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Authorization must be signed by the patient if age 18 or over or by a minor patient (under 18) if emancipated or otherwise eligible pursuant
to KRS 214.185 (See Consent Procedure); or by the parent or legal guardian for any other minor; or by the patient’s legally authorized
representative if the patient is otherwise unable to consent (See Consent Procedure).

I, the undersigned, a patient of St. Elizabeth Healthcare (SEH) do hereby and herewith freely and voluntarily agree and consent to
and authorize the administration and performance of all medical treatment and medical operations, the administration of any
medically accepted anesthetic, the use of any lawful kind of drugs, and the use of any medically accepted diagnostic procedures,
which in the professional medical judgment of my physician, may be considered medically necessary, advisable, or otherwise
appropriate. If I am admitted for pregnancy or childbirth, I further authorize the performance of a toxicology test (i.e., drug
screen) if ordered by my physician to determine whether alcohol or drugs were ingested during pregnancy. The purpose is to
clarify potential for or possibility of fetal exposure to alcohol or drugs.

I understand that when St. Elizabeth Healthcare provides services to me through a regular, on-going course of treatment on an
outpatient basis (a Regimen of Treatment), my signature on this document will remain in effect as my voluntary agreement and
consent for the associated Regimen of Treatment for a maximum period of ninety (90) days, unless otherwise withdrawn by me
prior to the expiration of that period.

I further authorize and consent to the taking of cultures and blood samples and the performance of medically accepted laboratory
tests for human immunodeficiency virus, hepatitis or any other blood-borne infectious disease upon the order of a physician for
diagnostic purpose or in the event a physician, healthcare worker or SEH employee is exposed to my blood or body fluids in the
course of my treatment at or transportation to SEH. | further authorize SEH to take such precautions as are deemed necessary for
my safety and/or the safety of others in infectious cases.

I understand that SEH engages in educational activities for physicians, nurses, medical students and other healthcare personnel,
and that such personnel may assist, observe, or participate in providing care or treatment to me at SEH or performing procedures
ordered by my physician.

I understand that SEH may also engage in educational activities for non-healthcare personnel, which may involve the observation
of healthcare personnel providing care or treatment at SEH. | hereby authorize and consent to the observation of my care for such
educational activities.

I understand no assurances or guarantees have been given by anyone concerning treatment or the results that may be obtained.

I understand the patient handbook contains information about my right to consent to or refuse medical care and my right to
execute Advanced Directives, such as Living Wills, Medical Powers of Attorney, and Methods of Specific Treatment (“MOST”)
orders.

I hereby authorize the taking of pictures and/or the videotaping of the treatment, procedures or operations hereby authorized, and
the use of such pictures and/or videotaping for scientific and educational or research purposes. | understand that if any picture or
digital image is intended to be used outside of SEH scientific, educational or research purposes, | will be advised and have the
opportunity to provide specific consent for such use.

I agree that my conduct will conform with hospital policies. | further agree that SEH is not responsible for any lost or stolen
personal items that | choose to keep with me.

10. 1 understand that if | choose to leave the inpatient or outpatient unit in which | am located during my treatment | can no longer be
monitored or observed by my nurses or care providers at SEH. | further understand that if I am unable to be monitored or
observed and my condition gets worse while |1 am out of the unit, there is a risk to my health and my care providers may not be
immediately available to assist me. | acknowledge that | understand this risk and | hereby release and forever discharge my
attending physician and SEH from all liability for any and all harm that may result from my decision to leave the unit including,
but not limited to, any injuries that may be sustained while I am not being monitored or observed and injuries sustained while
leaving, entering, or outside the building.
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11. I understand that SEH may release/disclose my protected health information to another health care provider for treatment
purposes. By signing this authorization, | am giving permission for SEH to disclose/release any and all hospital and medical
records, reports and information in the possession of SEH, including, without limitation, information concerning treatment of
drug or alcohol abuse, drug-related conditions, psychiatric/psychological conditions and HIV/AIDS testing, diagnosis or
treatment. | understand that current and future information may be released in all forms, including verbally, via fax, by paper, and
electronically.

12. 1 understand that certain professional services are rendered at St. Elizabeth Healthcare by physicians, residents, medical students,
and Durable Medical Equipment (DME) providers, who are independent practitioners and not employees or agents of St.
Elizabeth Healthcare. These services include but are not limited to the following: Anesthesiology; Cardiology; Emergency
Medicine; Infectious Disease; Internal Medicine; Neurology; Neurosurgery; Oncology; Pulmonology; Radiology; Surgery; and
Urology. St. Elizabeth Healthcare is not responsible for treatment rendered by physicians, residents, or medical students who are
not employees of St. Elizabeth Healthcare.

13. I understand that SEH or any of my treatment physicians may release medical, psychiatric, psychological, and/or other
information to SEH’s legal counsel, third-party payers, benefit administrators, guarantors and/or other persons as necessary for
them to verify benefits, to determine the necessity and appropriateness of my hospital stay or services, to authorize medical
services to be received, process claims for benefits, and/or to represent me in a third party payer’s hearing and/or appeal process
regarding payment for hospital expenses, including, but not limited to, Medicaid’s hearing and appeals process.

14. | hereby agree and fully understand that if | should refuse treatment or leave SEH without the written consent of my attending
physician, | hereby release and hold harmless SEH, its officers, agents and employees, and the attending physician and his/her
agents and employees for and from all liability for any injuries or damage which may occur as a result of my refusal of treatment
or my leaving SEH.
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English: SEH provides language assistance services and appropriate auxiliary aids, including electronic and
written translated documents and oral interpretation, free of charge and in a timely manner, when such services
are needed to provide meaningful access to an individual with limited English proficiency.

o J 4 (Arabic): idiue 23 St, Elizabeth Healthcare sl des yi ciloss @lld d Ly i) Dle Y il s 5 4 galll 3ac L) cilaaa
S Bl s sl Aol il ol o3 Jie ) Al e il 8 g1 5 Ul gl A il e i) il 5 2 i€l 5 A iSIY)
4 5l ARl 380 ganaBala) (593,

[of . C € OC C C C o ¢
@.feo(Burmese).St. Elizabeth Healthcare 20DV 3200509320 ONNEMP|PEM|CHTIHPEID YO VI8

C ¢ C ° C o0 C o C C o
32@83’30 O?G%’DCG LDOD%Q\)SC OOSGOSGPO)C moao@mgsamsa&)’o§eeo’)ceqpsmonem
o i IL L OO¢° oL [¢) IL AL L



@(‘ o o o C CcC C C o C (‘o o C@C o@(‘ o ’] C
00290 ?@imoGOJ) 33(\)00@GGP§®?(°3 mmeqomammmeoqpo JéLoO) (03 0003 ?&ﬂ')oS’BO 320C
o3

C o 0 C

C C C C ¢ ocCc ¢ C Q N C
&)(;GC\{P&)@ 3’36(I)00039(7|%[§|_ O?GSO’JC?EE{PSOO Q)S’BO(S](T) 3’2%]:?:?90)0)6@3&7’ 3290 SGOSQ)EII

L L

% B2h 3T (Chinese): St. Elizabeth Healthcare
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Cushite Oroomiffa (Oromo): St. Elizabeth Healthcare tajaajila gargaarsa afaanii fi deeggersa meeshaalee
dhageettii, dubbii fi arguu barbaachisoo ta’an, sanadoota elektirooniksii fi barreeffamaan hiikamanii fi
turjumaana afaanii dabalatee, kaffaltii malee fi yerootti tajaajilli akkasii barbaachisutti, nama dandeettii
Ingiliffaa murtaa’aa qabu tokkoof dhaggabamummaa hiika gabu ni kenna.

Nederlands (Dutch): St. Elizabeth Healthcare biedt gratis en tijdig taalondersteuning en passende hulp,
waaronder elektronische en schriftelijke vertaling van documenten en een tolk, wanneer dergelijke diensten
nodig zijn om de toegankelijkheid tot de zorg te verbeteren voor personen met een beperkte Engelse
taalvaardigheid.

Deitsch (Pennsylvania Dutch): St. Elizabeth Healthcare dutt Lei helfe as Druwwel hen fer Englisch verschteh.
Sell meent, sie kenne em Copies uff der Computer odder uff Babier griege vun Documents in Englisch as in
differnti Schprooche getranslate sin. Sie kenne aa en Interpreter beigriege wammer Hilf braucht fer schwetze mit
ebber in Englisch. Des alles duhn sie unni as es em ennich ebbes koscht, un gschwind.

Francais (French): St. Elizabeth Healthcare fournit des services d’assistance linguistique et des aides auxiliaires
appropriées, y compris des documents électroniques et écrits traduits et une interprétation orale, gratuitement
et en temps opportun, lorsque ces services sont nécessaires pour fournir un acces important a une personne
dont la maitrise de U'anglais est limitée.

Deutsch (German): St. Elizabeth Healthcare bietet kostenlos und zeitnah Sprachmittlungsdienste und
entsprechende Hilfsmittel an, wie die schriftliche Ubersetzung von Dokumenten im elektronischen und
Papierformat sowie mundliche Dolmetscherdienste. Auf diese Weise soll Personen mit eingeschrankten
Englischkenntnissen ein ungehinderter Informationszugang ermaoglicht werden.
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HZ:& (Japanese): St. Elizabeth Healthcare
(i HENEFLANCEXRH ATV ERFRBT IO, EFHSIUVETICLSFRXEPLOEERE
DERBXEY—EXRRVEYLHEBFEZ. BHTEFICREVLET,

Kinyarwanda (Kirundi): St. Elizabeth Healthcare irungika serevise z’ugufasha ururimi n'imfashanyo z'abantu
bafise ingorane mu kwumva, harimwo n'inyandiko z'ivy'ubuhinga bwa none n’uguhindura inyandiko yanditse
n’ugusemura amajambo, ku buntu kandi mu buryo bubereye, mu kiringo izo serevise zikenewe kugira umuntu
atazi neza icongereza ashobore kuronka izo serivisi azitahura neza.
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Pycckum (Russian): B 6onbHuue St. Elizabeth Healthcare 6ecnnatHo 1 cBoeBpemeHHO NpeaoCcTaBAAOTCA A3bIKOBbIE
YCAYrn U Apyraa NOMOLLb (B TOM YMCAE YCNYTN SNEKTPOHHOIO, MMCbMEHHOIO W YCTHOTO NepeBoAa), Koraa sTo
HeobxoaAnmo, 4Tobbl 06ecneynTb NONHOLEHHbIV AOCTYN AAS UL, C OTPAHUYEHHbIM 3HAHMEM aHIJIMIACKOTO A3blKa.

Srpsko-hrvatski (Serbo-Croatian): St. Elizabeth Healthcare pruza usluge jeziCke pomo¢ii odgovarajuca
pomocna pomagala, ukljuéujuéi elektronske i pismene prevedene dokumente i usmeni prevod, besplatno i
blagovremeno, kada su takve usluge potrebne da bi se obezbedio smislen pristup osobi sa ograni¢enim znanjem
engleskog jezika.

Espafiol (Spanish): St. Elizabeth Healthcare proporciona servicios de asistencia lingiistica y ayudas auxiliares
adecuadas, incluidos documentos electrénicos y escritos traducidos e interpretacion oral, gratuitay
oportunamente, cuando dichos servicios son necesarios para proporcionar un acceso significativo a una
persona con dominio limitado delinglés.

Tagalog (Tagalog): Nagbibigay ang St. Elizabeth Healthcare ng mga serbisyo ng tulong sa wika at naaangkop na
mga auxiliary na tulong, kabilang ang mga electronic at nakasulat na mga isinaling dokumento at pasalitang
interpretasyon, nang walang bayad at sa napapanahong paraan, kapag ang mga naturang serbisyo ay
kinakailangan para magbigay ng makabuluhang pag-access sa isang indibidwal na limitado ang kahusayan sa
Ingles.

Tiéng Viét (Vietnamese): St. Elizabeth Healthcare cung cap dich vu hd tro ngén ngit va céc phuong tién ho tro

phu hop, bao gom tai liéu dich dién tl va vin ban cung dich vu thong dich, tat ca déu mién phi va kip thoi khi céc
dich vu d6 can thiét cho cé nhan cé trinh dé Tiéng Anh han ché.
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I HAVE READ BOTH SIDES OF THIS DOCUMENT AND/OR IT HAS BEEN FULLY EXPLAINED TO ME; AND | HEREBY
CERTIFY THAT | UNDERSTAND ITS CONTENTS.

I have received a copy of St. Elizabeth Healthcare’s Notice of Privacy Practices (9/23/2013 — version) and a copy of
St. Elizabeth Healthcare’s Patient Rights and Responsibilities (10/2022 version).

X
Patient Date/Time
Witness 2ND Witness (For Telephone Consent Only)
The patient is unable to consent because:
| therefore consent for the patient.
Signature Date/Time
Relationship to Patient Witness
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