I acknowledge that I have received a copy of the Trow Fire Protection Districk Mokice of Privacy Practices,
I request that payment of authorized Medicare, Medicaid, or any other insurance benefits be made on my
behalf to Trow Fire Protection Districk (TFPD) For any services provided to me by TFPD now or in the
future, I underskand that I am financially responsible for the services provided to me by TFPD, I agree to
immediately remit ko TFPD any payment that I receive directly from insurance or any source whatsoever
For the services provided to me and I assign all rights to such payments to TFPD. I authorize TFPD ko
appeal pavment denials or other adverse decisions on my behalf wikhout Furkher authorization. I authorize
and direct any holder of medical information or documentation about me to release such information to
TFPD and the Centers for Medicare and Medicaid Services and its carriers and agents, andfor other
pavers of insurers as may be necessary ko determinge these or other benefits payable For any services
provided to me by TFPD. & copy of this Form is as valid as an original,

Dake:

PRINT MAME QOF PATIEMT

Signature of Patient or Patient’s Representative

Relationship ko Patient

Street Address

Cikw, Skate, Zip

Accoumiting of Disclosures ¥ o have the right to mquest an "acooartmg of disclosares " This 15 a list of the disclomires we
made of medical mfonmation aboat you for parposes otherthan treatmernt, pavmernt and health care operations . To obtain
this list, wona noast

sthmit your equest inwritmg to the EMS Coordinator, It nmist state atime period, which may not be longerthan six wears
and may not inchide dates before April 14, 20035, Your request should mdicate mwhat fosmm yonr wrant the st (for exanple,
on papet, elechonicalby) . We may charge won for the costs of providmg the hst. We wanll notfyy vou of'the cost mvobred and

o may choose to wathdraer or smodifiy your request at that tome before any costs are moured.

Eighi i Bagquest Berinictions Yo have the right to request
a restiction or lenttation onthe health mitanation we use or disclose abot won for treabmert, paymert or health care

operations. ¥ o also have the right to mquest a lond on the health irdfoemation we disclose abontt won to someone who 1s
mvobred myour care orthe pavmernt for #, Iike a family member or frend.

YWe are Not Bequired io Agree to ¥our Begquest fvwre do azres; we will congly wath vour request unless the infonmation
15 needed to provide you emergency treabmert . To request restrctions, vou may conplete and submit e Request For
Festriction On UseTNsclosure OF Medical Idommationto the EMS Coordinat cor.

Eight o Bequest Confidendial Commiumdcatione Yo have the right to request that we conmoanicate with wonn abont
medical matters in a certam way or at acertam beoatim. Forexanple, vou can ask that we only cortact von at work or by
mail. To request corfidertial commonucations, vou may conplete and sabinat the Reguest For Reshicron Ch Use!
Ihseloqure O Medical Infprmation AndiDy Comfidential

Commaneatim to the EME Coordinator. We will not ask yom

the reason for vour request. Wewill acconunodate all

reasonable requests, Wour request st specifir how orwhere vou wishto be contacted.

Eighi i0 a Paper Copy of This Motire ¥ o have the night to a paper copy of this notre, You may askus to gve vou a
copy of this notie at anytome. Even if vou have agreed to recenrre 1 electiomcalby, vou are still ertitled to a paper copy. To
obtan sach a copy, cortact the EME Coordinator.

CHANGES TO THIS NOTICE We mserrethe ngt to change this notice, and to male the revised or changed notice
effective for medical sdorrmation we already have abont won as well as e mfbanaton we woere mthe fitore, Weanll
post 2 sanmnarny of the ourent notice m the officewath #s efféctime date mthe top gt hand comer. Yo are exttled toa
copy of the notice mumertly meffect.

COMPLAINTS Ifyoa believe your penracy rights have bean violated, vwou may file a corplant with cur office or wath
the Zecwtary ofthe Deparbmert of Health and Human Services. To file a complard wath cur office, cortact the EWE
Coordinator.

T o wiall not be penalized for filmg a complaird.

NOTICE OF PRIVACY PRACTICES
Troy Fire Protection Disixici

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BEUSED AND DIS CLOS ED AN HIOWW
YOU CAN ACCESS TO THIS INF ORMATION.

FLEASE REVIEW IT CAREFULLY

If yvou have any questions abont this notice, please cortact oar EME Coordmator &t (215) 7252149, 700 Cottage BEDL(ET
55 Shorewrood IL &0404

TWHO WILL FOLL O THIS NOTICE This rwotice desaibes the I
rifommation prisracy practices follmared by oo ernplogress

YOUR HEAT TH INFORMA TION Thic notice spplies tothe
ifootatioe avd Tecords e banre abonat o bealth, health stabie | and the health care and serrces yon re cefwe form 1s,

We are required b Loar to g yona thic notice. Boarill tell yonn ahonat the s owdich are ey nee and discloze health ndonmation
ghontt yon1 and desaribes yoar rights and oo oblizations regardirgs the nee ad disclonme of that Tdommatioe.

HOWYWE MAY USE ANDDISCLOSE HEALTH
INFORMATION ABOUT YOI

For Treutmoentd “We ray use health frdommation dhonat o to prowdde o with mmedical tresbrmerd or services . WWe may dicclosze
health dommation dhonat pond to doctors | vomwees techmiciane | office staff or other persorewe] wh are foeoleed i takiine care of yon
atd yronar health. For ecanple thic fchides aach thivggs ac werbal and writter, pfonmation that are obtam aboat o and nse
pertaiting to i medical cordition and trestrert prowvided to o by and atber medical persopmel (rchiding doctors ahd romwses
who give orders to alloar usto provide trestrhert to o). | aleo chades

vifomrm atick e Zimee to other health care persorme] to whotn we tranefer yonmr care and trestiment | and dchades transfer of persoral
health

wifomrm atick wa radio or telephwde to the hospital o dispatch ceviter 4 arell as prowiding the hospitalwith a copee of the written
Tecord we e ate mnthe comse of providing ol with freatmert shd transport.

Foy Healfh Cere gion s e may we aad dsclose fealth Gfmmaiion about you in ordsye b iy service and fo male suve
Huz wou s o Ry paierdts pecetve Quality care. Fov eammpls, we may use Yo Fealth infamaiion o evaligte Y performae
gf cur shegf¥fin caring for you We may alsa whe ealth ifomation obout all av moep gf ou pyatieeds fo el s @ de wiva
aEBhmyal services we sRould affer. Bow we o ecome more sfficerd, or whether cerhan rew Peatmerds ave affechive.

SPECTAL SITUA TIONSE "Fe vy nee or disclose health ifomrmation abontt o aritbundt o penic: oz for the folloarige
pposes, athject to 41l sapplicable legal requiratents ad linitatione:

To Avert a Seriows Threut to Heabfh or Safahy "W iy uee and disclose health fdonmation ahontt yond whe hecescarys to pretrat
4 cerione threst to o health and cafetyr or the health and cafety of the puiblic or awother persot.

Regpired By Laww "W arill dicclose health fdontation abondt ol wher reqaired to do so by federal, state or Local loar.

Research "W iy use and disclose health mfoomation gbonat yona for Tes eatch projects that ate aabject to 4 special spprotal process,
W il ack ol for o penrnission I the researcher will hanee access to o0 natne, address or other foon ation that regreals wdn
FiONL AT, Drgan amel Tissue Domation B ol are s organ dont, we ey Teleace
health mfoomation to organizatione that hardle organ proomehent. oF orgat, e OF tisoae transplantation or to an orgah dohation
b, 4 necessany to facilitate sch donation and transpladatio. Mhkidtary,
Veterans, Nativnal $enoihy and Inaddlimence Ko are or were o meanber of the aoned forces, or part of the national seorrity or
mitellizerwe corrpromities e gy e Tequired by militany corranand or other govenenert antbocities to releace health foomation
ghonat yion1. We may aleo Teleace Mfonmation abonat foreizp militany persorme] to the sppropride foreizn miltary: adherity:
Wioaders' Comnpensation We may releace e alth ddomvestion sbonat yon for arods ers' comprpetication or similar programe . Thesze
prograne provide benefite for ok -Telated Mpmries or iees.

Public Heabh Risks e e dicclose health ffommation sbonat yon for pablic health reacore hoorder to prevent or copdrol digesce
iy or disabilty; or report birthe, deathe , caspected abnce or neglect, fuor-accident 4l

Phorsical mparies , Teactione to redicatione or problamns with products.

Heabih, Ohrersightd Aciinvidies  "We iy disclose health fdontation to 4 health owrersight agencye for ndits | domectizationes,
mspections, of licensing pamposes, These disclonmes e be necescany for certain state ad federsd azencies to monitor the health
cale systern, goverrarerd prograes , and cortplisce with cmdlights Losrs.

Lawsuils and Thspagbes B o are rmolred oo lossait or 4 dispaate ame oy disclose health foomatioz abodt yon mresponse to a
conmt or admirdatratice order, Subject to all spplicable legal requirerterds | v e aleo disclose health fonration abodt o
Tecpotue to 4 subpoeta. LawEnforoawentd "We may release he alth

mifomn atioy I ackied to do o by a Laar evdor cernerd official @ resporiee to 4 conart order, subpostis | et anvenore of siilar
process oubject to all applicable legal requirarrerde Coxroners, hledical
Examiners and Fumneral Thirechors Ve gy Teleacs health foomation to 4 coroter or thedical exaniner. This s be mecessary,
for exowvple to iderdif 4 deceaced percon or detentiive the caige of death.

Infoomation Mot Pacsonalby Tdendifiablle "We g e or disclose health mfoomation abondt ol o4 wege that does ot persotal by
iderid ity pron1 or Tevre 4l who yond are.

Famnaly and Friends "We may disclose health Ddonmation aboat yo o oo faniby rmemmbers of friends ifaee obtai o werbal
agreettent to do <o or i wee ginee o0l an opporbaity to object to such 4 discloame and o do ok Taice anoobjection, We e also
disclose health  mifoomation to oo fonibe or fiends ifare can nder Toen the cooohstac es, based on oo professional pdarerd
that yion wonald - nat object. By siaatiors ‘where o e hot capable of giving copeerit (hecalse o1 are ot preserd or due to o
mapacity or redical avergerny, we e, sing o professional pdgmerd, detenmiie that 4 discloame to yoar fonitye menber or
friend is i o best Tderest. B that sibaatioe, wre il disclose onbe health doomatior, relevant to the persop's mrolsreatert Tonm
Care.

OTHER USES AND DISCLOSURES OF HEALTH

INFORMATION "We will not use or disclose yvour health ndoemation for ey parpose other than those 1dertified m the

previonts sections withodt your spectic, written Authoriztion. We

noist obtam your Auforizanon separate fiom any Comsant we may have obtamed fiom wou. If vou g us Authormton to
1wse or disclose health irdformation abonat yon, wou may revoke that Autfhorzaton moanting, a amr tone. [fyou ke your
Authorization we will no bnger use or disclose mitnnation abowt wou forthe masons covered b your written
Authorization butwe cannot take back sy uses or disclsares alveady made wath your penmission.

YOUR RICHTS RECARDING YOUR HEALTH INFORMATION ¥ou have the following nights regardmg health
information we mairtain abot won:

Eight o Inepect and Copy Yo have the right to mspect and copy vour health sfonmation, sach as medical and billing
records, that we 1se to make decisions abond your cave. ¥ou nmast sutbntt a wrttten request to the EME Coordinator morder
to mspect andfor copy your health mfbmmation [fvou request acopy ofthe mfonmation, we may charze afee forthe oosts
of copying, mailing or other associsted mapplies. We may deny yvour request to mspect andlor copy in certam lonted
cirmumstanices. [fyon are denied access to your health mformation, wou may ask that the derialbe wvewed. [fsacha
review 15 requived by Lawr, wee will select a heensed health care professional o review your request and ourderual. The
person conductmg the reviewr will not be the person who deried vour equest, and we will conplywath the ctecome of the

revEW,
Eight do Amend [fvon believe health infbamationwe have abotd vou 15 meorect or in conplete, yvou may ask us to amend
the mftemation. ¥You have the night to request an anendmernt a5 bng as the mfbomaton 15 kept bor this office. To mquest an
amendmmert, complete and nabandt a Medical Fecord  Amendmert /Comection Fonn to the EME Coordinator. We may dernr
yonr request for an amendment if# 15 not mowritmg or does not inchide a reasonto mapport the request. In addition, we may
deny your request i von ask 15 to amend mfbmmationthat
al We did not create, unless the perzon or entity that crested the information iz no longer

availahle to make the amend amendment.

b1 |z not part of the health information that we keep.
] Youwwsould not be permitted to inspect and copy.

dl |z accurate and complete.

EMERGENCIES ONLY—AMBULANCE CREW

Complete this section only if all of the following are true: (the call is an emergency ambulance transport, (2)
the patient was physically or mentally incapable of signing, and (3) no authorized representative was avail-
able or willing to sign on behalf of the patient at the time of service.

Patient Name:

Transport Date:

A. Ambulance Crew Member Statement (must be completed by crew member at time of transport)

My signature below indicates that, at the time of service, the patient was physically or mentally incapable of
signing, and that none of the authorized representatives were available or willing to sign on the patient’s
behalf.

Reason patient incapable of signing:

Name of Receiving Facility:

Time of Receiving Facility:

Signature of Crewmember

Printed Name of Crewmember

B. Receiving Facility Representative Signature
The patient named on this form was received by this facility at the date and time indicated above. This signa-
ture is not an acceptance of financial responsibility for the services rendered to this patient.

Signature of Receiving Facility Representative

Printed Name and Title of Receiving Facility Representative

C. Secondary Documentation (required only if signature in

Section B cannot be obtained)

If no facility representative signature is obtained, the ambulance crew should attempt to obtain one or more of
the following forms of documentation from the receiving facility that indicates that the patient was transported
to that facility by ambulance on the date and time indicated above. The release of this information by the
hospital to the ambulance service is expressly permitted by §164.5060© of HIPAA.

X Facility Face Sheet/Admissions Record
M Patient Care Report (signed by representative of facility)
M Hospital Log or Other Similar Facility Record

K Patient Medical Record



