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Consent and Agreement
Physician Services and Hospital Services

1. . Annual Consent for Ser\rices. I consent to the services that may be performed by & Mercy Health
: (*Mercy”) physician or non-physiclan provider {“provider") or facility. | undeérstand | can withdraw
this consent at any time. This consent and agreement applies to any provider services | may obtain -
from Mercy providers at a clinic or physician's office and also ta any huspItaI services | may obtam
at & Mercy hospital or from a hospital-based clinic location.

2. Telehealth Services: | consent to services that may be provided through advanced telecommunicatiors
~ technology between one site to at least one other site (“telehealth”). I consent t6 the telehealth services
that may be performed by a Mercy physiclan or non-physician provider or facility, who may be at a
different location than me, | understand that | can withdraw this consent at any time. | also understand
and agres to the following: €i) | shall have the option to refuse telchealth services at any time without
- affecting my right-to future care or treatment and without risking the loss or withdrawat of third party
payor benefits to which | am entitled; {II) | shall be informed of the alternatives to the telehealth services
that are available to me; (ifi) | shall have access to the medical information resulting from the telehealth.
services as provided by taw; (Iv) | consent to the dissemination, storage, and retention of identifiable
images or other information from the telehealth sarvice; (v) | shall have the right to be advised of the
parties-who will be present at the originating site and the distant sitg during the telehealth services,
and | shall have the right to exclude anyone from either site; and (vi) | cohsent to the videotaping or -
other recording of telehealth services, and | understand that | can withdraw this consent at any tirme.

" 3, Financial Agreement: | guarantee and agree to pay for ail goods and services provided to me or
the patient named below &t the rates listed in Mercy's Charge Description Master as of the date
of treatment, unless ] am entitled to pay a different amount under my (or the patient's) health
Insurance plan or my (or the patient's) status as a Medicare or Mediczid beneficiary. Should an
account be referred to an attorney or collaction agency for coliection, | will pay attorney’s fees and
collection expenses. Mercy will provide a medical scraanmg exam to anyone in need of emergency
medical treatment, regardless of ability to pay..

4. Assignment of Insurance Baviefits: | assign to Mercy, my physician or other non- Mercy healthcare
professionals invelved in my (or the patient's) care my (or the patient's) rights under all insurance and
banefit plan documents, and authetize direct payment to each healthcare provider of all insurance and
plan bénefits-payments for services provided to me (or the patient) by these providers..By paying my
providers d:rectly, my Insurance company or employer is fulfilling its obligations to me (or the patient)
under the health insurance pollicy, or the employer Is fulfilling its obligations as required by law, | also
agree that | (or the patient) am financially responsible for charges not paid according to thls assignment.

5. Medicare Assignment: | certify that the information given by me In applying for payment from any
third party payor, including payment under Title XV1i| of the Social Security Act, is correct. | raquest
that payment of authorized benefits be made in my (or the patient's) behalf, and | authorize the Social-
Security Administration Offlce of the Department of Health and Human Services to release Information:
regarding my (or the patient's) sligibility for coverage under Medicare Part A and Part B, including but,
not limitad to the effective date of such coverage. | also authorize Mercy to release to the Social Security
Administration or Its Intermediaries or carriers any information needed for this or a related Medicare
clairn.

6. MNotice of Privacy Practices | ackrowledge that | have received a copy of the Notice of Privacy Practices
(NOFP), which describes when Marcy may use or disclose information for treatment, payment and
health care operations, The NOPP is considered part of this Consent and Agreement by this reference.

1 understand that the NOPP is only provided the first tims | receive services from the hospltal and is
otharwise avallable upon requast and on Mercy's website,
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7. Monitoring: | understand that monitoring services may be pravided through mobile application,
medical device, or other technology. | understand that Mercy facllities may use video menitering In
_ patient care areas when there is clinical need and in comman areas for securlty purposes. | consent
to such technology and video moritoring, with the understanding that any Images, audio, or data
from the monitoring are not readily available fo visitors or the public and will not be disclosed except
as required or permitted by law. ' . : -

"8, Legal Refationship batween Hospital and Providér: | understand that when | am hospitalized, | am
under the care and sypervision of my attending provider, and it is the responsibility of the hospital and
‘nursing staff to carry out His/her Instructions. It is the responsibility of my provider or sirgeon to obtain
my Informed consent, when required, for specific medical or surgiczsl treatment, special diagnostic
or therapeutic procedures, or hospital services provided to me under Instruction of the provider..

9, Clinfc and Hospital Rules: | understand that my visiters and | must cbey all Mercy clinic and hos;::i_fa!
rules. | understand that if | or my visitors da not folfow the rules, Metcy may pursue correctiveaction.

10. Personal Valuables:! understand that as a patient, | am encouraged to lesve valuable personal items
at home, While Mercy may maintain a safe for small personal iterns of usual valus, Mercy is not
responsible for the logs of damage to these items.. C

1. Demographic informatian: | have reviewed the demographic infdrrnat_ioh !is;fted' for mé and confirm
that it fs.correct. | am aware that ! need to inform Mercy of any changes as soon as pessible,

12. Independent Contractor/Provider: | undarstand that separate bills may be sent for professional services:
frorh non-Mercy providers such as radiologists, pathotogists, arid anesthesiologists, in addition to the |
Mercy bill. : - : '

13, Phone Calls: | authorize Mercy and its.colection agencies to contact me, or a represéntative | appoint,
about y account, including using any contact information er cell-phone numbars that | have provided
or will provide, or that is available to Mercy from third parties. | authorize contact with me by telephone
or voice messages and authorize the use of autémated diallng technolcgy and pre-recorded messages, .
even if | am charged for the cal! under my phone plan. | agree such contact will not be “unsolicited” for
purposes of local, state or federal law. | agree that Mercy and its collection agencies may monitor and/
or record.any communication.” . _ ' T -

14, Netice to Mercy Co-workers: As a co-worker employed by an entity owned or controlled by Mercy, -
| agree to payment of outstanding balances(s) due for medical services rendered to me, or any
dependents far whom | am financially respansible, after ali applicable insurance payments are recelved
for such services. In the event | da not make reasonable attermmpts to resolve the outstanding balances,
| understand Marcy may initiate payroll deduction, in accordance with Mercy's Co-worker Payroll
Deduction Policy. o . : :

A copy of this form shall have the same force and effect as the orlglnal. The undersigned is the patient or .
Is duly authorized to act on behalf of the patient to sign for the patient and accept the terms written abeva.
A signed copy of this form is available upon request. '

Signature: _ : ' Date: Tirme:

It signed by other than patient, indicate relationship: _

Witness: Date; . Time:
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