Name:
Newton Wellesley Hospital MRN:
2014 Washington St DOB:
Newton MA Gender:
02462-1607 CSN:
617-243-6000 Location:
Date of Service:

GENERAL CONSENT FOR TREATMENT AND/OR ADMISSION TO THE HOSPITAL

TO OUR PATIENT: The Newton Wellesley Hospital, and other Partners-affiliated hospitals (collectively, “the
Hospitals™), physician groups, and affiliated group practices provide services and facilities to help your physician when you
need surgical procedures, diagnostic and therapeutic procedures, inpatient hospitalization, or outpatient services, If you
undergo specific procedures or operations, you have the right to have each procedure explained along with its risk and
alternatives. \

REQUEST FOR TREATMENT: I request care and related diagnostic procedures and medical treatment necessary in the

Jjudgment of my physician or his/her assistant.
If applicable, I request and authorize my physician(s) to make any provision for medical and surgical care which is deemed

necessary or advisable for my newborn(s).

BELONGINGS: 1 understand that the hospital maintains a safe for safekeeping of money and valuables, and the hospital
shall not be liable for the loss or damage to any money, jewelry, docaments, radios, furs, computers, or other small portable
articles of value, unless placed for safekeeping in the hospital’s safe. Any personal property that I keep with me at the
hospital shall be at my own risk, and the hospital shall not be liable for any loss or damage to it,

CARE IN A TEACHING HOSPITAL:; Because these are teaching hospitals, residents and interns who are licensed
physicians; nursing, medical and other students participate in patient care and may function as a necessary part of the patient
care team under carefil supervision of a senior physician, nurse, or other health professional. I agree to this participation. I
am under no obligation to participate in any activity the primary purpose of which is educational, and my personal wishes
will control the extent of my participation in this regard,

PRACTICE OF MEDICINE: I am aware that the practice of medicine is not an exact science and I acknowledge that no
guaraniees have been made to me regarding outcomes of treatments or examinations in the hospital,

DISPOSITION OF EXCESS MATERIAL: (if applicable) I understand that blood or other specimens removed for
necessary diagnostic or therapeutic reasons may later be disposed of by Newton Wellesley Hospital, These materials also
may be used by the Hospital, or other academic or commercial entities, for research, education purposes (including
photographing), or other activity, if in furtherance of the Hospital’s missions.

DISCLOSURE OF MEDICAL INFORMATION FOR PURPOSES OF REIMBURSEMENT AND/OR
CONTINUITY OF TREATMENT: I authorize the hospital and its affiliated group practices to release any information
from my medical records that may be needed for the settlement, by third party payers, of all claims for payment by the

hospital and physician groups.

I understand that for the purposes of coordination and continuity of my medical care, it may be necessary to disclose
information about my treatment. [ authorize the disclosure of information from my medical records as is reasonably deemed

necessary for such purposes.

I request that direct payments be made to the hospital on my behalf by insurers and agencies in the settlement of such
claims.




MANAGED CARE PATIENT FINANCIAL RESPONSIBILITY FORM

As a member of a Managed Care Plan, I understand that all of my medical care is to be coordinated by my Primary Care
Physician (PCP), subject to any exceptions in my member agreement. If specialty services are necessary, they must be
approved by my PCP, subject to any exceptions in my member agreement.

I acknowledge that if 1 do not have a valid referral from my PCP, including an authorization number, if required, for the
specialty care I am about to receive, I will be responsible for payment for services if the payment is denied on that basis by
my health insurance company.

I also understand that it is my responsibility to ensure that the service T am about to receive is a benefit covered by
my health insurance member agreement. If the service is not a covered benefit, I will be responsible for payment of
these services.

The above is subject to the provisions of existing agreements between “the Hospitals” (see above), its affiliates, and my
health insurer.

MESSAGE TO MEDICARE PATIENTS

The physicians of the Hospitals believe in the value of preventative medicine and annual physicals. However, Medicare
does not cover the cost of routine physicals and various screening fests and requires us to bill you for this type of service.
We are required to bill your routine physical and/or routine screcning tests as just that, and not bill it out under any other
diagnosis you may have. We can be fined if we misrepresent the diagnosis, when in fact this visit is for a routine
examination.

If, at any time of your physical, certain problems are active and require adjustment in medication or new tests to be
performed, Medicare will pay for charges relative to that problem only. However, you will still be responsible for the
difference between the Medicare allowed amount and the charge for the routine physical.

Newton Wellesley Hospital must honor Medicare Guidelines. If you anticipate these rules will represent an unbearable
financial hardship for you, please discuss this with one of our financial counselors.

MY SIGNATURE BELOW CONSTITUTES MY ACKNOWLEDGEMENT: that I have read and understand the
information provided in this form, that I hereby request and give my consent to medical care and treatment including, if
applicable, any necessary diagnosis procedures and treatment.

Patient Signature:

Legal Guardian:




