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Assignment Of Benefits/Right To Payment Authorization,
Patient Responsibility, And Release Of Information Form

GenesisCare

DBA GENESISCARE USA OF FLORIDA - U22
PO Box 862152

Orlando, FL 32886-2152

|, the undersigned, assign to the provider/entity referenced above (“Provider”), my rights and benefits in any medical
insurance plan, health benefit plan, or other source of payment for healthcare services (each a “Plan”) in connection with
medical services provided by Provider, its employees and agents. | understand that this document is a direct assignment of
my rights and benefits under my Plan.

| authorize my insurance company to pay Provider directly for the professional or medical expense benefits payable to me.
If my current policy prohibits direct payment to Provider, | instruct my insurance company to make out the check to me and
mail it directly to the address of lockbox referenced above for the professional or medical expense benefits payable to me
under my Plan as payment towards the total charges for the services rendered. In addition, | agree and understand that any
funds | receive by my insurance company due for services rendered by Provider are owed to Provider and | agree to remit
those funds directly to Provider.

Patient Responsibility

| acknowledge and agree that | am responsible for all charges for services provided to me which are not covered by my Plan
or for which | am responsible for payment under my Plan. To the extent no coverage exists under my Plan, | acknowledge
that | am responsible for all charges for services provided and agree to pay all charges not covered by my Plan.

Release of Information

| authorize Provider and/or its agents to release any medical or other information about me in its possession to my Plan, the
Social Security Administration, any state administrative agency, or their intermediaries or fiscal agents required or requested
in connection with any claim for services rendered to me by Provider.

A photocopy of this Assignment/Authorization shall be considered as effective and valid as the original.

Signature of Patient/Person Legally Responsible Date

Print Name of Patient/Person Legally Responsible Date

Relationship to Patient (if signed by Person Legally Responsible)
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THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW
YOU CAN GET ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.

Each time you visit our physicians or receive treatment from us, a record of your visit is made. This record may contain your symptoms, examination
and test results, diagnoses, treatment, a plan for future care or treatment, and billing-related information. This notice applies to all of the records of
your care generated by your physician.
Our Responsibilities
We are required by law to maintain the privacy of your protected health information, to provide you with notice of our legal duties and privacy
practices with respect to that protected health information, and to notify any affected individuals following a breach of any unsecured protected health
information. We will abide by the terms of the notice currently in effect.
Uses and Disclosures - How we may use and disclose protected health information about you
For Treatment:
We may use protected health information about you to provide you with treatment or services. We may disclose protected health information about
you to doctors, nurses, or other personnel who are involved in taking care of you. For example, we may need to communicate with your primary care
doctor to plan your treatment and follow-up care.
For Payment:
We may use and disclose protected health information about your treatment and services to bill and collect payment from you, your insurance
company, or a third-party payer. For example, we may need to give your insurance company information about your diagnosis so that it will pay us or
reimburse you for the treatment.
For Healthcare Operations:
We may use or disclose, as needed, your protected health information in order to run our practice. For example, members of the medical staff and/or
quality improvement team may use information in your health record to assess the care and outcomes in your case and others like it. The results will
then be used to continually improve the quality of care for all patients we serve.
We may also use and disclose protected health information:

+ Tobusiness associates we have contracted with to perform an agreed-upon service

+  Toremind you that you have an appointment for medical care

+  To assess your satisfaction with our services

«  Toinform you about possible treatment alternatives
To inform you about health-related benefits or services
To conduct case management or care coordination activities
To contact you as part of our fundraising efforts, if any, though you will have the right to opt out of such communications
To inform funeral directors consistent with applicable law
For population-based activities relating to improving health or reducing healthcare costs

«  For conducting training programs or reviewing competence of healthcare professionals
Individuals Involved in Your Care or Payment for Your Care:
We may release protected health information about you to a friend or family member who is involved in your medical care or who helps pay for your
care.
Research:
We may disclose information to researchers when an institutional review board has approved the disclosure based on adequate safeguards to
ensure the privacy of your health information and as otherwise allowed by law.
Future Communications:
We may communicate with you via newsletters, mailings, or other means regarding treatment options, health-related information, disease
management programs, wellness programs, or other community-based initiatives or activities in which our facility is participating.
As Required by Law, we may also disclose health information to the following types of entities, including but not limited to:

«  The U.S. Food and Drug Administration

+  Public health or legal authorities charged with preventing or controlling disease, injury, disability, or other threat to health or safety
«  Correctional institutions (if you are in custody of a correctional institution or a law enforcement officer)

Workers' compensation agents
Organ and tissue donation organizations
+  Military command authorities
*  Health oversight agencies
«  Funeral directors, coroners, and medical examiners
« National security and intelligence agencies
«  Protective services for the president and others
Law Enforcement/Legal Proceedings:
We may disclose health information for law enforcement purposes as required by law or in response to a valid subpoena or court order.
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Other Uses of Your Protected Health Information That Require Your Authorization

Uses and disclosures of your protected health information that involve the release of psychotherapy notes (if any), marketing, sale of your protected
health information, or other uses and disclosures not described in this notice or required by law will be made only with your separate written
permission. If you give us permission to use or disclose protected health information about you, you may revoke that permission, in writing, at any
lime. If you revoke your permission, we will no longer use or disclose protected health information about you for the reasons covered by your written
authorization. You understand that we are unable to take back any disclosures we have already made with your permission and that we are required
to retain our records of the care that we provided to you.

Your Health Information Rights

Although your health record is the physical property of the healthcare practitioner or facility that compiled it, you have the right to:

Inspect and copy protected health information. You may request access to your records by contacting us. You may also ask that we send
your health information directly to another person based on your signed written instructions. We may deny your request to inspect and
copy in certain, very limited circumstances. If you are denied access to protected health information, you may request that the denial be
reviewed in some situations. Another licensed healthcare professional chosen by us will review your request and the denial. The person
conducting the review will not be the person who denied your request. We will comply with the outcome of the review. We reserve the right
to charge you a reasonable fee to cover the cost of providing you with a copy of your records.

Request an amendment. If you feel that protected health information, we have about you is incorrect or incomplete, you may ask us to
amend the information by making a request in writing that explains the reason for the requested amendment. You have the right to request
an amendment for as long as the information is kept for or by us. We may deny your request for an amendment; if this occurs, you will be
notified of the reason for the denial.

Request an accounting of disclosures. This is a list of certain disclosures we make of your protected health information for purposes other
than treatment, payment, healthcare operations, or certain other permitted purposes.

Request restrictions or limitations on the protected health information we use or disclose about you for treatment, payment, or healthcare
operations. You also have the right to request a limit on the protected health information we disclose about you to someone who is
involved in your care or the payment for your care, such as a family member or friend. For example, you could ask that we not use or
disclose information about a surgery you had. We are not required to agree to your request, except as described below. If we do agree, we
will comply with your request unless the information is needed to provide you emergency treatment. If you ask us not to disclose your
health information to your health plan, we will agree as long as (i) the disclosure would be for the purpose of payment or health care
operations and is not otherwise required by law and (i) the information only relates to items or services that someone other than your
health plan has paid for in full.

Request confidential communications. You have the right to request that we communicate with you about medical matters in a certain way
or at a certain location. For example, you may ask that we contact you at work or by U.S. mail. We will grant requests for confidential
communications at alternative locations and/or via alternate means only if the request is submitted in writing and the written request
includes a mailing address where you will receive bills for services rendered by the facility and related correspondence regarding payment
for services. Please realize that we reserve the right to contact you by other means and at other locations if you fail to respond to any
communication from us that requires a response.

A paper copy of this notice. You may ask us to give you a copy of this notice at any time. Even if you have agreed to receive this notice
electronically, you are still entitled to a paper copy of this notice. You may obtain a copy of this notice at our Web site at
www.genesiscare.com/us/.

Changes to This Notice

We reserve the right to change this notice; the revised notice will be effective for information we already have about you as well as any information

we receive in the future. The current notice will be posted in the facility and will include the new effective date. Copies of any revised notices will be
available on our website and will be provided to you upon your next visit to our facility after the effective date.

Complaints

If you believe your privacy rights have been violated, you may file a complaint with us by contacting our Privacy Officer toll-free at 1-866-679- 8944,
or by contacting the Secretary of the U.S. Department of Health and Human Services.

You will not be penalized for filing a complaint.

For further information, contact:

Chief Privacy Officer

2270 Colonial Boulevard

Fort Myers, FL 33907

1-866-679-8944



Patient Name: «PatientFullName»
Patient ID: «PatientNumber»
DOB: «PatientDOB» Age: «PatientAge»» Sex: «PatientSex»
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Acknowledgement of Receipt of Notice of Privacy Practices
| hereby acknowledge:
A copy of the Notice of Privacy Practices was given to me.

If | came in for healthcare services in an emergency treatment situation, | was given the Notice as
soon as reasonably practicable after the emergency treatment situation.

Signature of Patient or Representative Date

Printed Name of Patient or Representative

FOR OFFICE USE ONLY
If an acknowledgment is not obtained, please complete the information below:

Patient’'s name:

Date of attempt to obtain acknowledgment:
Reason acknowledgement was not obtained:
[] Patient/family member received notice but refused to sign acknowledgment
[0 Emergency treatment situation
[J Patient was incapacitated and no family member was present
[J Unable to communicate due to language barriers
[J Other (please describe below)

Signature of Employee Date



Language Assistance Services for
Individuals with Limited English
Proficiency

ATTENTION: If you speak English, language
assistance services, free of charge, are available to
you. Please call (833)-796-9684

Spanish / Espaiiol:
ATENCION: si habla espafiol, tiene a su disposicién

servicios gratuitos de asistencia linguistica. Por favor,

pongase en contacto con su oficina médico o llame
al (833)-796-9683.

Mandarin / ﬁ’i‘ﬁ@qﬂi' FE MR EEREREFX
’ :u\j’uﬁﬁzg nl:l = *ﬁ Ej]ﬂ&a’%o lﬁ H%/%/(_RE/JE
7 NED FFEEE (833)-796-9680,

Vietnamese / Tiéng Viét:

CHU Y: Néu ban ndi Tiéng Viét, cé cac dich vu hd tro
ngdn nglt mién phi danh cho ban. Vui long lién hé
van phong béc si clia ban hodc goi s6 (833)-796-
9682.

Korean / ot=0{: 29| .
ot 0, & 20| X| & MH|AE o= 82
AES = UG LICH QAL AR A

29|51 7{LH(833)796-9678. 2 BT MA|R
French Creole / Kreyol Ayisyen:

ATANSYON: Si w pale Kreyol Ayisyen, gen sevis ed
pou lang ki disponib gratis pou ou. Tanpri kontakte
biwo dokte ou a oswa rele (833)-590- 0265.

Russian / Py ccx e B: BHMAHHME: Ec
11 EHl TORBROPDHTE HA DY CCKOM
AZBKEe, TO BAM ZO0CTYHNOHH O e

COMdATHHRHE YOAYTH NepeBon
a.fllowaayviicra,obpaTuTecCst
EBpady #aH odrne T BOHHTE

(B33)-796-9677.

August 24, 2020
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Armenian / Zujkpki: NhCUNCNRESNRL Bk
hununid Ep huyytipkt, wuyw dkq mtddwp upnn
kb mpudwnpyb) (kquljut wowljgnipjut
dwnwynipinibtitp: vugpnud Gup uyudt) dkp
pdo4h gpuubkiyul jud Quuquhwntp (833)-796-
9675.

Italian / Italiano:

ATTENZIONE: In caso la lingua parlata sia l'italiano,
sono disponibili servizi di assistenza linguistica
gratuiti. Si prega di contattare I'ufficio medico o
chiamare il numero (833)-717-5678.

Persian (Farsi) / 4= 20 8
..__nL.J'I A kel -k _'|_1 gk I_f;

P G PN

|_J-"‘—‘=‘-'="—‘J“ lesala B8 Gl
.PJLM—-*..-.-,HJn—UJJ‘ Ll i 0y 8 e ad | 2D el
7175677( B33) < i b)) i,

Portuguese / Portugués:

ATENCAO: Se fala portugués, encontram-se

disponiveis servicos linguisticos, gratis. Entre em

contato com seu escritério médico ou ligue para

(833)-796-9676.

Arabic / e o A R Gwdiae Jdawe I
¢ e it gl i e b g el 1 Lead o el i
5597-717( 833) ba WY wa gyl ] 7 5 0 e DY,

Japanese / BARIE: IE : HiE=-PBAREEET
BEIE. BMETERZXIEY—EXIE. HETIC
CHRAWEETEY., HBEE-OEROA 74 R
[ZHERLEHLE L=< H. (833) 717-5676
FTHEESCESY,

French / Frangais:

ATTENTION: Si vous parlez francais, des services
d’aide linguistique vous sont proposés gratuitement.
S’il vous plait contacter votre bureau de médecin ou
appelez le (833) 663-6209.

Polish:
UWAGA Jezeli mowisz po polsku, mozesz skorzystac

z bezptatnej pomocy jezykowej. Zadzwon pod numer
833-796-9679.



Notice of Non-Discrimination

Discrimination is Against the Law

GenesisCare USA complies with applicable Federal civil rights laws and does not discriminate on the basis
of race, color, national origin, age, disability, or sex. GenesisCare USA does not exclude people or treat
them differently because of race, color, national origin, age, disability, or sex.

GenesisCare USA:
e Provides free aids and services to people with disabilities to communicate effectively with us, such
as:
o Qualified sign language interpreters
o Written information in other formats (large print, audio, accessible electronic formats, other
formats)

e Provides free language services to people whose primary language is not English, such as:
o Qualified interpreters
o Information written in other languages

If you need these services, please contact your physician office.

If you believe that GenesisCare USA has failed to provide these services or discriminated in another way
on the basis of race, color, national origin, age, disability, or sex, you can file a grievance with: Civil Rights
Coordinator, 2270 Colonial Blvd, Fort Myers, FL 33907, 866-679- 8944,
CivilRightsCoordinator@usa.genesiscare.com. You can file a grievance in person or by mail, phone, or
email. If you need help filing a grievance, the Civil Rights Coordinator is available to help you.

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office
for Civil Rights, electronically through the Office for Civil Rights Complaint Portal, available at
https://ocrportal.hhs.gov/ocr/smartscreen/main.jsf, or by mail or phone at:

U.S. Department of Health and Human Services

200 Independence Avenue, SW

Room 509F, HHH Building

Washington, D.C. 20201

1-800-368-1019, 800-537-7697 (TDD)

Complaint forms are available at: https://www.hhs.gov/ocr/complaints/index.html




