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Consent for Services

| consent and authorize Inova’s Medical House Calls program, its agents and
associates to care for and treat me in my home and at Inova facilities. A
representative of Inova has explained my plan of care and has answered all of my
questions in a satisfactory manner. | understand that my treatment plan may change
and, if so, these changes will be discussed with me and the final decision will be
mine. Unless | object, my family/caregiver/medical Designated Decision Maker (DDM)
will receive instructions to assist with my care. | agree to notify my health care team
of any changes in my condition, any side effects of medications, or any other
significant events related to my health and well-being.

Notice of Privacy Practices and Acknowledgement of Receipt

| understand that practices about the use and disclosure of medical information are
described in the current Notice of Privacy Practices (enclosed). | certify that | have

received Inova’s Notice of Privacy Practices and that | have a right to receive an

additional copy upon request.

Patient Rights and Responsibilities
I have received a copy of Inova’s Patient Rights and Responsibilities (enclosed).

Authorization for Claims, Payment and Reviews

| request that payment of authorized Medicare, Medicaid, or other insurance benefits
be made on my behalf for any services furnished to me by Inova’s Medical House
Calls program. | authorize any holder of medical information about me to release to
the Centers for Medicare & Medicaid Services and its agents and to my medical
insurers any information needed to determine or secure eligibility information for
these benefits.

I certify that all information given on my behalf is correct to the best of my knowledge.
I understand that services provided to me by the Inova Medical House Calls program
will be billed to my insurance plan(s), if any. | also understand that no patient is
denied services due to an inability to pay for medical care. | may complete an
application to determine if | am eligible for payment assistance through the Virginia
Health Safety Net Program.

PATIENT IDENTIFICATION

Inova Medical House Calls
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Guidelines SONT

Your medical provider might already have made plans with you for regular
medical house call appointments on a recurring schedule. The guidelines below do
not refer to those plans, but instead address needs that arise unexpectedly.

Urgent Needs During Business Hours:

e Business hours are 8:00 am - 4:30 pm Monday-Friday, excluding holidays.

o Clinical office staff can usually respond to phone calls regarding urgent needs
via telephone within one hour.

o A medical provider can usually respond with a visit to the home within 24-48
business hours.

¢ You need to dial 911 for an emergency.

Urgent Needs After Business Hours, During Weekends and on Holidays:

o Observe hour-of-day/night courtesy. The on-call provider can usually respond to
calls within 20 minutes.
¢ The following MAY NOT be requested at night or during weekends:

» refills of prescriptions
= scheduling of routine visits for the coming week
» prescriptions for controlied substances
= form completion
e You need to dial 911 for an emergency.

If you call with an urgent request, it is possible that you may be advised to go to the
Emergency Room.

Additional Guidelines:

» Routine Appointment - Call for a routine appointment the same way you
would call any primary care office seeking an appointment. You may plan for a
routine visit 1-2 weeks in advance or you may ask for an expedited
appointment within a few days.

» Prescription Refill - Call for prescription refills at least 7 business days
before you are out of any medication.

¢ Forms Completion - Call if you need forms completed by your provider and
allow 7-10 business days (plus any time for testing needed) in order for
provider fo complete the forms.

PATIENT IDENTIFICATION
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Additional Guidelines: (continued)

o Other Requests - Call to coordinate for other requests as needed. Be aware
that elective procedures scheduled by other medical providers do not prioritize
our appointment schedule.

¢ [f you have a non-urgent question or request that cannot be addressed by the
clinical office staff, you may leave a message and a medical provider will return
the call, generally within 24-48 hours.

Your provider might need to obtain lab work and imaging as part of your medical
care. If your provider determines there is a need for these services, they may be
provided by an outside company. There may be costs associated.

| understand the information given above, and all my questions have been answered
to my satisfaction.

Patient/DDM (signature) Date Time
if DDM:

(print name):

(address):

(phone number):

O Guardian O BDM
Relationship: Authority: 0O Other:

[ Oral Consent Obtained (witness to oral consent must sign below)

OFFICE
USE

NNl Witness to Oral Consent (signature) Date Time

Witness to Oral Consent (print name)

Interpreter Information (To be completed by Inova staff, if applicable):
O In person [0 Telephonic O Video  Interpreter name/ID number (if applicable)
O Patient/Designated Decision Maker was offered and refused interpreter [ Waiver signed

PATIENT IDENTIFICATION .
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% All items with an asterisk are MANDATORY fields. Do NOT use for CATS releases |
Al
% Patient Name Medical Record Number
% Patient Date of Birth Social Security# (last 4 digits)
% Contact Phone Number Contact Email
% Patient Address
Street Address City State Zip Code
B |* | authorize Inova to (check ane):
O Release the information indicated 1o: ]_
0 Request the information indicated from:
MName of person or entity to receive or disclose information
Street Address City State Zip Cade
Phones# Faxd# Email
|C | tnformation to be Released/Disclosed: (check all that apply): O History & Physical [ Psychiatric Admit Nate
Facility: £1 Billing Information O Labaratory Reports O Psychiatric Evaluation
0 Al Inova facilities 0 Complete Medical Record [ Medication List O Radiolagy Images/CD
Dates of admission/treatment requested: O Consuitations 1 Operative Reports 0 Radiology Reports
O Discharge Summary O Pathology Reports J Other (specify):
0 EKG/EEGSs O Physician Orders
[T Emergency Room Records [ Progress Notes
21* Purpose {check all that apply): E] * Provide Record by Means of (check ane):
1 Medical Follow-Up 1 MyChart 1 Email — Ericrypied
0 Attorney O Fax (25 pages or less) O Email - Unencrypted
O Personal Uss LI Electronic Media (CD) O Pick-up
[ Disabilit 1 Mail = Regular
¥ O Mail — Expedited. On request, Health Information Management can expedite
O Insurance recard delivery. You will be billed for actual charges incurred.
0O Gther O In Person Review. You will need to make an appointment for the review.

ﬂ | understand if the person or agency that receives my information is not a health care provider or health plan covered by the HIPAA
privacy regulations, the information described above may be redisclosed and is no longer protected by these regulations.

| understand written notification is necessary to cancel this authorization. | am aware that my cancellation will not be effective as to
disclosures already made in reference to this authorization.

| understand that this disclosure release may include sensitive information in my records that do not require separate authorization
based on federal or state regulations.

| understand treatment will still be provided to me if | do not sign this form.

#* Patient or Authorized Representative (signature) % Date/Time (Authorization will expire six months after date signed)

O Self

% Patient or Authorized Representative {print name) * Relationship to Patient (specify, or check box if “self")

Interpreter Information (To be completed by Inova staff, if applicable):

O In person [ Telephonic O Video  Interpreter name/|D nurnber (if applicable)

O Patient/Designated Decision Maker was offered and refused interpreter & Waiver signed
PATIENT IDENTIFICATION

Iinova
If labal i t ilable, pl late: - - -
ahel s ol avalladle, pleass comple Authorization to Request/Disclose
Patient Name: Protected Health Information
Date of Medical
Birth: Record #

Gender: 0 Male O Female
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Patient Identification Form

This form is to correctly identify the legal spelling of your first name, last name, middle initial and
your date of birth. Accurate patient information is important for your safety while receiving services
at any Inova facility.

Please Print Clearly

.egal First Name of Patient:

Legal Middie Name of Patient:

Legal Last Name of Patient:

Address:

City State Zip Code
Phone Number: Social Security Number:
Date of Birth (Month / Day / Year): Gender: [1 Male [J Female

Primary Care Physician:

Group Practice Name:
OR

01 do not have a Primary Care Physician (check if applicable)

Signing this form acknowledges the above information is correct and will be used as patient
identification at Inova.

Patient or Designated Decision Maker (DDM) (signature) Date/Time
If signed by DDM: _
DDM (print name) DDM Relationship to Patient
Witness (signature) Witness (print name) Date/Time
PATIENT IDENTIFICATEON
Inova
If label is not available, please complste: Pati ent ldentiﬁcation Form
Patient Name:
Date of Medical
Birth: Record #
Gender: O Male Q Female
CAT # 8737T1/R121516 » PKGS OF 100 5
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Inova Medical House Calls

Please list the names and phone numbers of anyone currently involved in patients care.

Please call any non-Inova Providers and request that they send our office the 2 most
recent visit notes. They can be faxed to the Medical House Calls office at 571-665-6878.

Current PCP (Primary Care Provider
1.

Specialists (cardiologist, nephrologist, dermatologist, etc.)

S S S

Home Health Company (nursing, physical therapy, occupational therapy, etc.
1.

Hospice or Palliative Company Name
1.

Care Manager. Social Worker, APS Worker, etc.
1.

2,

Caregiver/Aide/Private Pay Services
Company Name:
1.

Days and times are caregivers in home?

2700 Prosperity Ave. Suite 270
Fairfax, VA 22031

P (703) 698-2431 F (571) 665-6878
inova.org
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Inova Medical House Calls

The following pages are for your
information only. They do not
require any signature and they do
not need to be returned to Inova.

inova.org




Dear Valued inova Patient,

Since April 2021, the majority of your patient care information is available to you
through your MyChart account as soon as it is posted by your care team. This
includes treatment notes, lab results, pathology, and test results.

Your care provider has ordered an important test, scan or procedure to help diagnosis
or monitor a health condition, which might need to be addressed quickly. The results
may indicate the need for further evaluation and treatment. Since notes and results
are available for your review more quickly than in the past, you may see your resulis
before your care provider has a chance to review them. All results will be addressed
by your provider in a timely manner, and you can send your care team a message
through MyChart if you have questions.

If you prefer to speak with your provider before you see your results in MyChart, you
can easily update your communication preferences. Log into your MyChart account
and follow these steps:

Select "Menu” (top left of the page)

Select “Account Settings”

Select “Communication Preferences

Select ‘Health” and click to expand

Under ‘Test Resuit, you can elect to receive all results in a single email by
selecting ‘Receive a daily summary between 8-10 am....’

« If you do not want to receive your results electronically, de-select the
email icon.

Qur team is prepared to answer your questions, so please do not hesitate to reach out
for assistance as needed. For additional information, please visit our website at_
inova.org/mychart/opennotes.

Thank you,

Your Inova Care Team

inova.org




System INOVA NOTICE OF PRIVACY PRACTICES

Effective Date: November 15, 2014

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AT INOVA
AND HOW YOU CAN GAIN ACCESS TO THIS INFORMATION.

PLEASE REVIEW IT CAREFULLY.

If you have any questions about this notice, please contact Inova's Chief Privacy Officer by calling the Compliance
Department at 703-205-2337.

Each time you visit a hospital, physician, or other health care provider, a record of your visit is made. Typically, this
record contains your symptoms, examination and test results, diagnoses, treatment, a plan for future care or treatment,
and billing-related information. This information is considered protected health information (PHI). The Health Insurance
Portability and Accountability Act (HIPAA) requires that we provide you with a notice regarding how your PHI may be
used or disclosed and your rights concerning that informaticn. This notice applies to ail of the records of your care
generated by and as part of the care furnished to you in an Inova facility or through an Inova service, whether made by
inova personnel, agents of Inova and its affiliated facilities, or by your personal doctor. Your personal doctor may have
different policies or notices regarding the doctor's use and disclosure of your medical information created in the doctor's
office or clinic.

Inova's Responsibilities

We are required to abide by the terms of this Notice of Privacy Practices. We may change the terms of our notice, at
any time. The new notice will be effective for all PHI that we maintain at that time. Upon your request, we will provide
you with any revised Notice of Privacy Practices. You may request a revised copy by accessing our web site
www.inova.org, calling 703-204-3342 and requesting that a revised copy be sent to you in the mail or asking for one at
the time of your next appointment. If any major change is made to this Notice, it will automatically be provided to you at
the time of your next visit to an Inova facility. It will also be posted on our website at the time of the change.

Uses and Disclosures
How we may use and disclose Medical Information about you.
The following categories describe examples of the way we use and disclose medical information:

For Treatment: We may use medical information about you to provide you treatment or services. We may disclose
medical information about you to doctors, nurses, technicians, medical students, or other personnel who are involved in
taking care of you at Inova. For example, we may provide a physician at an Inova hospital with information regarding
your prior freatment at an Inova facility if it might have bearing on the current condition for which you are being treated.
Different Inova departments also may share medical information about you in order to coordinate the different things you
may need, such as prescriptions, lab work, meals, and x-rays.

We may disclose medical information about you to people outside of inova who provide services that are related to your
care. We may also provide your physician or a subsequent health care provider with copies of various reports that
should assist him or her in treating you once you are discharged from an inova facility.

Payment: Your PHI will be used, as needed, to obtain payment for your health care services. This may include certain
activities that your health insurance plan may undertake before it approves or pays for the heaith care services we
recommend for you such as; making a determination of eligibility or coverage for insurance benefits, reviewing services
provided to you for medical necessity, and undertaking utilization review activities. For example, obtaining approval for a
hospital stay may require that your relevant protected health information be disclosed to the health plan to obtain
approval for the hospital admission.

Healthcare Operations: We may use or disclose your PHI in order to support the business activities of Inova. These
activities include, but are not limited to, guality assessment activities, employee review activities, training of medical
students, licensing, marketing and fund raising activities, and conducting or arranging for other business activities.

For example, we may disclose your PHI o medical schoo! students that see patients at our facilities. In addition, we may
use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We
may also call you by name in the waiting room when we are ready to assist you. We may use or disclose your PHI as
necessary to contact you to remind you of your appointment.
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We may use or disclose your PHI as necessary to provide you with information about treatment aliernatives or other health-
related benefits and services that may be of interest to you. We may also use and disclose your PHI for other marketing
activities. For example, your name and address may be used to send you a newsletter about the services we offer or to send
you information about products or services that we believe may be beneficial to you. These activities are not considered to be
marketing under the HIPAA Privacy Rule.

Use of your PHI for activities that would be considered marketing or disclosures that would constitute the sale of PHI may not
be made without a signed authorization from you.

If you do not want to receive the materials described above, please contact our Chief Privacy Officer by calling our
Compliance Department at 703-205-2337 and request that these marketing materials not be sent to you.

We may use certain information to contact you in the future to raise money for Inova. We may also provide this information to
our institutionally related foundation for the same purpose. The money raised will be used to expand and improve services
and programs we provide the community.

Information that may be used about you for fundraising purposes includes your name, address, telephone number, dates of
service, age, gender, general information about the department in which you received care, the identity of your treating
physician and general outcome of your treatment.

If you do not wish to be contacted for fund-raising efforts, please notify the Inova Health System Foundation. at 8110
Gatehouse Road, Falls Church, VA 22042, or by calling 703-289-2072.

Business Associates: Some of the services provided by Inova are provided through contracts with business associates.
Examples may include transcription services or outside billing services with which we contract. When these services are
contracted, we may disclose your health information to our business associate so that they can perform the job we've asked
them to do. To protect your health information, however, we require the business associate to appropriately safeguard your
information. Inova's requirements for safeguarding your information are included in Business Associate Agreements with each
such entity. tn addition, all business associates are subject to oversight by the Secretary of Health and Human Services (HHS)
and must adhere to all requirements of the HiIPAA Privacy and Security Rules.

Directory: We may include certain limited information about you in a facility directory while you are a patient at the facility.
The information may include your name, location in the facility, your general condition (e.g., good, fair, etc.) and your religious
affiliation. This information may be provided to members of the clergy and, except for religious affiliation, to other people who
ask for you by name. If you would prefer not to be included in the facility direciory please request the Request fo be Excluded
Form from the Registration staff or from the Chief Privacy Officer.

Individuals Involved in Your Care or Payment for Your Care: We may release medical information about you to a friend or
family member who is involved in your medical care or who helps pay for your care. 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. If you desire to limit disclosure of such information to friends or family members, we will ask that you
designate one individual to whom we may make such disclosures. It will then be up to you to instruct that individual as to how
they may disseminate information about you to other interested parties.

Research: Your medical information may be used or disclosed for research purposes without your permission if an
Institutional Review Board (IRB) approves such use or disclosure. We may disclose medical information about you to
researchers preparing to conduct a research project. In addition, researchers may contact you directly about participation in a
study. The researcher will inform you about the study and give you an opportunity to ask questions. You will be enrolled in a
study only after you agreed and signed a consent form indicating your willingness to participate in the study.

Future Communications: We may communicate o you via newsletters, mailings or other means regarding treatment
options, heaith related information, disease management programs, weliness programs, or other community based initiatives
or activities in which our facilities are participating.

Organized Health Care Arrangement: Inova's facilities, including but not limited to its hospitals, deliver care in clinically
integrated settings in which individuals typically receive care from more than one health care provider including Inova's
workforce; physicians and allied health practitioners who are in private practice and have clinical privileges at Inova facilities;
hospital-based physician groups such as anesthesia; radiology, pathology and emergency medicine; depariment chairs and
medical directors; and cther heaith care entities affiliated with Inova. These are all part of Inova's Organized Health Care
Arrangement (OHCA) and may utilize a shared electronic health record database. We are presenting you this document as a
joint notice for these purposes. Information will be shared as necessary to carry out treatment, payment and health care
operations. Physicians and caregivers may have access to PHI in their offices to assist in reviewing past treatment as it may
affect treatment at the time.

Health Information Exchange: We may make your protected health information available electronically through an
information exchange service to other health care providers that request your information. Participation in information



exchange services also lets us see healih care information about you from other health care providers who participate in the
exchange.

Single Covered Entity: For purposes of HIPAA only, all covered entities that are owned or controlled by Inova shall be
considered to be a Single Covered Entity. PHI will be made available to personnel at other facilities included in this Single
Covered Entity, as necessary to carry out treatment, payment and health care operations. Caregivers at other facilities may
have access to PHI at their locations to assist in reviewing past treatment information as it may affect ireatment at this time.
Please contact the Chief Privacy Officer for further information on the specific sites included in this affiliated covered entity.

As required by law, we may also use and disclose health information for the following types of entities, including but not
limited to:

Food and Drug Administration

Public Health or legal authorities charged with preventing or controlling disease, injury or disability
Correctional institutions

Workers Compensation agents

Organ and tissue donation organizations

Military command authorities

Health oversight agencies

Funeral directors, coroners and medical directors

National Security and Intelligence Agencies

Protective Services for the President and Others

Law Enforcement/Legal Proceedings: We may disclose heaith information for law enforcement purposes:
* in response to a court order, subpoena, warrant, summons or similar process;
e about a death we believe may be the result of criminal conduct;
* about criminal conduct at an Inova facility; and
* about wounds made by certain weapons.

State-Specific Requirements: Many states have requirements for reporting including population-based activities relating to
improving health or reducing health care costs. Some states have separate privacy laws that may apply additional legal
requirements. If Virginia Law is more stringent than Federal privacy laws, Virginia law preempts the Federal law.

Uses or disclosures of your PHI not described in this notice will be made solely upon written authorization from you or your
personal representative. Writien authorizations may be revoked by contacting the department originally authorized to
use/disclose the information.

Your Health Information Rights:
Although your health record is the physical property of the health care practitioner or facility that compiled it, you have the Right to:

+ Inspect and Copy: You have the right to inspect and copy medical information in our possession that may be used to
make decisions about your care. As a rule, this includes medical and billing records, but does not include psychotherapy
notes. You may request an electronic copy of your PHI maintained in Inova's electronic health record (EHR). Access to
your records must be provided within 15 days of the receipt of your request. We may deny your request to inspect and
copy your records in certain very limited circumstances. If you are denied access to medical information, you may request
that the denial be reviewed. A licensed health care professional not involved in the original denial of your request will be
chosen by Inova to review your request and the denial. We will comply with the outcome of the review.

* Request an Amendment of Your Information: If you feel that your medical information we have on file is incorrect or
incomplete, you may ask us to amend that information. You have the right to request an amendment for as long as Inova
retains the information. We may deny your request for an amendment and, if this occurs, you will be notified of the reason
for the denial and will be provided with your options as defined in the HIPAA Privacy Rule.

+ Request an Accounting of Disclosures: You have the right to request an accounting of any disclosures we make of
your medical information for purposes other than treatment, payment or health care operations.

» Right to Restrict Release of Information For Certain Services

o You have the right to request a restriction on disclosure of health information about services you paid for out of
pocket in full. This request should be made prior to the service being provided and applies only if the disclosure is
to a health plan for purposes of payment or health care operations.

o 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 disclose information about your surgical procedure. Resirictions
should be requested in writing by completing a Request for Confidential Communication and/or Disclosure
Restriction. You may obtain a copy of this form at the time you register for your service or you may obtain one on
our web site www.inova.org.

o With the exception of restrictions regarding services or procedures that you pay for out of pocket, we are
not required to agree to your request. Requests for restrictions or limitations on the medical information we use
or disclose about you for treatment, payment or health care operations must be forwarded to the Chief Privacy
Officer. Only the Privacy Officer or his’her designee can agree to such restrictions or limitations. If we do agree, we
will comply with your request unless the information is needed to provide you emergency treatment.

¢ 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 may ask that we contact you at a location other than
your home or by U.S. Mail. Such requests must be made in writing and must include a mailing address where bills for
services and related correspondence regarding payment for services will be received. It is important that you note that
Inova reserves the right to contact you by other means and at other locations if you fail to respond to any communication
from us that requires a response. We will notify you in accordance with your original request prior to attempting to contact
you by other means or at another location.

= Breach Notification: You have a right to be notified following a breach of your unsecured PHI.

« 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 may obtain a copy of this notice at our web site hitp//www.inova.org.

To exercise any of your rights under this notice, please obtain the required forms from the Registration Department in the
facility where you received your services and submit your request in writing. You may also access these forms at our web site

http://www.inova.org.
CHANGES TO THIS NCTICE

We reserve the right to change this notice at any time. The revised or changed notice will be effective for information we
already have about you as well as any information we receive in the future. The current notice will be posted in Inova's
facilities and will include the effective date. In addition, each time you register at or are admitted to Inova for treatment or
health care services as an inpatient or oufpatient, we will provide access to the most recent version. You may always access
the most recent version at our web site hitp://www.inova.org or may cali 703-204-3342 and request that a copy of the most
recent version is mailed to you.

COMPLAINTS

If you believe your privacy rights have been violated, you may file a complaint with Inova by contacting the Compliance
Department at 8110 Gatehouse Road, Falls Church, VA 22042 Attention: Chief Privacy Officer. You may file a complaint with
the Secretary of the Department of Health and Human Services. instructions for filing a complaint with the Secretary are
found at: www.hhs.qov/oct/privacy.

All complaints must be submitted in writing. You will not be penalized for filing a complaint about Inova's Privacy
practices.

OTHER USES OF MEDICAL INFORMATION

We are required to retain our records of the care that we provided to you. Inova will make other uses and disclosures of
medical information not covered by this notice or the laws that apply to us only with your written permission. If you provide us
permission to use or disclose medical information about you, you may revoke that permission, in writing, at any time. If we
receive written revocation of your permission, we will cease the use or disclose medical information you originally authorized.
We would not be able to take back any disclosures we had already made with your permission.

CHIEF PRIVACY OFFICER
Telephone Number: 703-205-2337




VIRGINIA ADVANCE MEDICAL DIRECTIVE

1, , intentionally and voluntarily make known my
wishes in the event that I am incapable of making an informed decision, as follows:

T understand that my advance directive may include the selection of an agent in addition to setting forth my choices regarding
health care. The term “health care” means: the fumishing of services to any individual for the purpose of preventing,
alleviating, curing or healing human illness, injury or physical disability, including but not limited to medications; surgery;
blood transfusions; chemotherapy; radiation therapy; admission to a hospital, nursing home, assisted living facility or other
health care facility; psychiatric or other mental health treatment; and life-prolonging procedures and palliative care.

The phrase "incapable of making an informed decision" means: unable to understand the nature, extent and probable
consequences of a proposed health care decision; unable to make a rational evaluation of the risks and benefits of a
proposed health care decision as compared with the risks and benefits of alternatives to that decision; or unable to
communicate such understanding in any way.

This advance directive shall not terminate in the event of my disability.
(YOU MAY INCLUDE IN THIS ADVANCE DIRECTIVE ANY OR ALL OF SECTIONS I THROUGH V BELOW.)

SECTION I: APPOINTMENT OF AGENT

(CROSS THROUGH SECTION 1 AND SECTION If BELOW IF YOU DO NOT WANT 70 APPOINT AN AGENT 10 MAKE HEALTH CARE DECISIONS FOR YOU )

I hereby appoint the following as my primary agent to make health care decisions on my behalf as authorized in this document:

Name of Primary Agent Telephone Fax if any

Address E-mail if any

If the above-named primary agent is not reasonably available or is unable or unwilling to act as my agent, then I appoint the
following as successor agent:

Name of Successor Agent Telephone Fax if any

Address E-mail if any

I hereby grant to my agent named above full power and authority to make health care decisions on my behalf as described below
whenever [ have been determined to be incapable of making an informed decision. My agent's authority is effective as long as Tam
incapable of making an informed decision.

In exercising the power to make health care decisions on my behalf, my agent shall follow my desires and preferences as stated in this
document or as otherwise known fo my agent. My agent shall be guided by my medical diagnosis and prognosis and any information
provided by my physicians as to the intrusiveness, pain, risks and side effects associated with treatment or nonireatment. My agent shall not
make any decision regarding my health care which he or she knows, or upon reasonable inquiry ought to know, is contrary to my religious
beliefs or my basic values, whether expressed orally or in writing. If my agent cannot determine what health care choice [ would have made
on my own behalf, then my agent shall make a choice for me based upon what he or she believes to be in my best interests.

My agent shall not be liable for the costs of health care that he or she authorizes, based solely on that authorization.

—page | of 4
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SECTION II: POWERS OF MY AGENT

{CROSS THROUGH ANY POWERS IN THIS SECTION Il THAT YOU DO NOT WANT TO GIVE YOUR AGENT 4ND ADD ANY POWERS OR INSTRUCTIONS THAT YOU DO WANT TO
GIVE YOUR AGENT.)

The powers of my agent shall include the following:

A,

G.

To consent to or refuse or withdraw consent to any type of health care, treatment, surgical procedure, diagnostic procedure, medication
and the use of mechanical or other procedures that affect any bodily function, including, but not limited to, artificial respiration,
artificially administered nutrition and hydration, and cardiopulmonary resuscitation. This authorization specifically includes the power
to consent to the administration of dosages of pain-relieving medication in excess of recommended dosages in an amount sufficient to
relieve pain, even if such medication carries the risk of addiction or of inadvertently hastening my death.

My agent's authority under this Subsection A shall be limited by any specific instructions I give in Section IV below
regarding my health care if I have a terminal condition.

. To request, receive and review any oral or written information regarding my physical or mental health, including but not

limited to medical and hospital records, and 1o consent to the disclosure of this information.
To employ and discharge my health care providers,

To authorize my admission to or discharge (including transfer to another facility) from any hospital, hospice, nursing home,
assisted living facility or other medical care facility. If I have authorized admission to a health care facility for treatment of
mental iflness, that authority is stated in Subsections E and/or F below.

To authorize my admission to a health care facility for the treatment of mental illness for no more than 10 calendar days provided that I
do not protest the admission and provided that a physician on the staff of or designated by the proposed admitting facility examines me
and states in writing that [ have a mental illness, that I am incapable of making an informed decision about my admission, and that 1
need treatment in the facility; and to authorize my discharge (including transfer to another facility) from the facility.

To authorize my admission to a health care facility for the ireatment of mental illness for no more than 10 calendar days, even if I
protest, if a physician on the staff of or designated by the proposed admitting facility examines me and states in writing that I have a
mental illness, that ] am incapable of making an informed decision about my admission, and that I need treatment in the facility;
and to authorize my discharge (including transfer to another facility) from the facility.

{If vou give your agent the powers described in this Subsection F, your physician must complete the following attesiation.)

Physician attestation: I am the physician or licensed clinical psychologist of the declarant of this advance
directive. I hereby attest that I believe the declarant to be presently capable of making an informed decision and
that the declarant understands the consequences of this provision of this advance directive.

Physician Signature Date

Physician Name Printed

To authorize the following specific types of health care identified in this advance directive even if I protest.
{Specifically cross-reference any applicable sections of this advance directive.)

(If vou give your agent the powers described in this Subsectiorn G, yowr physician must complete the following attestation.)

Physician attestation: I am the physician or licensed clinical psychologist of the declarant of this advance
directive. I hereby attest that I believe the declarant to be presently capable of making an informed decision and
that the declarant understands the consequences of this provision of this advance directive.

Physician Signature Date

Physician Name Printed

H. To continue to serve as my agent even if I protest the agent’s authority after I have been determined to be incapable of

L

making an informed decision.

To authorize my participation in any heailth care study approved by an institutional review board or research review
committee according to applicable federal or state law if the study offers the prospect of direct therapeutic benefit to me.
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J. To authorize my participation in any health care study approved by an institutional review board or research review committee
pursuant to applicable federal or state law that aims to increase scientific understanding of any condition that I may have or
otherwise to promote human well-being, even though the study offers no prospect of direct benefit to me.

K. To make decisions regarding visitation during any time that I am admitted to any health care facility, consistent with the
following directions:

L. To take any lawful actions that may be necessary to carry out these decisions, including the granting of releases of liability to
medical providers.

(4dd below any additional powers you give your agent, limiis you impose on your agent or other information 1o guide your agent,)

I further instruct my agent as follows:

SECTION HI: HEALTH CARE INSTRUCTIONS

(CROSS THROUGH SUBSECTIONS A AND/OR B BELOW IF YOU DO NOT WANT TOQ GIVE ADDITIONAL SPECIFIC INSTRUCTIONS ABOUT YOUR HEALTH CARE.)

A. 1specifically direct that I receive the following health care if it is medically appropriate under the circumstances as determined
by my attending physician:

B. Ispecifically direct that the following health care not be provided to me under the following circumstances:
(You also may specify that certain health care not be provided under any circumstances.)

SECTION IV: INSTRUCTIONS ABOUT END-OF-LIFE CARE (“LIVING WILL>)

(CROSS THROUGH THIS SECTION IV IF YOU DO NOT WANT TC GIVE SPECIFIC INSTRUCTIONS ABOUT YOUR HEALTH CARE IF YOU HAVE 4 TERMINAL

CONDITION }

If at any time my attending physician should determine that I have a terminal condition where the application of life-prolonging
procedures — including artificial respiration, cardiopulmonary resuscitation, artificially administered nutrition and artificially administered
hydration — would serve only to artificially prolong the dying process, I direct that such procedures be withheld or withdrawn and that I 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. If I am an organ, eye or tissue donor (see Section V below), I want this instruction appiied
in such a manner as to ensure the medical suitability of my organs, eyes and tissues for donation.

In the absence of my ability to give directions regarding the use of such life-prolonging procedures, it is my intention that this
advance directive shall be honored by my family and physician as the final expression of my legal right to refuse health care and my
acceptance of the consequences of such refusal.

(Cross through Subsections A and/or B below if you do not want to give additional instructions about care at the end of your life.}
A. OTHER DIRECTIONS ABOUT LIFE-PROLONGING PROCEDURES

(If you wish to provide your own directions about life-prolonging procedures, or if you wish to add to the directions you have given
above, you may do so in this Subsection A. If you wish to give specific instructions regarding certain life-prolonging procedures, such
as artificial respiration, cardiopulmonary resuscitation, artificially administered nutrition and artificially administered hydration,
this is where you should write them. If you give specific instructions in this Subsection A, cross through any of the language above in

this SECTION IV if your specific instructions that follow are different.)
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I direct that:

B. DIRECTIONS ABOUT CARE OTHER THAN LIFE-PROLONGING PROCEDURES

(You may give here any other instructions about your health care if you have a terminal condition aside from your instructions about
life-prolonging procedures, which are addressed in Subsection A above.)

I direct that:

SECTION V: ANATOMICAL GIFTS

(YOU MAY USE THIS DOCUMENT T0O RECORD YOUR DECISION TO DONATE YOUR ORGANS, EYES AND TISSUES OR YOUR WHOLE BODY AFTER YOUR DEATH, IF YOU DO
NOT MAKE THIS DECISION HERE OR IN ANY OTHER DOCUMENT, YOUR AGENT CAN MAKE THE DECISION FOR YOU UNLESS YOU SPECIFICALLY PROHIBIT HIM/HER
FROM DOING SO, WHICH YOU MAY DO IN THIS OR SOME QTHER DOCUMENT. CHECK ONE OF THE BOXES BELOW IF YOU WiSH TO USE THIS SECTION TO MAKE YOUR
DONATION DECISION.}

Q T donate my organs, eves and tissues for use in transplantation, therapy, research and education. 1 direct that all necessary
measures be taken to ensure the medical suitability of my organs, eyes or tissues for donation. I understand that I may register my

directions at the Department of Motor Vehicles or directly on the donor registry, www.DonateLifeVirginia.org, and that I may use
the donor registry to amend or revoke my directions; OR

O 1 donate my whole body for research and education.

[Write here any specific instructions you wish to give about anatomical gifts.]

{You must sign below in the presence of two witnesses.)

AFFIRMATION AND RIGHT TO REVOKE: By signing below, I state that I am emotionally and mentally capable of
making this advance directive and that I understand the purpose and effect of this document. I understand that [ may revoke all or any part
of this document at any time (i} with a signed, dated writing; (ii) by physical cancellation or destruction of this advance directive by
myself or by directing someone else to destroy it in my presence; or (iii) by my oral expression of intent t¢ revoke.

Signature of Declarant Daie

The declarant signed the foregoing advance directive in my presence.

(Witness) (Witness)

This form satisfies the requirements of Virginia's Health Care Decisions Act. If vou have legal questions about this form or would like to

develop a different form to meet your particular needs, you should talk with an attorney. It is your responsibility to provide a copy of your

advance directive ic your trealing physician. You also should provide copies to your ageni, close relatives and/or friends. For information on

storing this advance directive in the free Virginia Advance Health Directive Registry, go to hutp:/fwww. VirginiaRegistry.org. This form is

provided by the Virginia Hospital & Healthcare Association as a service to its members and the public. (June 2012, www.viha.com) +T Yo
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INOVA JEEININE

Patients’ Rights and Responsibilities: 3RIGHTS
The following list of rights and responsibilities does not presume to be all-inclusive, but is intended
to show our concern for you and to emphasize the need for observance of these rights and responsibilities.

As a patient, you have the rightto . ..

« Considerate and respectful care provided in a safe environment, free from all forms of abuse, harassment or
discrimination.

« Participate in the development and implementation of your plan of care and actively participate in decisions
regarding your medical care. To the extent permitted by law, this includes the right to request and/or refuse
treatment.

= Upon your request, have a family member, chosen representative and/or your own physician notified promptly
of your admission to the facility.

« Not undergo any procedure unless you or your legally authorized representative gives voluntary, competent
and understanding consent.

» Be well informed about your iliness, possible treatments, and likely outcomes of care (including unanticipated
outcomes) and to discuss this information with your doctor, You have the right to designate someone to
receive this information on your behalf.

s Have a designated representative present for any updates provided regarding your routine course of care. In
an emergency, when you lack decision-making capacity and the need for treatment is urgent, the information is
made available to another person on your behalf. We will communicate to your designated representative any
significant changes in your status, such as transfer to a higher level of care or need for unplanned emergency
procedures as soon as clinical care allows.

* Have an advance directive (such as health care proxy, organ donation or living will) and the expectation that
Inova will honor the intent of the directive to the extent permitted by law and facility policy.

« Confidentiality of your treatment records, unless you have given permission to release information or if
reporting is permitted or required by law.

» Leave the facility even against the advice of your physician.

» Know the name of the physician, clinical psychologist, or other practitioner who has primary responsibility for
coordinating your care, treatment, or services.

Be told of alternatives when facility care is no longer appropriate.

Be informed by your physician of the continuing healthcare requirements following your visit to or discharge
from the facility.

Access to interpreter services free of charge.

The privacy of your medical information. Disclosures regarding you, your rights and our obligations regarding
the use and disclosure of your medical information are made in accordance with our Notice of Privacy
Practices.

« |f you choose, you may also contact the Virginia Department of Health, Office of Licensure and Certification,
9960 Mayland Drive, Suite 401, Richmond, VA 23233, or call 800-955-1819. Additionally, you may contact the
Office of Quality Monitoring, The Joint Commission, One Renaissance Blvd., Oakbrook Terrace, IL 60181, or
at www.jointcommission.org using the “Action Center” on the home page of the web site.

File a grievance by calling 703-205-2175, if you believe that Inova has failed to provide these services or
discriminated in another way on the basis of race, color, national origin, age, disability, or sex. You can file a
grievance in person or by mail, fax, or email. If you need help filing a grievance, the Patient Relations staff or
manager is available to help you.

As a patient, you are responsible for:
» Providing complete and accurate information about your health, including past illnesses, facility stays, use of
medications, and other maiters relating to your health.
s Asking questions when you do not understand what you have been told about your care or what you are
expected to do.

BATIENT IDENTIFICATION
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As a patient, you are responsible for: (continued)

s Following the care, service or treatment plan developed for you.
» Understanding that patients may not photograph, videotape, record or film any person or practice on Inova
property without prior permission from Inova. This applies to your visitors as well.
* Recognizing that all medications you will take while in the facility will be prescribed by your doctor, dispensed
by the facility Pharmacy and administered by a nurse or therapist.
o Patients may not take their own medications, unless allowed by facility protocol.
© Patients may not keep medications at their bedside.
» Teliing your doctor if you believe you cannot follow through with your treatment plan and understanding the
possible results if you decide not to follow the recommended treatment plan.
Providing the facility with accurate contact and billing information.
Having detailed knowledge of your health insurance coverage including deductibles co-pays and network coverage.
Being respectful to staff. This applies to your visitors as well.
Being respectful of other patients and facility property and following facility rules and regulations.
This applies to your visitors as well,
» Recognizing that the facility cannot accept responsibility for any personal property.

Notice of Deemed Consent for Infectious Disease Testing:

Virginia Code Section 32.1-45.1 provides that when either a person providing health care or a patient is directly
exposed to the bodily fluids of the other in a way that may transmit human immunodeficiency virus (HIV) or Hepatitis B
or C virus, such other person is deemed to have consented to testing for those viruses and to release of the test resuits
to the person so exposed, and actual consent is not required.

Consent for Treatment:

* | hereby authorize medical treatment by the physician, the clinical staff and technical employees assigned to
my care of the care of my minor child or the patient named helow.

+ lauthorize my treating providers to order any ancillary services, such as laboratory or radiclogy tests, or any
other services or treatments deemed necessary for my care and safety. Laboratory tests may include testing
for HIV and | understand that | have the right to decline testing for HIV.

* lunderstand that Inova utilizes an electronic medical record system.
| authorize the release of my prescription history to my Inova physician from any pharmacy or drug monitoring agency.
By signing below, | acknowledge and accept the patient rights and responsibilities outlined above and consent
to treatment.

SIGNATURE NOT REQUIRED

Patient/Guardian/etc. (signature) Patient/Guardian/etc. (print name) Date Time

Relationship to Patient (if not signed by patient)

Witness (signature) Witness (print name) Date Time
Interpreter information (To be completed by Inova staff, if applicable): (] No interpreter Required

Chin person DTeIephonic [Cvideo Interpreter name/ID numkber (if applicable)

[IPatient/Designated Decision Maker was offered and refused interpreter [_JWaiver signed

PATIENT IDENTIFICATION

| Inova
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Notice of Non-Discrimination

As a recipient of federal financial assistance, Inova Health System (“Inova”) does not exclude, deny
benefits to, or otherwise discriminate against any person on the basis of race, color, national origin,
sex, disability, or age in admission to, participation in, or receipt of the services or benefits under any
of its programs or activities, whether carried out by Inova directly or through a contractor or any other
entity with which Inova arranges to carry out its programs and activities.

This policy is in accordance with the provisions of Title VI of the Civil Rights Act of 1964, Section 504
of the Rehabilitation Act of 1973, the Age Discrimination Act of 1975, Section 1557 of the Affordable

Care Act, and regulations of the U.S. Department of Health and Human Services issued pursuant to

these statutes at 45 C.F.R. Parts 80, 84, 91 and 92, respectively.

Inova:
» Provides free aids and services to people with disabilities to communicate effectively with us,
such as:
o Qualified sign language interpreters
o Wiritten information in other formats (large print, audio, accessible electronic formats,
other formats)

¢ Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, please let our staff know of your needs for effective communication.

If you believe that Inova has failed to provide these services or discriminated in another way on the
basis of race, color, national origin, age, disability, or sex, you can file a grievance by caliing
703.205.2175. You can file a grievance in person or by mail, fax, or email. If you need help filing a
grievance, the Patient Relations staff is available to heip you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services,
Office for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at

hitps:/focrportal.hhs.gov/octiportalflobby.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 508F, HHH Building

Washington, D.C. 20201 1-800-868-1019, 800-537-7697 (TDD)

Complaint forms are available at http://www.hhs.gov/ocr/officeffile/index.html




Interpreter Services are available at no cost to you.
Please let our staff know of your needs for effective communication.

Atencidn: Si usted habla espafiol, tiene a su disposicién servicios gratuitos de asistencia con el idioma.

Spanish Por favor inférmele a nuestro personal sobre sus necesidades para lograr una comunicacién efectiva.
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French Attention: 8i vous parlez Francais, des services d'aide linguistique vous sont proposés gratuitement.
Veuillez informer notre personnel de vos besoins pour assurer une communication efficace.
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German Achtung: Wenn Sie Deutsch sprechen, stehen kostenlose Service-Sprachdienstleistungen zu Ihrer
Verfligung. Teilen Sie unserem Team bitte Ihre Wiinsche fiir eine effektive Kommunikation mit.
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Yoruba Akiyesi: Bi o ba ns¢ Yoruba, awgn ise iranilowo ede wa I'ofe fun . Jowo je ki ara ibise wa mo

nipa awon aini re fun ibaraenisoro ti 0 munadoko.
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