Coral Desext Rehabilitation
Patient Medical Histoxy Continued

Patient Name:
“Yes: | No | Have you ever had: . .. i~ Yes: [[No . »| . o -

Diabetes Controlled by o Diet o Pills alnsulin ‘Do you currently or have a history of
smoking

Hypoglyceinia (low blood sugar) Do you Drink Alcoholic Beverages?
How eften how much

Thyroid Problems Do you have any of the following

Heart Probiems _ False Teeth

Blood Clots, Transtusion Problems, Or Loose Teeth

Bleeding Tendericy

High Blood Pressure Chipped Teeth

Stroke Bridges

Seizures Braces

Neurological Problems Body Piercing

Glaucoma ' ‘ " Contact Lenses

Severe Headaches Hearing Aids

Lung Problems Do you use any of the following

Tuberculosis/TB Oxygen

Sleep Apnea (Breathing intecruption during sleep) CPAFP

Liver Problems (faundice, Hepatitis) BiPAP

Recent Exposure to Any Communicakle Gther:

Diseases? .

Influenza Vaccine (In the last 12 months) De You have any problems sleeping?

Pneumonia Vaccine Snoring

Chronic Infection (MRSA, VRE, etc) Breathing Difficulties

Skin Problams Up at night to use bathroom

Stomach Probiems Insomnia

Bowel Problems Pain

Back Trouble

Previous broken bones of head, neck or spine

Arthritis

CORAL DESERT REHABILITATION WILL NOT BE- -

Muscle Disorders

‘RESPONSIBLE FOR PERSONAL BELONGINGS AND

Mental Health/Phiobias

- VALUABLES. AS MANY BELONGINGS AND

Mental Disability

VALUABLES AS POSSIBLE SHOULD BE TAKEN .
HOME BY FAMILY MEMBERS

Pain in the past several weeks or that limits
Daily Activity

Other Medical Problems

If yes to any of the above please explain:

Insurance Information:
Insurance Company:

Policy Number;

Group Number:

" For cosmetic elective procediires Coral Desert Rehabilitation does nof bill your insurance for vou. The patient will be
expected to pay for their stay at the time of discharge. A bill will be provided for you at that time. Any pharmacy
supplies will be billed separately by Superier Care Pharmacy.

Patient or responsibie party’s signature

Refationship Date



Coral Desert Rehabilitation
Patient Medical Histoxy

Patient Nare: Phone #: Bate of Birth:
EMERGENCY MEDICAL GARE ~ Yes o No

Address:

As evidenced by my signature below, | Do you currently or

herby grant Coral Desert

Rehabilitation permission to seek immediately prior to

procedure, have any type of

medical treatment for the above

named patient as they deem infection, cough cold or

fever? List:

necessary for care.

Name of Procedure Procedure Date.

Surgeon/Doctor Primary Care Physician

Cuirent Medications/Routine Medicatiens

Strength/Dose

Freguency:

ALLERGIES]
-}-;BEACTIONS- '

o None Known
List Item & type of Reactiomn:

| M._édications o Foods

o Other HT:

Have you ' had a bad reaction to anesthesia® © Yes o No

If yes please explain;

LEGAL STATUS: Theréis o Is Not o a representative designated for the patient who has the legal authonty to make

decisions of behalf of the patient? If Yes:

Nameé: Phone:

Address:

o Yes 0 No Do You Have a living will?

o Yes o No Do You Have a Medical Treatment Plan?

O Yes O No Do You Have A Physician Order for Life Sustaining Treatment? (POLST).
Emergency Contacts:

Name: Phone:_
Relatiouship to Patient:

Name: Phone:;

Relationship to Patient;

FINANCIAL AGREENENT
Financial Liability for this period at Coral Desert
Rehabilitation will be assumed by;

( Namie)
At the following billing address:

|, the undersigned, a;,ree, whether he/She signs as agent.or as patient
d that in consideration of the services to be rendered to the patient; he/sh
A individually obhgates hnmse!f/ hierself 16.pay the adcount of the. facility in
W accordance with the regular rates and ferms. Should the account be
i referred to an attnrney for coilection, the, undersngned shall pay a
reasuuable aﬂorney g fees and collectlon expensas L

. - ( Patient Signature)

{ Responsible Party Signature) .

- { Relationship to Patient) . '

o0 {Date)




CORAL DESERT
REHABILITATION

“Changing The Horizon Of Healthcare”™

FINANCIAL AGREEMENT

Credit Card Information
(Circle One)

VISA MASTERCARD DISCOVER AMERICAN EXPRESS

Name on Card (Exactly as it appears, Please Print)

Card Number

EXp Date CIV Code (3 or 4 Digit Number on Back of Card)

Billing Zip Code

| authorize Coral Desert Rehabilitation to use the credit card information above to

fulfill my financial obligations for their services.

Each patient, not the insurance company, is responsible for payment on all
charges to his/her account at the time services are rendered unless other
arrangements are made in advance.

“Delinquent accounts will be charged interest at 172 % per month, /We agree to

pay coilection costs and/or reasonable attorney’s fee if any delinquent balance is
placed with an agency or attorney for collection or suit:

I/We agree to pay all attorney fees, court costs, and filing fees including charges
of commissions that may be assessed to us by any collection agency retained to
pursue this matter, which may be as much as 50% of the principle owing. I/'We
further agree to pay interest at the rate of 1 % % per month (18% per year).

I/IWe authorize the facility to release any information acquired in the course of my -
treatment to the insurance company, physician and/or anesthesia offices,
laboratory, and x-ray services. :
I/We authorize the release of any hospital medical records associated with this
admission and request the records be submitted to Coral Desert Rehabilitation.

Responsible Party Relationship to Patient Date

PO Box 911258, St. George, UT 84791 Phone 435-674-5195
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@"Z}_ Omnicare, Inc. and Affiliated Enfities | Notice of Privacy Practices

- Sl
/ﬁt\i}\{' THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABGUT YOU MWAY BE USED AND DISCLOSED AND HOW YOU CAN
: GET ACCESS TO THIS INFORMATION, PLEASE REVIEW IT CAREFULLY.
Provided I compliance with 45C.F.R, §164.520

Gmnicar, Inc. and its affiliated entities (collectively "Omnicara"kuse nealth information about you for treatment, to obain payrment for treatment, to svaluate the ouality of cars you
receive, and o other administrative and operational purpases. Your heaith inforimation is contained in a medical record that s the physical property and responsibility of Cmnicare.

Your Health Information Bights: .
You have the following rights with respect to heath infarmation ahout you. . ) : o
Right io Caiuy of Natice of Privacy Practizes. You have the right to a paper copy of our Notice of Privacy Practices at any fime. Tc obtain.a copy of our current Notice of Privacy
Practices, please contact your local Omricare location or Omnicare’s Chiet Privacy Ottlcer at the address or phone listed Celow, : :
Kight fo ipspect and Copy. You have the right lo Inspect and/or obtain a copy of the heaith information about you thet we maintain in certain groups of records that are used to -
make decisions about your care, Your request must be in writing. If you request a copy of your heall information, we will charge you a fee to cover the costs of copying and maifing
e inforrration. In certain very limited circumstances, we may deny your request to inspect and copy your health information. If you are denied access o your health information,
wa will explain our reasons in writing. You have the right to request that ancther person at Omnicare review the decision . We will comply with the-outcome of the review. For
information about this right, see 45C.F.R. § 164.524, ‘ . . ' , ‘ :
Right ta Amend. If you Teel that health information about you that we maintain in certain groups of records is inaceurate or Incomplete, you have the right to request that we amend
the information. You have the right to request &n amendment as long as we maintain the information, Dapending on the nature of your request, we may ask that you submit tin
writing and inchide a reason supporting the request. In certain circumstances, we may deny your request to amend your health information. If your request for an amenadment is
denied, we will explain our reasons in writing. You have the right to subml a statemeat explaining why you disagree with qur decision t deny. your amendment request. We wili
share your statement when we disclose health information about you thet we maintain in certain oroups of record3. For more informetion about ihis right, see 45 C.F.R. § 164.526.
Right 1o an Accounting of Disclosures. You have the right o request an accounting or detaled fisting of certain disclosures of yeur health information. The time period covered by
the aceounting is limited. Your reguest must be in writing. If you request an accounting more often than once every twelve (12) months, we may charge you a fes to cover the costs
of preparing the accounting. For more information ahout this right, see 45 C.F.R. § 164,528, : :
Right 1o Request Restrictions, You have the right to request a restricticn of limitation on the health information about you that we use.or disclose. Your réquest musi be in writing.
Blease be aware that we are not required to agree fo your request for restrictions. If we agree e your request for a restriction, we will comply with It unless the information is needad
for emergency treatment. For more information about this rigt, see 45 £.F.R. § 164.522.
Right 1o Revake Aufhorization. You have the right 1o revaks your authorization to use of disclose health information, excapt to the extent that action has been taken in reliance upon
yoUr authorization. Your reguest must be in wriing, i . -
Right to Request Alternative Methad of Contast. You have the right to request that we somumunicate with you about medical matters in a certain way or at a certain iocafion. Your
request must 8 In writing, We will agres to the request to the exient that It Is reasonable for U 10 40 $0. FOr example, you may request that we uss an altemative address for billing
Euma;se.s.t For more information abolt this right, see 45 G.F.R. § 164.522(b). :
omplaints :
o Belleve your privacy rights have been violated, you may complain o Omnicare and to ihe Department of Heaith and Human Services. You may make a tomplaini io ds by
cotacting Crinicare’s Chisf Privacy Cificer at the address or phone listed below. You will not be retelizted against for filing a complaint
Omnicare's 8blications:
Omnicare is reguirad to: ‘
maintain the peivacy of protected health information;
provide you with this Notice of our legal duties and privacy practices with respect to your health information,
abide by the terms of the Notice of Privacy Practices currently in sifect; _ )
notlfy you if we are unable to agras to a requested restriction on how your hiealth information Is used or disclosed;
accommodate reasonable requests you may make to communicate health information by aternative means o at alternative locations; , . ,
abtain your written autharization to'use or disclose your Realth information for veasors other than those identified in this Notice and permitted by law; and -
> comply with your state's laws if they pravide you with greater rights over.your health information or provide for more.resirictions on the use of disclosure of your healt informaticn, -
‘Omnicara raserves the right to change the terms of this Notice, our privacy practices, and to make the new provisions gffective for all protectsd heaith information we maintain, You
may contact your local Omnicare location or Omaicare’s Chiet Privacy Officer at the address or phane listed Gelow to obtain & revised Notice of Privacy Practices.

YYYVYVYY

Uses or Diselosures of Your Hgalh Information ‘ ) ) _ ‘ i _
Treatment. We may use and disclose heall information about you to grovide you with pharmegelitical care or other medical treaiment or services. o this end, we may communicats
with other health care providers ragarding your ireatment and coordinate and manags your health care with others. For example, Information refated to yeur treatment may te obtained
by a healih cars provider, such ag 8 pharmacist, aurse, respiratory therapist, or other person providing health services to you, and wiil be recorded in your medical recard, This
information is necessary for heaith case providers to determing what ireatment you should receive. Health care providers diso may record actions taken by them in the course of

vour treatmant and aote how you responded fo the actions.
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| x Under the Federal HIPAA Privacy Rute, we ars reguired to give you our Notice of Privacy Practices
and make a good faith effort, before providing services, to get your:
Acknowledgement of Receipt of Notice of Privacy Practices

Name of Patient (prind) Facility or Organization
By signing this form, | acknawiecge that | have been provided with a copy of the Notice of Privacy Practices for Omnicare, Inc. and ifs

affiliated entities.

Signature {patient, parent, or legal representative) Date

Name and Relationship to Patient (if signed by someone other than patieni) .
PLEASE FAX This document to your Omnicare produets or service provider Immediately
For Omnicare Use Only _D Entgred info computer. (3 Processed for filing.



