
Avery Care Hospice, Inc. 11030 Arrow Route, Ste 209, Rancho Cucamonga, CA 91730

INFORMED CONSENT AND TREATMENT AUTHORIZATION

This agreement is entered into by and between Avery Care Hospice, Inc. (hereinafter called Agency) and __________________
(hereinafter called Patient). This agreement is entered into pursuant to a desire by Patient to obtain
Hospice services. I request admission to Hospice and understand and agree to the following conditions:

1. I understand that the Hospice program is palliative, not curative, in the goals and treatments. The program emphasizes the
relief of symptoms such as pain and physical discomfort and addresses the spiritual needs and the emotional stress which
may accompany a life-threatening illness.

2. I understand I am encouraged to participate in the development and implementation of the approved plan of care and that
Hospice services are not intended to take the place of care by family members or others who are important to the patient,
but rather to support them in the care of the patient. With the help of hospice, the person designated the “caregiver” will
provide around-the-clock care to the patient in their place of residence. If twenty-four-hour care is not available, the
caregiver will arrange for another to provide it. The caregiver will also participate in decisions about the care provided to
the patient. The Hospice Interdisciplinary Team supplements rather than replaces care provided by the family or Care Center
Staff.

3. I accept the conditions of Hospice ad described, understanding that I may choose not to remain in the program and that
Hospice may discharge me from the program if hospice care is no longer appropriate. This means there will be no further
liability to me or to Hospice. I understand, however, that I may request to be readmitted at a later date. I have been able to
discuss the above conditions with a member of the Hospice staff and have had my questions answered to my satisfaction.

TREATMENT AUTHORIZATION: The undersigned Patient or Patient’s legally authorized representative hereby

consents to any and all examinations and treatments prescribed by the Patient’s physician (or hospice physician) rendered by
the Agency’s licensed nurses, physical therapists, occupational therapists, speech therapists, registered dietitians, social
workers, spiritual counselors, home health aides and volunteers.

FINANCIAL AGREEMENT:

In consideration of the mutual promises and obligations related to treatment rendered to Patient by Agency, it is agreed as
follows:

1. Payment Responsibility: It is understood that for Hospice patients, the agency assumes financial responsibility for

medications and/or durable medical equipment and medical supplies related to the terminated illness, agency, in
accordance with this agreement for the Patient and/or Patient’s agent assumes financial responsibility for all other
authorized charges. The agency in accordance with this agreement shall assist the Patient in obtaining financial assistance
from third-party payers such a Medicare and private insurers.

2. Pharmacy Services: I acknowledge that I have the right to direct a pharmacist to dispense a prescription using the

brand my physician prescribed instead of a generic drug product. I also understand that generic drug products generally cost
less than brand name products, but the price differences vary from prescription to prescription. I hereby consent and agree
that, if allowable under state law, any pharmacist who dispenses any of my prescription drugs may select a drug product
that is generically equivalent to the brand prescribed by my physician, unless I submit to Hospice a written request for a
brand name product.

3. Termination: The agency may terminate services when in its sole medical judgment determines there is no longer any

reasonable expectation that it can meet the Patient/family’s needs.

MEDICARE / MEDICAL HOSPICE BENEFIT ELECTION

As a Medicare Part A or Medical beneficiary, I hereby elect Avery Care Hospice, Inc. as my sole provider of hospice care
Effective ________________________

Date (mm/dd/yy)

I understand the hospice program to be palliative, not curative in its goal and treatment, which the program emphasizes the
alleviation of physical symptoms including pain, and the identification and meeting of emotional and spiritual needs that the
patient and family may experience related to the terminal illness.

PATIENT:________________________________________________________________MR#________________Initial______
(Last) (First)

WĂŐĞ ϭ ŽĨ ϯ



Avery Care Hospice, Inc. 11030 Arrow Route, Ste 209, Rancho Cucamonga, CA 91730

INFORMED CONSENT AND TREATMENT AUTHORIZATION

I understand that while this election is in force, Medicare/Medical will make payments for care related to this

illness on to the physician designated below and to Avery Care Hospice, Inc., and that services related to

this illness provided by hospitals, home health agencies, nursing homes, and any other company or agency
will not be reimbursed by Medicare/Medical unless specifically ordered and authorized by Hospice. I
understand the services not related to this illness will continue to be covered by Medicare/Medical along with
hospice benefits.

HOSPICE SERVICES:

տRoutine Home Care: I understand that hospice services are delivered primarily in the home (which may

include a nursing home) provided by a team of hospice professionals, staff and volunteers. These services are
available both on a scheduled basis and as needed. I understand that these services may include, as set forth in the
hospice plan of care: nursing, physician care, social worker, spiritual, nutrition, bereavement counseling, home
health aides, medical supplies, physical therapy, occupational therapy, speech-language therapy, and medications
prescribed for relief of pain or discomfort.

տInpatient Care/Inpatient Respite: I understand that inpatient hospice care and inpatient respite care

are provided in an inpatient bed when it is deemed necessary by the hospice interdisciplinary team. I understand
that hospice inpatient care is designed for short term stays with the goal of stabilizing the patient and family
emotionally and physically, so the patient can return to home. I understand that inpatient respite care is designated
to provide brief periods of respite for the family or primary care while the patient receives hospice care in an
inpatient bed.

տContinuous Care: I understand that continuous care (1 minimum of 8 hours of care is a 24 hour period) may

be provided in a patient’s home when it is deemed necessary by the hospice interdisciplinary team. I understand
that continuous care is designated for short-term periods to manage acute medical symptoms with the goal of
stabilizing the patient.

I understand that under the Medicare/MediCal Hospice Benefit, I am entitled to hospice care, which consists of
two 90-day periods and subsequent 60-day periods of unlimited duration. The Hospice Interdisciplinary Team
evaluates recertification for continuation of hospice care at the end of each benefit period.

I understand that I am responsible for the cost of care for my terminal illness if I seek care beyond what is
considered medically necessary by the hospice interdisciplinary group and documented on my plan of care.

I understand that I may revoke the hospice benefit at any time by signing a statement to that effect, specifying the
date when the revocation is to be effective and submitting the statement to Hospice prior to that date. This
revocation constitutes a waiver of the right to hospice care during the remainder of the current election period.

I understand that once in each election period I may elect to receive services through a hospice program other than
Avery Care Hospice, Inc. such change shall not be considered a revocation of hospice services.

PATIENT:________________________________________________________________MR#________________Initial______
(Last) (First)
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Avery Care Hospice, Inc. 11030 Arrow Route, Ste 209, Rancho Cucamonga, CA 91730

INFORMED CONSENT AND TREATMENT AUTHORIZATION
I have been providing the following information regarding advance directives:

տ Informed of my rights to formulate an Advance Directive.

տ I am not required to have an Advance Directive in order to receive medical treatment by any
health care provider.

տ The terms of any Advance Directive that I have executed will be followed by any health care
provider and my caregivers to the extent permitted by law.

The patient has an Advance Directive: Name and Address of Agent:

տ Power of Attorney for Health Care ________________________________
________________________________

տ Living Will ________________________________

Copy received: տ Yes տ No

տ The patient does not have an Advance Directive.

RELEASE OF PATIENT RECORDS:
I understand that Avery Care Hospice, Inc. may need to obtain medical records and related information form
hospitals, nursing homes, physicians, pharmacies, home health agencies, insurance companies, health care
benefit plans, or others in order to assure continuity of care and proper reimbursement. I authorize the above
persons and entities to release to Avery Care Hospice, Inc., and its representative’s medical records and related
information necessary to be helpful to the provision of hospice care. I also authorize Avery Care Hospice, Inc.,
and its representatives to release medical records and related information to others for the purposes of my
health care, administration, and management of my health care (including utilization review), or processing and
obtaining payment for services and supplies rendered to me. I understand and agree that this authorization
specifically includes my permission and consent to release any information regarding a diagnosis of AIDS or the
results of Human Immunodeficiency Virus (HIV) tests to the extent permitted by law. A photocopy of this
authorization shall be as valid as the original.

RECEIPT OF INFORMATION:
Hospice services have been explained to me in a manner and language understood by me; I have been given the
opportunity to ask any questions I have concerning the hospice program of care, and my questions have been
answered to my satisfaction. I have been provided with the following materials:

տ A copy of Patient’s Rights

տWritten materials explaining a patient’s legal rights to accept or refuse medical treatments and to prepare an
Advance Directive for health care.

RECEIPT OF ACKNOWLEDGEMENT:
I have received, acknowledged and agreed to the terms and conditions described in the following documents:

տ Informed Consent and Treatment Authorization տ Financial Agreement

տMedicare/Medical Hospice Benefit Election տ Advance Directives

տ Notice of Privacy Practices տ Compliant and Grievance Program

տ Patient/Family Hospice Information

_____________________________________________ _________________________________________
SIGNATURE OF PATIENT DATE

IF PATIENT UNABLE TO SIGN, STATE REASON: _______________________________________________________

________________________________________________________ ___________________________
SIGNATURE OF LEGALLY AUTHORIZED REPRESENTATIVE (If Applicable) DATE

___________________________________________________________________________________________
NAME AND ADDRESS OF LEGAL REPRESENTATIVE (PRINT) (If Applicable)

________________________________
HOSPICE CARE REPRESENTATIVE

PATIENT:______________________________________________________________MR#____________Initial_______
(LAST) (FIRST)
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Effect use of 10 . 0 1 . 2 0 2 0

HOSPICE COVERAGE AND RIGHT TO REQUEST “PATIENT NOTIFICATION
OF HOSPICE NON-COVERED ITEMS, SERVICES, AND DRUGS”
I acknowledge that I have been provided with information about my financial responsibility for certain hospice services (drug copayment and inpatient respite
care). I understand that I have the right to request at any time, in writing, the “Patient Notification of Hospice Non-Covered Items, Services, and Drugs” addendum
that lists the items, services, and drugs that the hospice has determined to be unrelated to my terminal illness and related conditions that would not be covered
by the hospice. I acknowledge that I have been provided information regarding the provision of Immediate Advocacy through the Beneficiary and Family-Centered
Care Quality Organization (BFCC-QIO) if I disagree with any of the hospice’s determinations and I have been provided with the contact information for the BFCC-
QIO that services my area: https://qioprogram.org/locate-your-qio or call 1-800-MEDICARE (1-800-633-4227). TTY users can call 1-877-486-2048.

տ / ĞůĞĐƚ ƚŽ ƌĞĐĞŝǀĞ ƚŚĞ ͞WĂƚŝĞŶƚ EŽƚŝĨŝĐĂƚŝŽŶ ŽĨ ,ŽƐƉŝĐĞ EŽŶͲ�ŽǀĞƌĞĚ /ƚĞŵƐ͕ ^ĞƌǀŝĐĞƐ͕ ĂŶĚ �ƌƵŐƐ͟ /ŶŝƚŝĂůƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
�ĂƚĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ
;,ŽƐƉŝĐĞ͗ WůĞĂƐĞ ƉƌŽǀŝĚĞ ƚŚĞ ďĞŶĞĨŝĐŝĂƌǇ ǁŝƚŚ ƚŚĞ ĂĚĚĞŶĚƵŵ͘DƵƐƚ ďĞ ƐŝŐŶĞĚ ĂŶĚ ĚĂƚĞĚ ĂĐĐŽŵƉĂŶǇŝŶŐ ƚŚĞ ĞůĞĐƚŝŽŶ ƐƚĂƚĞŵĞŶƚ͘Ϳ

տ / ĚĞĐůŝŶĞ ƚŽ ƌĞĐĞŝǀĞ ƚŚĞ ͞WĂƚŝĞŶƚ EŽƚŝĨŝĐĂƚŝŽŶ ŽĨ ,ŽƐƉŝĐĞ EŽŶͲ�ŽǀĞƌĞĚ /ƚĞŵƐ͕ ^ĞƌǀŝĐĞƐ͕ ĂŶĚ �ƌƵŐƐ͟

/ŶŝƚŝĂůƐͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ �ĂƚĞͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺͺ

Note: The hospice makes the decision as to whether or not conditions, items, services, and drugs are related for each patient. As the patient or representative, you
should share this list and clinical explanation with other healthcare providers from which you seek items, services, or drugs, unrelated to your terminal illness and
elated conditions to assist in making treatment decisions.

Right to Immediate Advocacy: �Ɛ ĂDĞĚŝĐĂƌĞ ďĞŶĞĨŝĐŝĂƌǇ͕ ǇŽƵ ŚĂǀĞ ƚŚĞ ƌŝŐŚƚ ƚŽ ĐŽŶƚĂĐƚ ƚŚĞDĞĚŝĐĂƌĞ �ĞŶĞĨŝĐŝĂƌǇ ĂŶĚ &ĂŵŝůǇ �ĞŶƚĞƌĞĚ �ĂƌĞͲ
YƵĂůŝƚǇ /ŵƉƌŽǀĞŵĞŶƚ KƌŐĂŶŝǌĂƚŝŽŶ ;�&��ͲY/KͿ ƚŽ ƌĞƋƵĞƐƚ ĨŽƌ /ŵŵĞĚŝĂƚĞ �ĚǀŽĐĂĐǇ ŝĨ ǇŽƵ ;Žƌ ǇŽƵƌ ƌĞƉƌĞƐĞŶƚĂƚŝǀĞͿ ĚŝƐĂŐƌĞĞ ǁŝƚŚ ƚŚĞ ĚĞĐŝƐŝŽŶ ŽĨ ƚŚĞ
ŚŽƐƉŝĐĞ ĂŐĞŶĐǇ ŽŶ ŝƚĞŵƐ ŶŽƚ ĐŽǀĞƌĞĚ ďĞĐĂƵƐĞ ƚŚĞ ŚŽƐƉŝĐĞ ŚĂƐ ĚĞƚĞƌŵŝŶĞĚ ƚŚĞǇ ĂƌĞ ƵŶƌĞůĂƚĞĚ ƚŽ ǇŽƵƌ ƚĞƌŵŝŶĂů ŝůůŶĞƐƐ ĂŶĚ ƌĞůĂƚĞĚ ĐŽŶĚŝƚŝŽŶƐ͘
�&��ͲY/K EĂŵĞ͗ >/s�Ed� ͬ ŚƚƚƉƐ͗ͬͬůŝǀĂŶƚĂƋŝŽ͘ĐŽŵͬĞŶ ĂŶĚ �&��ͲY/K WŚŽŶĞ EƵŵďĞƌ͗ ϭͲϴϳϳͲϱϴϴͲϭϭϮϯ͖ ϭͲϴϱϱͲϴϴϳͲϲϲϲϴ ;ddzͿ͘

The purpose of this addendum is to notify the beneficiary (or representative), in writing, of those conditions, items, services, and drugs the hospice will not be
covering because the hospice has determined they are unrelated to the individual's terminal illness and related conditions. I acknowledge that I have been given a
full explanation and have an understanding of the list of items, services and drugs not related to my terminal illness and related conditions not being
covered by hospice. Signing this addendum (or its’s updates) is only ĂĐŬŶŽǁůĞĚŐŵĞŶƚ of receipt of the addendum (or its updates) and not necessarily
agreement with the hospice’s determinations.

CONSENT TO PHOTOGRAPH
� ƉĂƚŝĞŶƚ͕ ǁŚŝůĞ ƵŶĚĞƌ ƚŚĞ ĐĂƌĞ ŽĨ �ǀĞƌǇ �ĂƌĞ ,ŽƐƉŝĐĞ͕ /ŶĐ͕͘ ĚĞƉĞŶĚŝŶŐ ŽŶ ƚŚĞ ŽǀĞƌĂůů ĐŽŶĚŝƚŝŽŶ ŽĨ ƚŚĞ ƉĂƚŝĞŶƚ͕ ĐŽƵůĚ ĚĞǀĞůŽƉ ƐŽŵĞ ƐŬŝŶ ĐŽŶĚŝƚŝŽŶƐ ůŝŬĞ ƌĂƐŚĞƐ͕
ǁŽƵŶĚƐ ;ǁŚĞƚŚĞƌ ƐƚĂŐĞ ϭ Žƌ ŚŝŐŚĞƌͿ ĞƚĐ͘ �Ɛ Ă ŵĂƚƚĞƌ ŽĨ �ǀĞƌǇ �ĂƌĞ ,ŽƐƉŝĐĞ͕ /ŶĐ͛Ɛ ƉŽůŝĐǇ͕ ƉĂƚŝĞŶƚƐ Ăƚ ƚŚĞ ŽŶƐĞƚ ŽĨ ƚŚĞƐĞ ƵŶĚĞƌůǇŝŶŐ ĐŽŶĚŝƚŝŽŶ͕ ŶĞĞĚƐ ƚŽ
ďĞ ĂĚĚƌĞƐƐĞĚ ŝŵŵĞĚŝĂƚĞůǇ͘ /ŶŝƚŝĂůůǇ͕ ŽƵƌ ĨŝĞůĚ ŶƵƌƐĞƐ ĂŶĚͬŽƌ ŽƚŚĞƌ ƐƚĂĨĨ ŵƵƐƚ ƌĞƉŽƌƚ ƚŚĞ ƐŝƚƵĂƚŝŽŶ ĂƐ ƐŽŽŶ ĂƐ ƉŽƐƐŝďůĞ͕ ĂŶĚ Ăƚ ƚŚĞ ƐĂŵĞ ƚŝŵĞ͕ ƚŚĞƌĞ ŵŝŐŚƚ ďĞ
Ă ŶĞĞĚ ƚŽ ƚĂŬĞ ƉŚŽƚŽͬƐ ŽĨ ƚŚĞ ƐŬŝŶ ĐŽŶĚŝƚŝŽŶ ĨŽƌ ĨƵƌƚŚĞƌ ĐŽŶƐƵůƚĂƚŝŽŶ ǁŝƚŚ �ǀĞƌǇ �ĂƌĞ ,ŽƐƉŝĐĞ͕ /ŶĐ͕͘ DĞĚŝĐĂů �ŝƌĞĐƚŽƌ Žƌ Ă ƚŚŝƌĚ ƉĂƌƚǇ ǁŽƵŶĚ ƐƉĞĐŝĂůŝƐƚƐ͘ dŚĞ
ƉŚŽƚŽ ĐŽƵůĚ ĂůƐŽ ďĞ ƵƐĞĚ ĚƵƌŝŶŐ ƚŚĞ ĚŝƐĐƵƐƐŝŽŶ ŽĨ ƉĂƚŝĞŶƚ͛Ɛ ĐŽŶĚŝƚŝŽŶ͕ ƐƚĂƚƵƐ ŽĨ ƚŚĞ ǁŽƵŶĚƐ ĂŶĚ ŝƚƐ ƉƌŽŐƌĞƐƐŝŽŶ͕ ǁŝƚŚ ƚŚĞ /ŶƚĞƌ �ŝƐĐŝƉůŝŶĂƌǇ dĞĂŵ ;/�dͿ
ŵĞŵďĞƌƐ͘ /Ŷ ƐƵĐŚ Ă ĐĂƐĞ͕ ĂƐ Ă ŵĂƚƚĞƌ ŽĨ ƉŽůŝĐǇ͕ �ǀĞƌǇ �ĂƌĞ ,ŽƐƉŝĐĞ͕ /ŶĐ͕͘ ǁŝůů ƐĞĞ ƚŽ ŝƚ ƚŚĂƚ ƚŚĞ ƉŚŽƚŽͬƐ ƚĂŬĞŶ ƐŚĂůů ďĞ ĚŽŶĞ ƐƚƌŝĐƚůǇ ǁŝƚŚ ƚŚĞ ĨŽůůŽǁŝŶŐ ĐŽŶĚŝƚŝŽŶͬƐ͗

�� dŚĞ ĨŽĐƵƐ ŽĨ ƚŚĞ ƉŚŽƚŽ ƐŚĂůů ďĞ ŽŶ ƚŚĞ ƐŬŝŶ ĐŽŶĚŝƚŝŽŶ ŽŶůǇ͘
�� dŚĂƚ ƚŚĞƌĞ ǁŝůů ŶŽƚ ďĞ͕ Ăƚ ĂŶǇ ƉŽŝŶƚ ŝŶ ƚŝŵĞ͕ ŝŶ ĂŶǇ ĨƌĂŵĞ ŽĨ ƚŚĞ ƉŚŽƚŽ͕ ǁŝůů ŝƚ ƐŚŽǁ ƚŚĞ ĨĂĐĞ ŽĨ ƚŚĞ ƉĂƚŝĞŶƚ͕ ŶŽƌ ĂŶǇ ƉƌŝǀĂƚĞ ƉĂƌƚ ŽĨ ƚŚĞ ƉĂƚŝĞŶƚ ƚŚĂƚ ŝƐ ŶŽƚ
ƌĞůĞǀĂŶƚ ĂŶĚͬŽƌ ŶĞĐĞƐƐĂƌǇ ŝŶ ĂĚĚƌĞƐƐŝŶŐ ƚŚĞ ƐĂŝĚ ƐŬŝŶ ĐŽŶĚŝƚŝŽŶ͘
�� dŚĂƚ ƚŚĞ ƐĂŝĚ ƉŚŽƚŽ ƐŚĂůů ďĞ ƵƐĞĚ ĞŶƚŝƌĞůǇ ĨŽƌ ƚŚĞ ƉƵƌƉŽƐĞ ŽĨ ĚĞǀĞůŽƉŝŶŐ Ă ƉůĂŶ ŽĨ ĐĂƌĞ ĨŽƌ ƚŚĞ ƉĂƚŝĞŶƚ͕ ƐƉĞĐŝĨŝĐĂůůǇ͕ ŝŶ ĂĚĚƌĞƐƐŝŶŐ ƚŚĞ ƐŬŝŶ ĐŽŶĚŝƚŝŽŶ͕ ĂŶĚ ǁŝůů
ŶŽƚ ďĞ ƐŽůĚ͕ ƉƵďůŝƐŚĞĚ͕ Žƌ ƵƐĞĚ ŝŶ ĂŶǇ ŽƚŚĞƌ ǁĂǇ͕ ŽƚŚĞƌ ƚŚĂŶ ƉĂƚŝĞŶƚ ĐĂƌĞ͘

'ŝǀĞŶ ƚŚĞ ĐŽŶĚŝƚŝŽŶƐ ĚŝƐĐƵƐƐĞĚ͕ / ŚĞƌĞďǇ͗

� 'ŝǀĞ ŵǇ ĐŽŶƐĞŶƚ ƚŽ�ǀĞƌǇ�ĂƌĞ,ŽƐƉŝĐĞ͕ /ŶĐ͘ ƚŽ ƚĂŬĞ ƉŚŽƚŽŐƌĂƉŚͬƐ ŝĨ ĂƉƉůŝĐĂďůĞ͘

� ZĞĨƵƐĞ ƚŽ ŐŝǀĞ ŵǇ ĐŽŶƐĞŶƚ ƚŽ�ǀĞƌǇ �ĂƌĞ,ŽƐƉŝĐĞ͕ /ŶĐ͘ ƚŽ ƚĂŬĞ ĂŶǇ ƉŚŽƚŽŐƌĂƉŚͬƐ͘

/ ĂĐŬŶŽǁůĞĚŐĞ ĂŶĚ ƵŶĚĞƌƐƚĂŶĚ ƚŚĞ ĂďŽǀĞ͕ ĂŶĚ ĂƵƚŚŽƌŝǌĞDĞĚŝĐĂƌĞ ŚŽƐƉŝĐĞ ĐŽǀĞƌĂŐĞ ƚŽ ďĞ ƉƌŽǀŝĚĞĚ ďǇ

AǀĞƌǇ �ĂƌĞ Hospice Inc. to begin on __________________________________________
(Hospice Agency) (Effective Date of Election)

Note: The effective date of the election, which may be the first day of hospice care or a later date, but may be no earlier
than the date of the election statement. An individual may not designate an effective date that is retroactive.

___________________________________________________
Signature of Patient ͬ WĂƚŝĞŶƚ ZĞƉƌĞƐĞŶƚĂƚŝǀĞ

___________________________________________
(Date Signed)

տ Beneficiary is unable to sign - Reason:______________________________________________________________________________

___________________________________________
(Date Signed)

___________________________________________

____________________________________________________
Signature of ,ŽƐƉŝĐĞ Representative

_______________________________________________
Witness signature (Date Signed)



AVERY CARE HOSPICE, INC.
11030 Arrow Route, Ste 209, Rancho Cucamonga, CA 91730

Tel # 909-727-3200 E-Fax # 909-727-3082

PATIENT CONSENT FOR PRIMARY CARE PHYSICIAN

Patient Name: ___________________________ MR #: ________________________

Physician’s Name: ________________________ Date: _________________________

________________________________________________________________________________

տ I wish to continue my Primary Care with my current Physician.

Primary Care Physician: ______________________________________________________

NPI: __________________________________

տ I would prefer Avery Care Hospice, Inc.,Medical Director to attend to my care needs.

տ I would prefer Avery Care Hospice, Inc.,Medical Director to intercede for only my terminal
illness treatment needs and pain management.

________________________________________________________________________________

Comments:

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________ _________________________
Patient/Legal Guardian Signature Date:/Time

____________________________________ _________________________
Hospice Representative Signature Date:/Time



AVERY CARE HOSPICE, INC.
11030 Arrow Route, Ste 209, Rancho Cucamonga, CA 91730

Tel # 909-727-3200 Fax # 909-727-3082

PATIENT ACKNOWLEDGEMENT

Patient’s Name: ________________________________
MR # ____________ Date: ________________

I have received the following information and have been given the opportunity to ask questions.

IMPORTANT INFORMATION EXPLAINED TO PATIENT/ FAMILY/ CAREGIVER Explained Left in
Home

1. Patient’s freedom of choice in selecting a hospice agency.
2. Patient’s condition/plan of care/goals and how related to his / her condition.
3. Patient’s right to participate in the plan of Care, treatment, and informed of
Change.

4. Patient/Caregiver is expected to learn and participate in care consistent with
capabilities.

5. Disease process, medication regime and diet.
6. Written notice of Patient’s Rights & Responsibilities, Consent, Assignment of
Benefits, Patient grievance Procedure. Guidelines for Patient care and
Emergency Care.

7. Advance Directive. Has Patient executed an Advance Directive? YES, NO
x Given written materials about right to accept or refuse medical treatment
x Been informed of rights to formulate Advance Directives.
x That patient is not required to execute an Advance Directives to receive

medical treatment from this health care facility.
x That the terms of any Advance Directives executed will be followed by the

agency and caregivers to the extent permitted by laws.
8. Visit Plan to include disciplines and frequencies.
9. Confidentiality and Disclosure of Clinical Records.
10. Basic Home Safety, Infection Control, Disaster Plan
11. Patient liability for payment and right to be informed of any changes.
12. Toll-free State Hospice Hot Line number and purpose.
13. How to register a complaint with the agency and their right to voice grievance

without fear of reprisal.
14. Discharge Planning.
15. Emergency Disaster Plan Priority Code:

Good support system, efficient caregivers in place (Lowest Priority)
Support system in place requiring frequent agency interventions (High Priority)
Support systems unreliable and inconsistent and/or on 02, Infusion, or ventilator
Therapy (Highest Priority)

Circle One

Category 3
Category 2
Category 1

Patient/Caregiver Signature: ___________________________________ Date: ____________

Staff Signature/Title: __________________________________________ Date: ____________



AVERY CARE HOSPICE, INC.
11030 Arrow Route, Ste 209, Rancho Cucamonga, CA 91730

Tel # 909-727-3200 Fax # 909-727-3082

Individual Patient Emergency Preparedness Plan

Identifying Information

Patient Name:_____________________________________________________ SOC Date:_____________________
Phone Number:_______________________________ Physician:__________________________________________
Address:________________________________________________________________________________________
City:______________________________________________ State:_________________ Zip:___________________

Relevant Healthcare Information

Primary Dx:___________________________________Secondary Dx:______________________________________
Daily or more frequently Agency Services: No____ Yes____
If Yes, describe:__________________________________________________________________________________
Oxygen dependent: Flow Rate_____________ Hours of Use:_________ Delivery Device:_______________
Life-Sustaining Infusion: No____ Yes____
If Yes, describe:__________________________________________________________________________________
Other IV Therapy: No____ Yes____
If Yes, describe:__________________________________________________________________________________
Patient/Caregiver Independent: No____ Yes____
Ventilator Dependent: No____ Yes____
Dialysis: No____ Yes____
If Yes, describe:__________________________________________________________________________________
Tube Feeding:No____ Yes____
If Yes, describe:__________________________________________________________________________________
Patient/Caregiver Independent with Self-Administered Medications: No____ Yes____
Functional Disabilities (check all that apply): ____Walker/cane ____Wheelchair ____Bedbound
____Hearing Impairment ____Visual Impairment ____Mental/Cognitive Impairment

Emergency Plan

Emergency Contact Name: ____________________ Phone Number: ____________________
If necessary, patient will evacuate to: Relative/Friend
(Name/PhoneNumber):___________________________________________________________________________
Hotel (Name / Phone Number): ____________________________________________________________________
Shelter (Location):_______________________________________________________________________________
Is patient registered for special need shelter? No____ Yes____
Other (Describe):________________________________________________________________________________

Priority/Acuity Level: ______

_______________________________________________________________________________________
Clinician/Date

*Copy to patient and original on medical record.
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Patient Rights

Written administrative policies shall be developed and shall be reviewed as necessary and, if indicated, revised. These
policies shall be made available to patients/families or their agents upon request.

Written policies regarding rights and responsibilities of patients shall be established and made available to the patient,
guardian, next-of-kin, sponsoring agency or representative payee and the public. Such policies shall ensure that each patient
receiving care shall have the following rights and responsibilities:
* To be fully informed, as evidenced by the patient’s or his/her appointed representatives written acknowledgement prior to or
at the time of admission of these rights and of all rules and regulations governing patient conduct.
*To be fully informed prior to or at the time of admission, of service available in the hospice and of related changes, including
any change for service not covered under Titles XVIII or XIX of the Social Security Act.
*To exercise one's rights as a patient of the hospice
*Receive information about the services covered under the Medicare hospice benefit
*Receive information about the scope of services that the hospice will provide and specific limitations on those services
*Be fully informed in advance about care/service to be provided, including the disciplines that furnish care and the frequency

of visits, as well as any modifications to the plan of care
*Be informed in advanced, both orally and in writing, of care being provided; of the charges, including payment for
care/service expected from third parties, and any charges for which the patient will be responsible
*Participate in the development and periodic revision of the plan of care
*Be free from mistreatment, neglect, or verbal, mental, sexual, and physical abuse, including injuries of unknown source,

and misappropriation of patient property
*Voice grievances/complaints regarding treatment or care that is (or fails to be) furnished and lack of respect of property by
anyone who is furnishing care/service on behalf of the hospice
*Have grievances/complaints regarding treatment or care that is (or fails to be) furnished or lack of respect of property
investigated
*Confidentiality and privacy of all information contained in the patient record and of Protected Health Information
*Be advised on agency's policies and procedures regarding the disclosure of clinical records
*Refuse care or treatment after the consequences of refusing care or treatment are fully presented
*Be informed of patient rights under state law to formulate Advance Directives
*Receive effective pain management and symptom control for conditions related to terminal illness(es)
*Have one's property and person treated with respect, consideration, and recognition of patient dignity and individuality
*Be able to identify visiting personnel members through agency generated photo identification
*Recommend changes in policies and procedures, personnel or care/service
*Not be subject to discrimination or reprisal for the exercising of one's rights
*Choose a health care provider, including an attending physician
*Receive appropriate care without discrimination in accordance with physician orders
*Be informed of any financial benefits when referred to a hospice
*Be fully informed of one's responsibilities
*Be informed of anticipated outcomes of care and of any barriers in outcome achievement
*To be informed by the licensee of the provisions of the law regarding complaints and procedures for registering complaints
confidentiality, including but not limited to the address and telephone number of the local district of the department.

To lodge a complaint please call
State of California, Department of Public Health

at (818) 901-4375
Toll Free (800) 228-1019
Fax Number (562) 409-5096
Or file a complaint at:
www.cdph.ca.gov

*To be informed of the provisions of law pertaining to advanced directives, including withdrawal or withholding of treatment
and/or life support.
*To be assured that the personnel who provide care are qualified through education and experience to carry out the service for
which they are responsible.
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Retaliation or Discrimination
No program or employee of a program shall discriminate or retaliate in any manner against any patient or family or any
employee on the basis or for the reason that the patient or family or the employer has presented a grievance or complaint or has
initiated or cooperated in any investigation or proceeding of any governmental entity relating to care, services or conditions of
the program.

Patient Responsibilities

You have the responsibility to:
A. To remain under a doctor’s care while receiving hospice care.
B. To inform the program of any advance directives or any changes in advance directives and provide the

program with a copy.
C. To cooperate with primary doctor, program staff and other caregivers.
D. To advise the program of any problems or dissatisfaction with patient care.
E. To notify the program of address or telephone number changes or when unable to keep appointments.
F. To provide a safe home environment in which care can be given, in the event that conduct occurs such that

the patient’s or staff’s welfare or safety is threatened service may be terminated.
G. Obtain medications, supplies, and equipment ordered by the patient’s physician if they cannot be obtained or

supplied by the program.
H. Treat personnel with respect and consideration
I. Sign the required consents and releases for insurance billing and provide insurance and financial records as

requested.
J. Accept the consequences for any refusal of treatment or choice of non-compliance.

The program shall describe in writing patient and family responsibilities and the mechanism to file a grievance
and obtain a receipt that this information has been received by the patient/family.

Patient and or responsible party will be responsible for all room and board charges if the patient is in a skilled nursing facility,
residential care facility or assisted living.

Should the patient have Medi-Cal and is in skilled nursing facility (SNF), Medi-Cal will pay the room and board up to 390
days.

Should the patient be on respite care, Angel's Pure Hospice Care Inc. will only pay room and board for up to five (5) days each
benefit period.

Medical Information

This notice describes how medical information about you may be used and disclosed and how you can get access to this
information. PLEASE REVIEW THIS NOTICE CAREFULLY.

As a patient receiving health services and care, we understand you may be concerned about how your medical and other
health-related information may be handled. That is why we, as an organization, are committed to ensuring patient privacy and
confidentiality to you and others we serve. That is also why we have developed this Notice, made it available to you, and why
we, as an organization, are dedicated to abiding by the terms of the Notice, as currently in effect. To the extent you may have
any questions, or concerns relating to the mattes and issues addressed in this Notice, please do not hesitate to contact our
Privacy Officer.

I. General
This Notice is drafted to you, consistent with the requirements of the privacy rules (“Privacy Rules”) of the Health
Insurance Portability and Accountability Act (“HIPAA”). As a health care provider, we are committed to meet the
requirements of the law to maintain the privacy of our patient’s Protected Health Information, and to provide you with
this Notice of your legal duties and our privacy practices relating to your Protected Health Information.
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As you may already know, the privacy rules of the Health Insurance Portability and Accountability Act (“HIPAA”) have come
into effect. The HIPPA Privacy Rules mark this nation’s first set of comprehensive standards to ensure patient privacy and
confidentiality. We, as a health care provider, are subject to the requirements of the HIPAA Privacy Rules. Equally, or perhaps
more important, we are committed as an organization to continually strive to act consistently with the underlying purpose and
philosophy of the HIPAA Privacy Rules – to properly safeguard and protect from improper disclosure health information that
either identifies you or can be reasonably used to ascertain your identify, and which is transferred or maintained to another
party in electronic or other form. This information is what this Notice refers to as “Protected Health Information.”

II. Uses/Disclosures Related to Treatment/Payment or Health Care Operations
The law permits us to use and/or disclose Protected Health Information to carry out treatment, payment and other
health care operations.

Treatment: An example of when we might use/disclose your Protected Health Information for treatment/care purpose is
when your medical/health information is needed by another health care provider, such as a hospital, to better understand your
medical/health condition, properly diagnose, care and treat you. Another example is when we might disclose certain
information about a patient to facilitate a pharmacy’s filling your prescription.

Payment: An example of when we might use/disclose your Protected Health Information for payment purpose is when we
disclose your Protected Health Information to you insurance company to facilitate our ability to receive reimbursement from
that health insurance company. When we disclose information for payment purposes, we will work to only disclose that
Protected Health Information which is minimally necessary to ensure proper and timely payment of claims.

Health Care Operations: Best described, the term Health Care Operations means those other functions and activities that we
perform, which allow us to best serve you as a health care provider. Some examples of what might constitute Health Care
Operations are when we use and/or disclose your Protected Health Information for quality assessment and improvement
activities – to make us a better health care provider to serve you. Another example may be when we use and/or disclose
Protected Health Information to better manage our operations, such as when we share information with a Business Associate to
ensure proper accounting and record-keeping relating to our services.

III. Uses/Disclosures When An Authorization Is Not Required
In some cases, the law permits us to use and/or disclose Protected Health Information, without requiring you to sign an
Authorization. In many cases, these types of uses and/or disclosures are permitted to promote the government’s need to
ensure a safe and healthy society. In other cases, the law does not require and Authorization because it would be
impracticable to require an Authorization.

The law also permits us to use/disclose Protected Health Information for certain specific purposes, where we are not
specifically required to obtain your advance written Authorization. Whenever doing so, we are committed to make sure that we
meet the necessary prerequisites before using/disclosing your Protected Health Information for those purposes, and to not
use/disclose more of your Protected Health Information than is otherwise required/permitted under the law.

There are several types of areas where the law permits us to use/disclose Protected Health Information in good faith, and
consistent with the requirements of the HIPAA Privacy Rules and other laws. Sometimes, emergency circumstances may-
dictate our need to use and/or disclose Protected Health Information without obtaining an authorization, to properly treat and
care for patients.

In other cases, the law emphasizes society’s need for disclosing Protected Health Information, without first requiring patients
to enter into an Authorization. These types of uses/disclosures of Protected Health Information include those: to avert
communicable or spreading diseases; for public health activities; for federal intelligence, counter – intelligence and national
security purposes; to properly assist law enforcement to carry out their duties; when a judge or administrative tribunal order the
release of such Protected Health Information; for cadaveric organ, eye and tissue donations (where appropriate); to help
separation/discharge matters; for coroner/medical examiner purposes; for health oversight purposes (such as when the
government requests certain information from us); to assist victims of abuse, neglect or domestic violence; to address work-
related illness/workplace injuries and for worker’s compensation purposes; to carry out clinical research that involves
treatment where the proper body has determined the importance for doing so; for FDA-related purposes; certain health and
safety purposes; for funeral/funeral director purposes; to help determine veteran’s eligibility status; to protect Presidential and
other high-ranking officials; to correctional institutions/law enforcement officials acting in custodian capacity.



AVERYCAREHOSPICE,INC..RIGHTS AND RESPONSIBILITIES

Page 4 of 7

In addition, the law recognizes that there are certain instances where using and/or disclosing Protected Health Information,
without first requiring an Authorization, would not unduly intrude upon a patient’s rights to privacy and confidentiality, and
where it would be too administratively burdensome to require and Authorization. An immediate example is when the use
and/or disclosure of the Protected Health Information is made to the patient, him/herself, or to a personal representative of the
patient who the law requires to be treated as the patient. Other types of uses/disclosures include those made to prepare and
maintain facility directories; to notify family members and close others about a patient’s condition and/or location; or for
disaster relief purposes. In those cases, although an Authorization is not required, we will attempt to provide you with the
opportunity to verbally or otherwise agree/object to the use/disclosure, to the extent required by the HIPAA Privacy Rules.

IV. Disclosures Where An Authorization Is Required
For other types of uses and/or disclosures of Protected Health Information, the law requires us to obtain what is known
as an Authorization. An Authorization can be revoked by you at any time, as long as we have not already reasonably
relied on it to make a particularly use and/or disclosure.

Some examples of when the Authorization form would be required include when the uses/disclosures are made to a patient’s
employer for disability, fitness for duty or drug testing purposes. Other examples include certain types of marketing activities.

V. Appointment Reminders And Information On Treatment Alternatives
We may use and/or disclose your Protected Health Information, as appropriate, for appointment reminders and to
provide you with information on potential treatment alternatives.

From time to time, we may need to use and/or disclose your Protected Health Information to provide you with appointment
reminders or provide you with information about treatment alternatives or other health-related benefits and services.

VI. Your Right To Request Additional Restrictions On The Use/Disclosure Of Protected Health Information
You have the right to request additional restrictions relating to the use and/or disclosure of your Protected Health
Information. Although we are not legally required to grant such additional restrictions, it is your right to make such
request.

You have the right to request and obtain proper accounting of disclosures we have made of you Protected Health Information,
consistent with the requirements of the HIPAA Privacy Rules. Please note that, under this section, we reserve the right to,
among other things, limit any such accountings to disclosures made after the compliance date of the HIPAA Privacy Rules, as
well as deny accounting requests that are otherwise no required under the HIPAA Privacy Rules.

In providing you with an accounting of you Protected Health Information, we reserve the right to charge you a reasonable,
cost-based fee in connection with any second or other subsequent accounting request you may make during a twelve (12)
month period. In reserving the right to charge you such fee, you should note that you have the opportunity to withdraw or
modify any such second or other such accounting request made during the twelve (12) month period, to permit you to
avoid/reduce the fees charged.

VII. Your Right To Obtain A Paper Copy Of This Notice
You have the right to obtain a paper copy of this Notice.

You have the right to obtain a paper copy of this Notice. If you do not already have a paper copy of this Notice, please do not
hesitate to contact our Privacy Officer in order to receive one, in addition to providing you the right to obtain a paper copy of
the Notice, we may also provide copies of out Notice via email and/or website, to the extent applicable and as permitted by the
HIPAA Privacy Rules. This, however, does not alleviate our duty to provide you with a paper copy of the Notice upon request.

VIII. You Right To Complain About How Your Protected Health Information Is Handled
We recognize and respect your right to file a complaint against us, if you believe in good faith that we have violated
your privacy rights, including under the HIPAA Privacy Rules. We do not retaliate against persons who file such
complaints either with us or with the United States Department Of Health and Human Services Office of Civil Rights.

You have the right to complain to us about how we handle your Protected Health Information, including if you believe in good
faith that we may have violated your privacy rights under the law. To register a complaint with us, you may either write, call or
request to see our Privacy Officer.
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We do not have a rigid set of requirements for you to file a complaint. Rather, we simply ask that you provide us with the
necessary information to properly and timely follow-up on your concerns/complaint, so that we may be able to address it in the
most proactive and effective manner.

In addition, if you believe that we have not been attentive and have violated your privacy rights, you may also have the right to
contact the United States Department of Health and Human Services (“HHS”) about us. The office within HHS responsible for
processing and reviewing complaints relating to the HIPAA Privacy Rules, and for enforcing the HIPAA Privacy Rules is the
HHS Office of Civil Rights (“OCR”).

You may contact the HHS OCR about any complaints you have, as follows:

Medical Privacy Complaint Division, Office of Civil Rights
United States Department of Health and Human Services
200 Independence Avenue, S.W., Room 509F, HHH Building
Washington, D.C. 20201

Voice Hotline Number: (800) 368-1019 Internet Address: www.hhs.gov/ocr

We again emphasize that it is against our policies and procedures to retaliate against any patient who has filed a privacy
complaint, either with us or the HHS OCR. Should you believe that we might have retaliated against you in any way upon
filing a complaint with us or the HHS OCR, please immediately contact our Privacy Officer so that we may properly address
that issue for you.

IX. Changes To The Terms Of Our Notice Of Privacy Practices
We reserve the right to change the terms of our Notice of Privacy Practices at any time and to make the new Notice
provisions effective for all Protected Health Information that we maintain. If there is a change, we will notify you as
soon as practicable by mail or hand delivery.

X. Documentation Requirements
The agency is required to retain copies of the notices it has issued for a minimum of six years. In addition, the agency
must retain the patient’s acknowledgment of receipt (or documentation of good faith attempts and reason for not
receiving acknowledgment) for at least six years.

XI. Contact Information
Should you have any questions, concerns or issues relating to the topics covered in this Notice, we have established a
specific contact person for you to contact. In addition, we have also designated a person to receive and properly handle
any privacy coin plaints you have, including where you have in good faith believe that we have violated your privacy
rights under the HIPAA Privacy Rules.

We have designated the following person for you to contact in the event you may have any questions, concerns or issues
relating to the matters addressed in this Notice. The person we have designated to assist you is as follows:

Name/Title: JEMAIMA CASTRO Tel.: (909) 727-3200

In addition, we have designated the following person for you to contact to file complaints you may have on how we handle
your Protected Health Information, including if you believe in good faith that we might have violated your privacy rights under
the HIPAA Privacy Rules:

Name/Title: JEMAIMA CASTRO Tel.: (909) 727-3200

The person we have designated to receive, process and properly follow-up on you complaints is:

Name/Title: JEMAIMA CASTRO Tel.: (909) 727-3200
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Advance Directives

What is an Advance Health Care Directive (AHCD)? An AHCD is a way to make your health care wishes known if you
are unable to speak for yourself or prefer someone else to speak for you. An AHCD can serve one or both of these functions.
� Power of Attorney for Health Care (to appoint an agent)
� Instructions for Health Care (to indicate your wishes)

Is the AHCD different from a Durable Power of Attorney for Health Care?
The AHCD was enacted by July 2000 legislation and replaced the DPAHC and the Natural Death Act Declaration. However, if
you had already completed one of these forms that were valid before July 1, 2000, it is still valid now. The only advance
directive form that didn’t change was the Pre-Hospital Do-Not-Resuscitate form.

“Pre-Hospital Do-Not-Resuscitate form?” Never heard of it! This special form allows persons to indicate that they do not
way CPR started if something happens to them outside a hospital. Normally, emergency medical personnel are required to start
CPR for all persons; having this form protects people from CPR if they choose to forego it. This is the only form that must be
signed in advance by your doctor.

I’ve never completed an “advance health care directive” before. Why should I? Persons of all ages may unexpectedly be
in a position where they cannot speak for themselves, such as an accident or severe illness. In these situations, having an
“advance health care directive” assures that your doctor knows your wishes about the kind of care you want and/or who the
person is that you want to make decisions on your behalf.

Does this mean only one person can decide for me? What if I want others involved, too? Often many family members are
involved in decision-making. And most of the time, that works well. But occasionally, people will disagree about the best
course of action, so it is usually best to name just one person as the agent (with a backup, if you want). And you can also
indicate if there is someone who you do NOT want to make your decisions for you.

But I thought the doctors make all those life-and-death decisions anyway? Actually, doctors tell you about your medical
condition, the different treatment options that are available to you and what may happen with each type of treatment. Though
doctors provide guidance, the decision to have a treatment, refuse a treatment or stop a treatment is yours.

What if something happens to me and no form has been completed? If you are not able to speak for yourself, the doctor
and health care team will turn to one or more family members or friends. The most appropriate decision-maker is the one with
a close, caring relationship with you, is aware of your values and beliefs and is willing and able to make the needed decisions.

My “values and beliefs?” But I haven’t talked with anyone about these! That’s why it is a good idea to talk with family or
close friends about the things that are important to you regarding quality of life and how you would want to spend your last
days and weeks.

Knowing the things that are most important to you will help your loved ones make the best decisions possible on your behalf.
If your agent doesn’t know your wishes, then he or she will decide based on what is in your best interest.

What if I don’t want to appoint an agent? Or don’t have one to appoint? You do not have to appoint an agent. You can
still complete the Instructions for Health Care and this will provide your doctors with information to guide your care.

What kinds of things can I write in my Instructions for Health Care? You can, if you wish, write your preferences about
accepting or refusing life-sustaining treatment (like CPR, feeding tubes, breathing machine), receiving pain medication,
making organ donations, indicating your main doctor for providing your care, or other things that express your wishes and
values.

If I appoint an agent, what can that person do? Your agent will make all decisions for you, just like you would if you could.
Your agent can choose your doctor and where you will receive your care, speak with your health care team, review your
medical record and authorize its release, accept or refuse all medical treatments and make arrangements for you when you die.
You should instruct your agent on these matters so he/she knows how to decide for you. The more you tell them the better they
will be able to make those decisions on your behalf.
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When does my agent make decisions for me? Usually the agent makes decisions only if you are unable to make them
yourself – such as, if you’ve lost the ability to understand things or communicate clearly. However, if you want, your agent can
speak on your behalf at any time, even when you are still capable of making your own decisions. You can also appoint a
“temporary” agent – for example, if you suddenly become ill, you can tell your doctor if there is someone else you want to
make decisions for you. This oral instruction is just as legal as a written one!

Are there other oral instructions that don’t involve a written form? Yes. You can make an individual health care
instruction orally to any person at any time and it is considered valid. All health care providers must document your wishes in
your medical record. But it is often easier to follow your instructions if they are written down.

Can I make up my own form or use on from another state? Yes. That’s why this law is so flexible. Any type of form is
legal as long as it has at least three things: (1) your signature and date, (2) the signature of two qualified witnesses, and (3) if
you reside in a skilled nursing facility, the signature of the patient advocate or ombudsman. These signatures, however, must
include special wording.

Sounds difficult. Do I need an attorney to help with this? No. Completing an advance health care directive isn’t difficult
and an attorney is not necessary. But actually the most important part of this is talking to your loved ones. Without that
conversation, the best form in the world may not be helpful!

OK, I’ll talk to them! But what should I do with the form after I complete it?Make copies for all those who are close to
you. Take one to your doctor to discuss and ask that it be included in your medical record. Photocopied forms are just as valid
as the original. And be sure to keep a copy for yourself in a visible, easy-to-find location – not locked up in a drawer.

What if I change my mind? You can revoke your form (or your oral instructions) at any time. Also, it’s a good idea to try and
retrieve old forms and replace them with new ones.

Do doctors or hospitals require a patient to have an Advance Health Care Directive form? No, they cannot require you to
complete one. But doctors and hospitals should have information available to you and your family about the form and your
right to make health care decisions.

Resources: Check the California Coalition forAVERYCAREHOSPICE,INC. website for updates on
advance heath care directive materials and community education programs at www.finalchoices.org.

Advance Health Care Directive Forms:
� Forms are often available at no charge from your local hospital – call the Social Services or Patient Education

Department. Or ask your doctor.
� The California Medical Association has an Advance Health Care Directive Kit available in English or Spanish for $5 that

includes a form, wallet card and answers to commonly asked questions about advance directives. To order single copies,
call 1-800-882-1262 or visit www.cmanet.org.

� Five Wishes is user-friendly advance directive that addresses the medical, personal, emotional and spiritual wishes of
seriously ill persons. To order single copies in English or Spanish at $5 each, send a check a money order to Aging With
Dignity, PO Box 1661, Tallahassee, FL 32302-1661. A companion 30-minute video is available for $19.95. For more
information call 1-888-5-WISHES.

� Caring Connections has state-specific forms that can be downloaded from its website at www.caringinfo.org.

Our hospice complies with the Patient Self-Determination Act of 1990 which requires us to:
� Provide you with written information describing your rights to make decisions about your medical care;
� Document advance directives prominently in your medical record and inform all staff;
� Comply with requirements of State law and court decisions with respect to advance directives; and
� Provide care to you regardless of whether or not you have executed an advance directive.

Unless the physician has written the specific order “DO NOT RESUSCITATE,” it is our policy that every patient will
receive cardiopulmonary resuscitation (CPR). If you do not wish to be resuscitated, you, your family or your agent must
request “Do Not Resuscitation” (DNR) orders from your physician. These orders are documented in your medical record and
routinely reviewed; however, you may revoke your consent to such an order at any time.


