Patient's Legal Name
Preferred Name
Legal Gender
Preferred Gender
Address

City

State/Zip

County

Preferred Provider at Bwcc
Need interpreter? oYes o No
Preferred Language
Ethnicity

Race

Insurance Company

Subscriber ID

Group Number

Patient Demographic Form

SSN
DOB o
Marital Status oM oS oD oW

Primary Phone

Type o Home oCell o Work

Appt Reminder Pref o Call o Text

Email

Current Primary Care Physician (PCP)
PCP Name
PCP Phone/Address

Employer
Employment Status

Subscriber Name

, Subscriber DOB

Relationship to Patient

Please fill out the following if the patient is a minor (<19 years of age) If Parent Is Not Legal Guardian see reverse

Mother's Legal Name v 7
o Biological o Step o Adoptive o Other

Marital Status oM oS oD oW
DOB

SSN

Address (if different)

Legal Guardian? oYes oNo
Preferred Language

Need interpreter? oYes oNo
Same Household? oYes o No
Primary Phone

Email

Employer

Employment Status

Please Indicate Who Should Receive Bills: o Mother

Father's Legal Name
o Biological o Step o Adoptive o Other

Marital Status oM oS oD oW
DOB

SSN

Address (if different)

Legal Guardian? oYes oNo
Preferred Language

Need interpreter? oYes oNo
Same Household? oYes oNo
Primary Phone

Email

Employer

Employment Status

o Father o Legal Guardian



Please fill out the following if the patient is a minor (<19 years of age) and parent is not legal guardian

stody decree must be provided

Guardian 1 Legal Name

Marital Status oM oS o DV oW
DOB

SSN
Address (if different)
Preferred Language

Need interpreter? oYes oNo
Same Household? oYes oNo
Primary Phone

Email

Employer 7 7

Employment Status

Guardian 2 Legal Name
Marital Status

DOB

'SSN
Address (if different)

Preferred Language
Need interpreter?
Same Household?
Primary Phone
Email

| Employer
~ Employment Status

oM oS oD

.CI Yes DNd
oYes oNo

oW



Patient’s Name: DOB:

Beatrice Community Hospital & Health Center Physician Clinics
Beatrice, NE 68310

CONSENT TO TREAT
FOR MINOR CHILD

I , certify that I am the parent/legal guardian of
, aminor (“Child”), and that I am authorized to provide
informed consent for any medical treatment provided to my Child.

I understand the nature of the treatment or procedures, and I acknowledge that no
guarantees have been made to me or my child as to the results of treatment or
examination performed at the Clinic.

Furthermore, I acknowledge that I am financially responsible for any and all
medical examinations and treatments provided to my Child at the Clinic. I hereby assign
and authorize payment directly to the Clinic any and all third party payor benefits
otherwise payable to me. Ihereby agree that the Clinic may issue a receipt for any such
payment and that this receipt shall be a conclusive acknowledgement by me that I have
received insurance benefits from the insurance company(ies) in the sum specified in such
receipt, and agree that such payment shall discharge the insurance company(ies) of any
and all obligations under the policy(ies) to the extent of such payment and for that
purpose. Iexpressly authorize the Clinic to furnish the insurance company(ies) with any
information desired concerning said medical care and treatment. I understand that I am
financially responsible to the Clinic for charges not covered by this assignment and
further agree to guarantee prompt payment in full of any balance due.

I further authorize the following can present child for treatment.

I further authorize that (name of minor child)
can present self for treatment with the exception of: (please state the exceptions or state
“none”).

A photocopy of this document shall be considered as valid as the original.

Parent/Legal Guardian’s Signature Date

Effective for one year from date of signature.

CLN1835 (Rev. 09/16)




P.O. Box 278 - 4800 Hospital Parkway - Beatrice, Nebraska 68310 » ph: 402.228.3344 - fx: 402.223.7299 «
beatricecommunityhospital.com

bl
2

Patient Preference for Disclosure of Personal Medical and Financial Information
Please Legibly Print Patient:
Last Name: First Name DOB:

The HIPAA Privacy Law gives individuals the right to request restriction on uses and disclosures of their protected health information
(PHI). Please read and mark those forms of communication listed below that you personally approve for disclosure and discussion of
PHI. Please mark yes or no to each question; and provide additional information where indicated if you answer yes.

Communication with person(s) other than the patient:
1. Does the patient have a power of attorney or legal guardian?[ ]No [ ]Yes If yes, please provide us a copy.

2. May we discuss your healthcare with anyone else?[ ]No [ ] Yes If yes, please list the name(s), relationship(s) and phone

number(s) of those individuals. Please Legibly Print
Name: Relationship to Patient: Phone:

3. May we discuss your financial information with anyone else? [ ]No [ ]Yes If yes, please list the name(s), relationship(s)

and phone number(s) of those individuals. Please Legibly Print
Name: Relationship to Patient: Phone:

4. May we communicate with you via email?[ ]No [ ]Yes Ifyes, providing your email address and signing below indicates
your understanding that there are risks with emailing unencrypted PHI and that it may be read by a third party; and with that
understanding, you still request email communication. Please Legibly Print

Email Address:

This Disclosure of Personal Medical and Financial Information is valid until revoked by me/my parent/guardian by completing an
updated authorization when the information contained in this form is updated at my request.

If signing on behalf of someone else, you acknowledge that you are legally authorized to do so; and your parental or other rights
to sign on behalf of this individual have not been revoked or relinquished.

Signature of Patient or Parent / Legal Guardian Date

Relationship if other than Patient:

Date Staff Initials Patient/Guardian Signature

Verified

Verified

Verified

STAFF NOTE: If changes need to be made, complete a new form.

CLN1832 (Rev. 02/2024)



Beatrice Community Hospital, 4800 Hospital Parkway, Beatrice, NE 68310

Acknowledgement of BCH Nondiscrimination and Accessibility Notice

Patient Name: MRN:

Date of [ ] distribution or [ ] attempt to distribute:

Notice to Patient:

We are required to provide you with the Nondiscrimination and Accessibility Notice, which states we will
assist individuals with disabilities with free appropriate assistive aids and services to assist in effective
communication. The notice also states our commitment to adhere to federal civil rights laws and provides you
a grievance mechanism if you feel BCH has failed to provide you with services; or has discriminated against
you in another way.

Signature of patient or legal guardian Signature Date

Relationship, if other than patient

For Office Use Only

We made effort to obtain written acknowledgement of the Nondiscrimination and Accessibility Notice from
the patient or their legal guardian, but it could not be obtained due to:

[ 1 The patient / legal guardian refused to sign

[ 11t was an emergent situation, and it was not possible to obtain an acknowledgement.

[ ] Other (please list):

Employee Signature Signature Date

HI

M1971 (EFf 10/2024)



BEATRICE COMMUNITY HOSPITAL AND HEALTH CENTER, INC. AND PHYSICIAN CLINICS
(COLLECTIVELY BCHHC)
Beatrice, Nebraska

CONSENT FOR TREATMENT- OUTPATIENT SERVICES

1. MEDICAL CONSENT. I hereby give consent to receive medical and healthcare services provided by the physicians, midlevel
providers, nurse clinicians, and other healthcare providers of the Beatrice Community Hospital and Physician Clinics
(collectively BCHHC) for myself and/or my minor child(ren). Such services may include diagnostic procedures, examination,
treatment, or other services rendered under the general and special instruction of the medical provider. T acknowledge that no
guarantees have been made to me as a result of treatments or examination in this facility. Patients are encouraged to insist on
any additional information nceded to male an informed decision to consent or refuse to treatment. This signed consent will be
valid and remain in effect unless revoked by the undersigned with a written notice provided to the Beatrice Community Medical
Center. [ permit a copy of this consent to be used in place of the original.

2. GENERAL CONSENT TO HIV TESTING. I understand that a test for the presence of the human immunodeficiency virus (“HIV™)
may be performed under this general condition of admission when deemed appropriate by my health care provider, without my signing
an additional consent for the specific purpose of HIV testing. [ further acknowledge that I may refuse to have the HIV test performed
without my further express permission by signing below. HIV is the virus which causes HIV infection that can eventually lead to
Acquired Immunodeficiency Syndrome (AIDS). A person develops AIDS when the immune system becomes so damaged that it can no
longer fight off disease and infection. Test are available to determine the presence of HIV antibodies in the blood. A negative test result
shows that HIV antibodies were not found in the blood it does not mean that a person is fiee of HIV infection because more time may be
needed for the immune system to make antibodies. A positive HIV antibody test indicated a pervious exposure to the virus and that you
have HIV antibodies in your blood and can an infect someone else through sexual contact, sharing needles or syringes, or from mother
to baby during pregnancy. The test cannot tell you if you will eventually develop signs of illness relation to HIV, nor if you do, how
serious that illness might be. I hereby refuse to consent to HIV testing without further express permission:

Signature of patient’s refusal

3. CONTINUING OUTPATIENT CARE. In some cases, proper treatment of a medical condition requires continuing treatment or
diagnosis over a course of repeated outpatient visits. In such cases, the request, consent, and agreements herein shall apply to all repeat
visits and all continuing treatments and diagnosis for the same condition.

4. RELEASE OF INFORMATION. I understand that Beatrice Community Hospital and Health Center may disclose all or any part of the
patient’s medical record to any persons or entity which may be responsible for a portion of the charges incurred. I understand that
Beatrice Community Hospital and Health Center may release at any time, medical records to any physicians or other health care
professionals (and their staff) who may require health information in connection with the patient’s current or subsequent health care. To
the extent any of my records are subject to the federal law protecting the confidentiality of substance use disorder patient records, the
confidentiality of such records will be maintained in accordance with that law.

5. ASSIGNMENT OF BENEFITS. I hereby assign to Beatrice Community Hospital and Health Center, for services provided by Beatrice
Community Hospital and Health Center and its employees or others working under contract or arrangement with Beatrice Community
Hospital and Health Center, all coverage or other benefits available under any government program, insurance policy or plan, worker’s
compensation claim, and other benefit programs, and I direct that all benefits be paid directly to Beatrice Community Hospital and
Health Center. I agree that the hospital and the physicians may reccive benefits directly, which will discharge the insurer or bencfit
program to the extent of such payments. Any credit balance resulting from benefit payments or other sources may be applied to any
other account owed now or in the future by the patient. The benefits assigned include, but are not limited to, all benefits for all medical
and hospitalization insurance, accident insurance, disability or loss-of-time insurance, Medicare, Medicaid, and CHAMPUS, benefits
payable by alternative delivery systems such as HMOs and PPOs or arising from worker’s compensation or occupations disease claims;
and proceed to which I am, or my state is, entitled because of any judgment, settlement, or other claim or cause of action for damages
against any person or organization if I was or am injured. These assignments and direction may not be revolked as to services provided.

6. MEDICARE BENEFICIARIES: MEDICARE ONE-TIME AUTHORIZATION: I request payment of authorized Medicare benefits
be made either to me or on my behalf to the Beatrice Community Hospital & Health Center and Physician Clinics for any services
furnished. I authorize any holder of medical information about me to release to Health Care Financing Administration and its agents any
information needed to determine these benefits or the benefits payable for relation services.

7. FINANCIAL AGREEMENT. [ agree to pay promptly and fully all charges for services and supplies provided by Beatrice Community
Hospital and Health Center, physicians and other health care providers, in accordance with their regular rates and terms. I hereby

M
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personally obligate the patient and myself; if signing as spouse of the patient or as parent of'a minor patient, to pay off all such charges.
No extension or forbearance, no attempt to obtain payment form insurance or other sources, and no delay or lack of diligence in
collection such charges, shall waive or release these personal financial obligations. I understand that it is my responsibility to obtain any
pre-admission approval requires by my insurer, and to take all other steps to qualify for insurance coverage. If any part of my debt is
unpaid after 30 days, I agree that the Patient Accounting representative of BCHHC may, if I am unavailable, leave message(s) on my
answering machine or voice mail information concerning the debt.

8. FINANCIAL ASSISTANCE: Financial assistance is available to ALL Beatrice Community Hospital & Health Center’s patients. The
actual Financial Assistance Policy (FAP) and/or Financial Assistance Application are/is available upon request from the registration
staff or by calling (402) 228-3344. The financial Assistance Application (FAA) is available for pick-up at any of Beatrice Community
Hospital & Health Center Inc. service areas identified below:

Emergency Department and Outpatient Registration of hospital site at 4800 Hospital Parkway; Registration areas of Gage
County Medical Clinic, Beatrice Internal Medicine, Beatrice Medical Center; Specialty Clinics, Beatrice Women’s and
Children’s Clinic, Beatrice Orthopedic and Sport’s Medicine, Southeast Nebraska Surgery, Community Medical Center,
Wymore Medical Clinic, and Express Care Clinic.
Until the period allowed for the completion of a FAA has lapsed, BCHHC WILL NOT proceed with any Extraordinary Collection
Actions (ECAs). ECAs include any action talien by BCHHC against an individual related to obtaining payment of a bill for care covered
under BCHHC’s FAP that require a legal or judicial process. ECAs that require a legal or judicial process include, but are not limited to,
action to:

®  Place alien on an individual’s property;

e Foreclose on an individual’s real property;

e Attach or seize an individual's bank account or any other personal property;
e  Commence a civil action against an individual;

¢  Garnish an individual’s wagces; and

@  Report to credit agencies.

9. PERSONAL VALUABLES. I understand that personal property and valuables should be entrusted to a family member or left at home.
I unconditionally release and hold harmless Beatrice Community Hospital and Health Center from all responsibility tor any personal
possessions brought by me to Beatrice Community Hospital and Health Center or Clinics.

10. ADVANCE DIRECTIVES. I understand that Beatrice Community Hospital and Health Center is required by the Patient Self
Determination Act to inquire into and document, if I am nineteen (19) years of age or older, the existence of my advance directive, if any.
I also understand that I can request additional information regarding advance directives.

11. NOTICE OF PRIVACY PRACTICES. I have been made aware of the Notice of Privacy Practices and been offered a copy of the
BCHHC Notice of Privacy Practices. I understand that a copy of this notice is available to me upon request and is posted for my review
during regular business hours.

Signature here.

12. APPOINTMENT REMINDERS: I agree that if | am unavailable, message(s) may be left on my answering machine or voicemail

regarding appointment reminders at the clinic.

[ CERTITY TITAT [ ITAVE READ OR ITAD READ TO ME TIIE CONTENTS OI" TIIIS FORM. I UNDERSTAND AND
VOLUNTARILY ACCEPT ITS TERMS. | HAVE HAD THE OPPORTUNITY TO ASK QUESTIONS, AND THE QUESTIONS I
HAVE ASKED HAVE BEEN ANSWERED IN A SATISFACTORY MANNER. IF I AM SIGNING FOR SOMEONE ELSE, I
REPRESENT THAT I HAVE LEGAL AUTHORITY TO DO SO.

DATE: SIGNED:

(Patient or Legal Representative)

RELATIONSIIIP IT" OTIIER TITAN PATIENT:
DOCS/2320735.2

REGO0114 (Rev. 08/19)




BEATRICE COMMUNITY HOSPITAL & HEALTH CENTER
4800 Hospital Parkway
P.O. Box 278
Beatrice, NE 68310
Telephone: (402) 228-3344 Fax: (402) 223-7299

PRIVACY NOTICE WRITTEN ACKNOWLEDGEMENT

Patient Name: Med. Rec. #

(Last) (First) (M)

| acknowledge that | have received the Beatrice Community Hospital & Health Center Notice of Privacy Practice.

Date:
Signature of Patient/Parent/Legal Guardian/Personal Representative

September 23, 2013
Relationship to Patient Date of Privacy Notice

Documentation of Good Faith Effort

[J Attempted to distribute the Notice of Privacy Practices to patient/parent Legal guardian, but the
patient/parent/legal guardian declined to acknowledge the receipt of the Notice of Privacy Practices.

[] Patient/parent/legal guardian stated they had already received the Notice of Privacy Practices at
another location.

[J Patient/parent/legal guardian directed to Beatrice Community Hospital website,
www.beatricecommunityhospital.com, to view the Notice of Privacy Practices.

[0 The Notice of Privacy Practices was mailed to the patient/parent/legal guardian.

[0 Other

Date:

Employee Signature

| PBCH
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