CO0030
TERMS & CONDITIONS OF SERVICE
ADMISSION AND MEDICAL SERVICES AGREEMENT - READ CAREFULLY BEFORE SIGNING

CONSENT TO MEDICAL, SURGICAL PROCEDURES AND BEHAVIORAL HEALTH

| consent to all medical treatment provided to me, including procedures while | am a patient at Mammoth
Hospital, including inpatient and outpatient care. These may include, but are not limited to, emergency
treatment or services, Iaboratorr\\/ﬂprocedures, X-ray examinations, medical or surgical treatment or
procedures, behavioral health (Mental Health and Substance Abuse), telehealth services, anesthesia,
Artificial Intelligence assisted documentation and recording services or hospital services provided to me
under the general and special instructions of my health care provider. )

| understand that the practice of behavioral health, medicine and surgery is not an exact science and that
diagnosis and treatment may involve risks of |nJur¥ or even death. | acknowledge that no guarantees have
been made to me regarding the result of examination or treatment at Mammoth Hospital.

MammoTH HOSPITAL

Flevate Your Health

Southern Mono Healthcare District d/b/a Mammoth Hospital is a federally designated Critical Access
Hospital and does not have a doctor of medicine or doctor of osteopathy, or behavioral health provider
Breser_]t in the hospital 24 hours per day, 7 da%/s per week. Therefore, a doctor of medicine, of osteopathy, or

ehavioral health provider may not be present during all hours services are furnished to you. Mammoth
Hospital cannot guarantee that you will not be subjected to contagious illnesses during your visit to the
h_oﬁp;tal or clinics for treatment. By signing this consent form, | hereby acknowledge my acceptance of such
risk.

NURSING CARE _ ‘ ‘

Mammoth Hospital provides only general duty nursing care unless, upon orders of the patient's health care
provider, the patient is provided more intensive nursing care. If the patient's condition is such as to need the
service of a special duty nurse, it is agreed that such must be arranged by the patient or his/her legal
representative. Mammoth Hospital shall in no way be responsible for failure to provide the same and is
hereby released from any and all liability arising from the fact that said patient is not provided with such
additional care. In the event of transfer of care, the undersigned consents to obtaining records from the
receiving facility relevant to the transfer from Mammoth Hospital.

LEGAL RELATIONSHIP BETWEEN HOSPITAL AND PHYSICIANS _ )
All physicians and surgeons providing services to me, including the radiologist, pathologlst‘ emergenc_:e/
Ehysmlan, anesthesiologist and others, are not employees, representatives or agents of the hospital. They
ave been granted the privilege of using the hospital for the care and treatment of their patients, but they are
not employees, representatives or agents of the hospital. They are independent practitioners and may be
billed separatelty. ammoth Hospital participates in the training of students who may be observing your
medical care. If you are opposed to any observers please notity Your health care provider. _
| understand that | am under the care and supervision of my health care provider. The hospital and its
nursing staff are responsible for carrying out my health care provider's instructions. My health care provider
is responsible for obtaining my informed consent, when required, for medical or surgical treatment, special
diagnostic or therapeutic procedures, behavioral health services, or hospital services provided to me under
my health care provider's general and special instructions. The Open Payments database is a federal tool
used to search payments made by drug and device companies to physicians. It can be found at
https://lopenpaymentsdata.cms.gov.

MATERNITY PATIENTS _ _
{L I de]lclvetr( a)n infant(s) while a patient of this hospital, | agree that these same Conditions of Service apply to
e infant(s).

CONSENT TO PHOTOGRAPHY ‘ . _ .

| consent to be photographed or videotaped while receiving treatment for purposes of my diagnosis,
treatment, or the hospital's operations, including peer review, education or training programs. | understand
that phct)tographmg or videotaping for other purposes (e.g. marketing or public relations) requires separate
consent.

CONSENT TO ARTIFICIAL INTELLIGENCE RECORDING AND CLINICAL SUPPORT
Mammoth Hospital medical providers may use Artificial Intelligence based recording, transcription, and
clinical support software during your visit, including audio and video recording capabilities. This software
fac_lthtates the recording of your visit to assist your medical provider with documenting and completing your
visit.
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AMMOTH HospitAL

Flevate Your Health

TCRMS & CONDITIONS OF BERVIGE

ADMISSION AND MEDICAL SERVICES AGREEMENT - READ CAREFULLY BEFORE SIGNING
CONSENT TO ARTIFICIAL INTELLIGENCE RECORDING AND CLINICAL SUPPORT

By signing this consent form, | hereby acknowledge and consent to the use of this software and recording.
| understand that | have the ri%ht to opt out of this service at ang time by nottfying my provider or the
hospital staff and completing the "Artificial Intelligence Clinical Support Opt Out Form."

CONSENT TO TELEHEALTH VIDEO VISITS

Video visits involve the use of secure audio-visual connection to enable a healthcare provider and a patient
at different locations to communicate and share individual patient health information for the purpose of
rendering clinical care. | understand that during my care at Mammoth Hospital, | may be offered a video
visit if clinically appropriate as a convenience. | understand that | always maintain the option of choosing
an in-person appointment if | prefer. These services may include consultation, diagnosis, treatment
recommendation, prescriptions, and/or requirin? in-person care if further evaluation is needed.

| understand that not all services will be clinically appropriate to complete via a video visit, which is a
decision that is entirely at the discretion of my provider for any service. This could result in further
in-person care that may not have been necessary if the original visit were in-person. | understand that
some parts of the services (e.%l, labs, bloodwork, or scans) may be ordered during the visit, which would
require me to go in-person to Mammoth Hospital. | understand that during a video visit, sensitive medical
information may be discussed, and it will be my responsibility to locate myself in a location that ensures
privacy to my own level of comfort. | will also be expected to participate in a location that will not cause
danger to myself or those around me (such as while driving). If my provider is concerned about my safety,
they may terminate the visit. Video visits are not appropriate for medical emergencies. If | believe 1 am
having an emergency, | will call 911 and/or go to my nearest emergency room. | understand that it is m
responsibility to safeguard any mail account where a video visit link is sent and to not share the link wit
anyone unless they are directly involved in my treatment and will be present at that video visit.

PERSONAL BELONGINGS o

As a patient, | am encouraged to leave personal items at home. Mammoth Hospital maintains a fireproof
safe for the safekeeping of money and valuables. Mammoth Hospital is not liable for the loss or damage to
any money, jewelry, documents, eyeglasses, dentures, hearing aids, cell phones, laptops, other personal
electronic devices or other articles that are not placed in the safe. Mammoth Hospital liability for loss of any
personal property deposited with the hospital for safekeeping is limited by law to five hundred dollars
($500) unless | receive a written receipt for a greater amount from the hospital.

FINANCIAL AGREEMENT _

| agree to have my insurance billed and pay any required copays, deductibles, and/or coinsurance
amounts for all services rendered in person, via telehealth, or asynchronouslg. | agree to pay all hospital
and clinic bills in accordance with the charges listed in the hospital's charge description master, and obtain
Mammoth Hospital's Financial Assistance Policy and Application on the billing section of Mammoth
Hospital's website. If | am a legally authorized representative of the patient consenting on their behalf for
treatment, | shall be jointly and individually liable for payment.

ASSIGNMENT OF ALL RIGHTS AND BENEFITS

| irrevocably assign and transfer to the hospital all rights, benefits, and any other interests in connection
with any insurance plan, health benefit plan, or other source of ﬁaym_ent for my care. This assignment shall
include assigning and authorizing direct payment to Mammoth Hospital of all insurance and health plan
benefits payable for this hospitalization or for these outpatient services. | agree that the insurer or plan's
payment to Mammoth Hospital pursuant to this authorization shall discharge its obligations to the extent of
such payment. | understand that | am financially responsible for charges not paid according to this
assignment, to the extent permitted b?/ state and feaeral law. | agree to cooperate with, and take all steps
reasonably requested by, the hospital to perfect, confirm or validate this assignment.

GRIEVANCE PROCESS _

You have the right to file a grievance with Mammoth Hospital regarding care you received in the
hospital/clinics. To do so, please ask a hospital representative for more information, call 760-924-4306 or
email Mammoth Hospital's Patient Experience Team at patient.experience@mammothhos ital.com. You

also have the right to file a grievance directly with the California department of Public Health by calling
909-383-4777.
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TERMS & CONDITIONS OF SERVICE

ADMISSION AND MEDICAL SERVICES AGREEMENT - READ CAREFULLY BEFORE SIGNING

HEALTH PLAN CONTRACTS . o _ ) .
Mammoth Hospital maintains a list of health plans with which it contracts. A list of such plans is available
upon request from the financial office. All health care providers, including the radiologist, athologist,
emergency physician, anesthesiologist, and others, will bill separately for their services. Itis my _
res%onsltngl ity to determine if the hospital or the health care providers providing services to me contract with
my health plan.

CONSENT FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION _
To the extent Elerml_tted by law, your protected health information may be used and disclosed as necessary
for Mammoth Hospital to carg out treatment, payment or healthcare operations, including Artificial
Intelligence assisted clinical documentation services, without obtalnun% your written authorization. It is the
policy of this hospital to take every necessar?t measure to safeguard the privacy of your protected health
information. Protected health information includes information that has been created or received by a
health care provider that relates to your past, present or future mental or physical condition and that is
ﬁersonally or individually identifiable as belonging to ¥)op. For our policies regarding the protection of your
ealth care information, please refer to our Notice of Privacy Practices.

It is ¥our right to review our policies prior to providing your authorization for the disclosure of your protected
health information whenever your authorization is required by law. In addition, Mammoth Hospital may
participate in local, regional or national Health Information Exchanges, which facilitate the secure . .
electronic transfer of health information amongst those providers involved in your care that are participants
in the health information exchange. Through these Health Information Exchanges this hospital may
disclose ¥our protected health information to other health care prov1der_par1|0|panis only for medical
treatment purposes. In cases where your specific consent or authorization is re%wred to disclose certain
health information, this hospital will not disclose that health information to other health care providers
participating in the exchange without first obtaining your specific consent. Vhile your consent to the
disclosure of your protected health information via Health Information Exchanges will help to create a
continuum of care related to your medical treatment, you have the right to opt out of having your protected
health information shared through Health Information Exchanges. If you do not opt out, ?/our consent to
such sharing shall be assumed. Mammoth Hospital currently Partucnpates in two Health Information
Exchanges, Commonwell, and Manifest Medex. If you would like to opt out of Commonwell,_you may
exercise your I’Iﬁht to do so b[\(/ requestmgt and sng_nln? the Commonwell Health Information Exchange
Opt-Out Form. [f you would like to opt-out of Manifest Medex, please complete and submit the online
opt-out form at https://www.manifestmedex.org/opt-out or call 1 &?OO) 490-7617. The effect of opting out is
tk{ﬁt each participating health care provider will need to request that a copy of your record be transferred by
other means.

E-MAIL AND TEXTING CONSENT _ . . _ _ ‘

| consent to having appointment reminders sent to me via electronic means, including email and texting,
with the understanding that | may opt out at any time. | understand that if | email or text healthcare
providers involved in m%care that | am providing consent for them to respond to me using the same
method | used, even if the messages contain protected health information. | understand and accept that
texting and email are not secure communication methods as unencrypted messages could be intercepted,
and | hereby release Mammoth Hospital from any liability resulting from unauthorized access to these
communications. This includes, but is not limited'to, exposure of my protected health information to
unauthorized third parties.

PATIENT PORTAL LAB TEST RESULT ACKNOWLEDGMENT . _

| hereby request and agree that my laboratory test results may be provided to the Patient Portal, so that |
may access them electronically as part of my clinical health record. In utilizing the Patient Portal, |
understand that it is my responsibility to maintain the security of my personal email address that is tied to
the portal and that Mammoth Hospital is not res?onsﬂ:)le for inappropriate access enapled through
compromise of that email. | also understand that the laboratory test results made available through the
Patient Portal will not include test results for HIV, hepatitis, or malignancy.

ADVANCED DIRECTIVES o _

An advance directive is a legal document that allows you to spell out your decisions about end-of-life care
ahead of time and indicate who should speak for you if you cannot. It 'gives you a way to tell your wishes to
family, friends and healthcare professionals and to avoid confusion later on.”You may speak with your
healthcare provider for more information regarding advance directives.
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Elevate Your Health

TERMS & CONDITIONS OF SERVICE

| certify that | have read the foregoing and have been offered a copy of this document, and acknowledge
receipt of a copy if | have requested one. | am the patient, the patient's legal representative, or am
otherwise authorized by the patient to sign the above and accept its terms on his/her behalf.

Please check the box for the option that applies to you and sign/complete all associated blank lines below:

[] 1 am the patient

Printed name Signature Date

[ 1 am the patient's legal guardian or representative signing this form

Printed name Relationship to patient Signature of legal guardian/representative Date

lam a IW;tness to the patient or legal guardian/representative agreeing to this document (office personnel
use only

Signature of Admitting Personnel Witness Date
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