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CONSENT FOR TREATMENT, PROCEDURES, TESTS AND CARE:

| knowingly consent to any treatment, procedures, tests and care ("Care") for which Blount Memorial Hospital and/or its
entities ("Facility") is requested to provide me, including Care at Facility both as an inpatient or outpatient. | understand
my right to question or refuse Care. By refusing Care, | understand | have released and waived any liability of Facility, its
employees, its agents, and my physician. | am aware that the practice of medicine and surgery is not an exact science
and | acknowledge that no guarantees have been made to me as to the result of treatments, care or examinations in the
hospital. | authorize BLOUNT MEMORIAL HOSPITAL, Maryville, TN to retain, preserve and use for scientific or teaching
purposes, or dispose of at its convenience any specimens or tissues taken from my body.

RELEASE OF INFORMATION:

| authorize the Facility to release information to my physician(s) and to any third-party payor ("Payor"), including but not
limited to Medicare, TennCare, my personal insurance company, Champus/ChampVa, when necessary to process my
claim and distinguish need for further Care. | understand that | may obtain a copy of my medical records from Facility’s
Health Information Management Department after signing a written request and paying the required fees. | understand
required information will be disclosed if | am diagnosed with a disease that by law requires reporting to a health
department or the Center for Disease Control and Prevention.

WORKERS COMPENSATION: THIS MEDICAL AUTHORIZATION FORM ONLY PERMITS THE EMPLOYER OR THE
DIVISION OF WORKERS COMPENSATION TO OBTAIN MEDICAL INFORMATION THROUGH ORAL OR WRITTEN
COMMUNICATION, INCLUDING, BUT NOT LIMITED TO, CHARTS, FILES, RECORDS, AND REPORTS IN THE
POSSESSION OF A MEDICAL PROVIDER AUTHORIZED BY THE EMPLOYER PURSUANT TO T.C.A. SECTION 50-6
204 AND A MEDICAL PROVIDER THAT IS REIMBURSED BY THE EMPLOYER FOR THE EMPLOYEE’S TREATMENT.

EMPLOYER: PHONE:

NO INFORMATION / SUPPRESS SWITCHBOARD CENSUS: | understand that my name, location and general health
may be included in BMH'’s patient directory. Information from the directory may be shared with people who ask for me by
name. | may object to having this information included in the directory.

[ 1 Yes, Please include my name and location in the patient directory.

[ 1 No, Do not list me in the patient directory. | understand that my name, room number and general health status will
NOT be released, and my presence at this facility will not be made public, and that no outside calls, flowers or
cards will be routed to my room. | give my direct room telephone number to an outsider, those calls will not be
re-routed from my room

[ 1 Exception, Do not list me in the patient directory. Only specific people should be told my location.
| choose code

PHOTO IDENTIFICATION  We request a photo of you that will be used solely for identification purposes. Your picture
will not be disclosed with medical records release without your consent. If you cannot provide a photo identification, such
as driver’s license, we will ask your permission to make a digital photo.

[ 1Yes, | agree to have my photo taken for identification.

[ 1No, | do not agree to have my photo taken for identification.

VALUABLES RELEASE: It has been explained to me that any valuables in my possession should be locked in the
hospital safe or sent home with a family member. | agree that Blount Memorial Hospital will not be responsible for any
damage or loss of my valuables kept in my possession.

Ido[ 1 Idonot[ ] wish to deposit valuables.

INDEPENDENT PHYSICIANS/PRACTIONERS: | understand during my Care | may be treated by independent

healthcare providers, who will bill me independently for their charges as established by such providers. | agree that Facility
is not responsible for, nor does Facility assume any liability for the activities of such health care provider or any other
supplier of Care services who is not an employee of the Facility.
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