:ii}c

=¥ Northern Light Health.
L] A.R. Gould Hospital [ Lakewood
[ Beacon Health [ maine Coast Hospital
L] Blue Hill Hospital L1 Mavo Hospital
[ c.A. Dean [ Medical Transport
[ Eastern Maine Medical Center ] Mercy Hospital
[ Home Care & Hospice-Palliative Care [ Pharmacy
O Inland Hospital [ sebasticook Valley Hospital

O Laboratory
CONSENT TO TREATMENT
GUARANTEE OF PAYMENT
ASSIGNMENT OF BENEFITS
PROTECTED HEALTH INFORMATION
Patient Identification CONSENT TO CARE
NONDISCRIMINATION STATEMENT: Northern Light Health and its affiliates (Northern Light Health) comply with applicable
Federal civil rights laws and do not discriminate on the basis of race, color, national origin, ethnicity, age, mental or physical
ability or disability, political affiliation, religion, culture, socio-economic status, genetic information, veteran status, sexual
orientation, sex, gender, gender identity or expression, or language. Northern Light Health does not exclude people or treat
them differently because of race, color, national origin, ethnicity, age, mental or physical ability or disability, political affiliation,
religion, culture, socio-economic status, genetic information, veteran status, sexual orientation, sex, gender, gender identity
or expression, or language.
Northern Light Health:
. Provides free aids and services to people with disabilities to communicate effectively with us, such as:
o Qualified sign language interpreters
o Written 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 call 1-888-986-6341. If you have a TTY, you may also dial 711 Maine Relay.
If you believe that Northern Light Health or any of its affiliates has failed to provide these services or discriminated in another
way on the basis of race, color, national origin, ethnicity, age, mental or physical ability or disability, political affiliation,
religion, culture, socio-economic status, genetic information, veteran status, sexual orientation, sex, gender, gender identity
or expression, or language, you can file a grievance with your Northern Light Health Civil Rights Coordinator, 797 Wilson St.,
Suite 4, Brewer, ME 04412, 1-866-769-8363 (telephone), 1-207-989-1420 (fax), or at nondiscrimination@northernlight.org
(email). If you need help filing a grievance, your Northern Light Health Civil Rights Coordinator is available to help 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 https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or
by mail or phone at: U.S. Department of Health and Human Services, 200 Independence Avenue, SW, Room 509F, HHH
Building, Washington, D.C. 20201, 1-800-368-1019, 800-537-7697 (TDD). Complaint forms are available at
http://www.hhs.gov/ocr/office/file/index.html.

French: ATTENTION : Si vous parlez frangais, des services d'aide linguistique vous sont proposés gratuitement. Appelez le 1-888-986-
6341 (ATS : 711).

Spanish: ATENCION: si habla espaiiol, tiene a su disposicion servicios gratuitos de asistencia lingiiistica. Llame al 1-888-986-6341
(TTY: 711).

Oromo (Cushite): XIYYEEFFANNAA: Afaan dubbattu Oroomiffa, tajaajila gargaarsa afaanii, kanfaltiidhaan ala, ni argama. Bilbilaa 1-
888-986-6341 (TTY: 711).

Chinese: ;E& - MIBRER/FEEFX, EAJLIEEERFZS EORE, FHE 1-888-986-6341 (TTY : 711)

Vietnamese: CHU Y: Néu ban noi Tiéng Viét, ¢6 cdc dich vu hé tro ngon ngir mién phi danh cho ban. Goi 56 1-888-986-6341 (TTY:
711).

Tagalog (Filipino): PAUNAWA: Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa wika nang
walang bayad. Tumawag sa 1-888-986-6341 (TTY: 711)

Cambodian (Khmer): yitiing: uvidsistusniunty mangwlh, windgwisinman snwisnaygn Amsmemintdndusny o1 ginine /-888-986-6341
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Russian: BHUMAHUE: Ecnu 6b1 2060pume Ha pyccKom s3viKe, Mo 8am 00CMynuvl becniammuble yciyau nepegood. 3eonume 1-888-986-
6341 (menemaun: 711).
Arabic: &y doail Jaaly @l 8 55 4 galll saeLusall iland o8 alll JSO) Goaai cuS 1Y) 1aka sale]-888-986-634148 )

2S5 aall e 777 (

German: ACHTUNG: Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen zur Verfiigung.
Rufnummer: 1-888-986-6341 (TTY: 711).
Korean: =9/ at=Z0/E MEINE TR G0 NE HEUAE PEZ 0/&01E + ASL/ILL 1-888-986-6341 (TTY: 711) 12 =F
Mool =LA/

Thai: Gov: tnuwan Ineguamnsaldusmsmemaontanslans Tns 1-888-986-6341 (TTY: 711).

Nilotic (Dinka): PII) KENE: Na ye jam né Thuoyjay, ke kuony yené koc waar thook ato>"kuka léu yok abac ke cin wénh cuaté piny. Yuopé
1-888-986-6341 (TTY: 711)

Japanese: FEFEE : ARZEFFZINEEHE. BHDEZZEZ CFFELEITET, 1-888-986-6341 (TTY:711) FT. &
BHEIZTTEERS S,

Polish: UWAGA: Jezeli mowisz po polsku, moZesz skorzystac z bezplatnej pomocy jezykowej. Zadzwon pod numer 1-888-986-6341
(TTY: 711).

CONSENT TO CARE

This is not an informed consent.

| voluntarily consent to such routine diagnostic procedures; medical and/or surgical care; and/or hospital care as
determined by my physician/provider and/or his/her designees to be necessary and desirable based on his/her exercise of
professional judgment.

| understand that if under Maine law | am a surrogate caretaker for a minor, then | am required by law to make a
reasonable good faith attempt to inform the minor’s parent/guardian of the need for healthcare and that the care was
received. | certify that | have complied or will comply with these requirements.

Students in medicine, nursing and other healthcare professions (under appropriate supervision) may be involved in my
care.

My treatment or physical condition may be photographed or electronically recorded in order to provide, coordinate or
manage my care. A photograph of me may be included in my record for identification purposes.

| understand that my physician/provider will explain to me the purpose and anticipated benefits of, and the usual and most
frequent risks and hazards involved in, the diagnosis and/or treatment of any iliness or injury as well as alternative courses
of treatment. | further understand that | have the right to refuse any suggested examinations, tests or treatment.

| understand | will be offered the opportunity to make an Advance Directive and to place it in my medical record to give
instructions about my care if | become unable to do so.

| am aware that, if my heart or lungs should suddenly and unexpectedly stop working, cardio-pulmonary resuscitation
(CPR) will be performed on me except in certain limited circumstances. CPR may involve electric shock to the heart,
mechanical breathing assistance through a tube inserted by mouth or nose, drugs and other therapies. | can discuss my
care, Advance Directive and CPR with my physician/provider.

| am aware that healthcare, including the practice of medicine, is not an exact science and | acknowledge that no
guarantees have been made to me as to the result of examinations, tests or treatment.
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If | am receiving care at Northern Light Blue Hill Hospital, Northern Light C.A. Dean Hospital, Northern Light Mayo
Hospital, Northern Light Sebasticook Valley Hospital or Northern Light Mercy Hospital’s Fore River campus, | understand
that a physician may not be present in the hospital during all hours services are furnished to me. At those times when a
physician is not in the hospital there will be a Nurse Practitioner or Physician Assistant available with back-up by an on-
call physician.

Any or all of my health information will be shared with other healthcare practitioners and healthcare facilities, and with
payers or persons engaged in the payment for healthcare, for the purposes of managing or coordinating my care.

GUARANTEE OF PAYMENT AND ASSIGNMENT OF BENEFITS

| authorize, direct, and assign payment to the hospital, my physician/ provider, and/or any entity furnishing the services by
any applicable insurer or other payor of hospital and medical benefits and other sums otherwise payable to me, but not to
exceed the regular charges for the care provided to me. | am financially responsible to the hospital and to my
physicians/providers for any charges not paid by other payors (including deductibles, co-payments, non-covered services,
services not authorized by my physician/provider and penalties assessed by my health plan).

| understand that the hospital and my providers will not knowingly charge or accept payment for care that has caused me
serious harm resulting from preventable mistakes and adverse events as defined by state law.

If | wish to pay out of pocket and not have my insurance company billed, | will notify hospital staff. If | do not wish my
insurance company to be billed, | will be expected to pay the estimated charges at the time of service with payment in full
within 30 days. If | do not make payment in full within 30 days, my insurance company will be billed.

| understand that | will be billed separately for certain diagnostic services and professional services provided by
radiologists, pathologists and certain other physicians/providers not employed by the hospital. These professional
services also may be provided and billed by another Northern Light Health entity. | understand that | am solely responsible
for my personal property (including any valuables, such as jewelry and electronics) unless | have deposited it with the
hospital or my provider for safekeeping during my visit or admission. | understand and agree that if | choose to keep my
personal property in my possession while a patient, neither the hospital nor my provider or other hospital staff is liable for
any related personal injury or property loss or damage.

PROTECTED HEALTH INFORMATION

To the extent permitted by law, my health information (including my behavioral health information) will be shared with
other healthcare practitioners and healthcare facilities, and with payers or persons engaged in the payment for healthcare,
for the purposes of managing or coordinating my care.

If | object to the hospital or my provider using or disclosing my protected health information as described below, | will
CROSS OUT any item to which | object. If | do not cross out an item, it will mean | agree:

a. My location within the hospital (room number or department) will be disclosed to people who ask for me by name.

b. Clergy will be given access to a patient list that includes my name and religious affiliation.

c. Members of the clergy, media and law enforcement will be told my general condition if they ask about me by name.

d. Potential healthcare professionals, including individuals who are seeking to learn about potential careers in the
healthcare field but who are not currently enrolled in a healthcare education program, may accompany my treating
clinicians and associated staff.
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e. My health status, treatment, billing and scheduling will be discussed with other individuals involved in my care or
payment for my care. If | want this information discussed with any additional individuals (regardless of their level of
involvement), | will list them here:

f. lauthorize the hospital/my provider (or any other person or entity acting on their behalf) to call, text, and/or email any
contact numbers or email addresses | provide at registration, including my cell phone number (and leave voice
messages if | am unavailable) for the purposes of treatment, appointment reminders, payment for items and services,
and resolution of my medical bill. These calls and texts may be automated and include pre-recorded electronic
messages.

g. My protected health information will be used in an emergency, if necessary, to identify, locate and notify my family or
other responsible persons of my presence in the hospital and my general condition.

h. In the event | am the victim of a disaster my protected health information will be used, if necessary, to assist relief
organizations in identifying, locating and notifying my family or other responsible persons of my presence in the
hospital and my general condition.

i. lauthorize the hospital/my provider to call, text, and/or email me, in order to assess and/or improve patient care.

| understand the hospital/my provider will not condition treatment on whether or not | participate in the statewide health
information exchange (HealthinfoNet). The hospital/my provider will not deny me treatment if | do not participate. (If you
need information on how to opt out of HealthinfoNet, please ask.)

| will consult the Northern Light Health Notice of Privacy Practices if | want to learn about the other ways the hospital and
my providers will use and disclose my protected health information.

SIGNATURE

| have read this form, or it has been read to me, and | understand it. | understand that | may have a copy on request. |
understand that if under Maine law | am a surrogate caretaker for a minor, then | am required by law to make a
reasonable good faith attempt to inform the minor’s parent/guardian of the need for healthcare and that the care was
received. | certify that | have complied or will comply with these requirements.

Signed: Date: Time:
(Patient*)

Signed: Relationship: Date: Time:
(Authorized Representative®)

| have received or declined a copy of the a) Northern Light Health Notice of Privacy Practices, b) Patient’s Rights and
Responsibilities, c) information on the health information exchange including an opportunity to opt out, and d) plain
language summary of the Northern Light Health Financial Assistance Policy.

Signed: Date: Time:
(Patient™)

Signed: Relationship: Date: Time:
(Authorized Representative®)

A parent/guardian or other authorized representative is generally required to sign for a patient under the age of 18.
Patients aged 14 to 17 should sign in addition to their parent/guardian or authorized representative. Indicate relationship
of representative to minor patient.

Date Reviewed: 8/24/2021 Date Revised: 8/24/2021
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