EXRHIBIT A



Branch: U\\)SP PT }

e Association (Overlook) to perform: (check all that apply) C\/‘\‘ pf
O ot O st O MSw_ | [JCHHA , [J PCA/HM ,]D PDN ID RDT

d authorize Overlook, its agents and associates to provide care and treatment to me in my home
ﬁjy my physician. A representative of this organization has ex.plained my plan of care and gll my
ctorily. | understand that the treatment plan may change and, if so, these changes will be_dlscussed
‘or my family/caregiver will receive instructions to assist with my care z'and that my care vyul} therefore
ce of agency staff in my place of residence. | agree to notify my physician or others providing care of
gnificant events relating to my health. ; - - : =5
| hereby consent to and authorize Overlook to disclose and release information contam.ed in my c!u_ucal
involved in my care, third party payors, utilization review and professional standard rgvuew/'accredmng
iew entities and any other organizations, companies, community resources, etc. that may/will assist me to
or health needs. | further authorize Overlook to electronically transmit OASIS data to the Center for Medicare and
review and analysis.
) PHOTOGRAPH: | hereby authorize Overlook to t
€ photographs for use to document my medical con
'ganizations specified.
XESOURCE GUIDE: | have received and reviewed the following patient information found inside the Resource Guide: *Communicating
mplaint =Patient's Rights and Responsibilities *Non-Discrimination Notice =Statement of Patient Privacy Rights =Health Insurance
bility and Accountability Act of 1996 (HIPAA) =Advance Directives — Patient’s Right to Decide =Do Not Resuscitate Order =Medicare
Your Rights =Overlook Published Rates for Service
LIABILITY FOR PAYMENT/ASSIGNMENT OF BENEFITS: | certify that all information given by me to Overlook is correct to the best of
knowledge. | further understand that services provided to me by Overlook will be billed as listed below. | understand that | (or my

financial guarantor) may be billed for the services received if the information given by me is incorrect, insurer refuses to pay or insurance
information changes after the date below, without notifying Overlook of change.

Services to be billed to: ﬁl]adicare [OOMy Insurance Company [IMedicaid [JThird party payor.
Current deductible/co-pay i§: \

[Obirectly to me (or my guarantor —

ake pictures of me and the treatment being done, and authorize the
dition only. Photographs may be provided to my physician and to any of

Pori

0

specify name of guarantor or name of payors:

e — — 0 SLGe OO EER
Y payors indicated above. | (or my financial guaranto
Payment of benefits on my behalf by all third party p
I understand that Medicare payments will be ac
ng that service(s) will not be covered by Medica

| authorize payments to be paid directly to Overlook b

I r) understand and agree to pay
deductibles, co-payments and any amounts due after ayors.
If | have Medicare benefits,

cepted as payment in full and | h
I'have been notified in writi

> ave no financial liability unfess
re and | wish to continue to recei

ve the care or service(s).
I will provide a copy to Overlook [JYes [JNo

DNR - | have a Do Not Resuscitate? [JYes o o = =

Durable Power of Attorney — | have a Durab

© Power of Attorney for Medical Care []y. No \ Y6 C/‘ C}b I ;
I'Ilyes, provide name and phone number of the person designated as health care agag = r:\" r U’n Dfl Ve’r‘
ame:
\

Advance Directive — | have an Advance Directive [JYes 1}4No

or attorney-in-fact.
Phone Number:

Additionally,

| understand either party may terminate this a

greement at any time,

A
Client Signature

Financial Guarantor Signature (if applicable)

Financial Guarantor Billing Address (if applicable)
Overl.ook Representative Name/Signature
If patient unaple to sign, provide reason:

=
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