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Patient Information

Patient Name: | pos:

Authorization and Release:

A

1 authorize the release of any information including the diagnosis and the records of any treatment or examination
rendered to the patient (myself or my minor child or ward herein named} during the period of such care to third party
payers (including insurance companies). | authorize and request third party payers {including insurance companies} to
pay directly to the doctor or doctor’s group benefits otherwise payable to me. | understand that my third-party
payers (Iincluding insurance companies) may pay less than the actual bill for services. | agree to be responsible for
payment of all services rendered to patient. | accept full responsibility for any legal or collection agency fees, not to
exceed 40% shoutd my account become delinquent.

| authorize Southern Dominion Health System, Inc. (SDHS) through its appropriate gersonnel and/or medical staff to
perform, administer, or prescribe such examinations, tests, immunizations, injections and diagnostic procedures as
are deemed necessary. | have the right to decline treatment. | also certify that all information contained herein is true
and correct to the best of my knowledge and believe that no facts have been omitted.

| am aware that section 32.1-45 of the Virginia Code provides that whenever any Physician or any person employed
by {or under the direction and control of) Physician is directly exposed to Patient’s body fluid in a manner that may
transmit human immunodeficiency virus (the AIDS virus), Patient will be deemed to have consented to testing for
infection with the AIDS virus without his or her actual consent. The results of this test may be released to the person
who was exposed to Patient’s body fluids, also without Patient’s actual consent.

Protected Health Information (PHI) Patient Consent:
SDHS provides this section to comply with the Health Insurance Portability and Accountability Act of 1996 (HIPAA). SDHS
will protect PHI in accordance with HIPAA regulations.

D.

I understand the SDHS Notice of Privacy Practices (NPP) provides information about how SDHS may use and disclose
protected health information (PHI) about the patient. | have had the opportunity to review this notice. The NPP
contains a Patients’ Rights section describing patient rights under the law. SOHS reserves the right to change the NPP.
If SDHS changes the notice, | may obtain a revised copy by contacting SDHS.

| consent to SDHS’ use and disclosure of PH! about the patient from treatment, payment, and health care operations.
Examples of health care operations include, but are not limited to, prescriptions, laboratory, x-ray, referrals,
electronic health information data exchange and consults with other health care providers. | give permission to have
my prescription history obtained. | have the right to restrict or revoke this consent, in writing; however, such a
request shall not affect any disclosure SDHS has made in prior consent. Restrictions may negatively affect the
timeliness of care. SDHS is not required to comply with all restrict or revoke requests.

I authorize SDHS to request and receive any records held by the Virginia Department of Health Professions or other
appropriate state programs relating to Schedule 11-V controlled substances dispensed to the patient.

I consent to receive messages from SDHS that utilize an automatic telephone dialing system to deliver a text, voice, or
pre-recorded message that may contain health related information or healthcare management advice at the
telephone number(s) that | have provided. | may request SDHS to adjust my communication preferences at any time.
Guardianship. if applicable, i understand that i am the legal guardian of this patient and have provided official
documentation to SDHS.

If applicable: | authorize the release of all PHI about the patient to the following individuals{s) as well as allow them to
participate in patient care activities (l.e. transport to and from appointment, assist in examinations, etc.) and consent
to treatment as deemed necessary (examinations, tests, immunizations, injections and diagnostic procedures}. | am
responsible for notifying SDHS if | wish to revoke these privileges. Privileges are only applicable for one year from
signature date.

Name: Relationship: Phone:

s +staff will not make disclosures to any family member or friend not listed above®**

Signature of Patient or Parent/Guardian of Minor Printed Name Date

Southern Dominion Health System, inc. (SDHS)




