Maternity
Pre-Admission Form

Due date:
Last menstrual cycle:

PATIENT INFORMATION

Last name: First name: MI:
Maiden name: Date of birth: SSN:

Home phone: Cell phone: E-mail:

Mailing address: City: State:
Zip code: Race: Marital status: Religion:

Employer: Q Full-time Q Part-time
OB physician: Primary care physician:

Pediatrician:

O Would you like to be an organ donor?  Q Yes Q No

O Have you been seen at another Lovelace facility before? Q Yes Q No

EMERGENCY CONTACT (NOT LIVING WITH YOU)

Name:

Relationship: Phone Number: - -
Spouse/Father of the Baby Information

Last name: First name:

SSN: Date of birth: / / Phone Number: - -

INSURANCE INFORMATION
Would you like baby to be screened for Medicaid coverage?

Primary insurance company: Name of policy holder:
Date of birth: SSN: Relationship:
Group name: Group number:

Identification number: Insurance company address:

City: State: Zip code: Phone number:
Secondary insurance company: Name of policy holder:
Date of birth: SSN: Relationship:
Group name: Group number:

Identification number: Insurance company address:

City: State: Zip code: Phone number:

O  What insurance will newborn be added to? Q Primary Q Secondary Q Other:

O Would you like to participate in the National’s Children’s Study? Q Yes Q No (Valencia County Only)

Hospital co-pays, deductibles and co-insurances are due at the time of service.

By signing below, | agree that the information provided to Lovelace is current and accurate.

Signature: Date:

% T

Lovelace
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Payment
Expectations

Qur first priority at Lovelace Women'’s Hospital is to provide excellent care to all of our patients. To maintain our ability to provide
excellent care to every patient, the following payment expectations apply for NON-emergency services for both insured and
uninsured patients seeking care at Lovelace Women's Hospital.

Lovelace will provide the necessary medical treatment regardless of a patient’s in ability to pay in the event of an emergency.

Insured Patients
e Your deductible, co-payment and/or any co-insurance that may apply to your policy is due at the time of service.
o Adeductible is the contracted amount of money a patient must pay before their insurance plan pays the claim.
o Co-insurance is the percentage you and your insurance plan will pay towards your medical expenses. Once you
have paid your deductible, you will pay the remaining contracted percentage for your bill. For example, if
your insurance plan is 70/30, your insurance plan would pay 70 percent and you would pay 30 percent of your
medical bills after you have paid your deductible.
o A co-payment is a fixed amount of money you pay each time you use your insurance. Co-payments are paid per
visit and are typically smaller amounts.
e |f you are scheduled for a NON-emergency medical procedure or service, we may contact you prior to your
appointment to provide an estimated amount that will need to be paid for on your appointment date.
¢ Please note, commercial insurance does not cover 100 percent of medical procedures.

Uninsured Patients

* You will be asked for the full amount of all estimated charges at the time of service.

e Lovelace offers our self-pay patients a 70 percent discount for services. This amount is due at the time of service.

e \We provide patients with a cost estimate so they are able make an informed decision before proceeding with requested
service or procedure.

Birthing Packages
¢ We are pleased to offer two special birthing packages to our delivering moms. You must meet the following criteria to
be eligible for the packages:
o Do not have health insurance
o Do not have coverage with your medical insurance applicable to maternity services
o Patient must pay the package cost in full 30 days prior to delivery

Financial Assistance

e Our Financial Counselor is available to assist uninsured or underinsured patients who may have difficulty paying for
services. This may include a payment plan and/or possible charity assistance for qualified patients and specific visit
types. For more information call, 505.727.7829.

Accepted Payment Methods
e Cash, checks, debit and credit cards (Visa, MasterCard, and American Express)
¢ We do not accept Care Credit

Payment Arrangements
e If you are approved for a payment plan, you must comply with the agreed terms. If you fail to comply by missing a
payment, your account will be considered delinquent and will be subject to additional collection terms.
o This may include the inability to schedule appointments with our facility, as well as the referral of your account to

Lovelace
Women’s Hospital
S B

an outside collection agency. These actions will most likely impact your credit.



Birthing Packages %%@

At Lovelace Women's Hospital, we are committed to making your visit as pleasant as possible. We offer two birthing packages
for patients who do not have health insurance or maternity benefits with their current insurance plan.

Vaginal Delivery Plan
Requirements:
O Stay of 48 hours (or less) from the time of admission. This includes observation in triage. Both mom and baby are
discharged at the same time.
Uncomplicated vaginal delivery (a single birth with no intervention).
This covers the nursery, but not the NICU.
Full payment of $3,500 is required 30 days prior to expected delivery date.

O O 0O

Epidurals are an additional $800 and are required to be paid in full at time of service.

C-Section Delivery Package
Requirements:

o

Stay of 96 hours after delivery

O Covers a normal C-section delivery for mom and baby.

O Includes anesthesia.

o Full payment of $7,300 is required 30 days prior to expected delivery date.

These packages do not include fees charged by the physician or false labor charges. Those fees are billed separately and
should be handled with the provider prior to delivery.

These packages do not include fees charged for services provided by external providers or labs.

Should complications arise, additional charges will be applied. Payment discounts are available and can be discussed with
the financial counselor before discharge.

If the total amount is not paid for prior to the expected delivery date, the patient is no longer eligible for the package and
may then be responsible for the full itemized bill.

Responsibility Statement:

The birthing package has been fully explained to me and | have a complete understanding. If the criteria above is not
met and payment in full is not made with 30 days prior to delivery, the chosen packages will be voided and | will no
longer be eligible for the reduced rate. | will still be responsible for payment in full before discharge.

Patient Signature Date

Patient Name (print)

To begin your payment process, contact the financial counselor at 505.727.7829.

Lovelace
Women’s Hospital
S P

REV 0520



| : Lovelace Women's Hospital CONSENTEOR TREATRENT
O 4701 Montgomery Bivd. NE T

CONSEN Albuquerque, NM 87109 AHS0000-NA (Rev:1112020)

General Cunsent fnr. Diagnosis and Treaiinent

= | consent o care; examination, procedures and treatment from Lovelate Haalth. System {L H8Y and jis medical staff, employeas,
mdependeant. contractors-and. empkryees of placement agencies in. connection with my oltpatient and/or emergency treatment, and
medications. fiama pregnant patient, | consent to care, examinagion, pronedurers and treatment of my infant whether the careis
pmv[ded in miy room o in the NICU. | understand | have the ngm fo refuse any care, treatment or services my physiclan of staff

recommends to me or for mi.infant.

| understand that the praclice of medicine is not an exact science, and | acknowledge that no guasantees have bean made to me as to
the result of examinations, freatments or procedures perfmmd hy LHS and its providers.

« ] understand that examhamn and freatment that | may receive in the LHS Emergency Deparlmemt are provided un an mergmi
basis and are not intended to replate comprefisnsive and routine medical care.

» | accept all responsibility for my heatih and safety if for any reason { leave this LHS #acility prior to being releasad by a health care
provider.

Independent Status of Physicians, Residents, Medical Students and Nurses
CAUTION! Please Read. Carefully Before Kigning:
The medicat treatment rendared during my hospital admission may be provided by physicians, fesidents,:and medical students (under
the supervision of physicians andior résidents). These physicians,; residents,-and medical students are’ mdependent contractors and not.
employees of the hospital. in adgition, hursing care rendered during my hospital admnssmn iy be provided by nurses of ofher
professionat staff ‘who are zlso mdependant contractors or employees of a p]acemenl agency and not empinyees of the hospital: By
signing this document; | ackrmvﬂedge that:
» | have received adequate nofification of this relationship and that the hospital is' ‘releassd from liability and is notlegally
responsible Tor.the acis o omissions of such individuals,
= The hospital has not represented: or {aken:any other actionto mduoa mefo befieve that the phys!mans resments ‘medital
students and nurses dre employees or agents of the hospital.
« | understand; | will receive a separate bill from the provider.

General Duly Nursing
= | understand that LHS. provides. miy general thitty. nursmg care, Private duty nmsmg may be amanged directly hetween ah agency
and the patient at the pafient's expense.

[ Check to Acknowledge

Release Medical lnformation, Assighment of Benefils, Insurance Claims and Payment of Charges
I understand that L HS will usé my infoimation for the purposes of treatment. payment and heallh care operations.
{ authorize LHS to-and any phys:cmns Involved in my tare to disclose all or any part-of my medical record, including mentat health
and/or substance ahuse freatment: recnrds. and/or infectious disease records.ingluding but not mited to. blood—borne diseases o
any orgamzanon or insurance company-that may he liable or responsible for payment-of charges associated with sy care and for
afl other purposes of benefit payment. i my injury is work related, | authorize the hospital to releasé any information frommy
medical recards to my employer and/for its designae or any. insurance company that provides nsurance. For any megical devices |
may receive, | agree to.the release of my social security number and other required information to the manufacturer and the Food
and Drug Admimstrahun I-understand.ihat this information may be used o locate me should there be an issue related to the .
medical device(s).
| understand that information in my medical record is confidential bul may be disciogsed for purposes of medical education and
research, professional review aclivities or review activities related to the cost, fraquency, and quality of patient services provided.
Omewﬂse, my medical record information will not be- dlsclased without my consent.or the'consent of my legal representative,
uniess reguited by lawora courtorder.
{ understand that my medica records will be mamtamed inthe E;nc Electromc Heaith Records (“EHR") system. | understand and
agree-that my information may be accessed by another facility of provider who ‘participates in-our EHR. system for purposes of my
treatment, :as well as for purposes of- system operations and managem&nt and evaluating-and improving patient care.
1 understand that state law. requires: the mpﬁrting of. certain pos;twe fest. results such as. hepahhs and the antibody for HIVIAIDS
vimg fo the Health: Bepartmani
; unde;stand that the costs of my medical treatment that are quted to me prior o billing are estimates. Actual charges may be
more orlegs .and addmonal charges’ such.as consulting: physician fees.or costs af pharmacy, laboratory, and suppiles may fiot be
campiled prior to oy discha;ge All charges. will-appear on'my monthily. staiement.
f authorize and imucably assrgn payment dlrecﬂym LHS for the full amount: of medical insurance benefits payable under the
terms of my policy(s).
k understand that fiting-of an insutance claim does not discharge my responsibility for payment of the charges incurred.
I agree 1o pay the actual charges for my’ medical tfeatment less the amount paid to LHS by third party payers, it any ‘LHS may
obtain a credit report.on.me from a credit reporting gency - Should the account be referrad for collection, | shall paythe
reasonable caai of collection including attorney's fees.
{ understand 'am- t’manciaﬁy responisibie for deductibles, coinsurance, and all services not covered by insurance benefits and/or
entilements. | understand that if LHS or any of its: affiliates are out-of-nelwork with my insurance plan, then my financial
responsibility may inglude: (1) higher coinstirance and deductible amounts; and. {2) LHS's full charges,cinclidinig the amount that
exceeds the allowable charges ofan mnetwmk preferred provider.

Lovelace
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-~ Lovelace Women's Hospital 'CONSENT FOR TREATMENT
lﬁﬂlllﬁﬂﬂll 4701 Montgomery Bivd. NE A

CONSEN Albuquerque, NM 87109 AHSO00B-14M (Rev 11/2020)

Medicare Pattent's Ceftfﬁcatitm
| certify that the information given by me in applying for payment under Title XVill of the Social. Secunty Actis comect. | authorize
any holder of medical or other information about me to release to the. Social Security Adminisiration and/or the Medicare Program,
its intermediaries or the Professional Standards Review Grgamzation -any information needed for this or related Medicare claims. |
request that payment of athorized benefits. be made on my behalf.:

ERISA Authanzatmn
t hereby designate, authorize, and convey to Provider fo the full extent permissible under law and under any applicable insurance:
policy andfor group: heaith plan;’as my "authorized representative™ (inciuding as such term is used in 28°CF.R. §2560.503-1(b)4},
2560.503-1(c)(1)). (1) the right and abifity-to act on my behalf in connection with any ciaim, right, cause in action, or appealthat]
may have under such policy and/orplan, and. (2) the right and ability to act on my behalf. to pursue such claim, ﬁght1 cause of
action, or appeal, including any benefit-claim of: appea! of any adverse benefit getermination, in connection w;th stich: pﬂlu:y of plan
with respet:’t to-any medical or healthcare expenses (lowever desctibed or deﬂomlnaled} incurred as a result of the.services or
suppiies | received from Provider and, to the extent permissibie under: the law, to claim on my behalf; sich benefits, claims; or
reimbursements, and any other applicable remedies including, but not limited. ta recovery of losses, equitable relief; penaltles fines,
ant any other miiaf provided for under the Employee Retirement Incnme Secunty Act {ERISA}

Personal Property Release
I understand that | am responsible for my own personal belongings that | bring:to' LHS and keepin my possession while { amin-a
patient care area’| have been advised that the LHS Security Office piovides a safe where my belongings and valuables can be
placed for salekeeping.unt? the time of my dxscharge

U1 Check to Acknowiedge

WEapoasiExplosmes!Bmus,
f understand that if at any time LHS helieves there may be.a weapon, explosive device,. illegal substance or drug, of 8lcoholic
beverage in my room or with my belongings, the hospital may search my room and belungmgs These items may be confiscated
and disposed of as determined to be appropriate to include delivery lo law enforcement authorities.

TCPA Corisent Disclosure:
Consent to Email, Telephone Calls and Text Messages for Appointment Reminders ‘Healthcare Information, Dlscharge
tnstructions; Ancount and Bllling Communications, and Other Communications.
By pmwdmg my telephone number (whether landline or wireless) andfor emai addsass to Lovelace Health System i expressiy
consent that Lovelace Health System and its.employees and agents may contact me by telephone, ‘shortmessage sarvices (SMS),
of text at any telephone number (whether landline or wireless}) I'have provided to Lovelace Health System or, at any number
forwarded or transferred from that number regarding any matter that is relitted to my treatment, my account, andior Lovelace Heafth
System's services, inciuding, but not limited to the fol!erwmg

my-hospitalization o5 treatment, my condition and plan of care, the services rendered, patient surveys, discharge instructions,
communication made to me of related to my. acmunt, or my related financial obfigations including, but not limited to, ‘payment
reminders, delinquent nolifications; instructions-and kinks to patient bitling information; and other heaithcare cmnmumcauons
inciuding, Butnot fimited lo, nolification and reminders. of appointments, notification. and reminders that certain medications are
ready for pick-up,. mfmmahnn about programs or services that might be of interest to. me, information about insurance
coverage/eligibility, lnformahun ‘about néferrals, and infmmaﬂun abput. avaﬂable tmalment op‘uons and capabalmes
These cmvnmicatxons ‘may be h‘ansmﬁted by or on behatf of Lovelace. Heallh Sjrstem and its employees and agenis using pre-
recorded/automated voice messages, use of an automatic dialing device, of other tecﬂminges lunderstand that pmwdmg my prior
express wriitert consent to receive such communications is nota condition of receiving services or cafe fromyLHS: | understand that { will
be abie to change my preference at any time. This can be done via your MyChart account under Your Menu, then Accounting. Seitmgs
then Personal Information, or by tontacling patient accessfregistration or your phySician's office.

Electronic Prescribing

Our facility may participate in Electronic Prescribing and may be asking for your preferred pharmacy to submit any prescriptions
fiecessary upon your dlschafge To facilitate this process. we will be submitling your phosie number and address on file to your
preferred pharmacy.

L1 t have received information ahout the fncident Management Sj'stem Program and Patient Rights and Responsibilities.
L1 t have read this document, | have haﬁ my questions answered to my sau'sfactnon anti understand and agree tn the
conient of this document.

Signature: ' . Date: N /

[1 Patient [ Legal Representative.

If patient is unable to sign, state reason;

{7 Interpreter used - Name:

Witness: Date: d__ 1 Time:

Lovelace
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| Lovelace Women’s Hospital CONSENT FOR TREATMENT
RIBEmmg) 4701 Montgomery Blvd, NE SENT FOR

Albuquerque, NM 87109 o AHSO008-NM {Rev 1172020}

General Consent for Diagnosis and Treatment

« | consent to care, examination, procedures and treatment from Lovelace Health System (LHS) and its medical staff, employees,
indgependent contractors and empioyees of placement agencies in conrection with my outpatient and/or emergency treatment, and
madications. If | & a pregnarit patient, | consent to care, examination, procedures and treatment of my:infant whether the care is
provided in my room or inthe NICU. 1 understand | have the right to refuse any care, treatmeni or services my physician of staff
racomamends 1o me of for my infant. :

« [understand that the practice of medicine is not an exact science, and | acknowledge that no guaraniees have been made fo me as to
the result of examinations, freatments or praceduras performed by LHS and iis providers. :

+ | understand that examination and treatnient that | may receive in the LHS Emergency Department are provided on an emergest
basis and are not intended to replace comprehensive and rouline medical care, '

« | acvn}e&gt all responsibliity for my heaith and safety if for any reason i iéave this LHS facility prior to being released by a healih care
proviaer.

Independent Status of Physicians, Residents, Medical Students and Nurses
CAUTION! Please Read Carefully Before Signing:
The medical treatment rendered during my hospital admission may be provided by physicians, residents, and medical students {urider
the supervision of physicians and/or residents). These physicians, residents, and medical students are independent contractors and not
employees of the hospital. [n addition, nursing care rendefed during my hospital admission may be provided by nurses or other
professional staff who are also independent contractors or employees of a placement agency and not employees of the hospital. By
signing this document, | acknowdedge that.
+ }have received adequate notification of this relationship and that the hospitai is released from liability and is not legally
responisible for the acts or omissions of such individuals , . _ o
» The hospital has not represented or taken any other action to induce me fo believe that the physicians, residents, medical
students and nurses are employees or agents of the hospital.
+ | understand, | will receive a separate bill frons the provider.

General Duty Nursing _ _ . ‘ .
+ | understand that LHS provides only general duty nursing care. Private duty nursing may be amanged directly betweéen an agency
and the patient at the patient’s expense.

[ Check to Acknowiedge

Release Medical Information, Assignment of Benefits, Insurance Claims and Payment of Charges
| understand that LHS will use my information for the purposes of treatment, payment and healib care operations.
| authorize LHS to ant any physicians invoived in my care to disclose all or any part of my medical record, inciuding mental heaith
andfor substance abuse treatment records, andior infectious disease records including but not limited to blood-bome diseases to
any organization or insurance company that may be liable or responsible for payment of charges associated with my care and for
all other purposes of benefit payment. If my injury is work refated, 1 authorize the hospital to release any information from my
medical records fo my employer andfor its designee or any insurance company that provides insurance, For any medical devices |
may receive, | agree to the release of my social security number and other required information to the manufacturer and the Food
and Drug Administration. | understand that this information may be tsed {o locate me should thers be an issue refated to the
medical device(s).
| understand that information in y medical record is confidential buf may be disclosed for purposes of medical education and
research, professional review activities or review activities related to the cost, frequency, and quality of patient services provided.
Otherwise, my medical record information will not be disclosed without fy consent or the consent of my legal répresentative,
unless required by law or-a court order. N o _ ,
{ understand that my medical reconds will be maintained in the Epic Electronic Heaith Records ("EHR") system, | understand and
agree that my information may be accessed by another facility or provider who participates in.our EHR system for purposes of my
freatment, as well as for purposes of system operations and management, and evaluating and improving patient care.
| understand that state law requires the reporting of certain positive test results, such as hepatitis ang the antibody for HIV/AIOS.
virus {o the Health Dapartment. ' _ ' o o
I uniderstand that the costs of my medical treatment that are 1umed to me prior fo billing are astimates. Aclual charges may be
riore of less, and additional charges such as consulting physician fees or costs of pharmacy, laboratory, and supplies may not be
compiled prior to my discharge. All charges wili appear on my manthly statement.
{ authorize and irrevocably assign payment directly to LHS for the full amount of medical insurance benefits payable under the
terms of my policy(s).. B
1 understand that filing of an insurance ¢laim does not discharge my responsibility for payment of the charges incurmred.
I agree to pay the actual charges for my medical treatment, less the amount paid to LHS by third party payers, if any. LHS may
obtain a credit reporl on me from a credit reporting agency. Should the account be referred for caliection, | shall pay the
reasonable cost of coflection including attorney’s fees.
1 understand 1 am financially responsible for deductibles, coinsurance, and all services not covered by Insurance benefits and/or
entitlements. ] understand that f LHS or-any of its affiliates are out-of-network with my insurance plan, then my financial
responsibility may include: (1) higher coinsurance and deductitle amounts; and (2) LHS's full charges, including the amount that
exceeds ihe allowable charges of an in-neiwork prefermed provider.

BABY

Lovelace
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- -‘ Lovelace Women's Hospital CONSENT FOR TREATMENT
RNEERE 4701 Montgomery Bivd. NE o

CONSEN Albuquerque, NM 87109 AHSQ00R-NM (Rev 1172020)

Medicare Patient's Certification o S o . e
I certify that the information given by me in applying for payment under Titie XVIil of the Social Security Actis comrect. | authorize
any holder of medical or other information about me to release to the Social Security Administration and/or the Medicare Program,
its intermediaries or the Professional Standards Review. Organization any information needed for this or related Medicare claims. {
request that payment of authorized benefits be made on my behalf.

ERISA Authorization _ ‘
i hereby designate, authatize, and convey 10 Provider to the fuli extent permissible under law and under any applicable insurance
policy andfor group health pian, as my “authorized representative™ (inciuding as such term is used in 28 C.F.R. § 2560.503-1(b)4),
2560.503-1(cX1)): (1) the right and ability to act on my behalf in connection with any claim, right, cause in action, or appeal that |
may have under such policy and/or plan, and (2) the right and ability to act on my behalf lo pursue such Claim, right, cause of
action, or appeal, inciuding any benefit claim or appeat of any adverse benefit determination, in connection with such policy of plan
with respect to any medical or healthcare expenses (however described o denominated) incurred as a result of the services or
supplies | received from Provider and, fo the extent permissibie under the law, 1o diaim on my behalf, such benefits, ciaims, or
reimbursements, and any other applicable remedies including, but not limited to, recovery of losses, equitabla relief, penaities, fines,
and any other relief provided for under the Empioyee Retirement Income Security Act (ERISA).

Personal Property Release
| understand that § ami responsible for my own personal belongings that | bring to LHS and keep in my possession while am in a
patient care area | have been advised that the LHS Security Office provides a safe where my belongings and valuables can be
placed for satekeeping until the time of my discharge,

[1 Check to Acknowledge

Weapons/ExplosivesiDrugs: _
f understand that if at any time LHS helieves there may he a weapon, explosive device, Hlegal substance or drug, or alcoholic
heverage in my roogi of with my belongings, the hospital may search my room and belongings. Thiese items may be confiscated
and disposed of as determined to be appropriate to inctide defivery to law enforcement authorities,

TCPA Consent Disclosure

Consent to Email, Telephone Calls and Text Messages for Appointment Reminders, Healthcare Information, Discharge

instructions, Account and Billing Communications, and Other Communications. ' _ '

By providing my telephone number {(whether iandiine or wireless) andior email address to Lovelace Health System, | expressly

consent that Lovelace Health System and ifs employees and agents may contact me by telephone, short message services {SMS),

or text at any tefephone number (whether landline or wireless) | have provided to Lovelace Health System or, at any number

forwarded or transferred from that number segarding any matter that is related fo my treatment, iy account, andfor Lovelace Health

System's services, including, but not Bmited lo the following:
my hospitalization or treatment, my condition and plan of care, the services rendered, patient surveys, discharge instructions,
communication made o me or related to my account, of my related financial obligations including, but not limited to, payment
reminders, definquent notifications, instructions and links to patient billing information, and olher healthcare communications
including, but not limited to, notification and reminders of appoiniments, notification and reminders that certain medications are
ready for pick-up, information about programs or sefvices that migit be of interest to me, inforrhation about insurance
coverage/eligibliity, information about referrals, and information about available treatment options and capabilities

‘These communications may be fransmitted by or on behalf of Lovelace Health System and its employees and agents using pre-

recorded/autornated voice messages, use of an autormatic dialing device, or other technologies. | understand thal providing my prior

exptess wiitten consent to recelve such communications is not a condition of receiving services or care from LHS. | understand that | will

be able to change my preference at any time. This can be done via your MyChart account undes Your Mery, then Accourting Seitings,

then Personal information, or by confacting patient accessitegistration or your physician’s office. ' '

Electronic Prescribing
Our facility may participate in Electronic Prescribing and may be asking for your preferred phamacy to submit any prescriptions
fiecessary uhgon your discharge. To fatilifate this process we will be submitting your phone number and address on file to your
prefemred pharmacy.

[T { have received information about the Incident Management System Program and Patrent Rights and Responsibilities.
1 1 have read this document, | have had my questions answered to my satisfaction, and understand and agree to'the
content of this document. Loy '

Signature: . Date: /. /
[J Patient }X{Legal Representative PT PARENT

If patient is unable {o sign, state reason; PT IS A MINOR

{1 Interpreter used - Name:

Witness: Data: / ! Time:

BABY
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Lovelace Women's Hospital HIPPA NOTICE OF PRIVACY

R THEIRIRI 4701 Montgomery Blvd. NE Acmomga:tzm '
HIPAAN Albuquerque, NM 87109 AHS0007-NM (Rev 1142020}

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Protected health information may be used and disclosed to carry out treatment, payment or healtheare operations. Please refer to
the Notice of Privacy Practices for complete description of uses and disclosures. I acknowledge that 1 have received a written
Notice of Privacy Practices.

By signing below, I acknowledge that I have received a copy of the Lovelace Health System Notice of Privacy Practices and that
1 agree to uses and disclosures described in the Notice of Privacy Practices listed under the section: How We May Use and
Disclose Your Health Information.

BABY | BABY N/A
Patient Name (Print) Signature Date
OR-

Patient Personal ' Signature " Date
Representative (Print).

LOVELACE HEALTH SYSTEM USE ONLY

Date acknowledgement received:

Signature of LHS employee:

-OR-

Reason acknowledgement was not obtained (declined to sign):
PATIENT IS A MINOR

BABY

Lovelace
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Lovelace Women'’s Hospital HIFPA NOTICE OF PRIVACY

Eﬂﬂlﬂlllllllllﬁll 4701 Montgomery Bivd. NE ACKNOWLERMENT
: AR Albuquerque, NM 87109 AHS0D07-NM {Rev 11/2020)

NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

Protected health information. may be used and dls{:lnsed to cammy ont Imatmmt  payment or -healthcare operations.. Please mfer to
the Notice of Privacy Practices for complete descnpuon of uses and disclosures. I acknowledge that I have received a written
Notice of Privacy Practices.

B}r mgnmg below: I- aclmnwkedge that T have received a copy of the Lovelace Heaith System Notice of anacy Pracm:m and that -
1 agree to-uses and disclosures dx:sc:nbed in the Notice of Privacy Practices hsted under the section; How We May Use and
Disclose thr Heaith Information. .

Patient Name (Print) © Signature "~ Date
-OR-

‘Patient Personal Signature " Date
Representative (Print)

LOVELACE HEALTH SYSTEM USE ONLY

Date acknowledgement received:.

Signature of LHS employee:

~OR-

Reason acknowledgement was not obtained (dechncdto sign):

Lovelace
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Lovelace Women's Hmpital

| | 4701 Mont Bivd., NE ADVANCED DIRECTIVE
MR +70 Morgomery v ucem neen

.ADVLW ADMTOGUB {Rﬁw 0y/i0m8)
Place yourinfialsin the { ) space 1o choose an Advance Dlractwa.

PART 1 - Advance Directive: If | have a terminal condition that will result in my death withina short

time or If | am in a coma that Is irreversible to-a reasonable degree of medical certainty:

() 1dowantmy life prolonged as long as possible within the limits: of generally. accepted

healthcare standards.

() 1do not want my Iife prolonged AND

‘ - dowant or ? do NOT want  artificial nutrition {tube- feadmg)

b dowant or- do-NOT want hydration {intravenous flulds).

z ; | chaose to make an anatomical gift of tissue or argans at the time of death.

| want my designated agentto make these decisions for me.

PART 2 - Power of Attornay for Hoalthcare:

1. Designation of agent: | designate the following individual as my agent to. make health-care
decisions for me;

Name: Relationship. - _
Telephone number with area.code: () 2nd phone#:( )
It i revoke my agent's authority or [f my agent i not willing, able or reasonably avallable to make
a healthcare decision for me, | designate as my first alternate ag&nt‘
Name; Relationship: _
Telephone number with area code:.(_ ) _ 2ndphone# ()

2, Agent's authority: My agent is authorized fo obtain and review medical racerds. reports and
informatlon about me and tha make all health-care decisions for me, Including decisions to provide,
withhold or withdraw artificial nutrition, hydration and all other forms of healthcare to keep me alive,
except as | state here:

3, When Agent's Authority Becomes Effective:. My agent's authority become effactive when my
ptimary care practitioner and one other qualified heaith-care professional determine that | am
unable to. make my own health-care decisions. If | initial this box | - )y my agent's authority to
make healthcare decislons form me takes effect immed|ately,

4. Agant’s Obllgatlnn My agent shali make healthcare decisions for me in accordance with this
power of attarney for healthcare, any- instructions 1 give in PART 1 of this form and 'my other
wishes to the extent known to my agent "Ta the extent my wishes.are unknown, my agant shall
make healthcare decisions for me in accordance with what my agent determines to be in my best
interest, my agent shail conszder my personal values to the extentknown to. my best agent.

Fage 1ol §

+ Regardiess of the choices | have made above, | direct that the bast medical care possibie be given to keep me clean,
comfortable and frae of pain.or discomfort at all imee so that my dignity is. maintained, even if this care hastens my
death.

= If at any time you wish to revoke or make changes to this Advance Dimcﬁve, another form will be completed to state
your wishes,

« For any. madk:ai quastinns aboitt your Advance Directives, you must-consuit youir physician,

+ Yous do not need a lawyer but should:consult one for specific legal questions.

OTHER WISHES: If you wish to'write your own instructions, or you wish to add to the instructions -
you have given above, you may do so here:

Date:-___!___j Time: Patlent Sighature:




Loveiace Women's Hospital WAIVER OF INTERPRETER'S
4701 Montgomery Bivd., NE SERVICES

Albuguerque, NM 87109
ADMT0113 (Rev 10/03/17)

i, {Patient's name) have been told of my right under
federal law to have free qualified interpretation services from [facilty name] to explain to me via
telephone interpretation or in person, in my native language, information concerning my medical
treatment. | understand that | am entitled 1o these services at no cost to me or my family.

8 | am declining interpreter services at this time.

8 | am choosing to pmvide my own interpreter at this time. The name of my interpreter is

. To the hest of my knowledge, this person is
18 years old or over. This person will provide services to me beginnhing on

_ (start date) through _ _ {end date). | acknowledge that
the staff of [facility name] discussed with me the risks of using friends or family members
as my medical interpreters.

These risks, as explained to me by [facility name], include but are not limited to the following:

» Family members or friends may not have bilingual skills and technical vocabulary
required to interpret information completely and accurately concerning my medical
treatment

+ Family members and friends may not feel bound to uphold the same standards of
privacy, confidentiality, ethics, and linguistic accountability as professional, qualified,
medical interpreters

+ Issues may arse conceming my medical treatment that may be sensitive andfor difficult
to discuss with me through a family member or friend.

t understand that by using friends or family mernbers as rmy interpreters, confidential information
will be disclosed to the friends and family members and | agree that this disclosure can be
made.

I understand that by using a friend or family member as my interpreter, my assessment and/or
medicat treatment may be delayed if he/she is not present when needed.

| understand that | can end {"revoke") this waiver at any time and be able to use the services of
ah interpreter provided by [facility name] at no cost.

| also understand that this waiver does not give permission for any interpreter to act as my
authorized representative.

This form was translated for me and | understand it.

Patient/Surrcgate/Responsible Party

Signature ‘Date / Time

Relationship to Patient

Interpreter’s Signature Date / Time

Staff Member's Signature Date { Time
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Lovelace Women's Hospital WAIVER OF INTERPRETER'S
4701 Montgomery Blvd., NE SERVICES

Albuquerque, NM 87109
ADMTO113 (Rev 10/03/17)

Patient Refuses to Sign Od

Witness Signature Date

This section for future use
| choose to end (revoke) this waiver.

Signature Date

Explanation of Document (for providers and staff}
[Mame of facility] policy requires that trained interpreters interpret for Limited English Proficient and
Deaf/Hard-of-Hearing clients in order to ensure patient safety and accurate communication between
the client and hisfher service team. Patients have the rightto refuse the interpreter and to have a
family member or friend interpret, but the potential risks of using an untrained interpreter must first
be explained to them in their language. They must also sign this form each time they waive
interpreter services, and it must be placed in their permanent record. The trained interpreter will
remain in the room in order to intervene in the event that the family memberffriend is unable or
unwilling to interpret correctly.
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Payment
Expectations

Qur first priority at Lovelace Women's Hospitalis to provide excellent care to.all of our patients. To maintain our abifity to provide
excellent care to every patient, the following payment expactations apply for NON-emergency services for both insured and
uninsured patlents seeking care at Lovelace Women's Haspital.

Lovelace will provide the necessary medical treatment regardless of a patient’s in ability to pay-in the event of an emergency.

Insured Patients
¢ Your deductible, co-payment and/or any. co-insurance that may apply to your policy Is due at the time of service.
o Adeductible is the contracted amount of money a patient must pay before their insurance plan pays the claim.
6 Co-insurance is the percentage you and your insurance plan will pay towards your medical expenses. Once you
have paid your deductible, you will pay the remaining contracted percentage for your bill. For example, if
your insurance plan is 70/30, your risurarice plan would pay 70 percent and you woulld pay 30 percent of your
meddical bills after you have paid your deductible.
o A co-payment is a fixed amount of money you pay each time you use your insurance. Co-payments are paid-per
visit and are typically smiallér amounts.
* Ifyou are scheduled for a NON-amergency medical procedure or service, we may contact you prior to your
appointment to provide an estimated amount that will need to be paid for on your appointmerit date. '
+ Please note, commercial insurance does not cover 100 percent of medical procedures.

Uninsured Patients

* You will be asked for the-full amount of all estimated charges at the time of service.

» Lovelace offers our self-pay patients a 70 percent discount for services. This amount is due at the time of service,

¢+ We provide patients with a cost estimate so they.are able make an informed decision before proceeding with requested
service of procedure.

Birthing Packages
« We are pleased to-offertwo special birthing packages 1o our delivering morms: You must meet the following criteria to
be eligible for the packages:
o Do nothave healthinsurance:
o Do not have coverage with your medical insurance applicable to maternity services
o Patient must pay the package cost in full 30 days'pricﬁr to delivery

Financial Assistance _

» Our Financial Counselor is available to assist uninsured or underinsured patients who may have difficulty paying for
services, This may include a paymenit plan and/or possible charity dssistarice for qualifiectpatients and specific visit
types. For more information call, 505.727.7829.

Actapted Payment Methods
- Cash, checks; debit and credit cards (Vise, MasterCard, and American Express)
» We do not accept Care Credit

Payment Arrangements

* {f you are approved for a payrent plan, you must comply with the agreed tarms. If you fail to comply by:missing a
payrent, youir account will be considered delinquent and will be subject to additional collection terms.
o Thismay include the inability to schedule appointments with our facility, as wel as the referral of your account to

an outside collection.agency. These actions will most likely impact your credit.
Womer's Hospital




Effective as of February 20, 2019

LOVELACE HEALTH SYSTEM
Nortice OF HEALTH INFORMATION PRiIVACY PRACTICES

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.

Protected health information is stored electronically and is subject to electronic disclosure.

If you have any questions about this notice, please contact the Lovelace Health System (LHS)
Privacy Officer at (505)727-7350.

This Notice Describes Qur Practices And Those Of:

Qg  Any medical staff member and any health care professional who participates in your care;
a Any volunteer we allow to help you while you are here; and
0 All employees of any hospital, clinic, laboratory, or other facility affiliated with LHS.

All of these people follow the terms of this notice. They may also share health information that
identifies you (also known as “protected health information™) with each other for treatment,
payment or health care operations as described in this notice.

Our Pledge Regarding Health Information:

We understand that health information about you and your health is personal. We are committed
to protecting health information about you. This notice will tell you about the ways that we may
use and disclose health information about you. This notice also describes your rights and certain
obligations we have regarding the use and disclosure of protected health information. We are
required to comply with any state laws that offer a patient/plan member additional privacy
protections.

We Are Required By Law To:

0 Maintain the privacy of health information that identifies you;

a Give you and other individuals this notice of our legal duties and privacy practices with
respect to protected health information;

o  Follow the terms of the notice that is currently in effect; and

o Notify affected individuals in the event of a breach involving unsecured protected health
information.
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Effective as of February 20, 2019

How We May Use And Disclose Your Health Information:

Q

For Treatment. We may use and disclose your health information to provide you with
medical treatment or services. For example, a health care provider, such as a physician,
nurse, or other person providing health services will access your health information to
understand your medical condition and history. Health care providers will also record actions
taken by them in the course of your treatment and note how you respond to the actions. This
information is necessary for health care providers to determine what treatment you should
receive and to coordinate your care.

For Payment. We may use and disclose your health information for purposes of receiving
payment for treatment and services that you receive. For example, we may disclose your
information to health plans or other payors to determine whether you are enrolled with the
payor or eligible for health benefits or to submit claims for payment. The information on our
bill may contain information that identifies you, your diagnosis, and treatment or supplies
used in the course of treatment. We may provide health information to entities that help us
submit bills and collect amounts owed, such as a collection agency.

For Health Care Operations. We may use and disclose your health information for
operational purposes. For example, your health information may be used by, and disclosed
to, members of the medical staff, risk or quality improvement personnel, and othets to
evaluate the performance of our staff, to assess the quality of care and outcomes in your case
and similar cases, to learn how to improve our facilities and services, for training, to atrange
for legal or risk management services and to determine how to continually improve the
quality and effectiveness of the health care we provide.

Health Information Exchange. We may participate in one or more health information
exchanges or other health information registries and may use and disclose your health
information through these exchanges for certain purposes described in this notice. For
example, we may disclose your health information to or obtain your health information from
other participants in a health information exchange that have treated you in order to
coordinate your care. We may use a health information exchange to obtain information for
payment for the care you receive. We may also disclose or obtain your health information
through a health information exchange for quality assessment or improving health and
reducing health care costs. We may disclose your health information to an electronic health
information registry to report certain diseases or for other public health purposes.

Facility Directory. Unless you object, we may include you in the facility directory. This
information may include your name, location in the facility, general condition (e.g., fair,
stable, efc.) and religious affiliation. We may give your directory information, except for
religious affiliation, to people who ask for you by name. Unless you object, your religious
affiliation and other directory information may be released to members of the clergy even if
they do not ask for you by name.

Others Involved In Your Care. We may disclose relevant health information to a family
member, friend, or anyone else you designate in order for that person to be involved in your
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Effective as of February 20, 2019

care or payment related to your care. We may also disclose health information to those
assisting in disaster relief efforts so that others can be notified about your condition, status
and location.

Fundraising. We do not use or disclose your information for fundraising.

Required By Law. We may use and disclose information about you as required by law. For
example, we are required to disclose information about you to the U.S. Department of Health
and Human Services if it requests such information to determine that we are complying with

federal privacy law.

Reporting Abuse, Neglect or Domestic Violence. We may disclose health information to an
appropriate government authority, including a protective services agency, if we believe an
individual is the victim of abuse, neglect or domestic violence. We will inform the individual
that we have made such a report, unless we believe that doing so would place the individual
at serious risk of harm. We will make such reports only as required or authorized by law, or
if the individual agrees.

Public Health. Your health information may be used or disclosed for public health activities
such as assisting public health authorities or other legal authorities (e.g., state health
department, Center for Disease Control, efc.) to prevent or control disease, injury, or
disability, or for other public health activities.

Law Enforcement Purposes. Subject to certain restrictions, we may disclose information
needed or requested by law enforcement officials.

Judicial And Administrative Proceedings. We may disclose information in response to an
appropriate subpoena, discovery request or court ordet.

Health Oversight Activities. We may disclose your health information to a health oversight
agency for activities authorized by law, such as audits, investigations, and inspections to
monitor the health care system.

Decedents. Health information may be disclosed to funeral directors, medical examiners or
coroners to enable them to carry out their lawful duties.

Organ/Tissue Donation. Your health information may be used or disclosed for cadaveric
organ, eye or tissue donation purposes.

Research. We may use or disclose your health information for research purposes after a
receipt of authorization from you or when an institutional review board (IRB) or privacy
board has waived the authorization requirement by its review of the research proposal and
has established protocols to ensure the privacy of your health information. We may also
review your health information to assist in the preparation of a research study.

Health And Safety. Your health information may be disclosed to avert a serious threat to
the health or safety of you or any other person pursuant to applicable law.
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Effective as of February 20, 2019

Government Functions. Your health information may be disclosed for specialized
government functions such as protection of public officials or reporting to various branches
of the armed services.

Workers’ Compensation. Your health information may be used or disclosed in order to
comply with laws and regulations related to Workers” Compensation.

Business Associates. We may disclose your health information to business associates
(individuals or entities that perform functions on our behalf) provided they agree to safeguard
the information. :

Other Uses And Disclosures. We may contact you fo provide appointment reminders or for
billing or collections and may leave messages on your answering machine, voice mail or
through other methods. Except for uses and disclosures described above, we will only use
and disclose your health information with your written authorization. Subject to compliance
with limited exceptions, we will not use or disclose psychotherapy notes, use or disclose your
health information for marketing purposes or sell your health information, unless you have
signed an authorization. You may revoke an authorization by notifying us in writing, except
to the extent we have taken action in reliance on the authorization.

Your Health Information Rights:

You have the right to:

O

Obtain a paper copy of this notice of information practices upon request, even if you have
previously agreed to receive this notice electronically.

Inspect and obtain a copy of your health information that we maintain, or direct us to send a
copy of your health information to another person designated by you in writing. In most
cases we will provide this access to you, or the person you designate, within 30 days of your
request.

Request an amendment to your health information if you think it is incorrect or incomplete.
We may say “no” to your request, but we will tell you why within 60 days of receiving your
request.

Request a confidential communication of your health information by alternative means or at
alternative locations. Please be advised that this request for alternative means or locations of
communications applies only to this provider or location.

Receive an accounting (a list) of the disclosures we have made of your health information for
the six years prior to your request, except for certain disclosures that we are not required to
include (such as disclosures that you have authorized us to make). We will also include in the
list the reason for the disclosure and the recipient. We will provide one accounting per year at
no charge, but if you ask for additional accountings within the same 12-month period, we
may charge a reasonable, cost-based fee.
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Effective as of February 20, 2019

0 Request a restriction on certain uses and disclosures of your information. We are not required
to agree to a requested restriction, except for requests to limit disclosures to your health plan
for purposes of payment or health care operations when you have paid for the item or service
covered by the request out-of-pocket and in full and when the uses or disclosures are not
required by law.

If you have given another individual a medical power of attorney, or if another individual is
appointed as your legal guardian or is authorized by law to act on your behalf, that individual
may exetcise any of the rights listed above for you. We will confirm this individual has the
authority to act on your behalf before we take any action.

To exercise any of these rights, please contact our Privacy Officer at the address at the end of
this notice.

Changes To This Notice:

We reserve the right to change the terms of this notice and make the new terms effective for all
protected health information kept by LHS. We will post a copy of the current notice in our
facility and on out website, http://www.lovelace.com. You may also get a current copy by
contacting our Privacy Officer at the address at end of this notice. The effective date of the
notice is in the top right-hand corner of each page.

Complaints:

If you believe your privacy rights have been violated, you may file a complaint with LHS or with
the Secretary of the U.S. Department of Health and Human Services. To file a complaint with
LHS, submit your written complaint to our Privacy Officer at the address at end of this notice.
You will not be penalized for filing a complaint.

Contact Information For Questions Or To File A Complaint:

If you have any questions about this notice, want to exercise one of your rights that are described
in this notice, or want to file a complaint, please contact the LHS Privacy Officer at:

Lovelace Medical Center

601 Dr. Martin Luther King Jr. Ave. NE
Albuquerque, New Mexico 87102
Phone: (505) 727-7350

E-mail: LovelacePrivacyi@Lovelace.com

Lovelace Regional Hospital - Roswell
117 East 19" Street

Roswell, New Mexico 88201

Phone: (505) 727-7350

E-mail: LovelacePrivacy@il.ovelace.com
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Heart Hospital of New Mexico

504 Elm St. NE

Albugquerque, New Mexico 87102
Phone: (505) 727-7350

E-mail; LovelacePrivacy@l.ovelace.com

Lovelace UNM Rehabilitation Hospital
505 Elm St, NE

Albuquerque, New Mexico 87102
Phone: (505) 727-7350

E-mail: LovelacePrivacy@Lovelace.com

Lovelace Westside Hospital

10501 Golf Course Rd. NW
Albuquerque, New Mexico 87114
Phone: (505) 727-7350

E-mail: LovelacePrivacy{@Lovelace.com

Lovelace Women’s Hospital

4701 Montgomery Blvd, NE
Albuquerque, New Mexico 87109
Phone: (505) 727-7350

E-mail: LovelacePrivacy(@l.ovelace.com

Lovelace Central Billing Office

4411 The 25 Way NE, Suite 100
Albuquerque, New Mexico 87102
Phone; (505) 727-7350

E-mail: LovelacePrivacy(@lovelace.com

Lovelace Medical Group/New Mexico Heart Institute
4101 Indian School Rd. NE

Albuquerque, New Mexico 87110

Phone: (505) 727-7350

E-mail: LovelacePrivacy@bovelace.com
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Lovelace Women's Hospital PATIENT RIGHTS
4701 Montgomary Blvd,, NE AND
Albuguergue, NM 87109 RESPONSIBILITIES
: A ADMTOD37 {Rev 9/2020)

You have the right to get the health care you need without concern for age, race, color, beliefs, nationality,
gender, or sexual preference. Information regarding your rights as a patient must be provided to you or your
designated representative in advance of giving or stopping care.

AS A PATIENT YOU HAVE THE RIGHT TO:

« A Medical Screening exam and stabilization even if you cannot pay for it.

» Have the services of a language interpreter arranged for you at no charge to you. The interpreter can help you
talk and understand doctors and other staff. The interpreter can help you talk to and understand doctors and
other staff. The interpreter can help you communicate your needs to hospital staff.

» Ask that a family member or friend and a physician-or healthcare provider of your choice be notified if you are

kept overnight in the hospital.

Have family or a chosen representative participate in discussions of treatment options.

Be treated with courtesy and respect in a way that respects privacy, confidentiality, security and dignity.

An environment that preserves dignity and contributes to positive self image.

Get care in a safe setting that is free of mental, physical, sexual and verbal abuse, neglect and exploitation.

Know who is on the team providing your healthcare.

Be involved in making decisions about your freatment and care.

Be informed of any unexpected adverse event.

Refuse or accept care, treatment, procedures, or services in accordance with the law and regulations.

Be asked about your pain and to have your pain managed appropriately.

Be free from being tied down, given sedation medicine or put into a room alone to control behavior

problems except in emergencies. These methods are allowed only to keep someone safe if ali other

available methods have failed.

* The hospital respects the rights to and need for effective communication. The hospital does not participate in
programs where patients have an cpportunity to work.

» Be free to communicate without restriction (mail, telephone, visitors or other forms of communication)
unless the restrictions are with your participation and evaluated for therapeutic effectiveness.

» Information about what is thought to be wrong with you, what treatment you can expect, the purpose of any
procedure that the provider suggests as well as the anticipated outcomes of care, treatment, and services.
Receive teaching about self-care after discharge.

Receive adequate information related to research, investigation and clinical trials for which you may be
eligible.

* Receive a full explanation of your bill, insurance coverage, services, and treatments that are provided.

« The following in regards to your medical records and health information

- See or obtain a copy of your medical records in a reasonable amount of time

- Request to write an amendment to your heaith information under certain circumstances

- Obtain a copy of the Lovelace Health System Joint Notice of Privacy Practices upon request

- The right to confidentiality and to information about how and/or when Lovelace Health System may use
or share your heaith information

- Obtain an accounting of where Lovelace Health System has shared your protected health information in
the past 6 years, beginning April 14, 2003

- Request that your health information be communicated with other institutions or health care providers in
a confidential manner

- Restrict certain uses and disclosures of your health information (with Privacy Officer approval)

» Have access to protective or advocacy services, through Child Protective Services or Aduit Protective
Services

* Express your concerns/complaints without fear of reprisal, and have them responded to in a timely manner

* Appeal your discharge if you feel it's premature

PATIENT LHENURICATION
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Lovelace Women's Hosplial

PATIENT RIGHTS
4701 Montgomery Blvd., NE AND
Albuquerque, NM 31109 RESPONSIBILITIES
ADMTO037 (Rev 9/2020)

- Have:a family mamber, friend or other individual present of your choice with you for your support for. during
the colrse of your.stay. Yol have the right to recelve the visitors you want.. Visitors could be a spouse, a
domestic partner, a same-sex domestic partner, a. faml}y member, a friend, or anyone else you want. You
may change yourmind at any {ime. The ‘hospital. may it vnaitatzan if problems occur-or for safety security
of patient care. reasons.

» Accommodation for individuals with disabllities and the services provided to help patlants with

cammunlcation needs or mobillty:issues, .

Be free from discrimination.

Designate a surrogate decision-maker of your cholce.

To receive information.in a manner that you and your surrogate dacision-maker understands.

if you are unable to make dacisions due to.your madlcal condition, your: surrogate decision-maker has

‘these nghts

« Toraceive written information.about advanced directives, forgoing or withdrawing Ilfe-sustaamng treatment;.
and withholding resuscitative measures.

Just as a patient has certain rights, they and their families also have the foliowing responsibilities:

YOU ARE RESPONSIBLE FOR PARTICIPATING IN THE SAFE DELIVERY OF CARE BY:

Giving correct and complete health-related information

Knowing what medicines you take

Telling your health care provider of any changes in your health

Asking questions to help you understand what has been explained and what you are supposed to do
Following the treaiment plan or telling your health care provider that you cannot foliow it
Accepting the results of refusing treatment or not following the treatment plan

Reading and understanding the information you are given about heaith care benefits
Canceling appointments that you cannot keep

Following hospital rules about patient care and safety

Meeting your financial obligation agreed upon with the hospital

Treating other patients and hospital staff with respect

Respecting the property of other people and of the healthcare organization

Giving your opinions, concerns or complaints in a heipful way to the right people

Respect the hospital’s smoke free environment, which includes any tobacco, tobacco products and
electronic cigarettes

ADVANCE HEALTHCARE DIRECTIVES

» An advance directive lets healthcare workers know what kind of care you want if you are unable to communicate with
us, such as being in a goma. The document can be used by you to name someone to make decisions for you.
Sometimes advance directives are called Living Wills or Durable Power of Attorney for Health Care Decisions.

+ You have the right to make, review or revise an advance directive. If you need help, please ask. We have staff who
can help you make, review or revise an advance directive. We will honor your advance directive or organ donation
wishes in accordance with law, regulation, our capability and hospital poiicy.

- BATIGHT MENTIFICATION
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Loveiace Women's Hospital PATIENT RIGHTS
4701 Montgomery Bivd,, NE AND
Albuquerque, NM 87108 RESPONSIBILITIES
T ADMTO037 (Rev 9/2020)

Compilaints or grievances concerning alleged violations of patient rights or alleged hospital Advance Directive

non-compliance are to be addressed by contacting (505) 727-7008 and requesting fo speak with the Patient
Relations Representative.

All grievances about situations that endanger the patient, such as neglect or abuse, should be reviewed
immediately, given the seriousness of the allegations and the potential for harm to the patient. Contact the
House Supervisor at (605) 727-7882 or {505) 205.4786.

The New Mexico Department of Health Incident Management Services and the New Mexico Medical Review
Association are dedicated to providing assistance through information, counseling, education, advocacy and
resolving disputes between patients and hospitals. Their contact information is listed below.

If you are a Medicare recipient and have any complaints or concerns or feel that your discharge is
premature, you may ask for a review by the KEPRO, for quality of care concerns, coverage decisions, or
if you wish to appeal your discharge.

IF YOU HAVE ANY COMPLAINTS OR CONCERNS CR FEEL THAT YOUR DISCHARGE IS PREMATURE YOU
MAY:

Ask for review by the New Mexico Medical Review Association, for quality of care concerns, coverage
decisions, or if you wish to appeal your discharge.

And report your concern fo:

The New Mexico Department of Health Incident Management Services
1190 St, Francis Drive, Santa Fe, NM 87505

Phone: 1.800.752.8649 Fax: 1.888.576.0012

Email to: incident.management@state.nm.us

Website: dhi.health.state.nm.us/imb/index.php

KEPRO

5201 West Kennedy Blvd, Suite 900

Tampa, FL 33609

Phone: 1.888.315.0636 Fax: 1-844-878-7921 TTY: 1-855-843-4776
Website: www.keprogio.com '

DNV-GL Healthcare Hospital Complaint

400 Techne Center Dr., Suite 100

Milford, OH 45150

Phone: 1.866.496.9647 Fax: 1.513.947.1250
£mail: hospitalcomplaint@dnvgl.com

PATIENT HENTIFICATION
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Lovelace Women's Hospital INCIDENT

4701 Montgomery Blvd., NE MANAGEMENT
Albuquerque, NM 87109 SYSTEM PROGRAM
NMDT0O016 (Rev 6/2020)

The Department of Health's Incident Management System's goal is to prevent the occurrence of abuse,
neglect, and exploitation of individuals who receive care in licensed health care facilities.

Lovelace Health System participates in this program by identifying and reporting abuse, neglect, or
misappropriation of consumers' property.

DEFINITIONS

X

X

x

X

Abuse: The willful infliction of injury, unreasonable confinement, intimidation or punishment with
resulting physical harm, pain, or mental anguish.

Neglect: The failure to provide goods and services necessary to aveid physical harm, mental anguish,
or mental illness

Consumer: Any person who engages the professional services or a health care professional as an
inpatient or outpatient.

Misappropriation of property: the deliberate misplacement of consumer's property or wrongful,
temporary, or permanent use of belongings or money without the consumer's consent.

Facility Process for Reporting Abuse and Neglect

%

First, the safety of the consumer will be ensured. This includes:

* Separating the consumer from the alleged perpetrator

*  Providing needed first aid and medical care

*  Determining if the incident is reportable
Reporting is mandatory for suspected abuse of dependent or elderly adults and children under 18 years
of age.
Reporting shatt occur within 24 hours {or next business day if the incident occurs on a weekend or
holiday) to the Department of Health Division of Health Improvement.

The person with direct knowledge of the incident should complete the first page of the Incident Report
Form which can be found online.

Who can report abuse and neglect?

Any consumer, employee, family member, or legal guardian can report incidents of abuse and neglect either on
their own or through a licensed health care facility. If an incident is reported to a Lovelace staff member, the
Department of Health must be notified through the above process.

ALL REPORTING IS CONFIDENTIAL

X
x

For allegations of abuse, neglect or exploitation—Call 1-800-445-6242 - Hotline 24/7
Adult Protective Services - 1-866-654-3219
hitp://dhi.health state.nm.usf/imb/index.php,

What does Lovelace do with this information?

X

X
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Lovelace has an active quality program which reviews complaints and incidents and a process for
documenting corrective and preventative actions.

All events reported to the Department of Health Incident Management System are reviewed as a part of this

quality program.
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Making Medical Choices
Questions & Answers About Your Right to Decide

Questions patients often ask about their healthcare.

+ Who will make medical choices for me if | am unable to do so?
+ May | accept or refuse medical treatment on the basis of my values, preferences and beliefs?
+ Will my wishes for medical care at the end of my life be honored?

The Lovelace Health System believes that your medical care should reflect your wishes as much as

possible. We offer this information to help you begin thinking about such medical choices. We also encourage
you to discuss these choices with your family, friends, clergy and physician. You may want to write down your
wishes as you think and talk about them.

Your right to direct your future healthcare.

As a competent adult, you have the right to make decisions about your healthcare. This inciudes the right to
accept or refuse medical or surgical treatment, and the right to plan and direct the types of healthcare you may
receive in the future if you become unable to express your wishes. You c¢an do this by making Advance
Directives.

» Competent adulis are presumed able to make their own healthcare decisions uniess assessment by two
licensed healthcare professionals determines otherwise.

When you are admitted to a Lovelace Health System hospital, we will ask if you have prepared an Advance
Directives form or if you would like information about this document.

What is a Durable Power of Attorney For Healthcare?

Durable Power of Attorney is a term you will see on the Advance Directives form. It is the "power” you give
another person, usually your closest relative or friend, to be your "health-care agent”. This person will make
healthcare decisions for you if you are unable to do so. This means you are giving him or her the authority to
make a wide range of healthcare decisions for you. On your Advance Directives form, you may list treatments
you want or do not want, such as surgery or artificial life support.

Because your healthcare agent will make decisions for you based on what he or she knows about you and
thinks you would want, it is important to discuss your treatment preferences with him or her. Please remember,
someone else will speak for you only when you cannot do so for yourself.

What if | change my mind?

You may cancel or replace your Advance Directives at any time. An explanation of how to do this is on the
Advance Directives document. To cancel or change a verbal directive, talk to your physician.

Lovelace Health System supports patient rights to make healthcare decisions.

At Lovelace Health System, we want you to participate as fully as possible in your medical care. This brochure
has been prepared in compliance with the Patient Self Determination Act of 1990 and related New Mexico
laws.
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What are Advance Directives for healthcare?

Advance Directives tell who you want to make healthcare decisions for you if you cannot express them
yourself, and your choices about what treatments you want or do not want. Advance Directives allow you to
express your wishes based on personal wishes and beliefs.

There are two ways to make Advance Directives:

1) In Writing: You may designate, in writing, a person to make healthcare decisions for you and make
choices about your medical treatment. Your caregiver can give you a form to compiete. It does not have
to be notarized or witnessed. You can fill out all or part of the form, based on your needs,

2) Verbally: New Mexico law states that patients can tell their physicians what kind of care they want, or
who they want the doctor to talk to if they cannot make decisions about their care. However, it also is
advisable to document your wishes in writing.

Who can make Advance Directives?
If you are 18 years of age or clder and capable of making your own decisions, you can make Advance
Directives.

Why should | make Advance Directives?

Advance Directives tell others who you want to make healthcare decisions for you when you cannot and
alse what care and treatment you do or do not want. They may relieve your family of the burden of guessing
what you would want,

Where should | keep my Advance Directives?

Inform your family and friends that you have Advance Directives and keep the original in a safe place at
home where it can be easily found. Give a copy to the person you want to make medical decisions for you
when you cannot and to your physician, for your permanent medical records. Keep spare copies on hand to
give to your caregivers if you go the hospital or other healthcare facility.

Why should | make decisions about my healthcare?

Lovelace Health System supports patients' rights to make decisions about the care they receive and to
make Advance Directives for healthcare. Our staff follows New Mexico state law, which gives patients many
options to make these decisions.

What you should know about your rights.

+ Any competent adult may designate, verbally or in writing, a person who can make healthcare decisions for
him or her if he/she cannot do so. If you communicate your healthcare decisions verbally to your physician,
your wishes will be documented in your medical record and will be legally binding.

» If you become incapable of making medical choices and have not appointed someone to make them for
you, we will follow this "hierarchy of consent” to ensure decisions will be made according to your wishes:

1) Spouse 5) Adult siblings
2} The individual with whom you have 6) Grandparent
a long-term relationship 7) An adult who knows you and your values
3} Adult children
4} Parent

This "hierarchy of consemt" means that if the first person is not available — for example, you are not married —
the next person would be contacted. If you know who you want as your healthcare agent, tell your caregivers.
Also, you should discuss your wishes for medical treatment with this person, so he or she can make decisions

according to your wishes.
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Welcome to Lovelace Women’s Hospital,

Thank you for choosing us for this special time in your life. We want to reassure you we are
taking aggressive steps to reduce the risk of transmission of the COVID19 virus and are
offering a rapid COVID 19/Influenza nasal swab to all patients admitted to OB Services.
Testing allows families to know if they will need to take any extra precautions to protect their
newborn. Knowing a patient’'s COVID 19 status helps us to select the appropriate protective
equipment while we care for you and protects hospital staff from infection so we remain able to

provide the exceptional care you’ve come to expect.
Thank you for wearing your mask until you receive a negative result and we appreciate your
support person wearing their mask whenever staff enters the room.

Please indicate your choice for COVID 19 testing below.

| would like to receive a rapid COVID 19/Influenza test.

| do not wish to receive a rapid COVID 19/Influenza test.

Patient Signature

Thank you for allowing us to care for you and your family!




Your Rights and Protections Against Surprise Medical Bills

When you get emergency care or get treated by an out-of-network providerat an in-
network hospital or ambulatory surgical center, you are protected from surprise billing
or balance billing.

What is “balance billing” (sometimes called “surprise billing”)?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs, such as a
copayment, coinsurance, and/or a deductible. You may have other costs or have to pay the entire bill if you see a
provider or visit a health care facility that isn’t in your health plan’s network.

“Out-of-network” describes providers and facilities that haven’t signed a contract with your health plan. Out-of-
network providers may be permitted to bill you for the difference between what your plan agreed to pay and the
full amount charged for a service. This is called “balance billing.” This amount is likely more than in-network costs
for the same service and might not count toward your annual out-of-pocket limit.

“Surprise billing” is an unexpected balance bill. This can happen when you can’t control who is involved in your
care—like when you have an emergency or when you schedule a visit at an in- network facility but are unexpectedly
treated by an out-of-network provider.

Services may be performed in the hospital by in-network providers as well as out-of-network providers who may
separately bill the patient. Providers who perform health care services in the hospital may or may not participate in
the same health benefits plans as the hospital. You should contact your health insurance carrier in advance of
receiving services at the hospital to determine whether the scheduled health care services will be covered at in-
network rates.

Please click here for a list of health insurance companies that have contracts with the hospital.

You are protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of- network provider or
facility, the most the provider or facility may bill you is your plan’s in- network cost-sharing amount (such as
copayments and coinsurance). You can’t be balance billed for these emergency services. This includes services
you may get after you're in stable condition, unless you give written consent and give up your protections not
to be balanced billed for these post-stabilization services.

New Mexico law also protects patients from balance billing for out-of-network emergency care. Patients are
protected from paying more than the cost-sharing obligation that would apply for the same services if they had
been rendered by an in-network provider.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain providers there may be
out-of-network. In these cases, the most those providers may bill you is your plan’s in-network cost-sharing
amount. This applies to emergency medicine, anesthesia, pathology, radiology, laboratory, neonatology, assistant
surgeon, hospitalist, or intensivist services. These providers can’t balance bill you and may not ask you to give up
your protections not to be balance billed. If you get other services at these in-network facilities, out-of-network
providers can’t balance bill you, unless you give written consent and give up your protections.

You’re never required to give up your protections from balance billing.You also aren’trequired to getcare
out-of-network. You canchoosea providerorfacility in your plan’s network.

New Mexico law also protects patients from balance billing for non-emergency care rendered by an out-of-network
provider at an in-network facility, if the patient does not have the ability or opportunity to choose an in-network
provider who is available to provide the care, or medically necessary care is unavailable within a plan’s network.
Patients are protected from paying more than the cost-sharing obligation that would apply for the same services if
they had been rendered by an in-network provider. The protections do not apply if a patient has knowingly chosen


https://lovelace.com/insurance

to receive the care from an out-of-network provider.

Other protections against balance billing under New Mexico law include the following:

Any written letter, other than a receipt of payment, sent from a health care provider or health insurance
company about a surprise bill will clearly state that a patient has to pay only the amount of the co-payments,
deductible, or other cost-sharing amounts.

If a surprise bill is sent to a person with health insurance, that individual may file a complaint about the
health insurance company’s decision regarding a surprise bill.

A health insurance company cannot require that a patient get prior authorization to receive care from an
out-of-network provider for emergency care before the patient is stabilized.

An individual with health insurance will be told that a provider is out-of-network before services are
provided to that individual under nonemergency circumstances, and the individual will be told to contact
their health insurance company to discuss their options. If the patient agrees to receive services from an
out-of-network provider, then that provider can bill for charges not covered by your insurance company.

If a patient with health insurance pays an out-of-network provider for a surprise bill (more than the
applicable co-payment, deductible, or other cost-sharing amount), the out-of-network provider will refund
the amount of the overpayment.

If a patient with insurance is not refunded an overpayment by an out-of-network provider within 45 days,
the patient may ask for their refund from their out-of-network provider, plus interest, by filing a complaint
with the New Mexico Insurance Department.

When balance billing isn’t allowed, you also have the following protections:

You are only responsible for paying your share of the cost (like the copayments, coinsurance, and deductibles
thatyou would pay if the provideror facility was in-network). Your health plan will pay out-of-network
providers and facilities directly.

In general, your health plan must:

o Cover emergency services withoutrequiring you to get approval for servicesin advance (prior
authorization).

o Cover emergency services by out-of-network providers.

o Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network
provider or facility and show that amount in your explanation of benefits.

o Count any amount you pay for emergency services or out-of-network services toward your
deductible and out-of-pocket limit.

If you believe you’ve been wrongly billed, you may contact the No Surprises Help Desk, operated by the Department
of Health and Human Services’ Centers for Medicare and Medicaid Services, at 1-800-985-3059, or the New Mexico
Office of Superintendent of Insurance at 1-855-4-ASK-0SI (1-855-427-5674) or by completing a complaint form at
https://www.osi.state.nm.us/index.php/managed-healthcare-complaint/.

Visit https://www.cms.gov/nosurprises/consumers for more information about your rights under federal law.

Visit https://www.osi.state.nm.us/ for more information about your rights under New Mexico law.
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