K:erbﬁr’s Healthcare LLC Agreement to Establish Home Care Services

Patient Name: Medical Ideatification #:

Date
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exhaustive and that other more remote risks and consequences may arise. I also consent to accept the supervision of my care as dictsted by federal and stats kaw.
Ackpow| ent of R inp Hiring of KAERBEAR, el
In the event a Client hires, directly o indirectly, an employee of KAERBEAR'S HEALTHCARE, LLC within ninety days (90) of the tast date that said employcs provided serviocs
totheCliem,ClientngtewtopayKAERBEAR’SHEALTHCARE,Uﬁlk;uﬂabddmnagsequﬂbﬁmy(%)hmsofmbebyawhy&we&ly(m&oushm
maymthxveworkcdfoﬂy(40)hoursperweckdlning!he90dayspetiod)timesﬂxir&m(w)wedm.S@demwﬂaw{ybuﬁmphyeesohimdhydwﬂim&
Muﬁmd‘MediezidlnrogﬁonIccnifyﬁmanyhﬁrmwﬁmgimmmcha;p}yﬁ:gﬁurpuymﬂmdaTﬂ&Mmﬂ/«Tiﬁe)ﬂXofﬁwSOciaISeculityActismuee(.
IamhorizeanyholderofmedicalorothermﬁmmtionMutmwmmmeﬂau&xemmumm%mmmhﬁmﬁmwm
morhbdbemﬁsbemﬁewKAERBEAR'S}mMMAkﬁ.UﬂmmybehElmmmwwm

this or a related Medicare/Medicaid claim. I request that payment of aul
Medicare covered home care services; [ must meet the criteria as outlined mmammwmmﬁmmmmmmxmm'smmm LLC Paticat

Handbook.
Permission to Photograph or Video Tape I hereby authorize KAERBEAR’S HEALTHCARE, LLC by this wriften release, to video tape or photograph me during the course

of my treatment.

Release of Information lhqebyamhorichAERBEAR‘S}m&mcmucwmbmeMwm,ﬁm@.Mwadwmmmmcmw'smw
record, including photographs orvideotakmofﬂxepdiwt.mwm,mmm,hahhmw,mm,phyﬁchmumywmmﬁr
reasons of finsncial assistance or continuity of medical care. Regulatory and accrediting agencies also have my permission to review my medical records, Personal Health
lnfomntionwillbekeptconﬁdentialandwillmtbedisdosedexceptﬁxhgjﬁnmepmposesswinthc&dcmlpﬁvuymAsessmm(inﬁxmmonwﬂlbecollweadﬂnquaﬁty
and payment purpases.
Finameia! gﬂmentlmﬁﬁ:mnanyhfmmaﬁmlmuﬁdcmapplﬁughmmmeTMeXVm&meSocﬂsmym&mmmlamha"mrdnscof
moordsrequimdtoactonmquestforpuyment.lmquestﬂ»atpaymemforautborizedbawﬁsﬁom Medicare, Medicaid, or other responsible payor be made on my behalf to

KAERBEAR’S HEALTHCARE, LLC

For non insurance covered services, Or insurance coverage with a designated co psymeant, I agree to promptly pay KAERBEAR'S HEALTHCARE, LLC as bills are presented
to me, at KAERBEAR’S HEALTHCARE, LLC’s prevailing ratcs. ] understand that KAERBEAR'S HEALTHCARE, LLC. is required to adhero to all applicable wage and bour
Iaws retated to overtime and [ agree o be billed accordingly. KAERBEAR’S HEALTHCARE, LLC is hereby anthorized to a) investigate my credit history and employment status;
b) obtain credit information from credit reporting agencies; ¢) make inquiries as to insurance coverage, and d) make soch other inquiries as are reasonable and appropriate under
the circumstances. I understand that all past balances shall bear interest at the rate of 1 lfz%panmth,orsudmﬂ:ermathmratcauowedswldlﬁﬂtomakepaymemm
accordance with KAERBEAR'S HEALTHCARE, LLC terms and itmmswmmnmmymmwhgmmm@&ejﬂhmmmuo&awﬁa!wm
pay costs of collection, including reasonable attorney fees. This agreement is binding upon my heirs, executors, administrators and equal representatives. My liability, if any, for

payment is:

Services to be provided and clieng Liability for payment Check applicable services and have pt initial next to payer information

____Medicare A ____ Medicarc B ____Medicaid Private Insurance ____SeclfPay ____ Medicaid waiver  ____other (eaplain)
Type of service and rate that § am responsible for are: HHA____ Rate per visit/hr $  Nuse RWLPN Rate per visit/hr § Physical Therapy_____Rate per visit
§ Occupational Therapy____Rate per visit § Speech Therapy. Rate pervisit § Social Services Rate per visit §

CoPay Deductible Health Insurance Claim Number, Other

Frequency and Duration for each Discipline ( write abbreviated discipline/ number of visits per week x number of weeks) ( ex: RN 3x4)

15 2. 3. 4. Si

6.

Assignment o!Bep_emslamhoriz:paymentdirecﬂytoKAERBEAR'S HEALTHCARE, LLC of any and =il benefits due me from insurance polices covesing KAERBEAR'S
HEALTHCARE, LLC otherwise payable to me. )

Financial Responsibility I understand that I am fully financially responsible to KAERBEAR'S HEALTHCARE, LLC for charges not paid by any third party payor. Paymeat will
be made by check or money order.

Consaltation 1 hereby give the agency personnel permission to discuss my care and medical history with:

Acknowledgment of Receipt of Instruction and Matexials

1 acimawledge that I have been given a copy of REB! *S HEALTH LLC:P-ﬁentHandbookThefoHowhgmnaidsmbmmhinadwdﬂb'md

provided to me in written form.

__Patient Rights and Responsibilities __ Advance Directive Information __ Notice of Privecy Practices __ OASIS Privacy Statoment __ Agency Emergency Plan (vesbal)

__ Agency Safety Book __ Abusc Reporting 800 numbes Comptaints Process ___ I recefved a copy of this agreomest
SelfDminsﬁonActoflmrequﬁmdmlbomademvofmyﬁ@tmmkebuhhumdw’ﬁkmformymm 1 understand

Adyauced Directives ] understand that the Federal
that T may want to express my wishes in 8 decument may be known when 1 am

unable to speak for myself
i have a Living Will Yes No I have 2 health care Surrogate Designation Yes

lfmtoeitherquwtion.youmustpmvidcaoopymagcncyforhﬂbw’sﬂal&mmhomrmmm
Retationship and Reason Patient is umable to sign

enlledanAdvmeethﬁve(th:gWﬂUHenhbureSmmgﬂcDmigmﬁm)soMmywihes
No

Patient or Legally Authorized Patient Representetive Date

Witness (Employee) Date Print Employees name Destz

Aeopyof&:isdocmwntismbegimmthepaﬁmmmeaigiml'smbemhedhthepﬁ’:m’sdhiedmd.

Agency Copy



