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Summerlin Birthplace Pre-Registration Packet

Welcome to the Summerlin Birthplace! We are excited you have chosen us to care for your
growing family. Please pre-register with our hospital by fellowing the steps below.

Instructions

B Please sign and date ALL forms included in this packet

Bl Submit completed forms along with insurance card(s) and photo 1D to
SummerlinHospitalRegistration@UHSINC.com
Please Note: all images and documents must be uploaded or scanned into a POF
format. We connot occept other file formats/photos of documents.

B Once the admitting team has completed your pre-registration, you will

receive a confirmation number via email.

in-person registration is also available 24-hours a day by visiting our Admitting Department,
located across from the Summerlin Emergency Department. Please be sure to bring your
insurance cord(s) ond photo ID. Questions? Call 702-233-7070.

Interested in childbirth preparation classes or taking a tour of The Summerlin Birthplace?
Please visit: SummerlinHospital.com/services/maternity



SUMMERLIN HOSPITAL MEDICAL CENTER
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PATIENT INFORMATION (Please Write Loglbly)

Patient Name : Date of Birth:
Email Address : Cell Phone:
Home Address : Apt. No/Ste:
City: State: Zip Code:

Social Security#: Country of Birth: Primary Language:
Ethnicity: Religious Preference:
Marital Status: __Married ___Single_ Divorced__ Widowed Qccupation:
Employer Name: Employer Phone:
EMERGENCY CONTACT

Name: Relationship To Patient:

Address: Preferred Phone #:
City: State: Zip Code:

INS CE INFOR| 0
MAYERNAL Primary Subscriber Insurance Information:

Name of Person: Relationship to patient:
Date of Birth: Sotial Security:
Employer Name: Occupation:
Name of Insurance: Phone Number of Insurance Company:
Policy Number: Group Number:
ATERNAL Secondary Subscriber | Information: (this is If you are double Insured
Name of Person: Relationship to patient:
Date of Birth: Social Security:
Employer Name: Occupation:
Name of Insurance: Phone Number of Insurance Company:
Policy Number: Group Number:
PATERNAL/SPOUSE/PARTNER/ 2nd Par the Infant Subscriber Insu rmatlon:
Name of Person: Relationship to infant:
Date of Birth: Social Security:
Employer Name: Occupation:
Name of Insurance: Phone Number of Insurance Company:
Policy Number: Group Number:
lOB/Gyn Provider: Primary Physician:
Last Menstrual Period: DUE DATE:

Scheduled Induction/C-section Date;




Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

As the individual who will be receiving services at Valley Health System LLC d/b/a Valley
Hospital Medical Center (the "Hospital”), or the parent or guardian of the individual listed
below as the patient, | agree to the following terms and conditions of this Conditions of
Admission/Registration Treatment Authorization and Financial Responsibility Agreement
(the " Agreement”). As applicable, | further agree that the terms and conditions of this
Agreement apply to any newbom infant(s) | deliver while | am a patient in the Hospital.

1. CONSENT TO HOSPITAL PROCEDURES: | consent to the medical and surgical
procedures which may be performed during this hospitalization or on an outpatient basis,
including emergency treatment or services. These services and procedures may include but
are not limited fo laboratory tests, x-ray examination, newborn hearing screening, medical or
surgical treatment or procedures, anesthesia, or Hospital services rendered under the
general and special instructions of a physician. This general consent does not apply to any
procedures which require informed consent.

2. RELEASE OF INFORMATION: | authorize the Hospital, physicians, and other licensed
providers furnishing these services to disclose my Protected Health Information (“PHI") as
that term is defined by the federal law referred to as “HIPAA” for purposes of treatment,
payment and heaith care operations to third parties including but not fimited to insurance
carriers, health plans (including government health programs such as Medicare and
Medicaid), or workman’s compensation carriers that may be responsible for payment of the
services (* Third Party Payors”). The PHI disclosed may include information about my
treatment, medical care, medical history, billing information, and other information received
or acquired by the Hospital and maintained in any form, including written, oral or

electronically maintained information.

Upon inquiry the Hospital wili describe my condition {0 caliers or the public using one of the
following words; undetermined, good, fair, serious, or critical. If | do not want this information
released | may make a written request for information about my condition to be withheld. |
understand 1 can request a separate form to make this change.

3. PROVIDERS NOT HOSPITAL EMPLOYEES: | understand that the physicians furnishing
services to me including Hospital-based physicians such as radiologists, pathologists,
emergency department physicians, and anesthesiologists (“ Hospital-Based Physicians’)
may be independent contractors and as such, are not employees or agents of the Hospital.

4. HOSPITAL, PHYSICIAN, AND PRACTITIONER BILLING: | understand that each
physician, medical group, or other practitioner who provides professional services to me
while | am in the Hospital, including Hospital-Based Physicians, will bill and collect for their
professional services separate and apart from the Hospital. For purposes of assignment of
benefits and agreement to pay for services, this Agreement applies to services rendered by
the physicians and practitioners as well as the Hospital. | also understand | have the right
to request an explanation of the Hospital billing process and a list of the Hospital's charges
for any services | might receive.
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Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

5. MEDICAID MANAGED CARE PLANS: | assign any and all insurance benefits payable to
me to the Hospital. | understand that | am responsible for payment for services rendered at
the Hospital including excluded services from my insurance either because the plan deems
such services not medically necessary, or for any other reason including pre-certification
requirements, second opinions or pre-existing conditions. Should the account be referred to
any attorney or collection agency for collection, | understand that | will be responsible for
attorney or collection expenses. | give permission to my insurance provider(s), including
Medicare and Medicaid, to directly pay this Hospital for my care instead of paying me. |
understand that | am responsible for any health insurance deductibles and co-insurance and
non-covered services. | further assign my rights to this Hospital, and hereby appoeint this
Hospital as my personal representative, to (i) submit claims for payment for services and
treatment rendered to me to payors, including but not limited to Medicare and Medicaid, and
further assign my rights to/for payment for services and treatment rendered to me, and (ii)
appeal from any and all denials of coverage, without limitation, to the Hospital.

6. HEALTH PLANS (HMO&PPO): | understand | am responsible for providing the Hospital
with my primary care physician’s name and practice information. | understand that some
Health Plans may not fully cover services if the Hospital and/or its affiliated physicians and
practitioners are not participating providers in my Health Plan, which can result in increased
costs for me. | also understand that some Health Plans may review emergency room visits
and services after the services are furnished to determine if the visit qualified as an
emergency. If the Health Plan concludes the visit was not an emergency, | may be
responsibie for ali physician and Hospital charges associated with the visit and | agree to
pay for such services in accordance with the terms of this Agreement.

7. Your Rights and Protections Against Surprise Medical Bills: When you get emergency
care or get treated by an out-of-network provider at an in-network hospital or ambulatory
surgical center, you are protected from surprise billing or *halance billing”. Under Federal
and Nevada law, you are only responsible for paying your share of the cost (like the
copayments, coinsurance, and deductibles) that you would pay if the provider or facility was
in-network, unless you are given adequate notice and provide consent to be billed
out-of-network rates for non-emergent services. This applies to emergency medicine,
anesthesia, pathology, radiology, laboratory, heonatology, assistant surgeon, hospitalist, or
intensivist services. Out-of-network providers can't “balance bill” you for the difference
between what your plan agreed to pay and the full amount charged for a service, and they
may not ask you to give up your protections not to be balance billed.

8. ASSIGNMENT OF BENEFITS: | authorize direct payment to the Hospital, Hospital-Based
Physicians and other practitioners involved in my care and treatment of all insurance
benefits payable to me or on my behalf for services provided during this hospitalization, or
for outpatient services or emergency services if applicable. | understand that | am
financially responsible for any non-covered changes.

9. FINANCIAL AGREEMENT: | agree, whether signing as a parent, guarantor, agent or the
patient, that in consideration of the services provided by the Hospital, 1 will promptly pay
all Hospital bills in accordance with the Hospital’s standard charges for such services, and,
if applicable, the Hospital's charity care and discount payment policies, as well as in
accordance with applicable and state and federal law. Should my account be referred to an
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Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

attorney or collection agency for collection, | will pay actual atiorney’s fees and collection

extpenses. | understand that all delinquent accounts may be charged interest at the legal
rate.

| certify that the information | have provided is true and accurate to the best of my
knowledge. | understand that the information | submit is subject to verification, including
credit agency scoring, and subject to review by federal and/or state agencies and others as
required. | authorize my employer to release proof of my income to the Hospital if
requested. | understand that if any information | have given proves to be untrue, the
Hospital may re-evaluate my financial status and take whatever action becomes
appropriate.

10. CHARITY CARE AND DISCOUNTED PAYMENTS: If you do not have health insurance,
you may qualify for financial assistance. If you think you may be eligible for financial
assistance to help with payment of your Hospital bills, please call:

Hospital Financial Counselor: (702} 388-4637 or
niral Billing Office; (702) 894-5700

11. AUTHORIZATION FOR RECEIVING MESSAGES AND AUTOMATED CALLS: By providing
my telephone number and/or email address during the registration process, or at any time in
the future, | represent that | am the user of the telephone number and email address provided,
and | expressly authorize the Hospital, and its agents and/or other parties authorized to act on
its behalf, including, but not limited to, debt collectors, or others calling regarding my hospital
visit to contact me and leave voice messages, send text messages, or send electronic
communications to me at the provided telephone numbers or email addresses using various
means, including artificial or prerecorded voice or automatic telephone dialing systems. |
understand that these calls, voice messages, text messages, and email communications will
be related to my care and treatment, including my hospital visit, my account, my efigibility for
government programs, my eligibility for charity care programs, or amounts | may owe.

| understand that standard call and text charges may apply, and the frequency of the calls and
texts may vary. | further understand that | may opt-out of receiving text messages, artificial or
prerecorded voice messages, or autodialed calls at any time by writing the Hospital at

620 Shadow Lane, Las Vegas, NV 89108, calling (702) 388-4000, or responding

"STOP" to text messages, or that | may limit communications to a specific telephone number
or email address by requesting that only a designated number or email address be used for
these purposes.

12. MEDICARE CERTIFICATION, AUTHORIZATION TO RELEASE PAYMENT
INEFORMATION AND PAYMENT REQUEST: | certify that any information given by me in
applying for payment under title XVl of the Social Security Act (Medicare) is correct. If
applicable, | authorize the Hospital, Hospital Based Physicians or any other heaith care
providers who have medical or other information about me to release any information
needed for this or a related Medicare claim to the Social Security Administration or its
intermediaries or carriers. | request that payment of authorized benefits he made on my
behalf.
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Conditions of Admission/Registration
Treatment Authorization and Financial Responsibility

13. GENERAL DUTY NURSING: | understand that the Hospital provides oniy general duty
nursing care unless my physician orders more intensive nursing care. if my condition
requires a special duty nurse, | understand that it must be arranged by me or my legal
representative. The Hospital is not responsible for providing or paying for such special duty
nurses.

14. PERSONAL VALUABLES: | understand that the Hospital maintains a safe for the
safekeeping of money and other valuables, and that the Hospital is not liable for the loss of
my valuables unless they are deposited with the Hospital for safekeeping. | understand that
| am responsible for all my personal effects not deposited in the safe, including, but not
limited to, personal grooming articles, jewelry, cellular phones, tablets, other electronic
devices, clothing, documents, medications, eye glasses, hearing aids, dentures and other
prosthetic devices.

15. ASSUMPTION OF RISK: If | leave the Hospital before being released or discharged by my
physician, or if | fail to follow instructions given to me by my physician or other healthcare
professionals, | agree to assume all responsibifity for any injury or damages suffered, and
further agree to release and hold the physicians, their agents, the Hospital, it's employee’s
or agents harmless from any claims, demands or suits for damages from any complications
associated with such actions.

16. PHOTOGRAPHY AND VIDEO FOR PURPOSES OF DIAGNOSIS, TREATMENT OR
EDUCATIONAL TRAINING: | understand that pictures or video may be taken of my
medical/surgical condition or treatment. | understand that the pictures or video may be used
for the purpose of my diagnosis, treatment or for educational training conducted by the
Hospital. If pictures are taken for diagnosis and treatment purposes, they will be maintained
as part of my medical record.

17. NON SMOKING CAMPUS: | understand that smoking is not permitied on the campus of
the Hospital, except in designated areas and | agree to comply accordingly.

18. COMPLAINTS: | understand that | have the right to express any concerns | may have
about my care and treatment to Hospital management.

19. DATA COMPILATION FOR RESEARCH: The undersigned hereby authorizes the Hospital
to use a patient's data (or human tissues) by categories to be available for potential use in
research studies. If a patient’s information is to be used for a research study, the patient
may be asked to sign an additional authorization at that time.
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By signing below, | acknowledge that | have received a copy of the “Patient’s Bill of
Rights” and “Patient Responsibilities”; | have also carefully read and fully
understand this Agreement and received a copy for my records if one was requested,
| accept its terms, and am authorized to execute the Agreement. The Hospital's
provision of services to you is not contingent upon your signing this consent form.

PATIENT/PARENT/GUARDIAN SIGNATURE DATE / TIME |
RELATIONSHIP IF NOT PATIENT SIGNATURE DATE / TIME
REASON PATIENT DID NOT SIGN DATE / TIME
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SUMMERLIN HOSPITAL

MEDICAL CENTER.

Patient Rights and Responsibilities

Summerlin Hospital Medical Center is committed to providing high quality health care in
compliance with law and regulations. We strongly believe that every patient deserves to
be treated with respect, dignity, and concern. We will provide care regardless of race,
creed, sex, sexual orientation, gender identity, or expression, national origin, religion,
impairment, or source of payment.

We consider a patient a partner in their health care. When patients are well informed,
participate in treatment decisions, and communicate openly with their doctor and other
health professionals, they help make their care as effective as possible. Summerlin
Hospital Medical Center encourages respect for the personal preferences and values of
each individual. It is our goal to assure that patient's rights are observed and to actas a
partner in their decision-making process. ! is in recognition of these factors that these
rights are affirmed.

Patient Rights shall include but not limited to:

Access to Care
» Exercise these rights without regard to sex, sexual orientation, gender identity, or
expression, cultural background, economic status, education, religion and
disability, including AIDS and related conditions, or the source of payment for
their care.

» Reasonable responses to any reasonable request they may make for service.

Respect and Dignity
+ Care that respects their personal values and beliefs, access to spiritual care and
respect of spiritual and cultural beliefs,

» Know which Summer(in Hospital Medical Center rules and policies apply to their
conduct as a patient.

+ To guestion any of these rights by contacting a health care provider or
Administration.

Privacy
» Full consideration of personal privacy concerning their medical care program.
Case discussion, consultation, examination, and treatment are confidential and
shall be conducted discreetly. The patient has the right to be advised as to the
reason for the presence of any care provider.

+ Confidential treatment of all communication and records pertaining to their care
and stay at Summerlin Hospital Medical Center to the extent provided by law.
The patient has the right to access information contained in their record within a
reascnable time frame. The patient has the right to inquire regarding access to
their personal health information.

+ Information regarding the privacy and confidentiality practices of Summerlin
Hospital Medical Center as provided by law.

9779 SHMG Patient Rights and Respansibilities.doc {R 5/14) FOD Page 10f 4



Transfer and Continuity of Care
+ Reasonable continuity of care and to know in advance the time and location of
appointment, as well as the physician providing care.

« Beinformed by their physician or a delegate of their continuing health care
requirement following their discharge from Summerlin Hospital Medical Center.

Safety
» Considerate and respectful care in a safe setting, free from any form of abuse,
neglect, exploitation or harassment,

¢ Access to Frotective and Advocacy Services.

Information
+ Become informed of his or her rights as a patient in advance of provision of care
or as soon as reasonably possible. The patient may appoint 2 representative to
receive this information he or she so desires.

s Freedom of choice of physician. Knowiedge of the name of the physician who
has primary responsibility for coordinating their care and the name and
professional relationships of other physicians who will see them.

Communication
s Receive information in a manner that they can understand. This includes the
provision of an interpreter and if the patient is hearing impaired, access to TDD.

» Receive information from their physician about their illness, course of treatment,
outcomes of care (including unanticipated outcomes) and prospects for recovery
in terms that they can understand.

+ Have all patient rights apply to the person who may have legal responsibility to
make decisions regarding medical care on behalf of the patient.

Advance Directive
« Receive information regarding their right to forgo or withdraw life-sustaining
treatment and to formulate a declaration (advance directive or living will} andfor
durable power of attorney for health care provided for in the Nevada Revised
Statutes 449.535 to 449.620 inclusive (Uniform Act on Rights of the Terminally
.

« The patient has the right to have his or her declaration (advance directive), if any
directive has been executed, made a part of their permanent medical record.
The patient has the right to review and revise their declaration (advance
directive).

s The patient has the right to receive care without discrimination regardiess of
whether or not they have or have not executed a declaration {(advance directive).

« The patient has the right to have the terms of their declaration (advance
directive) complied with by the health care facility and caregivers to the extent
permitted by iaw.

9778 SHMC Patient Rights and Responsibilities.dog (R 5/14) FOD Page 20of 4



Pain Management
» To have pain assessed and to have pain treated appropriately. The patient has
the right to receive education regarding their role in pain management and the
potential limitations and side effects of pain treatments.

Consent
+ Participate in decisions regarding their medical care and in resolving dilemmas
about care, treatment, and services. To the extent permitted by law, this includes
the right to accept or refuse medical or surgical treatments.

¢ Receive as much information about any proposed treatment or procedure as may
be needed to give information consent or to refuse the course of treatment {to the
extent permitied by law). Except in an emergency, the information provided to
the patient shall include, but not necessarily be limited to, a description of the
procedure or treatment, the medically significant benefits, risks, or side effects,
including potential problems related to recuperation, alternate course of
treatment or non treatment and the risks involved in each, and the likelihood of
achieving treatment or care goals. The patient has the right to know the name
and person responsibie for all procedures and treatments.

¢ The patient has the right to have his or her care transferred to another doctor or
health care facility if their doctor(s} or agent of their doctor(s), or the health care
facility cannot respect their declaration (advance direclive) requests as a matter
of “conscience”.

« Leave Summerlin Hospital Medical Center, even against the advice of their
physicians.

+« Be advised if Summerlin Hospital Medical Center or personal physician proposes
to engage in research, educational projects or human experimentation affecting
their care or treatment. The patient has the right to refuse tc participate in such
research projects or to discontinue participation, at anytime, in a research or
investigational project without compromising access to care, treatment or
services.

Grievances
« To communicate any complaints or concerns that arise in the provision of care.
A grievance or complaint may be communicated verbally, in person, by phone, or
in writing to the Patient Advocate.

Hospital Charges
+ Examine and receive an explanation of their bill, regardiess of source of
payment.
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Responsibilities

At Summeriin Hospital Medical Center, we feel that we are entitled to reasonable and
responsible behavior, considering the nature of the iliness, on the part of the patients
and their families. In order to make treatment as effective as possible and to improve
the quality of life, Summerlin Hospital Medical Center asks patients to take specific

responsibilities in the daily management of their hospital stay. These responsibilities

include but are not limited to the following:

Providing Summerlin Hospital Medical Center with accurate and complete
information about present complaints and condition, past medical history,
medications and other matters related to the patient’s heaith.

Informing healthcare providers how the patient and/or caregivers want to be involved
in their treatment and care.

Working together with the healthcare team to develop a plan of care and following
the plan developed.

Following through with what they agree to do in their treatment plan. [f they cannot
follow the plan, they shall inform the heaithcare providers.

Assuming responsibility for their own actions if they refuse treatment or do not follow
the treatment instructions,

Informing their healthcare providers whether they understand the planned course of
treatment.

Report any unexpected changes in their condition to healthcare providers.

Knowing what medications they are taking and why and asking the healthcare
provider when they are uncertain,

Informing the healthcare provider when they are in pain.

Providing Summerlin Hospital Medical Center staff any advance directives or
Durable Power of Attorney for Healthcare. The patient is responsible for
understanding the consequences of refusing medical freatment.

Following the rules and regulations of Summerlin Hospital Medical Center affecting
patient care and personal conduct.

Being considerate of the rights and property of other patients, families and
Summerlin Hospital staff and assisting the control of noise, smoking, and
distractions. Abusive language and threatening behavior will not be tolerated.

Making sure financial obligations for health care provided are fulfilled as promptly as
possible.

Communicating suggestions or improvemnents regarding their healthcare services.

9779 SHMC Patient Rights and Respansibiliiies.doc (R 5/14) FOD Page 4 of 4



PATIENT RIGHTS AND RESPONSIBILITIES
ADDENDUM

You have a right to consent to receive the visitors whom you designate, including, but not limited to a
spouse, a domestic partner (including a same-sex domestic partner), another family member, ora
friend, and you shall have the right to withdraw or deny such consent at any time.

Before you are furnished patient care, if possible, you also have the right to designate a Support
Person who can exercise your visitation rights in the event you are incapacitated or otherwise unable
to do so. See below.

Patient Visitation rights shall not be restricted, limited or otherwise denied by the hospital on the basis
of race, color, national origin, religion, sex, gender identity, sexual orientation, or disability.

All visitors shall enjoy full and equal privileges consistent with your preferences. The Hospital may
impose clinically appropriate limitations on patient visitation when visitation would interfere with your
care whether the reason for limiting or restriction visitation is infection control, disruptive behavior of
visitors, or you or your roommates need for rest or privacy.

Patient Visitation Rights: -
in the event | am incapacitated or otherwise unable to exercise my patient visitation rights, | designate
the following individual as my Support Person:

Support Person Name {Print)
OR

| decline to designate a Support Person under patient visitation rights at this time. | understand | can
change this decision at any time by notifying nursing or registration staff.

/

Patient Signature Date Time
O Unable to assign a designee due to medical condition.

/

Witness Signature Date Time
BAR CODE _ PATIENT IDENTIFICATION
C0O1053
PATIENT RIGHTS AND
RESPONSIBILITIES
ADDENDUM
(PMM# 9002) (R 5/11) (FOD) DOB: SX:

MRN:



SUMMERLIN MEDICAL CENTER
PATIENT SELF DETERMINATION RECORD

PART 1. 3 =-;mccmcmc e mmm e e c s c e e e e s oo — m— LM bA Lo ————au==

Do you, the patient, have an advance directive for healthcare?

Do you, the patient, have an advance directive for behavioral

healthcare?

Is the advance directive a living will?

Iz the advance directive a durable power of attorney for healthcare?
PART 2.

Who is your appointed healthcare surrcgate having your durable power of
attorney for healthcare?

Name: Relationship:
Address: Phone:
City St: Zip: -

Does this person know and agree to be your healthcare surrogate?
If the person neither knows nor agrees to be your healthcare
surrogate, do you still wish to designate an alternate healthcare
surrogate? if so, we will have a hospital representative visit yeu and
record your alternate healthcare proxy information.

contact date:

Representative contacted by:

PART 3. @ —----- e e e ssEs i tssmn- - MeEscscecsscoe— ==
Would you like information regarding an advance directive since you
do not have one?

PART 4, - —mcicmeeemrmemeemee--c—-mm—m=-—— - - - - - meeesmseees--——-a==
You, the patient state you have an advance directive,
Do you have a copy with you?
Did the heospital staff person make a copy and attach it to the
chart?

PART 5, 3 ~cccmcccmccc i m i mcc - emmsssmecams-—c—termcr— - - - maoaoo—

Patient wants additional information on advance directives.
You have received information regarding an advance directive,
You have been informed to advise your nursge if you want to create
an advance directive while in the hospital.

PART 6., 3 —-—-—- - —eemmemmm e m Mmoo seemoo---—---o—------
Since you de not have a copy of the advance directive on hand, where is the
advance directive located? Location:

Can you have a copy brought te the hospital?
If somecone can bring the copy, when will it be delivered to your nursing unit?

Date copy will arrive: Date copy received:
PART 7. = -~---------- Contents of Advance Directive -~----------
Pt Signature: Date: Time:
Witness Signature: Hospital Rep: DOVEDA

The patient is incapable of answering the following questions because:

Date: Time:

Signature and Title:




Summerlin Hospital Medical Center
Admitting Department

Date of Service/ Fecha:

Patient Account/ Numero de Cuenta: See Below

This is to confirm that I have had returned to me, all insurance cards and/or ID, by the
Patient Service Representative during my registration/admission on the above stated date.

Por medio de la presente confirmo que se me han regresado, todas las tarjetas de seguro
medico y/o de identificacion de parte de ¢l representante al paciente durante mi
registro/internacion en la fecha arriba indicada.

Signature- Patient/ Representative/ Legal Guardian Date
Firma del Paciente/ Representante/ Guardian Legal Fecha
Patient Service Representative Date

Patient Unable to sign
PSR initials

Attach Patient Label




CommonWell Health Alliance
Health Information Exchange
Opt-In/Opt-Out Request Form

*:%E* commonwell
[

HEALTH ALLISNLE

The purpose of this Notice is to advise you that Summerlin Hospital Medical Center participates In the
CommonWell Health Alliance Health Information Exchange. CommonWell is 2 nationwide data sharing network
that facilitates the electronic exchange of individual protected healthcare information (PHI) among CommonWell
participating health care providers in order to coordinate effective healthcare services.

CommonWell Health Allilance Health Infarmation Exchange participation is voluntary. You have the right to opt-in
or opt-out of this health information data exchange

» If you apt-in now, you may opt out at a later date. PHI that was previously shared will not be withdrawn from
the provider{s) who already received it, but no new PHI will be shared wvia the Exchange.

# If you opt-out now, you may opt-in at a later date. PHI collected during the opt-out period will be visible to
participating health care praviders upon opt in.

s If you choose to opt-out, each of your health care providers will need to request a copy of your records via
other measns.

«  If you opt-out, you will not be denied treatment or otherwise penalized.

OPT _IN; | wish to have my personal health information shared via the Common'Well Health Alllance Health
Information Exchange. | understand that my past and present health information will be visible to my health care
providers.
Patient/Authorized Representative Date/Time
Relationship if not Patient Date/Time
Witness Date/Time
[ OPT OUT: | do not wish to have my personal health information shared via the CommanWell Health Alliance
Health Information Exchange, and hereby exercise my right te opt out of such sharing.
Patlent/Authorized Representative Date/Time
|
Relationship if not Patient Date/Time
Witness Date/Time
PR TR
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FOR THE BEST CARE.

ENROLL TO SHARE

Join CommonWell and
give your health care
providers more secure
access to your health
records, no matter where
the information is. They'll
be able to make better
decisions by sharing
information about your
health so you get the care
you deserve.

ENROLL TODAY
IT'S EASY!

When asked, let
Registration know
that you would
like to participate
in CommonWell.

© 018 Common®tal Henlh Aliance
AT rights seserved

%cummunweil

HEALTH ALLLANCE

|

|




FOR THE BEST CARE,
ENROLL TO SHARE

Heow many limes have you had 1o Bt your allergies, madications and madical history?
Wouldn'l it be great i &l of your doctors had instant and secure &Coess 1o your
mdical information? Mo mara carmying hoalth reconds back and farth. No more
recalling what vour last lab resulls or medications pregcribed were.

Whan you enrcll in CommanWell Heallh Aiance” Sarvices, you're enabling your
heath care providers o access information they may need to cane for you.

WHAT ARE THE COMMONWELL SERVICES?

A frae, more sacure service that makes your healih information available 1o
your doctors regardiess of whera you'va received care. Simply enroll in the
service with a govermnment-issued pholo 1D, and then conlirm the other
CommanWall doctors whara you have bean seen.

HOW DOES COMMONWELL HELP YOU?

* Helps your doclors share inlermation — Allows your different doclors — primary
care providers, specialisis, hospitais and more — io have more secure, near
inslant access 1o your important heallh information, This includes hoalth facilities
you may vislt near homoe o2 well ag while you are travaling n the US.

Geis you faster and better care — Wilh less tims wasted an bracking down
your test results and cther health informatien, your health care providers can
reat you more afliciently, spending less time on paperwork and mare limea
on your care.

Supporis you In case ol emergency — Thare may be a fime whean yau dom
have the ability 10 gather or share your health information. Medical stall could
immedigtely pull your allergies, medications and healih problems, halping
Ehem care for you withoul delay.

Protects your data — Elactronic sharing is more secure (han a fax or paper
file, which could be easily bost or viewed with no tracking of who accessed that
papar record.

Reduces paperwork and hassla. Save lime and the hassle of filling oul the
sama haallth history lorms over and over when you see new doctars or o 1o
& specialis! in the CommonWell natwork. Your latest health information will
b right at thair ingertips.

commonwell

HEALTH ALLIANCE



Patient Consent Form for Electronic Exchange
of Individual Health Information

HealtHIE Mevada i3 a pon-prafit organization dedicated 1o connecting the healthcare community 1o share information
elactronically and sacurely lo improve the quality of healihcare sarvices. To leam mone aboul the Health Information
Exchange (HIE), read the Patienl Informaton brochure. You can ask the docior that gave you this form for it or go to
e websile www.healtHIEnevada.org,

Details about patient information in HealtHIE Nevada and the consant process:

T

How your Infermation will be used and who can access It: When you provide consent, only HealtHIE
Mevada particisants (such as doclors, hospitals, laboralories, radiology centers, and pharmacies), will have
access 1o your health information, It can only be used io;

+ Provido you with medical treaimen] and relaled services.

» Evaluate and improve the quality of medical care provided to all patients, using de-identified health
Indformation,

Types of information included and where it comes from: The informalion about you comes from
organizalions thal have provided you with medical care, and are HealtHIE Nevada parlicipants. These may
include hospilals, physicians, pharmacies, clinlcal laboratories, and other healthcara organizations. Your health
records may include a history of iinesses or injuries you have had (fike diabates or a broken bone), lest resulls
{like X-rays or blood tests), and Ksts of medications your doclor has prascribed. This may include information
created before the date of this Consent Farm, This information may relabe 1o sensilive health conditions,
inchuding but not imited to:

s Alcohol or drug use problems « HIVIAIDS # Birlh conired and aborflon (family planning)
» Genelic (inheriled) diseases or lests « Mental health condiions  « Sexually ransmitied diseases

Improper Access or Disclosure of your Information: Electronic information about you may be disgclosed by a
participating doctor to others only io the extent permilted by Nevada State Law. If at any time you suspect thal
somaona wha should not have seen or received Information about you has done so, you should notify your
doctor.

Effective Period: Your consent becomes effective upon signing this form and will remain in effect untl the day
you revoke it or HeallHIE Mevada ceases lo conduct business.

Revoking your consent: Al any lime, you may ravoka your consant by signing @ new consent form and giving il
1o your doctor. These forms are available at your doctors office, or by caliing 855-484-3443. Changes 1o your
consent slalus may lake 24-48 hours 1o become active in the syslem,

Note: Organizations that access your healih information through HealtHIE MNevada while your consent is in effect
may copy of include your information into their own medical records. Even If you later decide 1o withdraw your
conseant, they are nol reguired 1o relum i or remove it from their records.

B.

How your information Is protected: Federal and Stabe laws and regulations protect your madical infonmation,
HIPAA, the Heallhcars Insurance Portabllity and Accountability Act of 1986, is the federal law thal protects your
miedical records and Bmits who can look at and receive your health informatien, including electronic health
Information. HIPAA's profections were further strengthened by another federal law, the HITECH Act of 2009,
which may impose savere financial fingés on anyone who violates your medical privacy rights. All health
information made available an the HIE, including your medical infarmation, is encrypted to federal standards and
is accessible only as allowed by Nevada State law (NRS 439.590). In addition, your docior must provide you with
a Motice of Privacy Practices, which describes how he or she uses and prolects your medical information.

Copy of Form: You are entilled o receive a copy of this Consent Form afler you sign it.



For Internal Uze Only: MRMN

Fleaze read throwgh the consent farm and provide the foliowing information: (Plagse Print)

IAEmnn

LoOB: 2
KIRM:

™ Mevada Medicaid Patients Please Read: Mevada law mandates that "a person who is a reciplent of Medicaid
or insurance pursuant 1o the Children's Health Insurance Program may nol opd out of having his or her individually
idenlifiable healh information disclosed electronically” (MRS 439.539), When a patient is no longer a Medicaid
racipient, it Is the patient’s responsibility to change thelr consent choice, I they choese o do so. Please sign below to
indicate your acknowledgement.

Consent Cholces: (CHECK ONE) Nevada Medicald Patients are exempl from making a selection.
Your chaice lo give or to deny consernt may mot be the bazls for demial of heallh senvices.

I | CONSENT for all HIE participants to access ALL of my elecironic health information (including sensitive
information) in connecticn with providing me any health cane services, induding emeargancy care.

I | CONSENT OMLY IN CASE OF AN EMERGENCY for all HIE paricipants to access ALL of my electronic
health information (including sensitive information) OMLY in the event of 8 medical emergency.

71 DO NOT CONSENT for any HIE participants to access ANY of my electronic health Information EVEN in
the eventi of a medical emergency.

-§fgnaruru of patient or authorized represaniative Date Tirme

If | gign ihés form as the Patlent's Authorized Representative, | understand that all references in this farm o "%, “me” ar
“my" refer to the Patient.

Name of Aulhorized Representaiive (Printed) Relationship Dadle “Time

Address of authorized representalive signing this form (please printy:

Phane number of aulhofired representative

FOR INTERMAL USE ONLY
Hama of Cirganization: Fame of Wilness:

A% 5 withass 10 Bis Consanl, | atlest that the above signer i parsonally krown to ma or has established histhar idenity with ma by
salisiacsory photo 10, Insurance card, or olher evidenc of denfity cusiomanily ralied upon in health caro,




PATIENT MEDICATION ASSISTANCE PROGRAM

may be able to obtain reimbursement for some
of your medications from the companies that manufacture them. Most of these programs require
your signature on the application forms. So that you do not have to sign an application
for each medication, we are requesting that you execute this Limited Power of Attorney, which
allows a Pharmacy Healthcare Solutions representative to sign these forms on your behalf.

LIMITED POWER OF ATTORNEY

I, of
{Patient’s Name)

{Patient's Street Address, City, St & Zip)

hereby appoint a Pharmacy Healthcare Solutions Representative, my attorney in fact (my
"Attorney") for the sole and exclusive purpose of executing, in my name, the application forms
required, for to obtain replacement/reimbursement
of my medications from pharmaceutical manufacturers.

This Power of Attorney shall be in full force from the date signed,

on,

Signature: Date:
(Patient's Signature)

Witness: Date:

(Witness Signature)

Patient Identification

Medication
Assistance

IR p |

PHARMPOA Rev 07/2021




RECEIPT OF NOTICE OF PRIVACY PRACTICES FORM

Version Date: 266/13

Patient Name:
Account Number:
Medical Record Number:

Date of Service:

1 acknowledge that I have received the Hospital’s Notice of Privacy Practices.

Signature Date/Time
Patient's Authorized Representative  Relationship to Patient Date/Time
Witness Signature Date/Time

If %rou wish to request limited use or disclosure of ﬁour PHI, please communicate this
information to the representative conducting your hospital registration,

Patieni Identification
Receipt
of Notice of
Privacy
Practices

JIARIRIAY rom W

CLO041 {05/20186)




Respecting
Your Privacy

PROTECTED HEALTH
INFORMATION

Irformation about your health is prisate.
fund it sheuld remain private. That b why
this healthcare institution is required

by fedeval and state low be pratect and
maintain the privacy of your health
irfarmation. We call it "Protected Health
Infarmation™ (PHI).

T basls for fodierd pavacy protection
ks the Health Insurance Portability and
Accountability Act [HIPAA} and its
regrutations, known a5 th "Privacy Rule™
and *Security Fuls” and other federal and
state peivacy lin

WHO WILL FOLLOW THIS NOTICE

This Motice describes the information

privacy practices followed by our hasgital

ermplayees, velunteen, ard related

persennal

The practices described in this Notice may

also be bollowed by health care providors,

who are members of our Medical S2afd, if

thay haree opted to abide by its contents.

My of gur docton follow the practices

comtaired within this Notice. Other

physiciars hinve croated thoir cen Maotice.

Thoso memibars of the Medical Staff wha

ot ned to abide by this Motice e reguined

19 Givie W B separaie Motlce that will

waplain their privacy practices.

Each mr‘l;i!.‘:'p;.ntv.m]nh: in this. joint

Matice of Privacy Fractices served a3

theit avwn agent fer all aspescts of HIRAA,

Compliance, other than the delivery of this

Jaint Matice. For physician l-pcdﬂt MY ar

questions, plesss feel fes 1o contact your

physician directly,

Hospital employees, volunteerns, and related

persannal, including those members of the

bkedical S1afl whe have spted 1o abide by

its contents, must Tallow this Motioe with

nespect tod

® Hove e Use Your PHI

® Dip:ln:p‘ﬁg Your PHE 1w Others

* Wour Privacy Rights

* O Privacy Duties

= Howpital Centacts for More Information o,
if neceszany, a Comgpiaint

Your personal doctor may have differan
policies reganding thi use and disclosure of
PH| created in their offices,

USING OR DISCLOSING
YOUR PHI:

FOR TREATMENT

Curing the course of your treatment, we
us and disclose your PHI, For example,
i wew vt your blood in sur Inbesatong a
techniclan will share the report with your
dhactor. Or, wa will uze your FHI b fallow
i dhoetars orcders for an s-ray, surgical
peccedure or ather types of trealrmént
retated procedures.

FOR PAYMEMT

After providing tTreatrment, we will ask your
insuner 1o pay us. Some of your Pl may be
entened inte our computens in erdar to send
a claim to your imsurer, This may inclede

a description of your health prabiem,

thip Treaimnant we proyvided end your
membership numbssr in your emplaoyer's
hezaltiy plam,

Ok, your inFuner mary want fo neview your
medical record o detormine whether your
cane was necassaryg. Ao, we may dacloss
& & callection agency some of your PHI Sar
collecting a bill that you have net paid,

FOR HEALTHCARE OPERATIOMNS

Yaur macdical seeond and PHI could be used
in pericdic assessments by physiciors abou
thit Fagital’s guakiny of case. Cr we might
s the PHI from real patfents in edwcatian
sessions with medical sludents iraindng In
cuf hiodpital, Other usey of your PHI may
include business plarining for our haspital or
the reschution of a complaint

SPECIAL USES

Your nelatsamhip 19 us 83 2 patlent might

require using o disclasing your FHI in

ordes 1A

* Remind you of an appaointment fe
tredimat

# Teell you about tieatment sltarnatives
arsd optlons

= Tall you about our other hieakh benafits
s Esvicas

» Ask you to contribute o our chadtable
aetivitie, urdets you toll us not 1o ask
Yo have & rfoht 1o opt out of recering
such communicilom,

YOUR AUTHORIZATION MAY

BE REQUIRED

In many cABeS, v May UIe O disciose P
PHI, sz summasized abowe, tor theatmant,
payment of healthcare GpaRlions or s
requised or parmined by law. in ather e,
we must axk for your writben suthorization
with specific instrustions and limits on

our use or disclosure of your PHI, This
inchides, for example, utes or disclosures of
pychotharapy nofes, uses or GHECKEEES Ior
marketing punpases, of for any disclosurs
which is § sale of your PHL. You may revoke
vour authorization if you change your

i latar

CERTAIM USES AMD DISCLOSURES
OF YOUR PHI REQUIRED OR
PERMITTED BY LAW

Az a hosphal or healtheare fneiity, we must
abide by many laws and negulations thart
gither requine us OF SEMmE U 10 ue oF
aclosn your PHI,

REQUIRED Ok PERMITTED USES

AND DISCLOSURES

+ |f you do not verbally ohject, we may
inchide infarmation ideniifying you In a
wishors' directory of patients whs you
&fe an inpatiant in our hospital. This
information may Include your name,
general condition and religious affation,
i army.

# |f you do nat verbally abject. wir may
shste wame of your FHI with & family
mamiber or friend invobeed in youwr care.

® Wile may wee your PHE @ an grmargency
wihon you ane not able 10 cxpress youriet,

= We may use of disclose your PHI for
respanch if wes recaive cerain assurances
which protect your privacy,

WE MAY ALSO USE OR DISCLOSE

YOUR PHI

= When nequined by law, for sxample when
orchened by a court.

# Far pqh-lu: haalth acthvities including
reparting a cowmemunicabie e gt ar
achrarse drugg sesction 1o the Food and
Dvisg Addministration.

* To report neglect, abuse or domestic
wiclinig.

¥ To girvemmant regulatons of agents o
drmarmine compliance with applicable
ruales ared regpulations.

# |n judicial or administrative precesdings
a8 i Fedponie bo o valid subpoena,

* To a coroner bor puiposes of identifying a
dicensed porson or determining couse
of death, or bo a funersl drector for
making luriral arrangemanis

= For purposes of research wibssn 8 research
aversght commitiee, called an
irstitutiznal review board, has determined
that there is a mireenal risk 1o the privacy
of your PHI

= For creating special types of health
infarmatien that efminste all legaly
required iderm#ying indcemation or
infoemation that would directly identify
thi subdect of the informathon,

* In gecandance with the legal mequirerents
of a Wonoers' Comgssnininan Program.

= Whan proparly requested by law
enforcement officials, for Instance in
reparting gun shot wounds, reporing
a suspicious death of for cibar legal
s ine R

® If we reasonably ballewe that use or
disclosure will avert a heahth hazard or
1o respond to a threat to public safety
inchaing on wrmmnineent crimee againgd
anather person.



» For national security purposes including to
the Secret Service or if you are Armed
Forces personnel and it is deemed
necessary by appropriate military
command authorities,

* In connection with certain types of organ
donor programs,

* For surveys, including patient satisfaction
surveys.

YOUR PRIVACY RIGHTS AND
HOW TO EXERCISE THEM

Under the federally required privacy
pregram, patients have specific rights.

YOUR RIGHT TO REQUEST LIMITED
USE OR DISCLOSURE

You have the right to request that we do not.

wse or disclose your PHI in a particular way.
We must abide by your request-to restrict
disclosures to your health plan (insurer) if:

+ the disclosure is for the purpose of
carrying out payment or health cane
operations and is not required by law; and

#» the PHI pertains solely to a healthcare
itemn or service that you, or someane else
other than the health plan {insurer) has
paid us for in full.

In other situations, we are not required
to abide by your request. |f we do agree
to your request, we must abide by the
agreement,

YOUR RIGHT TO CONFIDENTIAL
COMMUNICATION

You have the right to receive confidential
communications of PHI from the hospital
at.a location that you provide. Your request
must be in writing, provide us with the _
other address and explain if the request will
interfere with your method of payment.

YOUR RIGHT TO REVOKE YOUR
AUTHORIZATION _
You may revoke, in writing, the authorization
you granted us for use or disclosure of your
PHI. However, if we have relied on your
consent or authorization, we may use or
disclase your PHI up to the time you revoke
your eonsent.

YOUR RIGHT TO INSPECT AND COPY
You have the right to inspect and copy your
PHI {or to an electronic copy if the PHEis in
an electronic medical record), if requested
in writing. We may refuse to give you access
to your PHI if we think it may cause you
harm, but we must explain why and provide
you with someone 1o contact for 2 review of
our refusal,

YQUR RIGHT TO AMEND YOUR PHI

If you disagree with your PHI within our
records, you have the right to request,

in writing, that we amend your PH! when
it is a record that we created or have
maintained for us, We may refuse to make
the amendment and you have a right to

disagree in writing, If we still disagree, we
may prepare a counter-statement. Your
statement and our counter-statement must
be made part of cur record about you.

YOUR RIGHT TO KNOW WHO

ELSE SEES YOUR PHI

You have the right to request an accounting
of certain disclosures we have made of your
PHI over the past six years, but not before
April 14, 2003, We ara not required to
account for all disclosures, including those
made to you, authorized by you or those
involving treatment, payment and health
care operations as described above, There
is no charge for an annual accounting,

but there ray be charges for additional
accountings. We will inform you if there'is a
charge and you have the right to withdraw
your request, or pay to proceed.

YOUR RIGHT TC BE NOTIFIED

OF A BREACH

You have the right to be notified following a
breach of unsecured FHI.

YOUR RIGHT TO OBTAIN A PAFER
COPY OF THIS NOTICE

You have the right to obtain a paper copy of
this notice upon request, even if you have
agread to receive the Notice electronically.

WHAT IF { HAVE A'COMPLAINT?

i you believe that your privacy has heen
violated, you ray file a complaint with

us or with the Secretary of Health and
Human Services in Washington, D.C. We
will not retaliate or penakize you for filing a
complaint with us or the Secretary.

* To file a complaint with us, please contact
our Risk Management Departent or call
the UHS Compliance Hotline at
1-800-852-3449. Your complaint should
provide specific details to help us in
investigating a potential problem.

* To file a complaint with the Secretary of
Health and Human Services, write to:
200 Independence Ave,, S.E.,
Washington, D.C.2G201 or call
1-877-696-6775.

CONTACT FOR ADDITIONAL
INFORMATION

If you have questions about this Notice

or need additional information, you can
contact our Risk Management Department
for the UHS Compliance Hotline at
1-800-852-3449).

SOME OF OUR PRIVACY
OBLIGATIONS AND
HOW WE FULFILL THEM

Federal health information privacy rules
require us to give you notice of our legal
duties and privacy practices with respact to
PH) and to notify you following a breach of
unsecured PHI. This dacurant is aur notice.
We will abide by the privacy practices set
forth in this notice. We are required to
abide by the terms of the notice currently

in effect. However, we reserve the right to
change this notice and our privacy practices
when permitted or as required by law. [fwe
change our notice of privacy practices, we
will provide you with a copy to take with
you upon request and we will post the new
notice.

COMPLIANCE WITH CERTAIN

STATE LAWS

‘When we use or disclose your PHl as
described in this notice, or when you
exercise certain of your rights set forth in
this notice, we may apply state laws about
the confidentiality of health information
in place of federal privacy regulations.
We do this when these state Jaws provide
you with greater rights or protection for
your PHI. For example, some state laws
dealing with mental health records may
require your express consent before your

PHI could be disclosed in response to a

subpoena, Ancther state law prohibits us
from disclosing a copy of your record to you
until you have been discharged from our
hospital. When state laws are not in conflict
or if these laws do not offer you better
rights of more protection, we will continue
to protect your privacy by applying the
federal regulations.

Effective Date: This notice takes effect on
September 23, 2013 Version # 1



IheVa]ley): "Health Syster

Notice of Reduction or Discount

Notice of the reduction or discount available pursuant to NRS 439B.260, including,
‘without limitation, notice of the criteria a patient must satisfy to qualify for a reduction or
discount under that section.

The Valley Health System extends an uninsured, 60% discount off total billed charges for
all patients who reside in the United States with no insurance coverage. This discount.
pertains to non-elective procedures only. Itis the responsibility of the patient or legal
guardian to make payment arrangements on the account within 30 days of discharge.

The Valley Health System has a Charity Care Program available to uninsured, eligible
inpatient and outpatients who meet the established criteria;

¢ Income less than or equal to 400% of the federal poverty guideline.
» Application must be submitted for review.

Centennial Hills Hospital
Desert Springs Hospital
Henderson Hospital
Spring Valley Hospital
Summerlin Hospital
Valley Hospital
West Henderson Hospital

(PMM# 78835089 Notice of Reduction or Discount) (R 10/24) (FOD)
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SUMMERLIN HOSPITAL

MEDICAL CENTER.
Dear Summedin Hospial Medical Canter Patient:

The Health Informalion Managomeant Dapariment would like (o refrain from copying your medical records at this time due
lo the Incompiete stalus of your chart, At ihis point in time, your medical record does not represent the entire episede of
your care with us at Summerlin Hospital Medical Center, In order (o furnish you with the most complete and accurate
medical record possibla, please refer 1o the Tollawing:

To obtain a copy of your medical records for personal use:

1. Obtain an Authorization for Release of Protecied Heaklh information (rom the Nursing Station prior to youwr depariure
from the facility.

in the avent that you do nol abtain one prior 1o leaving the MNursing wnil, please use ong of (ha loliowing options:

» Go o the Health Information Management Degartmeant,

« Conlact the Health Information Management Depariment via a phane and request thal one be mailed or faxed to
you far complatian.

»  Wisit werw valleyhealhsysiembv.com and select the link for “Obtaining Medical Record.” Go to patiend & visitor 1ab
and sedect link for *Obtaining Medical Records.”

*  Visit www.rollog.com and click Authorization Forms, locale Mevada, SHMG, and select the appropriate form.

2. Complete the Avhorization For Retease Of Protecied Health Information Form.

3. Record requests take between seven (T) and ten (10) business days 10 process, bul nol to exceed 30 days.

4. There will be a charge of $8.50 lor copies of PHI maintained elecironically and requesiad in an alecironsc [ormat
(armail or CD-ROM) for releases of PHI for &ll reasons other than continued patient care, For copies of PHI provided
on paper, there will be a charge of $0.10 per page.

To obtain a copy of your medical records for conlinued care:

1. Goto your physician’s oflice an the day of your appoimimeant.

2. Ask them to send a request for your medical records on their office letterhead.

3. Ask them to lax this request to us af 233-T816.

&, The Health Information Management Dapariment will fax your medical records 10 your physician wilhin 15-30 minues
o its receipt of your requesl.

How..get your madical records... 24 howrs a day, 7 days a week

Your email address gets you online access to your medical records.
Heallth Records Online is a secure, onling sarvice rom tha Valley Health System that leis you view salect medical records
enling. All you need is a computer and an internel connaction to see your healthcare records, including:

= Allergies *  Immunizallons
# Completed procedures * Medications
» Health Issues
¥ou will be able 1o view and download discharge instructions and summaries of tha care you received al Valiey Health

System to provide 1o your personal physician or other healthcare provider. You may éven be able to forward the summary
of your care directly 1o your healthcare provider,

Mow thal your account has been created, 10 view your records go 1o hiipss g COm
Thank you very much for your cooparation and undersianding.

Health Infermation Management Department
Summerlin Hospital Medical Center

657 Town Center Drive

Las Vegas, NV 89144

(702) 233-7580

B433 Roloase OF Infarmation Fiyor SHMG HiVl.doc (R 28) FOD
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