FLAGLER FREE CLINIC

Patient Needs Survey

Where would you seek healthcare if not at Flagler Free Clinic?

Have you been hospitalized in the last 12 months? Yes Where

If yes, Reason

No

Have you been to the Emergency Room in the last 12 months? Yes_ No__ Where

Reason

Have you been seen at Azalea Clinic in the last 12 months? Yes No

When did you last see a primary care provider?

Providers Name:

Are you a US military veteran? Yes__ _No____ If yes, provide dates: From To

Branch of service:

What is the highest level of education that you have completed?

Elementary (K-8) College or University
High School (9-12) 2 year
GED 4 year
Post graduate
Are you a registered voter? Yes No
How many people live in your household? List all adults & children below and their relationship to you.
Name Relationship to you Age
Are you employed? Yes No

If Yes, Name & Location of Employer

If No, how long have you been unemployed?

Are you seeking employment? Yes No

Employable Skills




Flagler County
Free Clinic

FLAGLER COUNTY FREE CLINIC

What county do you live in?

Flagler Volusia

St. John’s

Duval Other (specify)

Are you here to get treatment due to
an injury at work or are you here to get
treatment due to a car or motorcycle
accident?

No Yes

If you are involved in a Workmen’s Compensation claim, motor
vehicle accident or “slip and fall” injury, you have insurance
related to that claim, accident or injury and we will not treat you
for any medical issues related to those types of accidents.

Are you here to get a prescription for a
narcotic or any other controlled substance
for pain?

No Yes

We do not prescribe narcotics here. These include valium, xanax
lortab, hydrocodone, percocet, dilaudid, clonopin, ambien, lunesta
soma, restoril, ativan, darvocet, morphine, etc.

Are you here because of depression,
anxiety issues or other mental health
issues such as bi-polar disorder?

No Yes

We will discuss your condition. However, we may have to refer you
to a mental health specialist as we do not treat mental health issues.

Are you seeking disability?

No Yes

We do not perform any of the in-depth tests, analysis, studies or
proceedures that are needed to document a disability. We do not
provide medical records to any disability agency.

Do you have medical insurance?
(Include if from another state)
No Yes

If yes, please indicate type of insurance below:
Medicare Medicaid Medicaid Share of Cost
Private Insurance

Are you currently under the care of another
medical doctor?

If so, please explain why you are seeking our medical care.

__No____ Yes

Do you have any of the following? If so, please specify amount. CD: Yes No Balance
Retirement Account:_ Yes_ No Balance  Savings Account: Yes No Balance
Investment Account: Yes No Balance

Please PRINT your name below:

Please SIGN your name below:




HIPAA Notice of Privacy 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.

About This Notice

This notice describes how we may use and disclose your protected health information to carry out treatment, payment or health care
operations and for other purposes that are permitted or required by law. It also describes your rights to access and control your protected
health information. “Protected health information” is information about you, including demographic information, that may identify you
and that relates to your past, present or future physical or mental health or condition and related health care services.

We are required by law to maintain the privacy of your protected health information; give you this notice of our legal duties and privacy
practices with respect to your protected health information; and follow the terms of our notice that are currently in effect. We may
change the terms of our notice at any time. The new notice will be effective for all protected health information that we maintain at the
time as well as any information we receive in the future. You can obtain any revised Notice of Privacy Practices by contacting our office.

How We May Use and Disclose Your Protected Health Information

The following examples describe different ways that we may use and disclose your protected health information. These examples are not
meant to be exhaustive, but to describe the types of uses and disclosures that may be made by our office. We are permitted to use and disclose
your protected health information for the following purposes. However, our office may never have reason to make some of these disclosures.

For Treatment

We will use and disclose your protected health information to provide, coordinate, or manage your health care treatment and any
related services. We may also disclose protected health information to other physicians who may be treating you. For example, your
protected health information may be provided to a physician to whom you have been referred to ensure that the physician has the
necessary information to diagnose or treat you.

In addition, we may disclose your protected health information from time to time to another physician or health care provider
(e.g., a specialist or laboratory) who, at the request of your physician, becomes involved in your care by providing assistance with
your health care diagnosis or treatment to your physician.

For Payment

Your protected health information will be used, as needed, to obtain payment for your health care services. This may include certain
activities that your health insurance plan may undertake before it approves or pays for the health care services we recommend for
you, such as making a determination of eligibility or coverage for insurance benefits, reviewing services provided to you for medical
necessity, and undertaking utilization review activities. For example, obtaining approval for a hospital stay may require that your
relevant protected health information be disclosed to your health plan to obtain approval for hospital admission.

For Health Care Operations

We may use and disclose your protected health information for health care operation purposes. These uses and disclosures are
necessary to make sure that all of our patients receive quality care and for our operation and management purposes. For example,
we may use your protected health information to review the treatment and services you receive to check on the performance of our
staff in caring for you. We also may disclose information to doctors, nurses, technicians, medical students, and other personnel for
educational and learning purposes. The entities and individuals covered by this notice also may share information with each other
for purposes of our joint health care operations.

Appointment Reminders/Treatment Alternatives/Health-Related Benefits and Services

We may use and disclose your protected health information to contact you to remind you that you have an appointment for treatment
or medical care, or to contact you to tell you about possible treatment options or alternatives or health related benefits and services
that may be of interest to you.

Fundraising Activities

We may use or disclose your demographic information and the dates that you received treatment from your physician, as necessary,
in order to contact you for fundraising activities supported by our office. If you do not want to receive these materials, please contact
our office and request that these fundraising materials not be sent to you.

Plan Sponsors
If your coverage is through an employer sponsored group health plan, we may share protected health information with your plan sponsor.

Facility Directories
Unless you object, we may use and disclose in our facility directory your name, the location at which you are receiving care, your
condition (in general terms), and your religious affiliation. All of this information, except religious affiliation, will be disclosed to people



that ask for you by name. Members of the clergy will be told your religious affiliation. You have the opportunity to agree or object to the
use or disclosure of all or part of your protected health information. If you are not present or able to agree or object to the use or disclosure
of the protected health information, then your physician may, using professional judgment, determine whether the disclosure is in your
best interest. In this case, only the protected health information that is relevant to your health care will be disclosed.

Others Involved in Your Healthcare

Unless you object, we may disclose to a member of your family, a relative, a close friend or any other person you identify, your protected
health information that directly relates to that person’s involvement in your health care. If you are unable to agree or object to such a
disclosure, we may disclose such information as necessary if we determine that it is in your best interest based on our professional
judgment. We may use or disclose protected health information to notify or assist in notifying a family member, personal representative
or any other person that is responsible for your care of your location, general condition or death. Finally, we may use or disclose your
protected health information to an authorized public or private entity to assist in disaster relief efforts and to coordinate uses and
disclosures to family or other individuals involved in your health care.

Required by Law

We may use or disclose your protected health information to the extent that the use or disclosure is required by law. The use or disclosure
will be made in compliance with the law and will be limited to the relevant requirements of the law. You will be notified, as required by
law, of any such uses or disclosures.

Public Health

We may disclose your protected health information for public health activities and purposes to a public health authority that is permitted
by law to collect or receive the information. The disclosure will be made for the purpose of controlling disease, injury or disability.
We may also disclose your protected health information, if directed by the public health authority, to a foreign government agency
that is collaborating with the public health authority.

Business Associates

We may disclose your protected health information to our business associates that perform functions on our behalf or provide us
with services if the information is necessary for such functions or services. For example, we may use another company to perform
billing services on our behalf. All of our business associates are obligated, under contract with us, to protect the privacy of your
information and are not allowed to use or disclose any information other than as specified in our contract.

Communicable Diseases
We may disclose your protected health information, if authorized by law, to a person who may have been exposed to a communicable
disease or may otherwise be at risk of contracting or spreading the disease or condition.

Health Oversight

We may disclose your protected health information to a health oversight agency for activities authorized by law, such as audits,
investigations, and inspections. Oversight agencies seeking this information include government agencies that oversee the health
care system, government benefit programs, other government regulatory programs and civil rights laws.

Abuse or Neglect

We may disclose your protected health information to a public health authority that is authorized by law to receive reports of child
abuse or neglect. In addition, we may disclose your protected health information if we believe that you have been a victim of abuse,
neglect or domestic violence to the governmental entity or agency authorized to receive such information. In this case, the disclosure
will be made consistent with the requirements of applicable federal and state laws.

Food and Drug Administration

We may disclose your protected health information to a person or company required by the Food and Drug Administration to report
adverse events, product defects or problems, biologic product deviations, track products to enable product recalls, to make repairs or
replacements, or to conduct post marketing surveillance, as required by law.

Legal Proceedings

We may disclose your protected health information in the course of any judicial or administrative proceeding, in response to an order of
a court or administrative tribunal (to the extent such disclosure is expressly authorized), in certain conditions in response to a subpoena,
discovery request or other lawful process.

Law Enforcement

We may also disclose your protected health information, so long as applicable legal requirements are met, for law enforcement purposes.
These law enforcement purposes include (1) legal processes and otherwise required by law, (2) limited information requests for
identification and location purposes, (3) pertaining to victims of a crime, (4) suspicion that death has occurred as a result of criminal
conduct, (5) in the event that a crime occurs on the premises of the practice, and (6) medical emergency (not on the practice’s
premises) and it is likely that a crime has occurred.

Coroners, Funeral Directors, and Organ Donation

We may disclose your protected health information to a coroner or medical examiner for identification purposes, determining cause
of death or for the coroner or medical examiner to perform other duties authorized by law. We may also disclose your protected
health information to a funeral director, as authorized by law, in order to permit the funeral director to carry out their duties.

We may disclose such information in reasonable anticipation of death. Protected health information may be used and disclosed

for cadaveric organ, eye or tissue donation purposes.



Research
We may disclose your protected health information to researchers when their research has been approved by an institutional review
board that has reviewed the research proposal and established protocols to ensure the privacy of your protected health information.

Criminal Activity

Consistent with applicable federal and state laws, we may disclose your protected health information, if we believe that the use or
disclosure is necessary to prevent or lessen a serious and imminent threat to the health or safety of a person or the public. We may also
disclose your protected health information if it is necessary for law enforcement authorities to identify or apprehend an individual.

Military Activity and National Security

When the appropriate conditions apply, we may use or disclose protected health information of individuals who are Armed Forces
personnel (1) for activities deemed necessary by appropriate military command authorities; (2) for the purpose of a determination by

the Department of Veterans Affairs of your eligibility for benefits, or (3) to foreign military authority if you are a member of that foreign
military services. We may also disclose your protected health information to authorized federal officials for conducting national security
and intelligence activities, including for the provision of protective services to the President or others legally authorized.

Workers’ Compensation
Your protected health information may be disclosed by us as authorized to comply with workers’ compensation laws and other similar
legally-established programs.

Inmates
We may use or disclose your protected health information if you are an inmate of a correctional facility and your physician created
or received your protected health information in the course of providing care to you.

For Data Breach Notification Purposes

We may use or disclose your protected health information to provide legally required notices of unauthorized acquisition, access, or
disclosure of your health information. We may send notice directly to you or provide notice to the sponsor of your plan, if applicable,
through which you receive coverage.

Required Uses and Disclosures
Under the law, we must make disclosures to you and when required by the Secretary of the U.S. Department of Health and Human
Services to investigate or determine our compliance with the requirements of Section 164.500 et. seq.

Special Protections for HIV, Alcohol and Substance Abuse, Mental Health and Genetic Information

Certain federal and state laws may require special privacy protections that restrict the use and disclosure of certain health information,
including HIV-related information, alcohol and substance abuse information, mental health information, and genetic information. For
example, a health plan is not permitted to use or disclose genetic information for underwriting purposes. Some parts of this Notice of
Privacy Practices may not apply to these types of information. If your treatment involves this information, you may contact our office
for more information about these protections.

Uses and Disclosures of Protected Health Information Based Upon Your Written 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 or disclosures not described in this notice will be made only with your written
authorization, unless otherwise permitted or required by law. You may revoke this authorization at any time, in writing, except to the
extent that this office has taken an action in reliance on the use or disclosure indicated in the authorization. Additionally, if a use or
disclosure of protected health information described above in this notice is prohibited or materially limited by other laws that apply
to use, it is our intent to meet the requirements of the more stringent law.

Your Rights Regarding Health Information About You

The following is a statement of your rights with respect to your protected health information and a brief description of how you may
exercise these rights.

You have the right to inspect and copy your protected health information. This means you may inspect and obtain a copy of your
protected health information that is contained in your designated file for as long as we maintain the protected health information.

A “designated file” contains medical and billing records and any other records that your physician and the office uses for making
decisions about you. Under federal law, however, you may not inspect or copy the following records; psychotherapy notes; information
compiled in reasonable anticipation of, or use in, a civil, criminal, or administrative action or proceeding, and protected health
information that is subject to law that prohibits access to protected health information. You must make a written request to inspect
and copy your designated file. We may charge a reasonable fee for any copies.

Additionally, if we maintain an electronic health record of your designated file, you have the right to request that we send a copy of
your protected health information in an electronic format to you or to a third party that you identify. We may charge a reasonable
fee for sending the electronic copy of your protected health information.

Depending on the circumstances, we may deny your request to inspect and/or copy your protected health information. A decision
to deny access may be reviewable. Please contact our office if you have questions about access to your medical record.
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You have the right to request a restriction of your protected health information. This means you may ask us not to use or disclose
any part of your protected health information for the purposes of treatment, payment or healthcare operations. You may also request
that any part of your protected health information not be disclosed to family members or friends who may be involved in your care
or for notification purposes as described in this Notice of Privacy Practices. Your request must state the specific restriction requested
and to whom you want the restriction to apply.

This office is not required to agree to a restriction unless you are asking us to restrict the use and disclosure of your protected health
information to a health plan for payment or health care operation purposes and such information you wish to restrict pertains solely
to a health care item or service for which you paid us out-of-pocket in full. If this office believes it is in your best interest to permit
the use and disclosure of your protected health information, your protected health information will not be restricted. If this office
does agree to the requested restriction, we may not use or disclose your protected health information in violation of that restriction
unless it is needed to provide emergency treatment. With this in mind, please discuss any restriction you wish to request with your
physician. You may request a restriction by contacting our office.

You have the right to restrict information given to your third party payer if you fully pay for the services out of your pocket.
If you pay in full for services out of your own pocket, you can request that the information regarding the services not be disclosed
to your third party payer since no claim is being made against the third party payer.

You have the right to request to receive confidential communications from us by alternative means or at an alternative location.
We will accommodate reasonable requests. We may also condition this accommodation by asking you for information as to how
payment will be handled or specification of an alternative address or other method of contact. We will not request an explanation
from you as to the basis for the request. Please make this request in writing to our office.

You may have the right to have your physician amend your protected health information. This means you may request an amendment
of protected health information about you in your designated file for as long as we maintain this information. In certain cases, we may
deny your request for an amendment. If we deny your request for amendment, you have the right to file a statement of disagreement
with us and we may prepare a rebuttal to your statement and will provide you with a copy of any such rebuttal. Please contact our
office if you have questions about amending your medical record. Your request must be in writing and provide the reasons for the
requested amendment.

You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health information.
This right applies to disclosures for purposes other than treatment, payment or healthcare operations as described in this Notice of
Privacy Practices. It excludes disclosures we mav have made to you, for a facility directory, to family members or friends involved in your
care, or for notification purposes. The right to receive this information is subject to certain exceptions, restrictions and limitations.
Additionally, limitations are different for electronic health records.

You have the right to obtain a paper copy of this notice from us, upon request, even if you have agreed to accept this notice electronically.

You have the right to receive notice of a security breach. We are required to notify you if your protected health information has been
breached. The notification will occur by first class mail within 60 days of the event. A breach occurs when there has been an unauthorized
use or disclosure under HIPAA that compromises the privacy or security of your protected health information. The notice will contain
the following information: (1) a brief description of what happened, including the date of the breach and the date of the discovery of the
breach; (2) the steps you should take to protect yourself from potential harm resulting from the breach; and (3) a brief description of what
we are doing to investigate the breach, mitigate losses, and to protect against further breaches.

Complaints or Questions

You may complain to us or to the Secretary of the U.S. Department of Health and Human Services if you believe your privacy rights
have been violated by us. You may file a written complaint with us by notifying our office of your complaint. We will not retaliate

against you for filing a complaint. You may reach our office by calling: (

Telephone
If you have a question about this privacy notice, please contact our Privacy Officer at: ( )

. . L ) Telephone
Effective Date: This notice is effective as of 9/23/2013.

This product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal
COMPL RIGHTN opinions on any specific facts or services. The information is provided with the understanding that any person or entity involved in creating, ATTO RN E,Y
producing or distributing this product is not liable for any damages arising out of the use or inability to use this product. You are urged to consult an

©2013 EDI attorney concerning your particular situation and any specific questions or concerns you may have.

A1420 Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties.
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Patient Acknowledgment of Receipt
of Notice of Privacy Practices

Please Print

I , hereby acknowledge that I have reviewed and received a copy
of this office’s Notice of Privacy Practices explaining:

B How this office will use and disclose my protected health information.
B My privacy rights with regard to my protected health information.

B This office’s obligations concerning the use and disclosure of my protected health information.

[ understand that the Notice of Privacy Practices may be revised from time to time and that I am entitled to receive a copy of any revised
Notice of Privacy Practices upon request.

I also understand that if I have any questions or complaints, I may contact:

You may also contact the Secretary of the U.S. Department of Health and Human Services with any concerns regarding our privacy and security

policies and procedures. Please contact our office for information on how to contact the U.S. Department of Health and Human Services.

Patient or Personal Representative

Signature: Date: __ [/ [

Name:

Please Print

Relationship to Patient:

- For Office Use Only h

We made a good-faith effort to obtain an acknowledgment of S

receipt of our Notice of Privacy Practices. In spite of these efforts, our office has been unable to obtain a signed

acknowledgment of receipt for the following reasons (check all that apply):

[ Patient refused to sign (date of refusal) / / .

[J Communications barriers prohibited obtaining an acknowledgment.

[J An emergency situation prevented us from obtaining an acknowledgment.

] Other

Attempt was made by: Date: i /
- J

This product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal opinions on any specific facts or services
The information is provided with the understanding that any person or entity involved in creating, producing or distributing this product is not liable for any damages arising out of the use

/ or inability to use this product. You are urged to consult an attorney concerning your particular situation and any specific questions or concerns you may have.

C e ) 8 g

OMPL RIGHT Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties, TTO RN EY
IBN . rrrovED
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Patient Consent & Authorization for

Release of Protected Health Information

Please Print

Patient Name: Date of Birth:
Address:

City: State: ZIP Code: Telephone Number:

E-mail Address:

Patient Authorization

I » hereby authorize the release, use or disclosure of my health information as follows:

This authorization pertains to the following type of medical information about me:

I hereby authorize

Name of individual(s) and/or organization providing information

to release the above-described information to

Name of individual(s) and/or organization receiving this information

I understand that, per my request, this authorization will permit the above-named parties to use or disclose the identified health

information for purposes beyond treatment, payment, or healthcare operations as provided by the Health Insurance Portability
and Accountability Act of 1996 (HIPAA).

['understand that I may revoke this authorization at any time by providing written notification to:

The revocation will be effective on the date it has been received and processed by the above-named recipient. I understand that the
revocation does not apply to actions taken in reliance upon this authorization prior to the effective date of revocation. I also understand
that I do not have to sign this authorization in order to receive treatment, payment, or to enroll or be eligible for benefits.

Unless I request in writing otherwise, I understand that this authorization will expire on .If I do not
Expiration date or event
specify an expiration date or event, this authorization will expire ninety (90) days from the date on which I signed this authorization.

[ understand that the information used or disclosed pursuant to this authorization may be subject to redisclosure by the named
recipient, and may no longer be protected by HIPA A’ privacy rules after the authorized disclosure.

. J
Signature: Date: / /
Name:

Please Print

Relationship to Patient:

For Office Use Only

Received by: Date: / /

This product is designed to provide accurate and authoritative information. However, it is not a substitute for legal advice and does not provide legal opinions on any specific facts or services.
The information is provided with the understanding that any person or entity involved in creating, producing or distributing this product is not liable for any damages arising out of the use

/ or inability to use this product. You are urged to consult an attorney concerning your particular situation and any specific questions or concerns you may have.
- ) 8 ) g ) ) Y )
COMPL RIGHT Important note: This is approved for use by the purchaser only. This form may not be shared publicly or with third parties.
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AH Daytona 12/01/20 16:19:26

Patient Name: Date of Birth: MR#:

Address: Phone #:

City: State: Zip Code:
To be completed by requester; [l Pick Up [ Mail O Other: [0 E-Mail:

If requested health information is needed for a doctor’s appointment, please specify date:

THE FOLLOWING INDIVIDUAL OR ORGANIZATION IS AUTHORIZED TO RELEASE THE FOLLOWING:

Name: AdventHealth Palm Coast Phone:
Address: 60 Memorial Medical Parkway Fax:
City: ___Paim Coast State: ___FL Zip Code: 32164

Admission/Discharge Date(s):
Forward to Health Information Management (Medical Records) for:

[ *Abstract O Discharge Summary [ Operative Report O Emergency Room Report O EKG
O Pathology Report O History & Physical [ Laboratory Report [ Imaging Report
O Consultation O Other (specify)

Forward to Patient Business Office for: [] Billing Information
Forward to Cardiology Dept. for: [] Cath Lab Images
Forward to Radiology Dept. for: [l Imaging Exams (specify)

Reason for requesting information:

Requests may be subject lo copying fee

THIS INFORMATION MAY BE RELEASED TO AND USED BY THE FOLLOWING INDIVIDUAL OR ORGANIZATION:

Name: Phone-
Address: Fax:
City: State: Zip Code:
Physician E-Mail: Patient E-Mail:

I understand that I have a right to revoke this authorization at any time. I understand that if I revoke this authorization I must do so in writing and
present my written revocation to the Health Information Management Department. I understand that the revocation will not apply to information that
has already been released inresponse to this authorization. I understand that the revocation will not apply to my insurance company when the law
provides my insurer with the right to contest a claim under my policy. Unless otherwise revoked, this authorization will expire on the following

date, event or condition (not to exceed 90 days): . If I fail to specify an expiration date, event or condition, this
authorization will expire 90 days from the date signed.

I understand that authorizing the release of this health information is voluntary. I can refuse to sign this authorization. I need not sign this form in
order to assure treatment. I understand that I may inspect or obtain a copy of the information to be used orreleased, as provided in CFR 164.524. 1
understand that any release of information carries with it the potential for an unauthorized re-release and the information may not be protected by
Federal confidentiality rules. 1fT have questions about release of my heslth infonnation, I can contact the authorized individual or organization making
disclosure.

T understand the information in my health record may include psychiatric,alcohol or drug abuse/testing information which may
be protected by Federal and State Regulations. I also understand that my health record may include information relating to
AIDS, HIV, and/or sexually transmitted disease, and all other sensitive information.

Patient Signature: Date;
Authorized Representative/Parent: Date:
Printed Name of Authorized Representative/Parent:

Relationship to Patient:

Address and Phone # of Authorized Representative/Parent:

*Abshract consists of facesheet, discharge summary, history & physical, consults, operative notes, emergency record, lab, imaging, EKG reports, and pathology.
(if available).

AUTHORIZATION FOR USE AND/OR DISCLOSURE AND BAT “HIT 21 40

REQUEST FOR ACCESS TO PROTECTED HEALTH INFORMATION

East Florida Region

rev. 04/16
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Patient's Bill of Rights and Responsibilities

Section 381.026, Florida Statutes, addresses the Patient's Bill of Rights and Responsibilities. The

purpose of this section is to promote the interests and well being of patients and to promote better
communication between the patient and the health care provider. Florida law requires that your health
care provider or health care facility recognize your rights while you are receiving medical care and that
you respect the health care provider's or health care facility's right to expect certain behavior on the part
of patients. You may request a copy of the full text of this law from your health care provider or health
care facility. An abridged summary of your rights and responsibilities follows.

A patient has the right to:

Be treated with courtesy and respect, with appreciation of his or her dignity, and with protection
of privacy.

Receive a prompt and reasonable response to questions and requests.

Know who is providing medical services and who is responsible for his or her care.

Know what patient support services are available, including if an interpreter is available if the
patient does not speak English.

Know what rules and regulations apply to his or her conduct.

Be given by the health care provider information such as diagnosis, planned course of treatment,
alternatives, risks, and prognosis.

Refuse any treatment, except as otherwise provided by law.

Be given full information and necessary counseling on the availability of known financial
resources for care.

Receive medical treatment or accommodations, regardless of race, national origin, religion,
handicap, or source of payment.

Express complaints regarding any violation of his or her rights.

A patient is responsible for:

Giving the health care provider accurate information about present complaints, past illnesses,
hospitalizations, medications, and any other information about his or her health.

Reporting unexpected changes in his or her condition to the health care provider.

Reporting to the health care provider whether he or she understands a planned course of action
and what is expected of him or her.

Following the treatment plan recommended by the health care provider.

Keeping appointments and, when unable to do so, notifying the health care provider or facility.
His or her actions if treatment is refused or if the patient does not follow the health care
provider’s instructions.

Making sure financial responsibilities are carried out.

Following health care facility conduct rules and regulations.

PATIENT”S SIGNATURE DATE


http://www.leg.state.fl.us/statutes/index.cfm?App_mode=Display_Statute&Search_String=&URL=0300-0399/0381/Sections/0381.026.html
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