CONDITIONS OF ADMISSION AGREEMENT
The Patient or the person authorized to act for the Patient (“I” or the “Patient”) agrees to the following terms of admission:
1.   GENERAL INFORMED CONSENT:   I consent to Patient receiving all medical and surgical treatment as ordered by the responsible physicians; including physician services, nursing services, technical services, laboratory procedures and tests, anesthesia services, radiologic and diagnostic examinations, emergency treatment, room and board services, and other hospital services rendered under the general or special instructions of Patient’s physicians.  I understand treatment may be provided by physicians, medical students, licensed independent practitioners, nurses, students or other individuals functioning within the scope of their practice approved by the hospital.  I agree that this consent to treatment will be valid until Patient is discharged from the hospital. _______ (Please initial)  
2.  PHYSICIANS: I understand that most physicians are not employees or agents of the hospital, but are independent contractors. I understand that Patient’s physicians are responsible for their own treatment activities and that the hospital is not liable for the actions or omissions of physicians that are not employees of the hospital. I accept responsibility to ask any physician whether the physician is an independent contractor or hospital employee. 
3.
EMERGENCY SERVICES NOTICE: I understand that if Patient comes to the hospital requesting treatment for an emergency medical condition, the hospital is obligated to provide a medical screening examination and any stabilizing treatment or transfer whether or not Patient has the ability to pay for these services.
4.
RELEASE OF INFORMATION:  The hospital’s Notice of Privacy Practices has information about how the hospital may release Patient’s health information. I acknowledge that I have received a copy of the Northern Arizona Healthcare’s Notice of Privacy Practices.  I understand I may be contacted by an outside patient satisfaction agency, on behalf of the Hospital, concerning my patient experience.  
 (Please initial)
Leaders within the organization may make rounds on the patient care units and visit with patients. If my care allows, I give my permission to be visited. ____ (Please initial) OR I would prefer not to be visited.  ____ (Please initial).  
Northern Arizona Healthcare participates in the Health Information Network of Arizona (HINAz) which is a Health Information Exchange (HIE) that securely shares health-related data among healthcare providers, organizations, and government agencies for treatment and medical services.  Arizona is an “Opt-Out” state meaning a patient is automatically included in an HIE unless the patient chooses not to participate. It is important to understand, that timely access to a patient’s medical records improves patient care and the HIE makes your healthcare information more assessable to your care providers.  Additionally the HIPAA Privacy Rule allows healthcare providers to request this information without patient authorization for care, treatment, and healthcare operations and opting-out will make the requestor to continue to request this information through the hospital and/or offsite locations, instead of the obtaining all your information directly for from the HIE in a single record.  Arizona law requires healthcare organizations to document that the patient has received, read, and understands the HINAz Notice of Privacy Practices and has indicated their choice to opt-in or opt-out.
I acknowledge I have received, read, and understand HINAz’s Notice of Privacy Practices.  I wish to keep my health-related data available to providers for treatment and medical services ____ (Please initial).  OR I elect to Opt-Out ____ (Please initial).
5.
CONSENT TO RECORD, PHOTOGRAPH, OR FILM: I consent to the hospital recording, photographing, or filming Patient for purposes of treating patient or for the hospital’s internal operations, such as improvement of quality of care and educating students and professionals. 

 (Please initial)
6.
PERSONAL ITEMS AND BELONGINGS:  The hospital has a safe in which Patient may store money and other valuables.  The hospital’s maximum liability in case of loss or damage for items deposited in the hospital safe is $500. The hospital is not responsible for loss or damage to any items that are not deposited in the safe by Patient, such as money, jewelry, eye glasses, dentures, hearing aids, contact lenses, or documents. The hospital will dispose of any property that remains in the safe for five (5) years or more under the Uniform Unclaimed Property Act (A.R.S. 44-301, et. seq.).  

 (Please initial)
7.
FINANCIAL AGREEMENT:  I agree that in return for services provided to Patient, I will pay Patient’s account in full.     Assignment of benefits:  If Patient is entitled to any benefits from an insurance policy that insures Patient or any other party liable to Patient, Patient assigns the benefits to hospital. Patient also assigns to Hospital any rights to payment for the charges of the physician(s) for whom the Hospital is authorized to bill in connection with its services.  I understand that I remain responsible for payment of the bill regardless of this assignment of insurance coverage. I also understand that I am responsible for any health insurance deductibles and co-payments. Price quotes:  I understand that any price quotations given are estimates of expected services. The price quotes may not include physician fees for services. Price quotes may vary significantly from actual charges, which are based on the treatment ordered by Patient’s physician(s) and Patient’s actual medical conditions.    Physicians: I also understand that most physicians will bill separately from the hospital.  Patient’s physicians may or may not participate with the same insurance plans as the hospital, which could affect the reimbursement made by Patient’s insurance carrier for these physicians’ services.  Lien rights: I understand that if the hospital is providing services to Patient as a result of an accident or the negligent or wrongful acts of another, the hospital may have a lien on any judgment, damages, or settlement recovered by Patient for the hospital’s full billed charges. I agree to provide the hospital with any information necessary for the hospital to pursue its statutory lien or secure payment for Patient’s insurer and understand that if I fail to provide necessary information, I may be personally responsible for the hospital’s full bill.  I also understand that CMS may initiate a lien and that hospital must comply with any lien rights or reporting requirements of CMS.  Collections: I agree to pay reasonable attorney’s fees and collection expenses if the account is sent to an attorney or collection agency. I understand that the hospital may charge a delinquent account interest at the legal rate.
8.
ADVANCE DIRECTIVE ACKNOWLEDGMENT:  I also understand that adult patients have the right to make advance directives that will direct care in the event they are unable to make their own health care decisions. Please read and check the appropriate statements below.
Patient has the following advance directive(s):  (Initial or check those that pertain)


____   Living Will




____ Health Care Power of Attorney


​​​​____  Mental Health Care Power of Attorney
____ Prehospital Medical Care Directive
____  Written Consent - Patient Representative 
____ Patient has provided the hospital with a copy of the above advance directive(s).  
____ Patient has not executed an advance directive.  Patient has been offered written material on advance directives.  
____ Patient or Authorized Party does not know if Patient has an advance directive.
9.
CHANGES TO THIS FORM: The hospital personnel handling Patient’s admission to the hospital do not have authority to agree to any changes to this Condition of Admission form. To discuss changes to this form, contact the Central Business Office Director or designee.
THE UNDERSIGNED CERTIFIES:
(1)
I HAVE READ AND UNDERSTAND THESE CONDITIONS OF ADMISSION, INCLUDING PATIENT’S/PATIENT REPRESENTATIVE’S BILL OF RIGHTS ON THE BACK OF THIS PAGE;
(2)
I HAVE RECEIVED OR BEEN OFFERED A COPY OF THESE CONDITIONS OF ADMISSION;
(3)
I AM THE PATIENT OR I AM THE LEGAL REPRESENTATIVE OF THE PATIENT AND AM AUTHORIZED TO SIGN THIS AGREEMENT ON BEHALF OF THE PATIENT; AND
(4)
I AGREE TO ALL TERMS IN THESE CONDITIONS OF ADMISSION.
	Patient or Patient Representative
Printed Name and Signature*
	Date and Time of Signing

	
	


* If you are the Patient’s Representative, please check the box indicating your authority to act on behalf of Patient and provide a copy of applicable documents:  
[  ] Parent [  ] Legal Guardian [  ] Health Care Power of Attorney [  ] Mental Health Care Power of Attorney [  ] Written Consent of the Patient  [  ] Patient does not have the capacity to make health care decisions or is being admitted in an emergency, and I have the following surrogate relationship with Patient: 



[  ] Other (explain):  ____________________________________________________________


Northern Arizona Healthcare

Check box when completing manually

□ Flagstaff Medical Center owned entity 








□ Verde Valley Medical Center owned entity 

CONDITIONS OF ADMISSION




Place Patient Label Here
PATIENT’S/PATIENT REPRESENTATIVE’S BILL OF RIGHTS
Patient/Patient Representative:
1. HAS THE RIGHT to be informed of the patient’s rights at the time of admission and in advance of furnishing or discontinuing care. 
2. HAS THE RIGHT to receive assistance from a family member, representative, or other individual in understanding, protecting, or exercising the patient’s rights. 
3. HAS THE RIGHT to care in a comfortable environment with respect to privacy, dignity, and his/her personal values, beliefs, choices, strengths, and abilities.
4.  HAS THE RIGHT to make informed decisions regarding all aspects of his/her medical care, including the decision to accept, refuse or limit treatment, to the extent permitted by law, to be informed of the medical consequences of his/her action, and to delegate his/her right to make informed decisions to another person. 
5. HAS THE RIGHT to participate in the development and implementation of his/her plan of care and to be informed of his/her health status, including diagnosis, treatment and prognosis, in terms that he/she can understand. 
6. HAS THE RIGHT to receive from his/her physician information necessary to give specific informed consent prior to the start of any procedure and/or treatment. Except in emergencies, such information for specific informed consent should include, but not be limited to, the specific procedure(s) and/or treatment, alternatives to the medical procedure(s) and/or treatment, associated risks, and possible complications. 
7. HAS THE RIGHT to be informed about outcomes of care whenever those outcomes differ significantly from the anticipated outcomes. 
8. HAS THE RIGHT to have pain assessed and managed when admitted and throughout patient’s hospitalization. 
9. HAS THE RIGHT to be free from restraint or seclusion, of any form, imposed as a means of coercion, discipline, convenience, or retaliation by staff. Restraint or seclusion may only be imposed to ensure the immediate physical safety of the patient, a staff member, or others and must be discontinued at the earliest possible time.
10. HAS THE RIGHT to expect that the hospital will provide a mechanism whereby the patient is informed by the physician or an agent of the physician of a referral or transfer to another facility when medically appropriate, or of discharge plans, including any continuing health care requirements following the patient’s discharge.
11. HAS THE RIGHT to make an informed decision on whether to participate in an investigative study, research project, experimental treatment, clinical trial, or educational activity related to his/her care or treatment. A refusal to participate will not compromise access to service.
12. HAS THE RIGHT to have a family member or representative of his/her choice and his/her physician notified as soon as can be reasonably expected of the patient’s admission to the hospital. The patient has the right to have access to a phone, and involve or exclude family members from care decisions.
13. HAS THE RIGHT to formulate advance directives and to have hospital staff and physicians comply with these directives.
14. HAS THE RIGHT to participate and to assist in resolving ethical issues or dilemmas that arise in his/her care (i.e., issues of conflict resolution, provision of futile care, withdrawing of life-sustaining treatment, etc.).
15. HAS THE RIGHT to prompt resolution of a grievance. The hospital will not retaliate against a patient or representative for filing a grievance with either the hospital or Arizona Department of Health Services.  Please notify your care providers of unmet care needs or care concerns.   If your needs or concerns are not met, you may request to speak with a Patient Relations Representative (FMC dial ext: 13528; VVMC or SMC dial ext: 36263) and/or file a grievance with the Arizona Department of Health Services, Division of Licensing, Medical Facilities Licensing, 150 N. 18th Ave., 4th Floor, Suite 450, Phoenix, AZ, 85007.  Phone: (602) 364-3030
16. HAS THE RIGHT to receive care in a safe and secure hospital environment and to be free from all forms of discrimination, abuse or harassment from staff, other patients or visitors.
17. HAS THE RIGHT to review the patient’s own medical record, as permitted by law and  to confidentiality with respect to communications and records regarding his/her health care and to access the information, as permitted by law, in the medical record. The hospital’s Notice of Privacy Practices describes how the hospital can use and disclose protected health information, the patient’s rights under the HIPAA Privacy Standards, and the hospital’s legal duties regarding protected health information.
18. HAS THE RIGHT to obtain a schedule of hospital rates and charges, examine and receive an explanation of his/her bill regardless of source of payment.
19. HAS THE RIGHT to obtain information regarding the relationship of the hospital to other health care providers, education institutions, and payers, as far as his/her care is concerned.
20. HAS THE RIGHT to know what hospital rules and regulations apply to patient’s conduct.
21. HAS THE RIGHT to a full explanation of any restrictions, including clinical restrictions, placed by the hospital on a patient’s visitors, mail, telephone calls, or other forms of communication.
22. HAS THE RIGHT to access protective services.  Local community protective service agencies may assist patient in determining whether protective services are needed and how to correct hazardous living conditions or situations.
23. HAS THE RIGHT,  subject to his or her consent (which may be withdrawn at any time), to receive the visitors whom he or she designates, including, but not limited to, a spouse, a domestic partner (including a same sex domestic partner), another family member, or a friend. 
PATIENT’S/PATIENT REPRESENTATIVE’S RESPONSIBILITIES
Patient/Patient Representative:
1.  IS RESPONSIBLE for providing, to the best of his/her knowledge, accurate and complete information about the patient’s health care status including current copies of Advanced Directives that include: Living Will, Health Care Power of Attorney, Mental Health Care Power of Attorney, Pre-hospital Medical Care Directive, and Consent for Patient Representative.
2. IS RESPONSIBLE for reporting perceived risks in the patient’s care and unexpected changes in the patient’s condition.
3. IS RESPONSIBLE for following the care, service, or treatment plan developed. The patient/representative should express any concerns or questions about his/her ability to follow and comply with the proposed care plan. 
4. IS RESPONSIBLE for following the hospital’s rules and regulations concerning patient care and conduct and for being considerate of the hospital’s personnel and property.
5. IS RESPONSIBLE for providing, to the best of his/her knowledge, accurate and complete information to allow payment of hospital’s charges and, as applicable, for promptly meeting any financial obligation agreed to with the hospital.
6. IS RESPONSIBLE to notify his/her care providers of unmet care needs or care concerns.   
