alcohol abuse treatment information, psychlatric treatment information, and HIV relatad information
inchiding HIV testing results (it applicable), which may be needed to process claims for medical insurance (or managed care) bonefits relative 1o this hosplitalization (including
precertification or vertfication, If necessary), or which may be neadsd 10 conduct continued care pianning, which may include release of my PH! to home' healthcare agencies.

AUTHORIZATION TO DRAW BLOOD

In the event that any individual participating In my care Is accidentally exposed to my blsod or badily fluids, | authorize the Hospltal to draw my blood and test 1t for the
presence of blood borne pathogens stich as the Human lmmunodeficiancy Virus {*HIV'). | understand that if such testing 1s necessary the Hospital or my physician will make
all reasonable efforts to notify me: | consent to tha confldentlal disclosure of the test resuits to tha authorized medlcal provider treating the person who has baen exposed to
my blood or bodily tiuids, so that appropriate treatment determinations may be- made, | understand that | do ot have to agrea to testing and/or disclosure 'of my test results.

____"By Tnitialing here [ agrese to be tested for bload borne pathopens such as he Human Immunodeficlency Virus (*HIV*) and | consent to the disclosure of my blood test
Tesuits. ~

| vALUABLES ~
| understand that the Hospita) recommends- all personal belongings and valudbles be sent home with a famlly membar or friend. | assume all risk for joss or damape
to any personal belongings retained by me. The Hospltal will not repface er relmburse me for any personal belongings which are lost, broken or stolen duringmy admission.

OUTPATIENT SERVICES IN HOSPITAL SETTING

| undersland thal I am having care, tesling, procedura(s) or ireatment thal is considered an oufpailent procedure In @ hospital selling. As such, there may be different
regulremonts for deduveilbles and/or cafa than-for a physiclan office visit. | understand that it Is my responsiblifly ta fully uniderstand flie regulrements of my Insurance
company or managed care entily aad that'l am resrnnslhla lor peyment of any copayments, deduclibles, and charges as required. If the services rendered qualify:me for
recurring statas, my signalure on this consen! shall be vallt for care renderst throughoul this perlod.

Tow (‘nlllal} lunderstarid that thars Will ba two compenents to iny bill: the prafessional services provided by my physiclam and the lests and/or praceduras canducled by the
ospilal, '

1
.

" : (am) (pm)
SIGNATURE OF PATIENT OR.PERSON SIGNING / CONSENTING ON BEHALF OF PATIENT Dale Time (
:I | xlatrln s!gr?,llng / cm:lsm;gnq on behalf of the patient, | recopnize.that signing /.consénting on behalf of the patient is not sn accaptance of financlal responsibility which I would not otherwiss iave
or the sarvices randared.

i
Y

PRINTED NAME OF PERSON SIGNING/CONSENTING, ON BEHALF OF PATIENT “Relationship
For verbal consents, print full name of employes witness: . i : {am) (pm)
. ‘ Date _ ) Time
For verbal consants, pint full name of employee witness: (am) (pm)
s . i ) Oate Time
PATIENT UNASLE T0 SIGN BECAUSE:

AH10324)V (09/22)




