REGISTRATION FORM CARROLL: (502)732-30B2 GALLATIN: (858) 567-1591

DWEN:  Medgileal (502) 484-2417
{Please Print and use BLACK INK ONLY) Behavloral Health {502} 484-2595 Dantal Clinie (502) 484-58E8

%
TRIAD
Health Systems

PATIENT INFORMATION

Last Name Middle Imtial Social Security Number Birth Date
/ /
Mailing Address City/State Zip Sex assigned at birth (check one)
< Male
O Female
Physical Address (if different from mailing address above) | City/State/Zip Home Phone ) -
Cell Phone ( ) - Email Address Freferred Contact Method: {check one)
¢ Check if the same as home phone < Celiphone o>  Home phone
< No contact © Regular mail
.Gender Tdentity: (check one) Sexual Orlentation: (check one) Race: (check all that apply)
Straight or heterosexual < White
< Black
< Pacific Islander
< Asjan
< Native Hawaiian
©  American Indian/Alaska Native
< Qther
EAlinicity: (heckone) | Preferred Language: (check one) | Marital Status: (checlkone) Are youHomeless: (check one}
¢ Hispanic < English < Spanish O Single O Married O Yes < No
O -Hispani Si AS O Di i
Non-Hispanic g Olt%; },anguage (ASL) o g;;ao::fe% O Widow Are youn a Veteran: (check one)
O Yes < No
Understands English: (check one) Migrant Worker/Dependent: (check Pharmacy Name:
© English is primary language one)
© Other primary langnage with interpreter used < Dependent of Migrant/ _
O Other primary langnage used ) Scasonal Worker Pharmacy Location/Phone number:
© Interpreter needed for visit (inform reeeptionist) ©  Migrant/Seasonal Worker
¢ None
Responsible Party/Guardian Name: Responsible Party/Guardian Phone:

I

INSURANCE INFORMATION (Please give your insurance card and proof of 1D to the receptionist)

Insurance Company Name: Policy No: Group No: Copay:

Subscriber Name: Subscriber 8SN: Relationship: Subscriber DOB:

RESPONSIBLE PARTY INFORMATION

Person responsible for bill: Birth Date: Address, if different fram above:

1IN CASE OF EMERGENCY

Name of local friend or relative o contact in case of emergency: Relationship to patient: Phone No:

The above information is true to the best of my knowledge. | authorize my insurance benefits he paid directly %o the physiclan and
for Triad Health Systems, Inc. and/or my Insurance Company to release any information required to process my claim(s).
understand that 1 am financially responsible for any balance.

‘/

Patient/Legal Representative/Guardian Signature: Pate:
OFF|CE USE ONLY: {Checkal Systams thet apply}
Data enterad by (signature)s Entered into System: __IMS __Credible __Pentrix

Reviawed/Revised: 05/03/2022 (THS-069C.c]
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Health Clinic Medical Information TR% AD

Healthmﬁ‘:ys tems
Please complete the questions below ON THE PATIENT io the best of your knowledge:

1. Medical History (Please list any major illnesses, injurles, surgefies and hospitalizations that the patient has had
in the past):

2. Please list any medication the patient is takingon a regular basis:

Medication Strength How Dften
Medication Strength How Often
Medication Strength How Often
_Medication Strength How Often
Medication Strength How Often
Medication Strength How Often

3. Does the patient have any allergies to foods/medications/environmental pollens? _YES ____ NO

If yes, please list ALL allergies:

4. Doesthe patient have history of or current use of any of the following substances {circle what appiles)?

Tobacco? Yes No Alcohol? Yes No Drugs? Yes No

5. Does anyone in the household have a history of or current use of any of the following substances (drcle what applies)?

Tobacco? Yes No Alcohol? Yes No pDrugs? Yes No

6. Patient’s Family Physician:

Doctor's Name Address Phone Number
8. Patient's Dentist:

Dentist's Name Address Phone Number
sk ke sk sk ok ke ok ko o sk sk o BE——————— e T DL T LT LR L DL S L b

Please sign and date below to acknowledge that the above information you provided is accurate o the best
of your knowledge.

‘/ Patient or Parent/Guardian Signature:

Date:

Reviewed/Revised: 05/03/2022 [THS-D55C.d)
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EINANCIAL/CONSENT for TREATEMENT
Financial Policy/Authorization for Medical Care and Billing:

RIAD
Health Systems
Non-covered medical services are the responsibility of the patfent, or in the case of a rninor, the responsibility of the
minor’s parents or legally appointed guardian. [ understand 1 am financiaily responsible for medical setvices regardless
of any divorce decree or court arder. This includes services rendered to minors who may be covered by another
parent’s insurance under a custody agreement. | understand that my insurance policy is a contract between myself and
the insurance company, claims submission by Triad Health Systems, Inc. (THS) is performed as a courtesy and THS will
not become involved in disputes with my insurance carrier.

| authorize the release of any medical information necessary, to process my claims. [ do hereby consent to such medical,
dental, and/or surgical examination and treaiment {face-to-face or phone/telehealth services) as is necessary and authorize
the provider to release to Third Party Sources Information necessary to obtain payment for services rendered.

| also consent to authorize the provider o release any referring doctor information necessary for evaluation and
treatment.

PATIENT CONSENT FOR TREATMENT:

| voluntarily authorize the rendering of such care, including diagnostic tests, procedures and medical treatment (either
face-to-face or phone/telehealth) by authorized agents and employees of Triad Health Systems, Inc. (THS), and its medical
staff, or designees as may, in their professional judgment, be deemed necessary or beneficial, and may include testing for
HIV {the virus that causes AIDS) and other bleod borne diseases. | acknowledge that no guarantees have been made as to
the effect of such treatments of procedures on my condition. | understand that | have the right to make decisions about
my health care or the health care of the person for whom | am legally responsible, including the right to refuse medical
and/or surgical procedures: {check one below that applies)

| have formulated an Advance Directive (living will, heaith care surrogate, declaration, durable power of
attorney) and request that these directives govern my care according to Kentucky state and/or federal laws. |
understand that it is my responsibility to provide THS with a copy of my duly executed Advance Directive and that
those directives will not govern my care until they have been filed in my medical record.

Advance Directive attached.
Advance Directive not attached.

| have not formulated an Advance Directive, but | understand that is my right to make decisions regarding my
course of treatment, including the execution of an Advance Directive.

Authorization of CONSENT

1 have read and understand what 1 am signing for below and by signing this form, | give my consent for

{patient’s name) to receive services (which may include one or all of
the following: medical/behavioral health/optometry/dental/phone or audio/telehealth) at Triad Health System’s Inc.
(THS) Clinics.

THS cannot/will not provide services to the patient without this signed consent (except for an emergency situation).

Right to Terminate or Revoke Authorization: The consent can be withdrawn/revaked at any time by the patient {if 18
yrs. old or older), parent or legal guardian submitting a signed, written revocation to the THS office.

—

Patient/Parent or Legal Guardian SIGNATURE: DATE:

Ravlewed/fevised: 05/03/2022 (THS-069C6



Page Left Blank Intentionally



b
ARIAD, Acknowledgement & Contact Information Form

Patient Name: SSN or Patient ID#: DOEB:

PATIENT HANDBOOK:

1 acknowledge I received a copy of the Triad Health Systems’, Inc. Patient Handbook. Iunderstand policies are subject to change
at any time. 1 understand that T may request an updated copy of the handbook at the front desk of any of the Triad Health
Systems’, Inc. clinics in Carroll, Gallatin or Owen Counties.

R EIIEEERe s e R Xy SRR LU LT DL LSS Lot
GOOD FAITH ESTIMATE SHEET:
1 acknowledge I received a copy of the Triad Health Systems’, Inc. Good Faith Estimate Sheet. I understand policies are subject

to change at any time. [ understand that I may requesta copy of the sheet at the front desk of any of the Triad Health Systems’,
Inc. clinics in Carrol], Gallatin or Owen Counties.

R SRR s U L PO S L SR 2SS L S L Lt

PATIENT SLIDING FEE SCALE:

T have been offered a copy of the Triad Health Systems’, Inc. Sliding Fee Scale Application. If I wish to apply, [ understand that it
is my responsibility to complete the application and provide any documentation required (suchas proof of income, etc.) and any
prices quoted at the time of the visit, should be considered an estimate only. Iunderstand that if I do not participate in the
Sliding Fee Scale program at this time and/or my information changes that | may reapply at any time by requesting an
application from any Triad Health Systems’, Inc. ¢linics in Carroll, Gallatin or Owen Counties.

El 1 choose to participate in the sliding Fee Scale at this time (mwust complete application attached)s
[ 1 choose not to participate in the Sliding Fee Scale at this time.
**********************#*****k****************m************#***********
RECEIPT OF NOTICE OF PRIVACY PRACTICES

1 acknowledge that [ received a copy of Triad Health Systems’, Inc. Notice of Privacy Practices detailing how information may be
used and disclosed as permitted under Federal Regulations and Kentucly State Law,

The following questions, {answered only by patient/representative) are asked to fulfill pur commitment to protect your privacy:

1. Isthere anyone, other than yourself, with whom we may discuss ALL your medical information with? O ves [lNo

If yes, Name: Relationship:
Name: Relationship:
Name: Relationship:
2. Maywe leave a message at your home fo give test results, reschedule appointments, and/or discuss billing information?
Yes [] No []
3. Maywe cont;t;ts ycﬁ at mléc;rk éo give test results, reschedule appointments, and/or discuss billing information?

4. Ifunavailable at work, may we leave a voice message or leave a message to return our call with the person who answers the
phone? Yes [] No []
ifwe Ieave a message at work or horte, we will identify aurselves as Trind Health Systens, end provide the identity of the Trind staff member cailing.

1 would like to receive a copy of any amended Notice of Privacy Practices atmy addressonfile? [ Yes []No

SIGNATURE REQUIRED:
| have been offered a copy of the Triad Health System’s Inc. information acknowledged above:
¢ Acknowledgement of the Patient Handbook, Goad Faith Estimate Sheet, Patlent Sliding Fee Scale Application and the Notice of Privacy Practices

| certify that | have read and understand the “pcknowledgement and Contact Information” listed above, and that | am the patlent or
the patlent’s legal representative and may execute this consent and accept its terms. | understand that this consent may be revoked at
any time except to the extent that action has already been taken.

)
—

Clieni/Representative Signature: Date:

Revlsed: D2/14/2022 {THE-053C.2}
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Health Systems

You might qualify for our sliding fee scale discount if:

1. Your household income is below the amounts listed below

Xour nouschRoOI O e S e

Number in YT;)atgl [Number in YT:tE;l
Household n y Household arly
come Income
1 $27,180 5 $64,940
2 $36,620 6 $74,380
3 $46,060 | [ 7 $83,820
4 $55,500 ] | __8 $93,260

2. You fill out the “Sliding Fee Scale Application”
Applications are available on other side.

3. You provide proof of income for the household.

Household size is defined. as the total of all persons living at the address of the person
making the application to the SFS program. If the applicant is living in a group home,
household size will be one (other residents of the group home will not be included).

Proof of Household Income can include:
1. Current pay stub.
2 Most recent income tax return (Cannot be older than two years)

3. Annual Award Statement from Social Security

4. Social Security Disability, SSI or Pension showing on most recent bank statement
5. T etter from employer stating hourly wage and hours worked per week

6. Qualification Letter from Food Stamp Office

7. Letter from Person providing suppost to the applicant with amount of support

All forms MUST be completed with all required

Documentation submitted before eligibility will be effective.

Partial applications cannot be processed.

Updated per 2022 Govermiment Poverly Level



Sliding Fee Scale Application

Date:

Patient Name: DOB:
Please Print

Total Household Members

Triad Health Systems, Inc. provides health care services for residents and employees of Gallatin, Carroll and Owen
Counties. In order to insure that afl residents and employees can continue to receive healthcare that they can access
and afford we must bill patients based on their ability to pay.

(Read & initial each line)
Tunderstand that deliberate misrepresentation by/of any household member may result in:

All household members being exclude from the sliding fee scale program

All sliding fee scale discounts received due to misrepresentation will be
voided and payable by me.

Prosecution under applicable Federal, State, and Local laws.

List all household members, regardless of age, and income for ¢ach. Attach a copy of each type of income.
Examples of income are (but not limited to): Wages, Self-Employment, SSI, Child and/or Spousal Support, RSDI,
Workers’ Comp, Unemployment, Veterans Pension, Farm Income or Food Stamps

Name Date of Birth (W) Weekly Source of Income
Amt. | (BM) Bi-monthly
$$ | (BW) Bi-weekly
(M) Monthly

(Y) Yearly

GO |~Ipaniin i (L2 D =

Has this been the average income for the past 12 months? Yes No If no, please explain the differences.

I certify the infoxmation given is true and correct. I also certify that I have reported all household income and agree
1o report any changes in household income. Iunderstand that providing false information on this statement is
subject to prosecution under Federal, State and/or Local law’s, and can disqualify myself and ail of my household
members from the Sliding Fee Scale program.

1 give Triad Health Systems, Inc. permission to obtain financial information for purposes of verification of
household income.

Signature_* Phone #

Address City ST Zip

Frneoifioried, thot-di2z (IS 0TI}



Ttfsa—s S ey
CARROLE:  (502) 732-1082 GALATIN:  {859) 567-1591 OWEN: {502) 484-2117
Health Systems DWEN: Bahavioral Health {502) 484-2585 Dental Ciinc {502) 484-5888

Your Information. Your Rights. Our Responsibilities.

This notice describes how medical information about you may be used and disclosed and how you can get access to this information. We
are required by law to protect the privacy of your information, to provida this Notice about our privacy practices, and to follow the privacy
practices that are described in this Notice with respect to your medical information. Please review it carefully.

YOUR RIGHTS

You have the right to:

Get a copy of your paper or electronic medical record
Correct your paper or electranic medical record

YDUR CHOICES
You have some cholces in the way that we use and
share info as we:

L ]

»  Request confidentlal communication . ';ell %m:;‘{;': fﬂer;[d: ahout your condion
»  Request us to limit the information we share . Pmul de t:lrl:e Ifh

«  Geta list of those with whom wa'va shared your info . Mr::kefxiiewif:s Lare

= Geta copy of this privacy notice and Choose semesne toact faryou

. »  Raisefunds

File a camplaint if you believe your privacy rights have been violated

OUR USES AND DISCLOSURES

We may use and share your information as we:
v Y &  Respond to organ and tissue dopation requests

Treat you and bill for your service
: Run :’z rorea nialati:nv ervices e \Work with a medical examiner or funera) director
«  Helpwith public health and safety issues «  Address workers' compensation, law enfarcement,
: vorssachmd Comply vt thelaw o
ct i 1 , maik
s Contactyou for information or reminder calls (phone, mai, stc.) e “Training staff and students for teaching purgoses
Your Rights

When [t cames to your health informatlon, you have certalnt rights. This section explalns your rights and same of our responsibilities to help you.

Get an electronic or paper copy of your medical record

a  You can ask to see ar get an electronic or paper capy of your medical record and other health information we have about you. Ask us how to da this.

= We will provide a copy or summary of your health information, usually within 30 days of your request, \We may charge a reasonable, cost-based fee.

Ask us to correct your medical record

= You can usk us to correctfamend your health information about you that you think Is incorrect or incomplete, In writing, Ask us how to do this. We
fay 53y “no” to your request, but we'll tail you why In writing within 60 days. You must give a reasen for the amendment of your request.

Request confidential communications

e  Youean ask us to contact you in a specific way {for example, home or office phone) or to send mail to 2 different address, in writing. We will say yas
1o 3l “reasonable” requests. Your request must specify how or where you wish to be contacted.

Requast us to limit what we use or share

s Yau can ask us not to use or share certain health information for treatment, payment, or our aperations, In writing. We are not required to agree to
your request, and we may say “no” if it would affect yaur care.

e [fyou pay for 3 service or health care item out-of-pocket in full, you can ask us not te share that information, in writing, for the purpose of payment or
aur operations with your health insurer. We will say “yas” unless a law requires us to share thatinformation.

Get a list of those with whom we've shared information for reasons other than treatment, payment or health cave operations

®  Youcan ask for 2n accounting of times we shared your health information, in writing, for 3 years prior to the date you ask, who we shared it with/why.

e Wa will include all the disclosuras excapt for those about treatment, payment, and health care operations, and certain other disclosures (such as any
you asked s to make). We'll provide 1 accounting a year free but will charge a reasonahla, cost-based fee if you ask for another one within 12 months.

Get a copy of this privacy notice

e  Youcan askfora paper copy of this notice at any time, even if you recsived the notice electronteally. We wilf provide you with a paper copy promptly.

Choose someone to act for you

e Ifyou have given someone medical power of attomney or If someone is your legal guardian, that person can exercise your rights and make cholces
ahout your health Information {2 copy of the legal document for power of attorney, legal guardianship, etc. must be in your patient record),

e Wewill make sure the person has this authority and can actfor you befora we take any action.

Fita @ complaint If you feel your rights are viotated, we wili not retallata against you for fillng a complaint

e You can file a complalnt if you feel we have violated your rights by contacting the HIPAA Privacy Officer atthe contact information identified below.

s Youcan filea complaint with the U.S. Department of Health and Humzn Sewvices Office for Civil Rights by sending a letter to 200 Independence Avenue,
S.W., Washington, B.C, 20201, calling 1-877-696-6775, or visiting ww.khs.zovfecr/privacy/hipaa/complaints/.

Your Choices

For tertaln health tnformation, you can tell us your chatees about what we share. if you have a clear preference for how we share your information in the
situations described below, tatk to us. Tell us what you want us to do, and we will follow your instructions,
In these cases, you have hoth the right and cheice to tell us to:
e Share information with your family, close friends, or others invelved in your care ifyour provider decidas it Is relevant per thelr profassional judgement.
= Share information, such as locatlon or general condition to FEMA or Red Cross, Tn a disaster relief sitnation
IF you are not able to tell us your preference, for example if you are unconsclous, we may go ahead end share your Informution if we belleve it is in your
best Interast. We may also shure your informotion witen needed to fessen o serious and imminent threat to heaith or sofety.

In thesa cases, we never share your Information unless you give us written permission:

s Marketing purposes, sale afyour protected health Infarmation and sharing of most psychotherapy notes

s When requlred by law, we will obtaln your authorjzation before releasing certain classes of protected health Information, such as substanee wse,
sexually transmitted diseases, drug and alcohol abuse treatment records, mental health recordsand HIV/AIDS informatian.

e Inthe case of fundraising: We may contact you for fundralsing efforts, but yau can teli us not to contact you.



Our Uses and Disclosures

How do we typically use or share your health information? Here are some examplex of how we typically use and disclose protected health
information without your authorization (2 written document that gives us permission to shate your health information):

Treatment {we use and disclose your health information to provide treatment and/or joint treatment):

+  We can use your health information and share it with other professionals who are treating you, such as for referral purposes to another provider,

Example: A dottor treating you for an injury asks another doctor In the Northern Ky area you hove seen obout your overall heaith candition, labs, etr.
Run our organization {we may use and disclose your health Information to carry aut health care operations):

* Your Information may be used by Triad and disclosed to organizatiens that assist Triad or comply with its legal obligations as described in this Notice
Example: we may disclose information to consultants who assist us in our business activities, these business associates must agree to protect the
confidentlality of your information.

+ We can use and share your health informatfon to run our practice, Improva your care, and contact you when necessary,

Example: We use health information about you to monage treotment and services, qutherized staff may look at portions of your recard to perform
odministration activities and sign-in sheets at registration desk, as well as coll you by name in the waiting room when the physician is reody to see you,
Bill for your services {(we may use and disclose your health information for payment purpeses):

* \We can use ard share your health information to bill and get payment from health plans or other entlties.

s Example: We shore Information about you to your heafth Insurance plan so it will poy for your services that Includes Information that ldentifies you, as
well as your diagnosis, the procedure performed, the supplles used so that we can be pald for the treatment provided,

How else can we use or share your health information?
We are allowed or raquired to share your information in other ways —usually in ways that contribute to the public good, such as public health and research,
We have to mest many conditions in the law before we can share your Information for these purposes. Far more information see:

www.hhs.gov/ocr/privacy/hipaa/understanding/consumers/index.html.

Help with public hiealth and safety issues
We ¢an share health information about you for certain situations such as:
= Praventing disease, helping with product recalls, reporting adverse reactions to medication
*  Reporting suspected abuse, neglect, or domestic viclence = Preventing or reducing a serious threat to anyane's health or safety
Do research and Respond to organ and tissue donation requests
*  We can use or share your Infnrmatlon for health research and we can share health information aboutyou with organ procurement organlzatlons,
Comply with the law
»  We will share information about you if state or federal laws requira It, including with the Department of Health and Human Services if 1t wants to see
that we're complying with federal privacy law.
Wark with a medical examiner or funeral director
» e can share health informatinn with a caroner, medical examiner, or funeral director if an individual expires.
Address workars’ compensation, [aw enforcement, and other government requests
Wae can use or share health information about you:
* Forworkers' compensation claims,
s Forlaw enforcement purposes or with a law enforcement official
s With health oversight agencies for activities authorized by law
Respond to lawsuits and legal actlons
& Wa can share heslth informatlon about you in response toa court or administrative arder, or in respense to a subpoena,

+  For special government functions such as military, natlonal security, and
presidential protective services

» [Fyou are an inmate at a carrectional Institutfon or under the custody of
a law enforcement official, we may disclase your PH|

Our Responsibilities
s Weare reguired by law te maintain the privacy and security of your protected health information.
s Waewill let you knaw promptly If a breach occurs that may have compromised the privacy or security of your information.
+  Wemust follow the dutfes and privacy practlces deseribed In this notice and glve you a copy of it.
*  Wewlil not use or share your information other than as described hera unless you tell us we can in writing, [f you tell us we can, you may change your
mind at any time. Let us know in writing If you change your mind.
For more Information see: wwws.hhs.gov/oer/privacy/hipaa/understanding/consumers/noticepp. html.

Changes to the Terms of this Notice
We reserve the right to change this Notice and the right to make the revised or changed Notice effactive for protected heaith information we already have as
well as any Information we may receive In the future, We will post a copy of the current Notlce in all officas ant on the websita and you may request a copy,

Other Insiructions for Notice

= Updated/Reviewad: 03/25/2019, 07/05/2022

« Al written requast or appeals should be submitted to our HIPAA Privacy Officer at Trlad Health Systems, inc,, attentlon HIPAA Privacy Officer, Gallatin
Caounty Clinic and District Office, 441 US Hwy 42 West, Warsaw, KY 410895,

*  |Fyou have questions or nead further assistancea regarding this Notice, please contact the HiPAA Privacy Officer at Trlad at (859) 567-1591.

«  Who will follow this notice: the privacy practices In this notice will he followed by any health care professional that treats you at any of our locations, by
all departments of our organization and by all employed assoeiates, staff and any valunteers of our organization,

«  Qur practice may contact you or your autherized reprasentative to provide appointment reminders or information about treatment alternatives or
other health-related benefits and services that may be of interest to you. The practice might rautinely contact patients via telephone at home/cell
and/or work, via mail at home, and unless otherwise requested, may leave messages on the approptiate veice mail or answering service regarding
appalntments and billing questions if requested on the “Acknowledgement of Recelpt of Notice of Privacy Practices” farm and signed by patfent and/fer
guardian/respansible party.

+ Al medical record's requests must be submitied to Triad Systermns, Inc. with a valid “Authorization for Release of Confldential Informatien” form, fully
completed and signed by the patient orfor guardian/responsible party.  Valid proof of identification must be provided at time of signing the release. If
patient is under age of 18, parent must show proof of child’s SSN and provide date of birth.

Revinw/Revised; T7/05/2022 [THS-1300)



-103u0eA OIHI)) © 0] [} O} SR IO [[B)) «

-030[dUr00 0} WIOY © 10F JFBIS MSop IO SV @

SEINVATTED
‘SNAAINOD ‘SINTANTTIAOD

wd ¢ —1me g 4] - WO
(smoyeoof 1)
TICoH 16I01ABYIq

wd gpi:¢—we / Jnify, 79 seny,
wd pgig —we POM. % WO
TSANOH 9010 1Iua(]
wd gy — e g I ~ WOTAL
TSANOY 990 UOPUIM0

wdg—we g 114 =« UOTA]
TSIA0 L] 9011J() MESITBAA

wdg—weg LLI-UOIAL
TSANOY 20130 U0M{01IED)

SATIEN0) WIMQ
29 ‘une|[Bo) Poaxe)) SwWAIS

SHOIA YIS TVOIGIN
ALITVA0 ¥ NOLINIATYd
SSINTTIM INLLOWNOYUd

yjooqpueH usned

539,

SWIISAS YITUH

avry

L

...m..#ﬂ..!. - A0

“IopiA0id
oM djoid 0} o[qe aq jou M TOX
*8[patjos oY OJUE NOA JIOM TBD siopraoxd
oy} Jo ouo Jgun JreMm pue wdy Jo weg
12 SAIME 0) 2Aey [ Nox jusunuiodde
e UOALS 9q 10U [[[M. NOX ‘SnjeIS TH0M
uo nd oq [ym nok usy ‘sueunurodde
mogg-oN oidpmum  eavy nok e
"MOYF-ON

B POIOPISUCO 2)8 SHONB[[20URD AEp SuIeg e
“[eoues o} yustmuiodde

pPanpayos Mok 910§2q SINOY T [IE2 958 ®

AIr10d MOHS-ON/NOLLYVTTIONVD

DAL
0] SUOMEOIPIW asalf) JOJ SYoaM. {-§ e}
B2 31 MO oJe NOA [un jiesm JOU Op 95Ba[d
1o} SuonEoIpaut JO oM sAup QF eABY
NoA USUM J[ED JSNTT MOX-S{eY JusTpul =
*SUOTJBOIPaLL INOA pastl noA 810J9q
skep sssugsng g 3see] 38 Koewweqd (2D e

STHATI NOLLVIIAHIHA

"L 10T UF SID[AL0S [ejuap pue
G107 Ul SedjAleg AnsmoidQ pue sALATOS
UHESH [PICIARYSG/IMUSIA  PoppE  PEILL
-gropiaoxd ole0 Tyjesy pue SUOHEZIUETIO
“sarousTe vare MM TONEIOGE[00 Ul papiacid
OIu SIOIAING SOJUNO)) USM(Q PUE ULR[ED
‘[{o1e)) SPNJOUL SBAJE IVAISS Y, *SJUSpisar
pomsuRIopun  pue  pamsui-un 83 UO
siseqdie YiM BaIR 90JAJRS o7 JO SjUepIsal
[[e o1 saojaies jeolpstn opraoxd o 800T
Up pojeaIo sem "ouf ‘swalsAg WI[EIFE per,

XHOISIH

(u)-(8)eeT “0'S'N) Th 1optin akopdma aatatag IN(EALL
ajjqng pamasp & PUFR ‘QpSE 'S ML T Jepum oapred mifnrg
JSUa7) VIESEL ¥ S8 S| 5] PUuE ‘ouf ‘S(alSAS iR PRRL,

‘SO}UN0Y UDMQ) PUE UYE[ED TI0x18]) J0J
s[qissod seorales [zorpaw Ayjenb jsoydiy
oy Swipracad pue wopuasdxd ‘sseuffam.
Suowoxd £q PoAKSSISPUN ST JO SPadll 3T)
190U O] SOATHS *OU] “SUINSAS YIjBeH PRILY

NOISSIW 310

OO SIUS)SASYIBAYPBL MMM
2)159A MO X0 YOOGIIT WO SN AL

S01€-9167C0%
:[reo suoysenb Sulfq J04
Q0IATRS BULIOMSUB JOJ

05, 1ondQ :165T-L95-658
qreD sIoH PV
£671-L9S-668 ‘Xu] 2IM0ag

-s[qssod sg Hoos se [[eo oA Tyl
[JEM SUOSMIOS PUR T[ED IOA J0J HOseas
Jar1q & pue Jaquinu suoyd ‘eureu moA
anBoy asead ‘[reuIeotoA oU) 308 noA I

S6STV8Y-10s
[IEoH [E10IARYag UM
8885-y8Y-10S
D (RIS WA
FAN kég 4%) aard Y]
AquID) Auno) €90
T6ST-L95-658
omy) Aunc)) anepLd
760T-TEL-TOS
PIEag [erolALgay {[0.11E]D)
TROT-LEL-T0S
gD Ayumo)) [eLe)

QYL ONI'TIVO NIHM



ajeEURSH YIed poon IonRIes
‘1 APLL Fov sespdang ON ‘0197501 HEd WAD
&b 295 7IsiA oW Burnp papiaoad sadialassway ue
SpRPUY 30U [[1M JISIA pajnpayas B Joj saxewpse fuy swp
Jo praye sInoy ¢ o3 Joud pa|npayas Ji sYsIA panpoyds
Jo soFJeys 103 2EWIISH e BAjedad Aew sueied Aed-jjag

*PIOYoSNOY ST JO SISqUIBTX
[ENPIAIPI JO SWOOH 2y} AJII9A 0) pash aq
Avoy aa0qe o1 Jo woneurquiod Auy jesipdde
o o3 1oddns Surpraoxd st e vosiad Joyjoue
wog uoddns Jo jumowre Supels Jo IONSL V °/
2010 dure)s poog a1f) TIOI) JSHa] TOPesyIend) ‘o
“IOqUISUE PJOYasnoN
Jatg10 1o jueoridde o3 Suureped xoysf sokofduig *g
Justnses
NueQ  JU091  ISOUL S JOQUIOUL  pOYasnoy
mqo Jo sgueondde em wr  pojusnoop
s wo[suad 1o 5§ ANMHqesia ‘Amoes [e[0g ¥
*AILMODE (200 WO JESWRJE]S PIEMY [ENIUY 'S
(Prosi g
UBY) 559] 2 JSNWL) (LMY X8 STIODH] JUID2IJSOT 7
“qmis Aud jusamo v '
1SPRISUT ARUL-SIOSUY JO JOOIT
*papajeut aq ([ jasadde ay) Jo swooty
oty Aquo Swoy dnoxd e uy upay st ueoydde o1 37 "wesSoxd

S45 ot 01 uopearjdde Supipu wosrad atg 3o ssaippe ey 18 SwAL
stostad [Je Jo SLU0DKT |2107 1Y) I8 PAUISP S| AWOIMT PIOYISNO T ex

*(papnpour og t0u M auoy dnoaB

9} 3O SIAPISHI IAYI0) JUO B¢ [ S2IS ployesno] ‘auar daoig
® g SutAl styueoydde sy) 3; "wesdord §4S o o) uonesydds
Suppe vosiad o Jo ssaippe a1 38 SuwAl suosiad jjeyo @ am
5e paulap S| A01[0g SIS Slfl Ul PAsUuRIojal SB 4218 PIOVISTO
‘Ting ut pred st 9oue[eq [HUN SasUe[eq Sarsreure

112 uo pred oq jsnur sprowded A(puoy "soue[eq
garewes sM JoI PIIiq 59 M TOK “Q0TAXOS
Jo ocum om je pred noA jmowe oY) UBYE SI0M
21¢ soTreyo T30 moX JT "aje1 sfeeszed pagmenh
oA 01 SurpIosse PafIg &4 [[IM NOX, "SUOMEIIPALE
B[qejos{Ur I SUOReZIMNTIIIT ‘S[59) B oph[our Azt
$951BY0 JOYIQ “NSIA oA SUHINp PalopIo 2IaM JRLR
SaDIAIS JoF safield Iayjo j[e pue 28180 JISIA 90070
oy; Juppe AQ paulunIop St NsIA mok 1o afreyn
TeJ0} SYJ, "44OWODB] P[OYSSNOY TEJO} PUR 9718
PIOYasNOT 1104 Aq pailniiep st ofemsored mox

"Ju0d (SS) 2[e0s 994 SwWpNS

“TASZJTA] "1 Y|SN01j) AXE SRI)UOD A0 FASSB[SY
Bupad y0.0103 338 67 pagorduio
oy 351t o]eag 3F JWMPHS VIHIO [EINNF I IIEIU0D
3seIL *2)0 ‘SuUM0) ‘Sjenaey ‘saammagy no Suprig Jog,,

*331A.135 30 d1p ju pod
A1 $3TATYD FE J1 JUNGISIP
SOIAISE JO O IR e aarar fvuknes vy
SmypLoasroypredJeg0s | JRSAUNOISYE ON B NOL YL
%001 Leg RagAunoasyq oN
%09 JUROISIE %0
%a0s Junodsiq %is
%S5T Junodsia %%SL
00°0Z$- SisiA dRmoqog
00'0TE NSEA I81d
189 [BUILUON JN0ASIA H00T - IPNS ling
Aud
[ nod sadxng rmog,
JO JunowypSnuEadIag sty advpuosasd anok Jf

‘senpre g ‘2In)a(y 10J AN, [EIUI(

*J[AIS JO BIUE)

3t ped aae sadrend

TIE 31 3unodsyp

¥ 24132 ABI ok

20IAIRS JO oUM ‘Led JPSAuUn0dsA

e Sunpdroas Sof pred 31 050L ON 248 nok 31

%001 Aeg JoS/UNCISIA ON

%09 JuRodsIy %50¥

%05 JUnedsid %05

%S¢ OIS %SL
1S3LA0YS/qET Yory GO 5E
00°SLS- susta dn mojog,

00°ST$~ NSEA IS1LT

PIEAH JUUOAT/TEMPATAL Junoasiy

09 TRUIEION %6001 - APIS [0

sAed qras nod seBasy) [2107, 161 0381

Jojunomy/aSupmadiay asspuaazail anok J1

SJIBHIOY) 10 SISSED) JOF HIAIL,
Anowo)d O/BOH (FIUSALTRIPOIN

(D0L0-SHLY TTOTILVIST SPSIA/Pasopsg

ATNH0IATT TT TTIM SIDIATAS
AHE THOJHE ONIISHL HO/ANV SIDHS
‘SEVI ONIAATONI STISIA JN-MOTIOL TIV
04 TDUVHD 1104 THL AVd 01, JAVH TIM
{1OA ‘TLATINOD ION SISIMOMATIVE 1TV JI

“ATINO IISIA LS 300,
SI XLINEoITT (GILVIALISE) TAIXIANSTIS

"THTANOA OL I TddY T4 TIIM INAGOSIA
S0 AJAL ANV THOAId AIIFTdN0D  Jd
IS HOMITIVL AIVOS TTd ONIAITS TIV

Saypg pue o[eos 99 SHpg

*ajeInooe pue ajapdmoo
S PIooeX [EOIPAIX JNOA WI TWOISnjour
0] pop1aold UOTJBULIOIGT [[ Jey) SInsuy e
“JOURL SALONISUOD © UT sjurejdumon
o ‘suronod  ‘suormido  ssomdxp e
“Jopiaoxd
SIE0 IOy Jnok JO SUONEPUSIIWIODOI
Jo suopongsur yuM Apduros op [esnyer
Aur 3o seouanbasuos fenueiod o1y YoM e
*ssoufL
oA puejsiopun Ajyenbspe 0) Aressaoau
TOljedIJLIB[0 3238 O} pue suonssnb sy e
*sjuarred Mof[af Jo sW3LL o J0adsar pue
332IS YA SARRISA00D PUE S)BIIPISHOO 3¢ @
*595501ppe Jo srequinya suoyd
‘SouRINSUL MOU AWe JO OINI[D ULICHUT e
"worprIoyuI JesuRad [[2 oAvly J04 0p
om J1 areo openbape apraold o1 ojqe 9 jou
Aewropy 1y wrspomasded e syepduo) o
Juatpurodds
moA Jo Aep oy pred aq 0] saey
sfedop -peunmodde Jof Awdon Sorige
Juomurodde
a1 0} sepioq UONREMPAW B Sunge
*9[npayosal
01 Po9u JO @1B] S [[IM NOK JI TjED e
"sjusunuiodde J0F STIN) UO SALIIY »

sapmqisaodsay Juanped



Realth Sysioms Medical Services AUTHORIZATION FOR RELEASE OF INFORMATION

1 R .
{Full Name of Client) {8.8. No. /I.D, No.) (Date of Birth)

autherize and give this consent voluntarily. T have been informed of the specific type of informatton that is being requested/relessed. T also
understand that refasal to sign this autharization in no way affects my treatment, payment or cligibility for benefits. T understand that I may
inspect or copy my records prior to use or disclosure, I understand that any disclosure of information carries with it the potential for an
enaotherized re-disclosure and the information may not be protecied by federal confidentiality rutes. If L have any guestions about disclosure of
any heatth information, ¥ can contact the Privacy Officer at Triad Health Systems, Inc, (THS)

CHECK APPROPRIATE BOX BELOW:
11 FROM THS to name identified below 0 FROM nama identified balow to THS O TO/FROM name identifled below and THS

Complete address for THS: Complete address for individual name/fother agency:
Triad Health Systems, Inc.

Fax/Phone #: Fax/Phone #:
QULEALLALDD2 DD

TYPE OF INFORMATION TO BE RELEASED: (Check zll that apply):

__ DProgress Notes ___ Diagnostic Testing SUBSTANCE ABUSE/HIV/AIDS/STD INFO TO BE RELEASED

— Laboratory/Pathalogy — Referral Sheets/Information Medicel records may contain info from previous providers or info

—. X-Rays/Radiology Records — Tmmunization Record about HIV/AIDS status diagnosis, sexually transmitted disease or

— Medication Flow Sheet __ Entire record drugfalcohol abuse diagnosis.

__ Mommogram __ Colonoscopy __ Pap Smearyesults

__ Other (Specify), Please EXCLUDE the following information if it is a part of my
Medical Record (check helow any or all you went to exclude for use

PURPOSE FOR RELEASE: or disclosure):

__ Continued Medical Care __ Personal Interest foal Bependency/Sub g T ; .

" Disability ~ Specialist Appointment ‘_Chcutlca.l Zpen enc:yl U stan.e? Abuse __ Sexually Transmitted Diseases

—__ Transfer to other PCP " Attomey/Legal Purposes .. Poychiatric/psychologieal Conditions  __Aleohod __ Drups

- Accompany_chent to appointments NOTE: Records for THS Behnvioral Heelth Services must complete 3 BH relesse,

— Diher (Specify)

AMOUNT OF INFORMATION TO BE RELEASED:

___ Information covering the most recent visit ___ Information covering the previous two years

___ Tnformation from beginning to present __ Otter time fremes (specify to/from dates)

LIMITATION OF RELEASE:

This authorization will explre i 120 days from the date signed (unless otfierwise revoked) ar if specified on the following date:
HLLLELLELP DD N

PROHIBITION ON REDISCLOSURE:
This infarrsation has been disclosed to you from recards whose confidentiality is protected by Federal Law, Federal Regulations prohibit yon from making any further disclosure of
this information withaut the specific written consent of the person to whom it pertains or 25 otherwise pennitted by Fedesal Repulations, The general authosization for the release of
medical or other information is not sufficient for this purpose, The Federal rules restrict any use of the information to criminally fnvestigate or prosecute any aleoko! or drup abose
patient.

REVOCATION OF RELEASE:

This release is subject to revocation at any time except to the extent that the program which is to make the diselosure has already taken action in reliance on
it. Por the revecation of this authorization to be valid a “Refease Revacation” form must be completed in writing, a proper photo 1.D. provided
and signed by patient or legal representntive/guardian, Compliance Qfftcer must be nofified if a revacation release if completed,

HLLALALLEP B2 2P

Signature of Client Date
Sipnature of Clients Parent/Legal Guardian Date
Witness Date

Fedekddedodkk ki d iRk doiok R dedohoeddr b d e hedede & AAR ik kR s Rk *didkik ki ki il ek Rk fedekd kdekdeke & Fedetekdededdeddede dododefo fe ek Wvovad *

STAFF INSTRUCTIONS: All INFORMATION ON THIS PAPER must be entered electronically and/or seanned into the patient record as soon as
possible, This release of information must have the witness signature to be valid. Records for THS Behayioral Healfh Services must completa a BE release]

Tilad-20.09042020 Medieal
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Health Systems

Telehealth services and what you need to know.......

Trying out a new way to see your Provider can be a litile scary. We’re talking about your mental and health. care after all.
‘What could be more important than that? Its worth taking the time to explain the details of Telehealth services and answer
any questions that our patients may have. We feel that once our patients get comfortable with this new approach, yon
will enjoy all the benefits this approach will offer you.

Basically, Telehealth means condneting visits using audio and video over the infernet, rather than meefing in person. We
will schedule a video visit with you. Yow'll open an application that has beén designed specifically for this purpose, on
your smartphone, tablet o computer that has high-speed internet access and a camera. The Provider will open the
application on their end, and you will be able to talk to and see-each other. You can be anywhere with 2 good intemet
connection and enough privacy.

.Benefits of Telehealth

A few key benefits of seeing a provider through Telehealth are:

» No transportation.time or eosts — When you see your Provider on your mobile device or computer, you can save
money on gas, parking, and public transportation.

e No need to take time off work — You can schedule your appointment during a break, or before or after work
{depending on provider’s work schedule). You can do the visit from anywhere that you feel offers you enough
privacy. There’s no need to waste your paid time off.

s FEliminate child or elder care issues —If yon have the responsibility for caring for children or older aduits, finding
someone to fill in can be a challenge, as can bringing them along. Telehealth services lets youn see your Provider
while managing your family responsibilities.

o Less exposure to illness — With 2 video visit, there’s no chance that you’ll catch something from another patient
such as flu during flu season.

¢ Impioved health outcomes — When you are able fo see us as ofien as you need to you put yourself on the path to
better health. .

Privacy and Security of Telehealth

Patients are right to be concerned about the privacy and security of their confidential health information. While today’s
digital world offers a lot of convenience, there are risks. We want to ensure you that we are using a Telehealth software
application that is designed specifically to protect patient information and meet the sirictest standards possible that allows
for encryption during the telecommunications for a secure communication between Patient and Provider.

Maintaining client confidentiality is vitally important fo our Providers and the Providers will take extraordinary care and

consideration to prevent unnecessary disclosure. Further information is provided in our Notice of Privacy Practices on

how we maintain and secure your protected health information.

o Like in-person treatment, the Provider will maintain visit notes of online services that are consistent with in-person
treatment standards. Althongh, we do not currently do any audio or video recordings for any visits, if we should in
the fiture for any reason, the patient will be asked in advance for permission to de so.

Insurance Coverage for Telehealth

Insurance Coverage CORCerns:
» You wiil want to know if telemedicine is covered by insurance - The office will verify sligibility for Telehealth
services before the visit.
o Ifthe visit is approved, it will not cost the patient anything more than an in-person visit would under thelr coverage.
o For patients who do not have private insurance, Medicaid or Medicare, we offer the patient the Slding Fee Scale
Program, just discuss this with office staff when you call in for an appointment, they will be happy to assist you
with this.







Limitation of Telehealth

Some limitations of using technology in Telehealth are:

Not Identical to Tn-Person Experience - Video conferencing technology has advanced over the years and now
enables two people to interact face-to-face online in a way that clasely approximates being in the same room.
However, due to webcams never being physically placed exactly where one is looking on the screen there is usually
a slight mismatch between where one is looking and what the other person is seeing. So, this can make eye contact
feel a little different at first when interacting via two-way video counseling.
Different Logistical Requirements - When you physically come to the office this requires you to navigate traffic,
locate the building, etc. ‘When you have an online Telehealth service the logistical requirements are different. You
need to provide for yourself a private space, fiee of distractions where you can have your Telehealth service. You
also need to be at least somewhat comfortable with using technology (e.g., logging into a website, interacting via
webcam, efc.).
Different Potential for Interraptions - With Telehealth services there is some potential for interruption, and though
the frequeney of interruptions is typically low, there is the possibility that an interruption in an online service could
be longer than a minute or two. This is because the online services are dependent on both the patient’s and the
Provider’s internet connections as well as each person’s computer working well. Ifefther person’s internet connection
is temporarily disconnected, or either person’s computer freezes or crashes, then the online service will be interrupted.
Tn the event of a technical interruption that lasts more than several minutes, a phone contact will be made.
Less Suitable for Some Medical and/or Counseling Needs — Medical visits needing injections, breathing
treatments, etc., cannot be completed by Telehealth services. Also, Distance Counseling by Telehealth is less ideal
than in-person visits for some counseling goals. For example, with couple’s counseling it can be challenging for more
than one client (i.e., the couple) to share the same webcam.
o Distance Counseling is nof suitable for individuals who are actively making atternpts to take their own life (i-e.,
are actively suicidal).

Risks During the Use of Telehealth

Potential risks in the use of Telehealth:

Misunderstandings - It is important to be aware that there is an increased risk for misunderstanding when using
telephone, text-based modalities such as email, real-time internet chat, or video conferencing since many of the non-
verbal cues are significantly reduced. When using video conferencing software, misunderstandings may eccur since
bandwidth is always limited and images can lack detail. If you have never engaged in Telehealth services before,
please have patience with the process and provide clarification if you think your Provider has not fully understoad
you. We also ask that you be patient if your clinician periodically asks for clarification as well.

Privacy - Although the internet provides the appearance of anonymity and privacy in Telehealth services, privacy
during Telehealth services can present with some unique challenges. The patient is responsible for securing their own
computer hardware, internet access points, chat sofiware, email and passwords. The Provider has a right to his or her
privacy and may wish to restrict the use of any copies orrecordings the client makes of thefr communications. Patients
mnst seek the permission of the Provider before recording any portion ofthe session and/or posting any portion of said
sessions on internet websites such as Facebook or YouTube.

Other risks to consider - These risks may include: (1) email messages not being received if email is used; (2) possible
denial of insurance benefits; and (3) confidentiality being breached through unencrypted email, lack of password
protection or leaving information on 2 public access computer in a library or internet café. Messages could fail to be
received ifthey are sent to the wrong address (which might also be a breach of confidentiality). Confidentiality counld
be breached in fransit by hackers or Jnternet service providers or at either end by others with access to the computers.
People accessing the internet from public locations such as a library, computer 1ab or cafs should consider the visibility
of their screen to people around them. Position yourselfto avoid peeping by those around you. Using cell phones can
be risky in that signals are scrambled but rarely encrypted.

DISCONNECTION DURING TELEHEALTH:

Disconnection of Services - If there is ever a disruption during the Telehealth service and reconnection is not possible,
a THS employee and/or the Provider will contact the patient by phone. The THS employes and/or Provider will make
the decision to do one, or more, of the following:

o Continue addressing the concern with the patient, if possible.

o Schedule an appointment for a face-fo-face service for the next available time.

o Have patient to contact 911 or go direetly to the hospital, if assessment warrants this.
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TELEHEALTH INFORMED PATIENT CONSENT

Patient Name: DOB:

A “Telehealth” service involves the use of electronic communications to enable Triad Health Systems, Inc.
(THS) Medical and Behavioral Health Providers to connect with individuals using interactive video and audio
communications. Telehealth is performed from one site to another via electronic communications.
Telehealth includes the practice of a health care delivery, assessment, diagnosis, consultation, treatment,
referral to resources and education for medical and behavioral health patients.

Technology: 1 understand that [ will need to download an application and/or software to use this platform. |
also need to have a broadband Internet connection or a smart phone device with a good cellular conneciion
at home or at the location deemed appropriate for services. | also understand that in case of technology
failure, | may contact THS Provider/staff via phone to coordinate alternative methods of treatment.

financial Obligations: Fees associated with telehealth appointments are payable by credit or debit card only
if fees are associated with my telehealth services. Payment is expected before my Telehealth service is
provided and/or payment arrangements is made before the Telehealth service. My card will be billed the
same day as my scheduled telehealth appointment. If my card is declined, THS will cancel my appointment
and [ will be charged in accordance with the cancelation policy.

Clients using insurance: | am responsible for contacting my insurance company, if applicable, to determine
what my cost and/or out-of-pockets costs may be. 1authorize insurance benefits to be paid directly to Triad
Health Systems, Inc. and that THS may release any information to my insurance provider required for
processing my claims. { understand thatiam responsible for cancelled telehealth appointments in accordance
with the THS cancellation policy as documented by my signature on the Informed Consent.

Self-Pay clients: | am aware of the fees associated with telehealth appointments and agree to pay at the time
of my appointment. | understand that | am responsible for cancelled telehealth appointments in accordance
with the THS cancellation policy as documented by my signature on the Informed Consent.

Scheduling; | understand that scheduling is conducted through the THS office and is based on my provider's
normal clinic hours. 1 understand | must schedule my appointment the same way | currently schedule an
appointment by contacting the office. Teleheaith appointments are considered outpatient services and not
intended as a substitute for emergency or crisis services. Medicai or crisis/behavioral health emergencies
should be diracted to the [ocal erisis line or by dialing 911.

Video/Audio Recording: As a general practice, Triad Health Systems, Inc. Medical and/or Behavioral Health
services DOES NOT record Telehealth services without prior permission.

Confidentiality: The laws that protect the confidentiality of my medical and behavioral health information
also apply to Telehealth information. Assuch, | understand that the information disclosed by me during the
course of my therapy Is generally confidential. However, there are both mandatory and permissive
exceptions to confidentiality including, but not limited to: reporting child, elder, and dependent adult abuse;
expressed threats of violence towards an ascertainable victim; and where | make my mental or emotional
state an issue in a legal proceeding. THS Telehealth piatform is HIPAA compliant to protect my privacy and
confidentiality. Thisis further explained in the in the patient “Notice of Privacy Practices”, which | have signed.



I understand that [ have the following rights with respect to Telehealth Services:

1. 1 have the right to withdraw my consent to the use of telehealth services at any time during my
treatment without affecting my right to future care or treatment. | must contact the THS office to
notify my provider and/or THS staff of my withdrawal.

2. Tunderstand that there are risks and consequences associated with Telehealth service including, but
not limited to the possibility, despite reasonable efforts on the part of my provider, that the
transmission of my health information could be disrupted or distorted by technical failures. in addition,
F understand that telehealth-based services and care may not be as complete as face-fo-face services.
THS utilizes secure, encrypted audio/video transmission software to deliver Telehealth Services.

3. 1also understand that if my provider believes | would be better served by another form of medical or
psychotherapeutic services {e.g. face-to-face services) | will be referred to a medical or behavioral
health provider who can provide such services in my geographic area.

4. lunderstand it is my responsibility to maintain privacy on my {the patient) end of communication if
Telehealth services are being provided two-way from the provider and patient’s home and/or other
location besides a THS site. Iwill take all precautions to ensure that my communications are directed
only to my provider.
| understand that | may benefit from Telehealth, but results cannot be guaranteed or assurad.

6. !understand that THS Providers may not provide Telehealth services to me if 1 am outside the State of
Kentucky. Ifthis is the case, THS staff will notify you of this before you are seen.

7. 1understand that | have a right to access my health care information and copies of medical records in
accordance with HIPAA Jaws.

8. 1 will be informed of any other people who are present at either end of the Telehealth service and have

the right to exclude anyone from either locatlon. The Provider has a right to his or her privacy and may

wish to restrict the use of any copies or recordings the elient makes of their communications. Patients must seek
the permission of the Provider before recording any portion of the session and/or posting any portion of said

sessions on internet websites such as Facebook or YouTube.

9. If an emergency occurs during a telehealth encounter at a clinic office, health care personnel at the
location will manage the emergency. If an emergency occurs during a telehealth encounter when |
am at a non-health-care site, | should call 911 and stay on the video connection (if applicable) until

help arrives.

w
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[] 1 hereby consent to engage/opt-in to Telehealth Services at Triad Health Systems, Inc.

| —

(THS) as part of my medical and/or behavioral health treatment.
|:| I choose to opt out and/or decline participation in Telehealth Services at this time.
| have read and understand the information provided above regarding Telehealth Services. | have discussed

it with my THS provider and all my questions have been answered to my satisfaction. My signature below
indicates my Informed and willful consent to treatment using this Telehealth platform.

Patient Signature: Date:
Patient/Legal Guardian/Representative’s Signature: Date:
Withess Signature: . Date:

ReviewadfRevised: 07/12/2022 {TH5-066L)



NO SURPRISE ACT - GOOD FAITH ESTIMATE = &

YOU HAVE THE RIGHT TO RECEIVE A “GOOD FAITH ESTIMATE™

EXPLAINING HOW MUCH YOUR MEDICAL CARE WILL, COST Health 1&3"8(&-“&#

Under the law, healfh care providers need to give patients who den’t have imsurance ox who are not using
insurance (paying full cost) an estimate of the bill for medical items and services.

e You have the right to receive a Good Faith Bstimate for the total expected cost of any non-emergency
items or services within 3 business days of the appeintment if the appointment is scheduled 10
business days in advance. This can include related costs to services like medical tests, prescription
drugs, equipment and hospital fees.

e Make sure your health care provider gives you a Good Faith Estimate in writing at least 1 business day
hefore your medical service if scheduling an appointment within 9 days in advance or if you requested a
Good Faith Estimate without scheduling, 3 days after request. You can also ask your health care
provider, and any other provider you chooss, for a Good Faith Estimate before you schedule an item or
service.

e Tfyou receive a bill that is at least $400 more than your Good Faith Estimate, you can dispate the bill,

o Make sure to save a copy or picture of your Goed Faith Estimate.

For questions or more information about your rightio a Good Faith Estimate, visit www.cms.gov/nosurprises or
contact the Billing Department at: Dean Dorton Health Solutions at 502-916-3158. For disputes, you may
request a Complaint Form from the office to start the dispute process if you feel you was charged for more than
the amount given to you on the Good Faith Estimate for a service(s) that was provided to you by Triad Health
Systems, Inc.

What are the new protections?

For consumers who get coverage through their employer (including a federal, state, or local government),
through the Health Tnsurance Marketplace® or directly through an individual health plan, beginning January
2022, these rules will:

« Ban surprise billing for emergency services. Emergency services, even if they’re provided out-of-
network, must be covered at an in-network rate without requiring prior authorization.

e Ban balance billing and out-of-network cost-sharing (like out-of-network co-insurance or copayments)
for emergency and cerfain non-emergency services. In these sifuations, the consumer’s cost for the
service cannot be higher than if these services were provided by an in-network provider, and any
coinsurance or deductible must be based on in-network provider rates.

e Ban out-of-network charges and balance billing for ancillary care (like an anesthesiologist or assistant
surgeon) by out-of-network providers at an in-network facility.

o Ban certain other out-ofnetwork charges and balance billing without advance notice. Health care
providers and facilities must provide consumers with a plain-language consumer notice explaining that
patient consent is required to get care on an out-of-network basis before that provider can bill the
consumer.

For consumers who don’t have insurance, these rules make sure each individual knows how much their health
care will cost before they get it, and might help if the patient receives a bill that's larger than expected. For
further information on payment disputes between uninsured or self-pay consumers and providers, go to:
hggs://www.cms.govlnosg_l:priseslconsumers/pament—disag;eements

The rules don’t apply to people with coverage through programs like Medicare, Medicaid, Indian Health
Services, Veterans Affairs Health Care, or TRICARE because these programs have other protections against
high medical bills.

Effectiver 01/01/2022



Page Left Blank Intentionally



TRIAD

Health’éystems

Triad Health Systems Guidelines for
Controlled Medications

Due to Federal and State guidelines, Triad Health Systems began a policy as of
January 1, 2020 with the intent to address the use of long term and chronic
controlled medications in the population receiving treatment by way of Triad Health
Systems.

Therefore, if you are on any controlled medications which were started by a non-
Triad provider, including but not limited to: narcotic pain medications (hydrocodone,
oxycodone, tramadol, etc.), sleeping aids such as Ambien, medications for anxiety
such as Klonopin/Xanax/Valium/etc. or others in the category of controlled
medications, Triad providers will most likely not continue or take over prescribing
these medications. In addition to the categories listed above, other controlled
medications such as stimulants, gabapentin (Neurontin), muscle relaxers (e.g. Soma},
barbiturates, and others, may not be continued as well.

We may be able to help you transition away from these medications, with a weaning
period not to exceed two months, but again, there is no guarantee these medications
will be continued by a Triad provider. If a two-month weaning period is agreed upon,
and you are unable to transition off the medication by the end of two months, you
will be asked to seek continuing treatment via another system of care which may
allow continuation of the medication in question. This information is provided to you
before entering treatment at Triad so that you are aware of our agency’s approach to

these medications.
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Please sign and date that you are aware of this policy and understand our
guidelines regarding controlled medications.

-/ Patient or Parent/Guardian Sighature:

Date:

Reviewed/Revlsed: 05/02/2022 {THS-063C.c)
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