THE VALLEY HOSPITAL
Ridgewood, New Jersey
* C CDINT *

Center for Child Development Now 097253
Adult Audiology Intake Questionnaire N ots

Today's Date

Reason for Visit

Reason for evaluation:

Primary Care Physician:

Who referred you to Valley Audiology?

** Please bring your prescription/referral to your initial appointment
Do you currently see any other Valley providers? [1Yes [1No

If yes, please list

Medical History

Please check all that apply:

[] Diabetes []Headinjury []Head/Neck Surgery [ Cancer [ Chemotherapy [ Radiation

Please provide any other helpful medical information:
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Patient Demographics

Patient's Name: DOB:
Address:

Cell phone: Home phone: Email Address:
Permission to leave a message. [1Yes [1No Home or Cell preference:

Permission to correspond via email. [1Yes [1No

Emergency Contact's Name: Phone Number:

Gender: [] Male [] Female [J Transgender Male [ Transgender Female [J Genderqueer
[] Other [ Choose not to disclose

Does Birth Sex Match Gender Identity? [1Yes [1No [J Choose not to disclose
Sexual Orientation: The state has mandated that everyone be asked their sexual orientation regardless of age

[ Straight or Heterosexual [ Lesbian, Gay or Homosexual [ Bisexual [] Other []Don't know

Race: Primary language:

Occupation (If retired, previous occupation):
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Insurance

We strongly encourage you to call your insurance company and verify your financial responsibility.
Visits at our center are billed as HOSPITAL OUTPATIENT VISITS and will be subject to your
deductible. If you have further questions, the Kireker Center staff will be happy to help you. Please
bring your insurance card and driver's license for registration.

Primary Insurance:

Secondary Insurance:

Guarantor (Holder of Insurance): Guarantor's Date of Birth:

Relationship to Patient:

Guarantor's Address:

[1 Check if same as patient's address.

Guarantor's Employer:

Employer's Address:

Employer's Phone Number:
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Hearing History

Was your hearing loss identified at birth or childhood?

[IYes

CINo

If yes, please identify which ear: [IRight ear [JLeft ear [1Both ears
With which ear do you hear best? [IRightear [JLeftear [IBoth ears
From which ear do you have trouble hearing? [JRight ear [Leftear [1Both ears
Did you have a sudden change in your hearing? LlYes LINo
Are you noting gradual and/or progressive hearing loss? LlYes LINo
Have you had any exposure to loud noise (occupational or recreational)? LlYes LINo
Have you experienced pain/fullness in your ears? ClYes INo

If yes, please identify which ear. [IRight ear [Leftear [1Both ears
Have you experienced ear ringing/tinnitus? ClYes CINo

If yes, please identify which ear. [IRightear [lLeftear [IBoth ears
Do you have a history of frequent ear infections? ClYes [INo
Have you ever had any type of ear/hearing surgery? LlYes LINo

If yes, please identify which ear. [JRight ear [Leftear [1Both ears

Please explain:
Do you experience dizziness, vertigo and/or imbalance? ClYes INo
Have you ever been prescribed hearing aids? LlYes LINo

If yes, please identify which ear. [JRight ear [Leftear [1Both ears
Do you currently wear your hearing aids? [ Yes (year of fitting: ) [ONo
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Questionnaire

Yes | No

Sometimes

My hearing problem causes me to feel embarrassed when meeting new people.

My hearing problem causes me difficulty or frustration when talking with others.

| have difficulty hearing whispers.

It is difficult to hear or have a conversation in a car.

My hearing problems cause me to have arguments or disagreements with
family members or friends.

Listening to the TV, radio or telephone is difficult.

My hearing problem limits or hampers my social life.

It is difficult to hear or have a conversation at a restaurant.

| have difficulty hearing/understanding conversations at a distance.

Additional information for the audiologist:

Patient Print Name: Date:

Patient Signature:

Therapist Print Name: Date:

Therapist Signature:
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Ridgewood, New Jersey
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General Informed Consent for Hospital
Care Services (Inpatient, Outpatient, & fov. 08123
Emergency Services) et s

HH “‘“ H H“ THE VALLEY HOSPITAL
R T %

1. CONSENT TO CARE: | consent to treatment at The Valley Hospital (the "Hospital") as an inpatient and/or outpatient,
depending on my medical needs. | have verified all demographic information on my Admission Form and Hospital
identification band are correct. | consent to treatment by the Hospital Medical Staff, Hospital employees, independent
contractors and/or agents. | understand my care may include routine diagnostic tests (such as blood work, buccal
swabs), examinations, anesthesia, and medical and surgical treatments. No guarantees have been made to me
about the outcome of my care. | agree that treatment may be provided in person or, as applicable, via a secure and
HIPAA compliant telecommunications platform. | acknowledge the Hospital's authority to obtain and dispose of
specimens taken for laboratory or pathology examination according to its usual procedures. | understand the Hospital
participates in various health care education programs and students may participate in my care or treatment and |
may decline care provided by students.

2. NURSING CARE: | understand the Hospital will provide general duty nursing care consistent with my medical needs.
If I wish to have nursing care beyond what the Hospital deems necessary and appropriate, | may do so at my own
cost and must directly arrange for this care.

3. PATIENT RIGHTS/IMPORTANT NOTICES: | acknowledge | have been provided a copy of the following: (i) Hospital
and Ambulatory Care Facility Patient Bill of Rights, (ii) information about my Right to make Health Care Decisions,
including Advance Directives, (iii) information about my Rights and Protections Against Surprise Medical Bills. | agree
I may receive these copies electronically and acknowledge any electronic copies can be found in my Patient Portal
account. | have a right to request a paper copy and may request a paper copy from a staff member at any time.

4. IMAGES: | consent to the use of photography or videotaping relating to my medical condition. | understand any
images may be used for my treatment and/or medical education. | understand recording and/or monitoring devices
may be utilized in patient rooms to capture images and provide notifications/alerts to staff to assist with the delivery of
patient care services and support efforts to maintain patient safety. These images, by design, make the individual
unrecognizable and are not a part of the medical record. The Hospital will protect the confidentiality of my images in
accordance with all applicable federal and state privacy laws.

5. VACCINATIONS: | understand the Hospital may offer certain vaccinations, but | may decline any vaccination offered
to me.

6. PATIENT PROPERTY: | understand the Hospital is not liable for the loss of or damage to any of my personal
property, including, but not limited to: cell phones, computers, money, jewelry, documents, or other articles of value,
unless deposited with the Hospital for safekeeping. | understand no employee or agent of the Hospital has the
authority to increase the Hospital's liability for my personal property.

7. RELEASE OF INFORMATION: | understand Valley Health System, Inc. and affiliated entities including The Valley
Hospital, Valley Medical Group and Valley Home Care, Inc., and their employees, medical staff, independent
contractors and/or agents (collectively, and as applicable, "Valley"), may receive, have access to, use and disclose
my medical information and billing information ("Medical Information") as described in this Consent and the Valley
Notice of Privacy Practices.

Type of Information. Medical Information includes, as applicable, my diagnosis, prognosis, treatment received,
diagnostic tests, images and procedures performed, medication history, and other information about my medical care
which may be maintained now or in the future. | understand my Medical Information which may be shared under this
Consent may also include sensitive information, if any, regarding my past, present and future behavioral and mental
health, HIV/AIDS related information, sexually transmitted diseases, tuberculosis, genetic information, including genetic
test results, drug or alcohol related illness, any communication or information regarding reproductive health services
information, or emancipated care | may receive as a minor, unless a separate written consent from this form would be
required by applicable law.

Purpose/Recipients. | understand and agree my Medical Information described above may be accessed, used and
disclosed (shared) in order to carry out treatment, payment or health care operations, and other purposes permitted or
required by law, including post discharge coordination of my care, as described in the Valley Notice of Privacy Practices.
The Hospital may release my Medical Information to or receive information for these purposes from my former, current or
future health care providers, my insurance companies/payors, including Medicare or Medicaid or any other person or
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entity that may be responsible for coordinating my health care or paying any portion of my bill for services. If | am a minor
permitted by applicable law to independently consent to treatment, | understand that certain information may be disclosed
to my parent(s) or guardian(s) such as for payment purposes, to obtain authorization for medication | may be prescribed

to the extent such authorization is required by applicable law or as otherwise permitted.

| understand and agree sharing of my Medical Information may be facilitated through electronic health information
exchange entities such as the New Jersey Health Information Network, CommonWell, and their participants (collectively,
"Health Information Exchanges" or "HIEs"). | understand the Valley Notice of Privacy Practices sets forth additional
information about HIEs, including how | can opt-out of participating in such HIEs. | acknowledge this Consent serves as
notice to me of the recipients who may have access to, use and disclose my Medical Information. | also understand my
consent is revocable at any time by writing to the Valley Privacy Officer as identified in the Valley Notice of Privacy
Practices, except to the extent action has already been taken in reliance on my consent. This Consent will remain in

effect for a reasonable time in order to accomplish the purposes for which it is given.

8. NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT: | acknowledge | have been provided a copy of the
Valley Notice of Privacy Practices and was given an opportunity to ask questions and voice concerns. | agree | may
receive this electronically and acknowledge the electronic copy can be found in my Patient Portal account. | have a
right to request a paper copy and may request a paper copy from a staff member at any time. | hereby consent to the
uses and disclosure of my Medical Information set forth in the Valley Notice of Privacy Practices.

. COMMUNICATION: | agree Valley, all Hospital-based physicians/providers, and any entity conducting billing,
collection and other activities related to the services | receive, may contact me at the email addresses and telephone
numbers | provide or which are obtained through other means (whether landline, mobile/cellular or other device) for
any lawful purpose. This includes but is not limited to contacting me with health care related communications such as
appointment reminders, instructions, quality or treatment initiatives, test results or survey requests, as well as to bill or
obtain payment or to request | provide feedback or reviews regarding my care. | agree the means by which | may be
contacted include live operator, email, auto-dial, text/SMS/multi-factor authentication messages or
artificial/pre-recorded messages, as applicable. | understand standard telecommunications carrier message and data
rates may apply and | should contact my carrier for these rates. Message frequency may vary. | may opt out or
unsubscribe from certain communications by sending a writing to the address provided in the Valley Notice of Privacy
Practices, or in accordance with instructions provided to me for a particular communication.

IMPORTANT NOTICE REGARDING MEDICAL PROVIDERS

| understand the physicians or other providers involved in my care may NOT be Hospital employees or agents, but
instead independent contractors granted the privilege to use the Hospital's facilities. Independent contractors are
responsible for their own actions and the Hospital is not liable for their acts or omissions. | understand any physician or
some providers who treat me at the Hospital may not participate in or accept the same insurance or health care plans
as Valley, so | may be balance billed, if permitted by applicable law. | understand professional services fees are billed
separately from Hospital charges, and | am responsible for payment of both Hospital charges and professional
services fees not covered by my health insurer or other payor.

ADVANCE DIRECTIVES AND/OR POLST (PATIENTS 18 OR OVER ONLY)

| have Practitioner Orders for life-Sustaining
Treatment: [ JYES [JNO [J UNKNOWN
If YES, please check one:

[ Anew copy is provided for the medical record.

|:| A copy is on file from a prior admission or treatment and
should be used unless modified or revoked.

D A copy will be provided for the medical record.

| have an Advance Directive and/or Medical Power of
Attorney: [ JYES [JNO [JUNKNOWN

If YES, please check one:

O Anew copy is provided for the medical record.

|:| A copy is on file from a prior admission or treatment and
should be used unless modified or revoked.

D A copy will be provided for the medical record.
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PATIENT DIRECTORY

[J UNRESTRICTED: | want my name, location and general condition to be included in the Patient Directory during
my stay or visit at the Hospital (inpatient, emergency department, observation or outpatient). | understand this
information will be available to those who ask for me by name, such as relatives, friends or entities assisting with
disaster relief efforts, so that family, friends and other individuals can locate me at the Hospital. | also want my
religious and congregational affiliation, if any, to be included and understand this information may be given to

clergy or representatives of my congregation.

[J RESTRICTED: | want to restrict my information and/or visitors as follows (please check all that apply):

] I want to be listed in the Patient Directory as "Confidential" and understand this designation means ALL visitors
and callers will be told the Hospital has NO information about me and NO visitor passes will be issued.

[J 1do not want my religious or congregational affiliation shared with outside clergy or my congregation.

] 1want to limit my visitors and the names of any restricted visitors have been given to Hospital Security.

| CERTIFY | HAVE READ AND UNDERSTAND THIS GENERAL INFORMED CONSENT TO HOSPITAL CARE
SERVICES. | HAVE HAD THE OPPORTUNITY TO ASK AND HAVE HAD ANSWERED ANY QUESTIONS TO MY
SATISFACTION, AND | FURTHER AGREE TO THE TERMS OF THIS CONSENT.

Signature of Patient or Patient's Authorized Representative Date Time

Only if Patient is unable to consent, complete the following:

Name of Patient's Authorized Representative Relationship to Patient

Reason Patient Cannot Consent

Name of Witness Signature of Witness
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Financial Authorization
and Assignment of Benefits R o

L. AGREEMENT TO PAY FOR SERVICES AND ASSIGNMENT OF REIMBURSEMENT BENEFITS

In consideration of the services rendered to me at or by The Valley Hospital (the "Hospital"), | hereby agree to pay the
Hospital and all Hospital-based physicians/providers providing services to me, the entire amount due for all services |
receive. | hereby assign to the Hospital and all Hospital-based physicians/providers providing services to me all rights,
title and interests that | may have to receive payment from a health insurer or other payor for services rendered by the
Hospital, including those which otherwise may be payable to me. | authorize and consent to the Hospital and its
representatives appealing, on my behalf, any utilization management determination made by my HMO, insurance
company or a designated review agency, which results in a denial, termination, or other limitation of covered health care
services, and/or to file a formal complaint on my behalf with the State Consumer Protection Department of Insurance to
secure payment.

| understand that | am responsible for and will promptly pay all amounts not paid by my insurance, such as co-payment,
deductibles and any charges that my insurance will not cover, to the fullest extent permitted by law, unless arranged
otherwise with the Hospital. This includes services which | choose to receive even though my health insurer or payor
has not, through its review process, approved the provision of such services. | agree to pay the Hospital for all
non-covered charges, including, but not limited to, telephone, television and any private room differential. | will refer to
the rates for service provided by the Hospital and all Hospital-based physicians/providers for the maximum dollar
amounts that | may be required to pay.

| further understand that any recovery of a monetary settlement resulting from my present iliness or injury from
insurance, litigation or otherwise will first be applied toward payment of the cost of my care. If the amount of such
settlement received by the Hospital is less than the value of its services, as set forth in the bill(s) rendered to me, | will
pay the difference between the amount of such settlement and the total bill for Hospital services.

1. MEDICARE AND MEDICAID

If applicable to me, | certify that the information given by me in applying for payment under Title XVIII (Medicare) and
Title XIX (Medicaid) of the Social Security Act is correct. | consent to the release of all records required to act on this
request for payment. If | have Medicare Part A benefits, | understand that Medicare payments will be accepted as
payment in full and | will have no financial liability, other than applicable co-payments and deductibles, unless | have
been notified in writing that service(s) will not be covered by Medicare and | still wish to receive the care or service. |
understand that while | am under the Hospital's plan of care, the Hospital will coordinate all medically necessary
therapy services and medical supplies for me. If | arrange for these services or supplies on my own, | understand that
Medicare will not reimburse me or my supplier and | will be responsible for the total cost. | request that payment of
authorized benefits from Medicare or other responsible payor be made on my behalf to the Hospital. | hereby assign
and the Hospital accepts assignment of benefits from Medicare and Medicaid. If applicable to me.

lll. INSURANCE AUTHORIZATION

| understand that my commercial health insurer or payor may require me or my doctor to obtain precertification,
pre-authorization, admission notification review or a second opinion prior to obtaining Hospital services, Emergency
Room treatment and/or admission. | understand that it is my responsibility to obtain all such authorizations and that
failure to do so may result in a reduction, denial, or other limitation of covered health care services for which | may be
liable. | also understand that the services must be, as defined by my insurance company, medically appropriate or
necessary to be considered for payment.

| also understand that my insurance will cover only the dependents listed under my insurance policy. Newborns or
dependents must be added to the insurance policy to be covered (time frame is dependent on your insurance carrier).
You must call your insurance to confirm the dependent coverage.

THIS AUTHORIZATION IS RETAINED BY THE BUSINESS OFFICE
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Iv.  ADDITIONAL BILLS

In addition to your bill from the Hospital, you may receive other bills for services rendered during your inpatient stay or
outpatient/Same Day service for an interpretation of an exam or for a physician/provider professional component.
These bills will be mailed to you separately and are not part of the charges incurred for your hospital stay or outpatient
service. Please refer to the Hospital's "Important Notice to Our Patients about Insurance Coverage."

V. RELEASE OF PATIENT RECORDS AND INFORMATION FOR PAYMENT

| authorize and consent to the access, use and disclosure of my medical and billing information for payment and health
care operations purposes ("Medical Information") by the Hospital, Hospital-based physicians/providers, and any person
or entity performing billing and related services for the Hospital or Hospital-based physicians/providers. | understand
that my Medical Information may include, as applicable, my diagnosis, prognosis, treatment received, diagnostic tests,
images and procedures performed, medication history, and other information about my medical care which may be
maintained now or in the future. | understand that my Medical Information may also include sensitive information
regarding my past, present and future behavioral and mental health, HIV/AIDS information, sexually transmitted
diseases, tuberculosis, genetic information, including genetic test results, or drug or alcohol related iliness, unless a
separate written consent from this form would be required by applicable law.

Use and disclosure of my Medical Information may be made by or to my health plan, insurer, or other person or
corporation identified by me or which is or may be liable for services rendered by the Hospital or Hospital-based
physicians/providers for all or part of their charges. Use and disclosure may also be made by and to my spouse, hospital
or medical service companies, my employer, my HMOs, insurance companies, workers' compensation carriers, welfare
fund or government agencies.

| understand that this consent is revocable at any time, except to the extent that action has been taken in reliance upon
this authorization, by contacting the Valley Privacy Officer, as identified in the Notice of Privacy Practices.

MEDICARE BENEFICIARY (IF APPLICABLE)

[] | am a Medicare Beneficiary receiving inpatient care and have received a copy of the notice, "AN IMPORTANT
MESSAGE FROM MEDICARE." My signature only acknowledges my receipt of this message from the Hospital
and does not waive any of my rights. | request that payment of authorized Medicare benefits be made on my
behalf for any services furnished to me by or in the Hospital, including physician/provider services. | authorize any
holder of Medical Information or other information about me to release to the Centers for Medicare and Medicaid
Services and its agents any information needed to determine benefits for related services.

| certify that | have read and that | understand this authorization. | HAVE HAD THE OPPORTUNITY TO ASK
AND HAVE HAD ANSWERED ANY QUESTIONS TO MY SATISFACTION, AND | FURTHER AGREE TO THE
TERMS OF THIS FINANCIAL CONSENT.

This Financial Consent will remain in effect for a reasonable time in order to accomplish the purposes
described above for which it is given.

Date: Time:
Patient's or Authorized Representative Signature
Patient is unable to consent because:
Witness to Signature(s) Name of Person Signing/Relationship to Patient (Print in Caps)

THIS AUTHORIZATION IS RETAINED BY THE BUSINESS OFFICE
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When you get emergency care or are treated by an out-of-network provider at an
in-network hospital or ambulatory surgical center, you are protected from balance
billing. In these cases, you shouldn't be charged more than your plan's
copayments, coinsurance and/or deductible.

What is "balance billing" (sometimes called "surprise billing")?

When you see a doctor or other health care provider, you may owe certain out-of-pocket costs,
like a copayment, coinsurance, or deductible. You may have additional costs or have to pay the
entire bill if you see a provider or visit a health care facility that isn't in your health plan's
network.

"Out-of-network" means providers and facilities that haven't signed a contract with your health
plan to provide services. Out-of-network providers may be allowed to bill you for the difference
between what your plan pays and the full amount charged for a service. This is called "balance
billing." This amount is likely more than in-network costs for the same service and might not
count toward your plan's deductible or annual out-of-pocket limit.

"Surprise billing" is an unexpected balance bill. This can happen when you can't control who is
involved in your care-like when you have an emergency or when you schedule a visit at an in-
network facility but are unexpectedly treated by an out-of-network provider. Surprise medical
bills could cost thousands of dollars depending on the procedure or service.

You're protected from balance billing for:

Emergency services

If you have an emergency medical condition and get emergency services from an out-of-network
provider or facility, the most they can bill you is your plan's in-network cost-sharing amount (such
as copayments, coinsurance, and deductibles). You can't be balance billed for these emergency
services. This includes services you may get after you're in stable condition, unless you give
written consent and give up your protections not to be balanced billed for these post-stabilization
services.

Certain services at an in-network hospital or ambulatory surgical center

When you get services from an in-network hospital or ambulatory surgical center, certain
providers there may be out-of-network. In these cases, the most those providers can bill you is
your plan's in-network cost-sharing amount. This applies to emergency medicine, anesthesia,
pathology, radiology, laboratory, neonatology, assistant surgeon, hospitalist, or intensivist
services. These providers can't balance bill you and may not ask you to give up your protections
not to be balance billed.

If you get other types of services at these in-network facilities, out-of-network providers can't
balance bill you, unless you give written consent and give up your protections.
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You're never required to give up your protections from balance billing. You also aren't
required to get out-of-network care. You can choose a provider or facility in your plan’'s
network.

When balance billing isn't allowed, you also have these protections:

* You're only responsible for paying your share of the cost (like the copayments, coinsurance, and
deductible that you would pay if the provider or facility was in-network). Your health plan will pay
any additional costs to out-of-network providers and facilities directly.

* Generally, your health plan must:

° Cover emergency services without requiring you to get approval for services in advance (also
known as "prior authorization").

° Cover emergency services by out-of-network providers.

© Base what you owe the provider or facility (cost-sharing) on what it would pay an in-network
provider or facility and show that amount in your explanation of benefits.

° Count any amount you pay for emergency services or out-of-network services toward your in-
network deductible and out-of-pocket limit.

If you think you've been wrongly billed, contact The Department of Health and Human Services'
No Surprises Help Desk: 1-800-985-3059.

Visit www.cms.gov/nosurprises/consumer for more information about your rights under federal law.
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