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LEHIGH VALLEY HEALTH NETWORK
CONSENT FOR TREATMENT

Please note that this consant applles to services rendered at, or rendered virtually by, the following Lahigh Valley Health Netwaork
(LVHN) entitles: Lehigh Valley Hospital, LVHN Surgery Center-Tlighman, LVHN Children’s Surgery Center, LVHN-East Stroudsburg
Ambulatory Surgery Center, Lehlgh Valley Hospital-Hazleton, Lehigh Vallay Hospltal-Pocono, Lehligh Valley Hospital- Schuyikil),
Lehigh Valley Hospital-Coordinated Health Allentown, Lehigh Valley Hospital-Coordinated Health Bathlehem, Lehigh Valley Health
Network Rehabilitation Center-Schuylkil), Lehigh Valley Physiclan Group and LVHN Coordinated Professional Practlce and all Its
madical practices.
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CONSENT FOR TREATMENT. | grant authorization to LVHN and all its physicians and staff whether employed directly by LVHN or
brought in on a consulting basis, for all such treatment and procedures as may be necessary for the patient herein named in accordance
with the Judgment of the medical provider. | understand that | am responsible for providing complete and accurate information concarning
my medical history and current condition to my physician(s) and other health care providers. | understand that LVHN utilizes telebealth/
telemedicine technolagies including digital photography, Interactive audio and/or video, cloud-basad storage and other types of secure
HIPAA compliant technologies. Photographs, interactive video, and/or audlo may be taken and/or utilized during my stay for treatment
reasons or for monltoring my safety. Photographs may bacome part of my medical record, as appropriate. | acknowledge that na
guarantees have been made as to the results of treatments or examinations in LVHN, or otherwise. | realize that | have the right to refuse
any drugs, treatment, procedures or photographs to the extent permitted by law.

PAYMENT GUARANTEE: | do hereby guarantee payment of all fees and charges incurred by and for the named patlent from the date
of admission/sarvice, including services provided virtually. | agree to make payment in full immediately upon receipt of blllings, whether
Interim or final billings. In the event that the undersigned fails to make payment as provided herein or agrees to alternate arrangements
desmed satisfactory by LVHN, affirmative collection measures will be Initiated. | agree to pay all costs of collection, including fifteen
(15%) percent of tha unpaid balance as a reasonable attorney’s fees in the event that such indebtadness is turned over to an attorney
for collection.

ASSIGNMENT OF BENEFITS: In the event the undersigned is entitlad to insurance beneflts of any type out of any program health
benefit plan or policy of insurance covering the patient or any other party Jiable to the patient, then such benefits ara hereby assigned
to LVHN and may be paid directly to LVHN. In the event benefits are pald, LVHN shall credit all payments fo the patiant's account;
however, the patlent and the undersigned, if not the patient, shall remain responsible for any portion of the LVHN blll not covered by this
assignment. In the event that it Is necessary to appeal an insurance payment dacision, | autharize LVHN to appeal on my behalf.

INSURANCE COVERAGE, NOTICE: | acknowledge that LVHN will perform a search far active insurance coverage on all self-pay
patlents unless specifically requested otherwise with LVHN staif, This search will take place post-discharge, If named patiant's bill
remains unpaid for a defined perlod of time.

AUTHORITY TO REVIEW AND RELEASE RECORDS AND INFORMATION: Healthcare providers require access to patient medical
information whenever or wherever a patient presents for care to assure safety, quallty, and to coordinate patient care across the provider
network, avoiding duplication of services. LVHN has a system-wide electronic medical record that is avallable to caregivers, on a “need
to know” basis, to share information about patient care provided in the hospital, outpatient or physician office settings. Confidentiality
of records including those reflecting treatment for behavioral health issues, HIV/AIDS or drug or alcohol problems is maintalned per
relevant governmental and regulatory standards. Patient care summaries are automatically sent to designated Lehigh Valley Physician
Group and other communlty primary care/family/referring physicians, as wall as to physicians who are consulted by the attending
physician for coordination of cara. LVHN and/or the treating physician can furnish and release to faderal and state healthcare oversight
agencles or upon written request, to all insurance companies or thelr representatives, any information with respect to treatment of the
patient hereln named Including copies of the medical racord.,

HEALTH INFORMATION EXCHANGES: LVHN may make your health information available electronically through a state, regional, or
nationa) Health Information Exchange (HIE) service or through Care Everywhere® Network to facilitata the secura exchange of your
heaith Information between and among several health care providers or other health care entities for your treatment, payment, or other
haalthcare operations purposes. This means we may share information we obtain or create about you with an HIE, which will be made
avajlable to outside entities (such as hospltals, doctors offices, pharmacies, or insurance companies) or we may recelve Informatlon
they create or obtain about you (such as medication history, medical history, or insurance information) so aach antity can provlde better
treatment and coordination of your healthcare services. In cases where your specific consent or authorization is required to disclose
certain health Information to others, we will not disclose that health information without first obtaining your consent. Information that
requjres additional consent In order to be shared Includes psychotherapy notes, treatment for substance or alcohol abuse, and records
of tests or treatment for sexually transmitted diseases. IF YOU ARE NOT INTERESTED IN HAVING YOUR HEALTH INFORMATION
SHARED WITH OTHER HEALTH CARE PROVIDERS IN THE HIE, PLEASE CHECK THIS BOX. (J

PRIVACY NOTICE: | acknowledge receipt of the Health Information Privacy Notice for LVHN and the LVHN Med|cal Staffs on or after
April 14, 2003, and as amended from time to time.

MEDICAL ASSISTANCE VERIFICATION: | cartify that | recelved a service or item on the date listed below. | understand that payment
for this service or ltem will be from Federal and State funds, and that any false clalms, statements or documents, or concealment of
material may be prosecuted under applicable Federal and State laws,
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9.) TELEPHONE CONSENT: | agree to allow LVHN, its agents, and vendors to use pre-recorded or artificlal voice messages, or an
automatic telephone dialing system, to contact me at the phone numbers that [ provided and are on file (including wireless or cell
phone numbers), and to leave voice mail maessages at these phone numbers and include in any such messages information (Including
information requirad by law) about experlence outreach and amounts | owe. IF YOU REFUSE TO PROVIDE TELEPHONE CONSENT,
PLEASE CHECK THIS BOX. [ Please note that this provision does not affect the ability of LVHN providers to leave messages
regarding appointment reminders or treatment information.

10.)ELECTRONJC PRESCRIBING: | understand that LVHN medical practices and offices may usa an elactronic prescription system
which allows prescriptions and relates information to be electronically sent batween my LVHN providers and my pharmacy, | have
been Informed and understand that LVHN providers using the electronic prescribing system will be able to ses information about
madications ] am already taking, including those prescribed by other providers. | give my consent to my LVHN providers to see this
health information.

11.) IMMUNIZATION REGISTRY: | understand that LVHN participates In the Pennsylvania Departmant of Health’s statewide immunlzation
registry that collects vaccination history and Information to serve the public health goal of preventing the spread of vaccine preventable
diseases The reg(stry complies with federa) haalth information privacy laws.

[gndsred at, or rendered virtually by, LYHN Hospitals:

AUTHORITY TO RELEASE LOCATION AND GENERAL CONDITION: As a patlent, | have the option to be listed in the LVHN public
Informatlon directory. If | elect not to be (isted (“Do NotAnnounce”) my presence will not be acknowledged and mail, telephone calls, flowers
and visitars will be refused, Being listed In the public information directory means that your room number, telephone numbers and general
condition can be raleased In matter of public record,

RELEASE OF RESPONSIBILITY FOR PERSONAL VALUABLES: | understand and have been mads awars that the Hospital provides
facilitios for the safekesping of valuables. | release the Hospital from any rasponsibility due to loss or damage of any valuables that the
patient or the undersigned may keep in the patient's room, or at the bedslde, Including those valuables that may be brought to the patient
by other persons.

DATA COMPILATION FOR RESEARCH: The undersigned hereby grants authorization for the Hospital to use a patlent's health information
for the Internal purpose of gathering and sorting data (or human tissue) by categorles to be available for potential use in research studies.
If a patient's information is to be used for a research study. patlent may be asked to sign additional authorization at that time.

PATIENT RIGHTS: | hereby acknowledge receipt of information regarding Patient Rights and the complalnt process. | understand that |
may contact the Department of Health at 800-254-5164 or the Joint Commisslon, Office of Quality & Patient Safety at: jointcommission.
org/resources/patient-safety-topics report-a-patlent-safety-event or Fax: 630-792-5636 if | want to report concerns about patlent safety and
quality of cara. | understand that [ may have a copy of the patient rights upon request.

ndergd at_or renderad ian Grou LVPG and V Coordl i ico (LCPP
anaeﬂw_;
LVHN EMPLOYEE IMMUNIZATION RELEASE: If you are employed by an LVHN subsidiary, | agree that vaccination documentatlon can
be transmitted to LVHN Employee Health to facilitate any healthcare | may receive regarding occupational exposures or injuries and to
verify that | meet vaccination requirements.
RELEASE OF RESPONSIBILITY FOR PERSONAL VALUABLES: [ have been made aware and undsrstand that all LVPG and LCPP
medical practices and offices provide no facllities for safekeeping of valuables. | do hereby releass LVPG/ LCPP from any responsibility
due to loss or damage of any valuables that |, or anyone accompanying me, may bring to a medical practice, office or facility.
PERMISSION TO FAX CHILDHOOD IMMUNIZATION RECORD TO SCHOOLS: | do hereby grant permission for LVPG/ LCPP to send or
fax childhood immunization records to schools, upon request,
ACKNOWLEDGMENT FORM: | certify that | have read this document, that it has been fully explalned to me if requested and that |
understand its contents, and hereby agres to all terms and conditions set forth in the paragraphs above and acknowledge receipt of a copy
if requested.

Signature of Patlent Date Time

Signature of Authorized Agent/ Represantative Date Time

Relationship to Patiant

Witness Date - Time
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Lehigh Valley Physician Group

Medical Consent Authorization for Minor
(Giving permission for other person to bring my child to appointments and/or to make medical decisions for minor child on my behalf)

l, am the PARENT of the child(ren) listed below. There are no court orders now
in effect that would keep me from giving permission to another person (listed below) to make medical decisions (in other words,
“medical consent”) for my child.

—OR—

l, am the LEGAL GUARDIAN or legal custodian of the children listed below
(copy of court order attached, if available). There are no court orders now in effect that would keep me from giving permission to
another person (listed below) to make medical decision (in other words, “medical consent) for this child.

l, , do hereby confer upon the following individual(s) the power to consent to
medical or mental health treatment for the child(ren) listed below and on the child(ren)’s behalf do hereby state that
the power to consent to which | confer shall not be affected by an subsequent disability or incapacity.

Individuals:I give the following individuals permission to make medical decisions (example: grandparents, siblings, etc.)
Name Address

For Child(ren):
Name Date of Birth Address

e The power which | confer is specifically limited to health care and mental health care decision-making and it may be
exercised only by the person’s above.

e The person(s) named above may consent to the child(ren’s) (cross out any that do NOT apply) medical, dental,
surgical, developmental, and/or mental health examination and treatment. The person(s) named above may have
access to any and all records, including, but not limited to insurance records regarding any such services.

e | confer the power to consent freely and knowingly in order to provide for the child(ren) and not as a result of
pressure, threats, or payments by any person or agency. This document shall remain in effect until | notify the
child(ren)’s medical, dental, mental healthcare and insurance providers and the person(s) named above in writing
of my wish to revoke it.

I, , have signed my name to this medical consent authorization, consisting of

(1) page, on this day of ,20 in , PA.

Printed name (Parent, legal guardian/custodian) Signature

Witness No 1: Print name and Address:
Witness No 1: Signature
Witness No 2: Print name and Address:
Witness No 2: Signature

Signature(s) of person(s) authorized to consent on behalf of child(ren) named above (if available):

LVPG Form # Revised 01/2016, 12/2019





