CONSENT FOR TREATMENT AND CONDITIONS FOR ADMISSION

CONSENT FOR TREATMENT
| understand that my health condition requires atignt admission. | authorize and consent tormeat, as ordered by
my physician(s). Initial:

RELEASE OF MEDICAL INFORMATION
| consent to release of all my medical recordsheit limitation, to any insurance company or ofbenty, which may
be responsible for payment of all or part of my oaldexpenses.

Initial:

RELEASE FOR LOSSOF VALUABLES
Baptist Health System has informed me that thditiaonaintains a place for the safekeeping of mynmg jewelry,
and other valuables and personal effects. | utatedghat Baptist Health System accemqis esponsibility for loss of
any personal affects that others or | bring toftfudity. If I do not place my personal effectswith thefacility for
safekeeping, | release Baptist Health System and its agents for damageto or loss of my property.

Initial:

ATTENDANCE POLICY
We respectfully request 24 hours advance nofiegpointment cancellations. If appointments arekept, your
treatment program will be terminated after the sdddO/SHOW or third cancellation.
Initial:

PATIENT INFORMATION BOOKLET

| have been explained the purpose of the patidéatriration booklet, understand it's contents, angehaceived one if |

chose. Initial
declined booklet: initial

PATIENT BILL OF RIGHTS

| Certify that:
| havereceived / reviewed a copy of the Patient’s Bill of Rights prior torasion. Initia
delined initial
Witness / Date / Relationship of Witness to Patient:

ACKNOWL EDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES
| have received a copy of the Baptist Health Sydiatice of Privacy Practices.

Initial:
Clinic use only: We attempted to obtain written acknowledgementogipt of our Notice of Privacy Practices, but
acknowledgetneould not be obtained because:
1. Individual refused to: accept notid@R sign acknowledgement
2. Communications barriemshibited obtaining the acknowledgement
3. An emergency situatioayanted us from obtaining acknowledgement
4. Other (Please specify):

Clinic Representative ®at

Print Name of Patient DOB

Signature of Patient/Authorized Representative ateD



Bitters

288 Bitters Rd

San Antonio, Texas 78216
OFFICE: (210) 297-9906
FAX: (210) 297-0982

HealthL ink

Downtown
311 Camden St #106

North Central
525 Oak Centreit&S#450
San Antonio, Texas 78215 San Antonio, Texas 78258
OFFICE: (210) 297-7725 OFFICE: (210) 297-4525

FAX: (210) 297-0731 FAX: (210) 2945D

PATIENT INFORMATION

NAME: CISOSECURITY #:

DATE OF BIRTH: / / AGE: DATE 6BRGERY/INJURY: / /
STREET ADDRESS:

CITY: TATE: ZIP CODE:

PHONE: ALTERNATE PHON

RETIRED: [ If yesskip thissection

EMPLOYER NAME: OCCURN:
SUPERVISOR: F1ON

STREET ADDRESS:

CITY: TATE: ZIP CODE:
EMERGENCY CONTACT:

NAME: REDA:

STREET ADDRESS:

CITY: TATE: ZIP CODE:
PHONE: ALTERNATE PHON

AUTHORIZATION TO RELEASE PROTECTED HEALTH INFORMATION DURING THIS ADMISSION

Information about your health and health care ineait is filed in your medical record. This infortioa is confidential and you
control how the clinic releases this informatiomidg your stay. Therefore, pleaS6HECK ONE of the following regarding how
you wish to have information regarding your healttdl health care treatment released.

Privacy Code Choice A:

| authorize the clinic to release the following:
1. Anyone who asks will be told | am in the clinic
2. My immediate (which includes, husband/wife, parand child) will be told my diagnosis, medic#thry, treatment,

and prognosis.

3. Those authorized by law will be told if | am hgitested, examined, or treated for any of th@Walhg conditions:

HIV, AIDS related conditions, psychiatric illnesiug/alcohol/chemical abuse.

Privacy Code Choice B:
No one will be told | am in the clinic.
No one will be told my diagnosis, medical higtdreatment, or prognosis.
No phone calls will be transferred to my room.
Those authorized by law will be told if | am bgitested, examined, or treated for any of the¥alg conditions:
HIV, AIDS related conditions, psychiatric illnestrug/alcohol/chemical abuse.

PP

Patient Signature/Legally Authorized Represengativ DOB

Clinic Representative/Witness Date



OUTPATIENT MEDICATIONS

PLEASE LIST ALL MEDICATIONS DOSAGE & FREQUENCY) YOU ARE
PRESENTLY TAKING:

MEDICATION DOSE FREQUENCY | INDICATION

ALLERGIES

OVER THE COUNTER MEDS

MEDICATION DOSE FREQUENCY
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NOTIFICATION of PATIENT RESPONSIBILITY
For CO-PAYSand DEDUCTABLES

Your insurance policy requires the payment of cgapants, and/or deductible amounts from you atithe t
of service. Your insurance company also requirggiBaHealth System to collect your co-payment mmet
deductible amount or we could be in violation of oantract with your insurance company and risklvehg
reimbursed for your treatment process.

Baptist Health System has verified your insuranogecage. Based on the information your insurance
company provided to us, the estimated amount hat gre responsible for is:

Co-Payment amount: per visit, piem pays %

Co-Insurance amount: per vigh thlan pays %

Deductible amount:

Deductible met: thisryear.

Patient has agreed to pay $ eachovisé applied towards deductible / co-ins.

We are required to collect the above amount padhe start of each treatment session. Our frditeostaff
can accept payment from you with a check, crediitdzrd or cash. As a courtesy we will bill yonsurance
company for their portion of the bill.

Please verify that you understand your financigpomsibility by signing and dating this form.
Please let us know if we can assist your in angrotay.

Thank you,

Patient signature: Date:

Baptist Health System Representative: Date:




