MARIE STAR H‘OM'E' HEALTH SERVICES, LLC
PATIENT CONSENT

. CONSENT FOR TREATMENT AND FIN

CONSENT TO RE;CEIVE SERVICES: | htreby, authorize the Agency to render, appropriate home h
me, | certify that 1 amn homebound and cannot lzave home without the assistance of someone. I have becp

payment under title XVTII or title XIX of the Social Secunty ACT, or other third party pay or coverage i
authorize any holder of medical or other information about me to be released to the SSA or its intermediprigy or other
third party payers any information neaded for this or other related claims. | request that payment a3 i##d be made
on my behalf 10 the Agency. This authorization and request shail apply to the certification period startin

.20 untif the order is discontinued by my physician. CHARGE FOR SERYI(}! S Your
initiel services ﬁ'om thc Agency will include the following services and initial frequency of visits and ¢ argklper visit if

private ingurance or private pay.
SERVICES AND/OR FREQUENCY | CHARGE PER
SUPPLIES OF VISIT
VISiTs .
Skilled Nursing [WiBSd 1S
. | Speech Therapy = I
' | Home Health Aide QLY W‘
[ Physical Therapy F Are |
Qccupational Therapy i |
- | Medical Social Services — .
PATIENT LLABEITY FOR PAYMENT: You have the right to be advised, before care i3 initiated, of the L:xtent to

which payment for services may be expected from Medicare or other sources and the extent to which pa
required from you the patient. We aro advising you, orally and in writing, about the cost of items and sqrvig
provided: Medicare part A or part B and Medi-Cal: Services provided are paid in fuil by Medicare/Mgidicaid. Ng

cost to patient. HIC NUMBER: '
If Medicare is mablre ta cover rendered services, you will be responsible for charges related to the servipe
you by this agency. See service charge per visit attached. Payment for services is required if rendered wh
below. Medicare Part B Outpatient: Patient is responsible for the annual deductible and 20% co-payme :
for PT, 8T. OT services. You will recsive 2 bill monthly for charges inciirred and not covered by your igsurg nee or

through Medicare, Medi-Cal, commercial insurance ot other relevant Federal Programs as soon 28 possi ]e ut no later
than 30 days from the date the home healih agency becotnes aware of a changs.

Commercial Iusurance: Please circle one of the following; Black Lung Veteran Administration Werkl s flbrnpensati
or Private Insurancq Your Insurance Company is

This insurance oompany covers _J D'D% of the chargcs You are responsible for § per visit, whic-; isfihe balance
after insurance pays. The deductible amount of § Q will be hilled to you, You will be respons:blc o7
lo the services provided to you by this agency. Paymen|, required if rendered with my signaiure beluyl' hi

‘ ey 8O 3 4|2,
i
I

gnmenl

shall not efimnbulsh or diminish the patient’s obligation to pay the full fee to the company for servwd% repderpd but the
| z :
|
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MARITE STAR AOMEHEALTH SERVICES, LLC
PATIENT CONSENT

patient shall recaive‘icredit for all sums collected pursuant to the sgreement. If the enrolled patient is i Fher i
o s e A L patient 15 in pnogfier insuran
plan of HMO, it is ﬂ:ilc patient’s responsibility to nofify the Agency or the patient will be held responsibip fo |payment. T
i |

T ACKNOWLEDGE that the Agency bas notified informed and explained 1o me the CLIENT BILL OF ¥

. . 2 5 5 HMGHTS. 1
have received information on Directives to Physician, Durable Power of Attorney for Home Health Card, arld Out of
Hospital DNR orders, the services to be provided, the suparvision of the services, and charges for sefivicps r il dered the :
client/family will be]mponsible for paying the charges. P ‘
1 AUTHORIZE the Agency to release any medical information requested by representatives of local,. tive Hr federal |

agencies, accrediting: bodies, insurance companies, or other organizations or entities as may be required py 4id
representatives for payment of claims out of this home health care which are due, The agency has notifigd : of the

Policies and Prooed@as regarding Disclosure of Clinical Records. !
1 acknowledge that the Agency has provided me with information on Advance Directives, HIPAA, SPQA}Living will] |
and DNR which hxdﬁca.tm that | may accept or réject any medical treatment, including any particular cage sggcified: ‘

} |
¢+ Living lWilI or Out of Hospital Do Not Resuscitate ¢ HIPAA/Home Care Privacy Right |
(DNR) (POLST) ¢ Transfer/Discharge Policy i

¢ Statutory Power of Attorney for Health Care decisions !

¢ Advande Directives in California |

| also understand that it is my responsibility io ask question about the information provided by the Agemty. They
have offered to brovide a copy of the state’s Hustrative forms under state law if  request. L have alsq'bedh advised
to consult with|my physician, lawyer, family, clergy, social worker or other qualified personnel for B ditional
information or contact with & lawyer should | need assistance in changing the forms to reflect my tregt wishes
or in executing 2 living will or statutory Power of Attorney for health care decisions. I understand thqt thi Agency
will honor the advance directives and is willing and able to provide any procedure specified of thil advance
directives. i

' ‘ |
PATIENT’S RIGHT/EMERGENCY PLAN/COMPLAINT PROCEDURE: | have been inforned ' my rights|
and réceivec{ a c;':opy of the Client's Bill of Rights and California Rights of the Elderly prior to the sfart }|f care
procedure, “A vanced Directives, Emergency Plan, Out-of-Hospital, Do-Not-Resuscitate, Patient’§ Caglduct & ‘
Responsibilities, Abuse/Negiect/Exploitation”. Thave been allowed to participate in planning my carefind have {
received a cop_yt of the Toll Free Home Health Agency Hotline Number 1-510-620-3900, which recpives complainty |
or griiava.nces 24 hours a day, seven days a week. I have received the Patient Information Bookiet, whi ? includes:
1. Service Outline Abuse, Neglect, and Exploitgtiof]

Z. Emcrgc; cy Contact Information Home Health Aide Duties
3, Non-Discrimination Polices General Home Safety

0 0 1o

4. Patient Rights and Responsibilities Notice of Privacy/Privacy A¢t Sqéimnent
5. Patient Qrievance |

ACKNDWLEFPGELIENT OF PATIENTS TRANSFER AND DISCHARGE POLICY: The Alg emf will "
maintain a process for the ongoing assessment of each patient/client’s continuing care and discharge plghnt
needs. This is required to ensure that patient/ciient discharges are adequately planned to terminate
when the parier'ft/cﬁent no longer has a need or desire for care, and to ensure that the patient/client’§ copjfinning
care needs arc met and that the patient/client participates in the discharge planning process. Patientd/clignts may ’
be discharged for various reasons inchuding the patient expires, the client/patient's condition improyes 4

therefore the client/patient no longer needs the care provided, the physician discontinues the order for Bhme care !

services, the patient moves out the Agency geographic service area or the client/patient refuses the farg i
requests digconfinuation of services. ; ;

i
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MARIE STAR ROME HEALTH SERVICES, LLC i

PATIENT CONSENT
1

CON'F‘I'DEN’I*ALITY/H]PAA: It is our policy to protect all clinical records against loss, defacertien i
tampering and pise by unauthorized person(s). All patient identifiable information in the c]inica?br:%crg
mc]udi_ng OASIS data, remains confidentiai and is noi released 1o the public. OASIS dats will be e nically
transmitted to the state. The patient’s written consent shall be required for the release of medical inforrsation to

PErsons not othirwise aurhorized by law (fudemal and stm) ro receive this information. Authorzed pmJ ne who !
may review the|clinical record include surveyors, physicians, Centers for Medicare and Medi.Cal Servl, ;
(CMS), and external and internal auditing personnel. j

RELEASE OF RECORDS: I understand the agency policy with regard to confidentiality and _re]e.ise
records prohibits access to my records by persons other than personnel involved in care. T thereforejgive written
conseni for rele%se of medical records to healih ¢are providers in my treatmeni care.

NOTICE OF I+‘1'EDICARE NON-COVERAGE OF CARE: When 2 question/concern arises regdrdi
coverage or non-coverage of care whether it is a Medicare, Medi-Cal or other third-party payer or Hxeddtive
Director/Admidistrator/Case Manager, the individual receiving the notification, whether by letter of te [ hone, l
will immediately inform the Director of Patient Care Services. You have the right to an immediate, |indHpendent
medical review|(appeal) of the decision to end Medicare coverage of these services, Your services willlfontinue
during the appe]al You must make your request to your Quality Improvement Organization (also krjowt{las a
QIO). A QIO is the independent reviewer authorized by Medicare to review the decision to end thete sphvices.
i

CONSENT F&R PHOTOGRAFHY: I consent for medical photographs to be made of me or my|childl (or
person for whcrl{n I am legal guardian). [ understand that the information may be used in my medies] ord, for ‘
the purpose of medical treatment. By consenting to these medical photographs | understand that | \}H ot
receive payment from any party. Refusal to consent o photograph will in no way affect the medical Twill
receive. If I hs:le any questions or wish to withdraw my consent in the future, I may contact Marie Btag Home
Health Services. :

| "

) INFECTIOUSJQ DISEASE SCREENING: it is our policy to screen sll patients for infectious diseases firior 1o
provision of care, and in accordance with Federal and Local regulations, in order to assure the safety of glients
and their cliniclans. Prevention and reduction of risks for infection or its potential is mandatory and wililbe
condueted by all direct care clinicians prior to provision of care. T understand that refusal or failure o o%‘mply

implies refusal jpof care and termination of services will proceed with care. Patients/Clients with repdriahle

infections will ﬂ;e subject to initiation of infection conirol/mitigation, and will be reportable to the ldea] health

department in accordance with state law, if they have not been previously reported.
\

TELEPHONE/VIDEO VIRTUAL CHECK-INS In-person visits are the preferred mode of homd wiiﬁs for

MARIE STAR HOME HEALTH SERVICES. TELEHEALTH/VIRTUAL CHECK-IN VISITS ard || |
TELEPHONE/VIDEO VIRTUAL CHECK-INS that are initiated and occur under unusual circumsfandds when
a pianned in-person home visit had already been scheduied. i

i .
MARIE STAR ;fHOME HEALTH SERVICES Agency is not equipped to provide full scope teléme‘l;ici:L:.

Telehfsalth will Ibe limited to TELEPHONE/VIDEO VIRTUAL CHECK-INS until the next avai ab i

scheduled In-person visit. Jf no in-person scheduled visit, it MUST be scheduled within 5 days of the . |

TELEHEALTH{VIRTUAL CHECKS Hof
! 5

3 i
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I
MARIE STAR HOME HEALTH SERVICES, LLC
PATIENT CONSENT

1 hm;e reviequed this consent for treatment and agreement which includes rece

i Consel t for treatment |
Acknowledgement of patient rights (Bill of Rights)

HIP OTICE GF PRIVACY RIGHTS

Patient information and advance directive information booklet

Notice of Medicare Nep-Coverage

Acknowledgement of discharge and trausfer policy

Emerg]ency Disasier Information

Physician Orders for Life-Sustaining Treatment Form (POLST) (if applicable)
Consext for photography (if applicabie)

Infections Disease Screening

Non-visit surveillance

v MY PATIENTS’ RIGHTS

L

CALALN QL g

VE BEEN VERBALLY EXPLAINED TQ ME

LANGUAGE (If applicabie)

PATIENT OR AUTHORIZED AGENT/REPRESENTATIVE SIGNATURE:

s Fety ” Jirsge 4 0/€ ﬁ@

ipt of the fql:lmring p i

| " i
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MARIE STAR HOME :
PATIENT cow‘imm FRALIR mRvices TIC ? ;
CONSENT FOR TREATMENT AND FINANCIAT, AGREEMENT
Addendum :
SERVICES CHARGE PER VISIT |
Skilled Nursing $90-160 '
Physical Therapy $90-160 f
| Oceupational Therapy $90-160 I
| Speech Therapy $90-160 _ i !
Medical Social Worker " 3140 " :
Home Health Aide $45/HR I
T [Personal Aide Services $30/HR |
|
‘ i i
PAYMENT s‘l.ouucxzs ? '-
1. Meodinhme |
2. Medi- } ;i |

3, Third Party Payment :
4. Private Payment i
| i

Fees ;for services provided to patients who are coversd by insurance plans are billed directly by ithe
Agency to theTappmpriate insurance company ;

*All patients zlire billed directly for services that are niot reimbursed by insurance
|
|
|
|

% (Gls @(-L//;f"-é"-% [0/?/?@2,

Patient signaur:re or representative Date ©  /

<Clinician signature _~ it Date 7 . 4 1

=; ; i
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MARIE ST%LR HOME HEALTH SERVICES
J
!
 IDENTIFICATION OF PATIENT APPROVED

PRESEN TATIVE AND PHYSICIAN IN FORMATIO

CARE AND MEDICAT INFORMATION:

|
|

1) pICATE PERSON APPROVED TO RECEIVE INFORMATION REGARBING
I i

|

N |

i
I

1)

2) INDICATE PERSON APPRO
PATIENT LEGAL REPRESENTATIVE (IF ANY)

<) prONE/CoNTACT. S FO Q=

O RECEIVE LEGAL INFORMATION {JR

FROM #1, e.g THSS worker, personal carp assistant, gtc)):

3) INDICATE PATIENT’S DIRECi!M RY CARE GIVER (IF DIFFEREN'IH

- f/gfﬂ"“/MéP
; V

4 ALL PHYSICIANS PROVIDING CARE
1

| a) Name Contact ’

| 5?6{\/&& 44
éb) Name: %o pﬁ%w

Zl/i8 3dWd Z evd MOSANIM SPEGEGLBIST
SHH dv1S 314w 6267 1699¢6 WA20:€0 220

”;/5. 1) 2351 Gy

|

=4 :t‘iT cZBZ/B1/081
2/0L/0L 0IAI303



:MEQGE&QY’B!S&&TEQ INFORMATION - HOME &
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|
|
|
|
{
|

MARIE STAR HOME HEALTH SERVICES | ||
Notlce of Medlcare Non-Coverage |

TR

Patient n#me
Patient m{mber

| :
The Effectik/e Date Coverage of Your Current Services W*II Fnd: ‘

_.._I____

s  Your Medicare provider and/or health plan have det nfﬁined

type} services after the effective date indicated abo

o  You may have to pay for any services you rece:ve aftgr the
above date. o

:l

S SR ==y ———

Your ngi‘(t to Appeal This Decision

e You have the right to an immediate, mdependent me dical
rewe+v (appeal) of the decision to end Medicare cov ge of

e

'theséT services. Your services will continue during th : peal. |
e If you choose to appeal, the independent reviewer wiill :sk for
youriptmon The reviewer also will look at your megi ;

reccr;is and/or other relevant information. You do nat : ve to ;

prep?re anything in writing, but you have the right toldf) so if
you lesh Y '
¢ Ifyou choose to appeal, you and the independent reyigwer
] T 1
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will each receive a copy of the detailed explanation |
your| coverage for services should not continue. You

receive this detailed notice only after you request ar

mdlc?ted above;

o N\either Medicare nor your plan will pay for thesel sp

aﬁer that date.

s Ifyou stop services no later than the effective date indj

abovF, you will avoid financial liability.

T

'ra date

1
How to Ask For an Immediate Appeal

* You bwust make your request to your Quality Improvem

Organization (also known as a QIO). A QIO is the

inde;?endent reviewer authorized by Medicare to rey iem;v the

deciéion to end these services.
] |

» Your request for an immediate appeal should be madg

soon| as possible, but no later than noon of the day b
effective date indicated above.

*» The @IO will notify you of its decision as soon as pofssible
generally no later than two days after the effective datg
notlc,é if you are in Ongmal Medicare. If you are in a Mu;adicr:!r?E

1

N
o Ifyou choose to appeal, and the independent reviewey| agreés}
servié;ces should no longer be covered after the effedti
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|

health plan, the QIO generally wil notify you of its dé
the effective date of this notice.

L

0 @ion by

e Call jour QIO at: (877) 588-1123 (TOLL FREE; TDO (}55) |
887-6%868 to appeal, or if you have questions. N

See page ? of this notice for more information.

If You Miss The Deadline to Request An Immediate Afipeal, |

You May Have Other Appeal Rights:

o If you have Original Medicare: Call the QIO listed of Hege 1.

e If you belong to a Medicare health plan: Cail your plarj|at the|
number given below. ;

Plan contact information

_ — , —

Additionai Information (Optional):

|
|
|
|
|

B
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notice. |

Please §ign below to indicate You recejved ang undersioqaﬁ this

| have bg:?en notified that Coverage of my services wili‘end
effective‘date indicated on thig notica and that | may ap

decision py contacting my QIO.

Sigsnatur§ of Patient'or Representative

l
|
1
|
.
|

MARIE STAR HOME HEALTH SERVICES

(for information onily)

!

i
i
H

i
|
|
i
‘

| .
Ferm CMS|10123-NOMNC
4 ‘

r ‘[
p |
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