COI'TAHIEHME IIPU ITOCTYIIVIEHUHA B I'OCIIUTAJIb
ADMISSION AGREEMENT

Ecau Bbl nMeeTe kKakne—1u00 BONMPOCHI, KACAIOIIHECS ITOT0
JOKYMEHTA, WJIN He IOHUMAaeTe KAKYI0—1100 4acTh U3 HEro, uJjim
HY:K/IaeTeCch B IOMOIIM NepeBOIYHUKA, monpocure Bamero repanesra
WJIM IPYroe JIMIO, OTBETCTBEHHOE 32 JIeYeCHHUeE.

If you have any questions about this document or do not understand
any portion of it, or need an interpreter, ask your physician or other
health provider.

q)aMI/IHI/DI, WM ITalIUCHTA
Name of Patient

damuus, uMs JIedalero Bpaya /ei/
Name of Attending Physician(s)

Jlata moctyruieHus Bpewms /yTpo/ /mocne obena/
Date of Admission Time (a.m.) (p.m.)
A, IIpU CUM

(cDaMI/IJ'H/IH,I/IMSI KJIIMCHTA UJIN (I)aMI/IJ'H/IH,I/IMH OTBCTCTBCHHOI'O HHHa,HeﬁCTByIOHleFO OT UMCHHU KHI/IGHTa)
Jaro COorjiacuc Ha OKa3aHuC TaKkou IMoOMOIIH " JICYCHUA,KOTOPBIC PEKOMCH/OBAHBI
HAa3BAHHBIM JICHAIIMM BpadyoM /amu/ u APYruMu BpadyaMu, KOTOPBIC MOTYT IOCCHIATH
MCH:,CCJIN 3TO H606XOI[I/IMO H, €CJIKM IIOMOLIb MOKET IMPEAOCTABIATHCA UM OKA3bIBATHCA
OTUM YUYPCKIACHUCM, €TO ITATOM, COTPYAHUKAMU, ar€CHTaMU U CTYJCHTaMU.

I, , hereby

(Name of patient or Name of authorized representative acting on behalf of patient)
consent to the rendering of such care and treatment as the named attending physician(s)
and other physicians who may attend to me consider to be necessary and as may be
administered or rendered by this facility, its staff, employees, agents and students.
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51 mpu3HAaI0,YTO MOMOII, KOTOPYIO Sl moTy4aro BO BpeMsi HAXOXKACHHUS B 3TOM
YUPEXKIICHUH, OKa3bIBACTCS T10/I PyKOBOJICTBOM MOETO TepamneBTa /0B/. DTO yupexIeHne
HE HECET OTBETCTBEHHOCTH 3a JCWCTBUS M OIIMOKH MOETO /UX/ TepaneBTa /oB/.

I acknowledge the care I receive while in the facility is under the direction of my
physician(s). This facility is not responsible for the acts or omissions of my physician(s).

Sl noHuMmaro, 4To METMIMHCKAs U XUPYpPrudecKas MpakTHUKa He SIBJISIOTCS CBEPX
HAyYHBIMH, U 9TO TUATHOCTUPOBAHUE U JICYCHUE MOTYT BKJIFOYATh PUCK MOBPEXKICHUS U
Jake cMepTh. Sl MpU3HAI0,YTO HUKAKKE TapaHTHH HE MOTYT OBITh MTPEIOCTABIIEHBI MHE B
pe3yabpTaTe 0OCMOTpa WIH JICYEHUS B ’TOM YUPEKICHUU.

I understand that the practice of medicine and surgery is not an exact science and that
diagnosis and treatment may involve risks of injury, or even death. I acknowledge that no
guarantees have been made to me as to the result of examination or treatment in this
facility.

51 NOHMMAar0,9TO MHOTHE U3 TEPANICBTOB,HAXOIAIINXCSA B LITATE HTOTO yUYPEKIACHUS,
BKJIIOYast HA3BaHHOTO BBIIIE JICYAIIET0 Bpaya /eii/, MOTyT He SIBJIAThCS COTPYAHUKAMU
WM ar€HTaMM 3TOT0 YUPEXKICHHS,HO MOTYT ObITh HE3aBUCUMBIMU KOHTPAKTOPaMH,
KOTOPBIM IIPEAOCTABIICHO IIPABO HA UCIIOJIb30BAHKUE ITOT0 YUPEKACHUS HJIs
MEAULMHCKOr0 00CIIy’)KHBaHUs CBOMX KIMEHTOB. Jlajee, 1 0CO3Hat0, 4YTO TaM MOXKET
OBbITh MEAMLIMHCKUI ITepCOHAN, MEJICECTPHI U ApYyrue pabOTHUKHU MO YXOJY, IPOXOIAIINe
o0yueHHe, KOTOpble MOTYT IIPUCYTCTBOBATh BO BPEMs yX0/1a 3a KIIMEHTaMH, €CIH
HEO0XO0/IUM YXOJI, 3TO SBJIAETCS YacThio UX 00yuenus. @ororpaduu, BUIEO WIK APyTUE
ApyTue KOMIBIOTEPHbIE N300PaXKEHHU MOTYT OBITh UCIIOJIb30BAHBI B LIENIAX 00y4EHUs, 10
TE€X MOP MOKA NAllMEHT HE CTABUT JPYTUX YCIOBHIA.

I understand that many of the physicians on the staff of this facility, including the
attending physician(s) named above, may not be employees or agents of the facility, but,
may be independent contractors who have been granted approval to use the facility for
the care and treatment of their patients. Further, I realize that there may be medical,
nursing and other health care personnel in training who, unless requested otherwise, may
be present during patient care as a part of their education. Photographs, video or other
electronic imaging may be used for educational purposes, unless a patient expressly
requests otherwise.

PASPELHIEHUE HA ITEPEJAYY ITPAB HA UH®OPMALIUIO
RELEASE OF INFORMATION

Taxum o6pazom S npu3HaL0,YTO ATO YUpEKACHUE U MOl JIealuii Bpad UMEIOT MPaBo
nepeaaBarh N0 KOMITBIOTEPY MK IPYTHM MyTEM JIF00YI0 MEIUITMHCKYI0 HHPOPMAIIHUIO,
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KacCaromyrocsa MOCTO 34J0POBbA, BKIIHOYAsd KOIMUH MoeH HUCTOpUHn 60JI€3HI/I, CJICAYyIOIUM
JIMaMm:

I hereby acknowledge that this facility and my treating physician may release, by
electronic means or otherwise, any medical information concerning my care, including
copies of my medical records, to the following.

e J[0OBIM MEIUIIMHCKUM CIEIIHATNCTaM, BOBJICUEHHBIM B YXO] 32 MHOM,C II€JIBIO
o0JierdeHust MpoAOKUTEIIBHOCTA MOETO BBI3IOPOBIICHHUS.

e any health professionals involved in my care for the purpose of facilitating the
continuity of my medical care

e J[r000My UYEIIOBEKY MJIH OTBETCTBEHHOMY JIMILY, HITH JIFOOOMY YEIIOBEKY WIIH
OTBCTCTBCHHBIM JIHUIIaM, HeﬁCTBYIOHlHM KakK arc¢HThl, JIFOAHU, OTBETCTBCHHBIM 34
OIlJIaTy, BKIIFOYAst TPEThUX JIMII, TUIATESIBIINKOB, JIUI, UMEIOIINX CTPaXOBKY
CaMOCTOSITENIFHO, TEX KTO UMEET pabouyI0 KOMIIEHCAIIUIO U TOCYAapCTBEHHBIM
areHTCTBaM, OTUTAYMBAIOIINX 32 MEIUITUHCKHE YCIYTH, TPEJOCTABICHHBIC MHE
pabOTHUKAMU ITOTO YUPEIKICHUS WU JIFOOOMY YEIIOBEKY, IPOBOISAIIEMY
o0cy>)KMBaHUE B TOM YUPEKICHUU WJTU JIIOOOM U3 €T0 (hUITHATIOB.

e any person or entity responsible for, or any person or entity acting as agent for, the
party responsible for payment, including third party payors, self-insurers, worker’s
compensation carriers and governmental agencies, payment for the medical services
rendered to me at the facility by employees of the facility or any person providing
services at the facility or any affiliate

o JIt00bIM q)eﬂepaHBHLIM, IITaTHBIM WJIW APYTHUM I'OCYJapCTBCHHBIM HJIN B HeKOTOp01>’I
CTCIICHU T'OCYy AaPCTBCHHBIM arC¢HCTBAM WJIM JPYTUM JIMLAM, KOTOPBIM ITOJIOKCHO
AOKJIAABIBATD 110 3aKOHY, WUJIN C HECJIBIO MPOBEPKU COOTBECTCTBHUA CIIOHCUPYCMBbBIX
roCcyJapCTBCHHBIX JIBI'OTHBIX IpOrpaMMax.

e any federal, state or other governmental or quasi-governmental agencies or other such

parties as required by law for purposes of reporting, or for purposes of determining
eligibility in government sponsored benefit programs

® .HIO6OMy YCJIOBCKY WM JIMLIaM, YHaCTBYIOIIHUM B ITPOBCPKE KAa4CCTBA O6yquI/I${,

IMpOBOASAIINM 0603p€HI/Ie HJIM aHAJIOTUYHOC U3YUYCHUC Ka4Y€CTBA yX04a, IPOBOAUMOIO

B JAHHOM YUYPCIKACHUU (1)I/IJ'II/IaJ'IaX U /UIU UX BpadaMHu.

e any person or entity participating in quality studies, utilization review or similar
studies of the care rendered by the facility, affiliates and/or their physicians
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e [locTraBmukam JIFOOBIX MMPOAYKTOB KPOBH HIIM KPOBB, KOTOPHIE MOTYT OBITh JTaHBI
MHE, C L€JIbI0 IIPOBEPKU KOHTPOJIBHOI'O Ka4eCTBA U IIPOBEPKU IOJIyYaTelIsd 9TOr0
MIPOJIYKTA.

e the supplier of any blood or blood products which may administered to me for the
purposes of quality control and recipient monitoring

e JlroO0oMy yupexJIeHHIO, MPOBOASIIEMY MMOCISAYIOMNUNA YXO/I, JOMAITHUN yXO B
YUPEKACHUAX JJIUTEIBHOTO IPOKUBAHMS, WJIM Ar€HTCTBY IO JJOMAIIHEMY YXOy C
LIEJIbIO OKA3aHUsl YXO0Ja 32 MOUM 3JI0POBBEM.

e any continuing care, residential, or long-term facility, or home health agency for the
purpose of providing services for my care

ITPABA KJIMEHTA
PATIENT RIGHTS

S1 mpu3HAK0,YTO MOIYYHI HH(OPMAIIHIO O MpaBax KIMEHTA,00bICHSIIONIYI0 MOH ITpaBa
KaK NalMeHTa JaHHOTO YYPEIKICHHUS.

I acknowledge receipt of the patient rights information explaining my rights as a patient
of this facility.

HNPEABAPUTEJIbBHBIE IUPEKTHUBbI
ADVANCE DIRECTIVES

51 mpu3Haro, 4YT0 MEHS CIIPOCHIIN, WK $1 NMETO MpeBapUTEIbHbIE TUPEKTHBEI U S ObLT
MH(OPMIPOBAH O MOEM TIPABE IPUHIMATH MEIMIIMHCKAE PEIICHHS, MOE [PABO NPUHSTs  VIHHITHAIIBI
NpeBAPUTENILHBIE TUPEKTHUBBI, HCIIOJHEHHBIE IT0 TOCYAaPCTBEHHOMY 3aKOHY, MOJIHCY HanueHTa
YUPEIKACHUS, KACAIOIINXCS YBKEHUSI IIPEIBAPUTEIBHBIX IUPEKTHUB, U MOE IPaBO HE OBITh
IMCKPUMUHHUPOBAHHBIM, HE3aBUCHMO OT TOTO UMEIO JIH S, MK HE UMETO

NpeBapUTEIIbHBIC TUPEKTHBHI.

I acknowledge that I have been asked if I have an advance directive and have been
informed of my right to make medical decisions, my right to make an advance directive  Patient
pursuant to state law, the facility’s policy concerning honoring advance directives and my initials
right not to be discriminated against based on whether I have an advance directive.
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HOEHHOCTHU/ OTBETCTBEHHOCTD ITAIIMEHTA
VALUABLES/PATIENT RESPONSIBILITY

51 mosTy4mI1 COBET OCTaBUTh LIEHHOCTH JIOMa/ MJTM COXPAaHATh [IEHHOCTHU B celide
yupexaeHus/ Ha Bpemsi rocnutanu3anuu.Ecinu S mpeamoyen e nenath 3toro, S
MMOHMMAI0 BCIO OTBETCTBEHHOCTH 32 UX MOTEPIO WU yiepO Jr000i TnaHON
cOOCTBEHHOCTH, BKJIFOYAS JICHBIH, KPEIUTHBIC KAPTOUKH, OACIKTY, FOBEIUPHBIC U3/CIIUS,
OYKU,JINH3bI, 3yOHBIE IPOTE3bI, CITYXOBbIE allapaThl, 0arax WiH Apyrue BEI BO BpeMs
MOETO HAaXOXX/ICHUS B YUPEIKICHUH.

I have been advised to leave valuables at home (or deposit valuables in the facility’s safe)
during hospitalization. Should I choose not to do so, I assume all responsibility for the
loss of, or damage to, any personal property including money, credit cards, clothing,
jewelry, glasses/contacts, dental devices, hearing aids, documents, luggage or any other
items during my stay.

OIIVIATA 3A MEJUIIUHCKOE 1 OTHOCAIIEECSA K HEMY
OBCJY/KUBAHUE

PAYMENT FOR MEDICAL AND RELATED CARE

S cornamaroch OIUIATUTh YUPEKACHUIO U BpauoM (JOKTOPOM) 3a BCE yCIYTH,0Ka3aHHbIE
9TUM yudpexacHrueM. MHorue u3 Bpauei,0Ka3bIBAtOIINE YCIYTH alUEHTY, SIBISIOTCS
HE3aBUCUMBIMU KOHTPAKTOPAMH U HE SBJIAIOTCA COTPYIHUKAMU WIH IIPEACTaBUTEIAMU
9TOrO yupexaeHus. CiaenoBaTelbHO, s IOHUMAl0, YTO MOTY TIOJYYUTh OTACIIBHBIN CUET
3a ux ycnyru. Ecimu TpeGoBaHus IS TIOTyYeHUST HAIIPaBICHUS IS TPEIBAPUTEILHOTO,
BTOPOI'0 MHEHHUS WM IPEABAPUTEIHLHOIO OCBUETEIbCTBOBAHUS MO0 00CITYKMBAaHUIO, KaK
TpeOyeT MO# cTpaxoBaTeib,0eHe(pUTHBIN TIaH WIIH JPyTHE TUIATEIbIIUKN,HEe ObLIH
BBINOJIHEHBI, S, KaK MalUeHT, ¥ /Uil OPYUYUTETh,MOTY HECTH B HEKOTOPBIX CIIydasx
IIEPCOHAJIBHYIO OTBETCTBEHHOCTH 32 BCE IIPEIBAPUTEIIBHBIE CUETA.

I agree to pay the facility and physicians for all services rendered at this facility. Many
physicians furnishing services to the patient are independent contractors and are not
employees or agents of this facility. Consequently, I understand that I may receive a
separate bill for their services. If the requirements for referral, second opinion or pre-
certification of care as outlined by my insurer, benefit plan or other payor, have not been
followed, I, as patient and/or guarantor, may in some instances be personally responsible
for all charges incurred.
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COI'TAIIEHUE O BEHE®UTAX
ASSIGNMENT OF BENEFITS

Taxum o0pa3om S pazpemnaro 1 aCCUTHUPYIO OIUIATy STOMY YUPEXKACHUIO 32 JII0ObIe
THUIIBI BO3BpAaTa WX OIUIATHI 3a cyeT Meaukapa mwin Meaukeiaa Ui Ipyrux TpeTbux
IUIATEIBIINKOB,3a BCE IPYTHe U IIPEIBAPUTEIIBHBIE CUETA 32 MOE MEULIMHCKOE U
aHAJIOTUYHOE ATOMY OOCIIyKMBaHHE B 3TOM YUPEKIACHUU U /WM HE3aBUCHMOMY
KOHTPAKTOPY,0Ka3bIBAIOLIEMY YCIYTH B 9TOM YUPEXKICHUH.

I hereby authorize and assign payment to this facility of any type of reimbursement or
payment due from Medicare, Medicaid or any other third party payor, for any and all cost
incurred for my medical and related care at this facility and/or by the independent
contractors providing services at this facility.

YTBEPKAEHUE O KOHOUJIEHIUAJIBHOCTH
NOTICE OF PRIVACY PRACTICES

Taxum 00pazom S mpu3HAa0, YTO MOJTYUHII KOIUIO 3TOTO yUpekaeHus o0 YTBepkaeHun Muunumast
o KonduneHnuaabHOCTH, KOTOpasi OOBSICHAET KaK 3TO yUPEKICHHUE UCTIONIB3YET U HanueHTa
pacKphIBaeT JI00YI0 OXpaHIEeMYI0 MEJUIIMHCKYI0 HH(OpMaIHio.

I hereby acknowledge that I have received a copy of this facility’s notice of privacy Pa.il‘erllt
practices that explains this facility’s use and disclosure of any protected health tnitials

information.

OTA ®OPMA BbUIA ITOJIHOCTBIO OB BbACHEHA MHE 1 A YV IOBJIETBOPEH,
YTO A IOHUMAIO EE COAEP)XXAHUE N 3HAUNMOCTD.

THIS FORM HAS BEEN FULLY EXPLAINED TO ME, AND I AM SATISFIED
THAT I UNDERSTAND ITS CONTENT AND SIGNIFICANCE.

Hnu
Iloonucv nayuenma Jlama/spems  [loonucwv/poocmeennvlie omnowenus Jlama/spems
/pooumenv/e2aivbhblil ONeKyH/0meemcmeeHHoe 1uyo/

Patient’s Signature  Date/Time OR  Signature/Relationship Date/Time
(Parent/Legal Guardian/Responsible Person)
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Iloonucw ceuoemens  Jlama/spemsi  Iloonucey 6mopozo ceudemens Hama/spems
/ecau ycmno/no meneony/ knuenm ommevaem/

Witness’ Signature ~ Date/Time Second Witness’ Signature Date/Time
(If Oral/Telephone/Patient Mark)

Tloonucs nopyuumens Hama Toowcanyticma, Hanuwume Gamunuro, ums
neuamuvlmMu OyKeamu
Signature of Guarantor Date Please Print Name
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