IR © ADMISSTON SERVICE AGREEMENT
H HOME HEALTH

Top Aid Healtheare, ]N C
. 51 Union St. Suite 2
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- Phone: (508)-343-8555
Fax: (508)-519-0353

CO‘{SEI‘QT FOR CARE/SAERVICES :

[ hereby consent and anfhorize the organization, t's agents and associates 1o prowde care and tregiment fo me in
iy home as proscribed by my thysidian and per program policy. Tundesstand that I must atways have an
attendmg physman for the duration of this ageemaﬂt, tnless the organization dstermines otherwise. I have
recelved an explanation of the servicesto be provided (fncluding disciplines, proposed frequency of the visits and
anticipated ottoomes), my involvement with fhe plan of cars, and how changes will be mads if needed. T
understand thatI andfor my Hmily/earegiver Wﬂl be rasponsﬁble for my care in the abserice of the s”caff

AUTEGRIZA‘”‘IG"J FOR RELEASE OF ID[E‘GRMA’HO‘T
T hershy GOIISEmi toand auihaﬁze the argmﬂon tn1elense fnformatiod for fhe  DREDOTES r_}fgem ﬂn‘wm.—ﬁ-‘ 1
and health pire opertions. The exchangs of information may ocont be*wsaﬁ, bu‘ is not Hmited to, physmza:ms, :

thizd paxty payets, other health care prov:tders and recrulatory and/or acc:redltafaon TEVISWers. L

(1 have alegal tepreseniative , ; they recelve
(namefitle 1f abbhcahle“) '
wrﬁen copy of the pa:‘*len*i:’s Rights and RGSPDIISlbﬂltLBS the Transter and Dischargs policy, the
T ey § AGTIIStELGT S CoMtEct mmﬁmﬁon 10F eompia:lms and OARIS “piivacy notice ‘hefore home |
health services were ;gmwdad

') 03 Wiy selected representativeds _ :theyteceivethe
' n nerejile IF applicable)
Tollowing writter documents (by ehackjng a box below you are indicating which documents you want
them to recenre)

(1 The patient’s Rights and Responsibilifies
(1 The agency’s Transfer and Discharge policy

T understand they will receive a copy within 4 bustness days From the initial evaluation date.

TIABILITY FOR PAYMENT

T certify that afl the information given by mes to ths organizafion is correct for requesting and epplying for payment uidet
Title XVIE (Medioars), Title XX (Medicald), of the Sociz] Security Act and/or from any third-party payer. T understend
aricl agree to pay deductibles, co-payments, spend dowas and any amount due after payment of benefits o my behalf by ll
fthird-party payets.

| verify thet (3 1 am £3 T am not & participating member of an HMO (Health ’\Aa{ntenance
Organization). I’EI enroll in ong, 1'will immediately notify the organizstion.

Tundetstand that services provided o me by fhis organization svill be billed as follows:




ADMISSION SERVICE AGREEMENT
HOME HEALTH

- 4 Mecilqare faa for sarvice (Praject 100% Goverad)

R I R T T R R L e T R

LA s e

3 Medicaid (Prolect 100% cavered after meeting spend down and/or other requlrements)

O insurance { Covarage varies with Individual policy). The patlerﬂs anucrpa’tsd paymant
amotmnts per visit will be provided in writing when fhe insurance company fnfotms the organizatior. of the
patient’s financial habﬂlty See organization’s geparate’ Visit Rate information. When known of time of

Adnission: Project _ Yaof cllarges 10 be cavered after deductibie met, (Specxfy
_amouuis 7 o ' 3

7 Private Pay (See separate Pmate Pay Rats 8hest. Patient i is responsible for the ’umely paymertt of
aff chaig&s;

ASSTGNMENTS OF BENETTS : :
I request that payment of amthorized b’iﬂ.ﬂﬁ'ﬁs bemads on iy behalf dirsofly to the argamization.

CGNBGIEATE} BRLING - SEE’PIIES (ME{}ICARE H{}ME HEALTH PA’I‘IEINTS G’NLY!

i derstond hat T Wikl e ifornsd vehiel Suppfies re Gavered by Medioats wiile L e urdet a physician oS titha healili ]

plan of care. I undetstand that when the organization provides these types of sapplies, T have no financiel Hability, but i1
ahoose to obtain them oF not to tse the organtzation’s vendor and/or brands, Twill be fesp onsibls for fhe payment of that
biIL T also mhderstand when T am no longer an active patient rinder 2 Medicare hotus health plan of cars that1 atn
responsible & for obtamg supplies and airang,mg for payme;nt tmder Medmare PartB, ﬁ aﬂowable

ACKI«GWM{:M”H OF ﬁﬁf{f}l{‘f&é
1 have teceived verbal and witfen mfotmaﬁon or: the following:

o Advanced directives. Tn sddition, T understand that the orgamza,uon g policy is torespect
indfvicual cholee and to avoid diserimination based on whether T have an Advanoa Ditective or &

Do Not Resuscitate {DNR) directive.

Patieniy’ Richts and Rasporsibilities: This wlso includes information ahout how to use the

argafl o’y sotyfalil frocess and e siatd’s oli-es hotiids,

Statement of Pagiert Privacy Rights and Privacy Act Statement-Health Care Records: (Medicare

and Medicaid patients), and/or Nosice Abour Prwacv (Paﬁen;ts who do not have Medicate and
Medmald)

Bagsic Home safety

Eneroency Plonning Related o a Disruption in Services.
Infection Control.

Agency’s Transfer. Dischorge Policy

This Admission a.greame}lt ig apphoabla to this admission to the organization. T understand what I have read and

whet was explained to me end agiee to the tettas and conditions as above. Additionaily, T uhderstand that either
party may terminzte this agreoment for any reason and/or af any time.

v B & ©

Signature
Ademiiting Clinician Dete

it or Authorized Ixﬁ?i’ﬁnﬁﬁﬁ'ifm Dals
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Patlent’s Signatare

Patient rnabletosign

becanser. .

Tiogel Repraseufative Staatry (Fapplicatis)

S Date

Adretiting Ciinieal Sighature

'Dai:_a ‘




