T —FAIrMethods’ ,,rugriZATION AND CONSENT !

DEFENDERS o TOMORROW™
;
PATIENTNAME: ALYEM [ FTNER
UNIT/BASE LD.: 2040 Date Of Servite: {— 13— 16 TmME:_| 4D (Military Format)

CONSENT TO TREATMENT. 1! accept from Air Mothods Corp., ifs agents and any of its associaicd companies (together, “Provider”) air
medical fransporiation and medicd) services, administfadon of medications and blood or bloed products, jand other medical procedures
(“*Services™) performed by the company listed above arid any agent or entity acting on behelf of that compariy (collectively, “Provider™), 1
understand that medjcal care is ot dn exact seience and Irovider makes po guarantces about my health outcome1

RELEASE OF INFORMATION. [ agree to allow Provider to share any part of my medical record or other infimmh‘on needed for bitling and
payment for services delivered by Rrovider, now ar in the future, to any financially responsible party, including: the Centers for Medicare and
Medicaid Services (CMS), their agtats, Worker's Compensation carriers, health or liability insurers, and any other insurance organization or
billing agent (together, “Insurer™). J|agree to allow anyorie with medical and billing information about me to refesse to Provider or Insvrer any
information necessary for billing and payment purposes. | agree 8 copy of this form may be used instead of the iginel.

ASSIGNMENT OF M EFITS & RIGHTS. | agrec i allow and request any Insurers to dircctly, immediately and exclusively pay Provider
the proceeds of my benefits up to the full amount of Provider's charges for services delivered now or in ihe futuré. 1 assign to Pravider ali of my

rights and interest in all such insurance benefits or procepds for services deliverad by Provider, including the rights ®: (1) requesi and receive
auy documents or informalion from|any entity or person, including those governed by the Employce Reiiremen} Income Security Act of 1974
{“ERISA”"), to the full exient of my Ligl:ns; {2) eppeal any|denial or underpayment of benefits or covernge; (3) pursue any legal remcdies in any
forum and pet all available rclief {-inonclary or equitabll), including applying all ERISA provisions, These rights assigned to Provider are
assigned completely, without any linjitations or reservatiofs,

FINANCIAL RESPONSIBILITY.!I will cooperate with any efforts by Provider to maximize payment of my insurance benefits and minimize
my persondl financial responsibility] I agree to allow Prdvider to be my advocate throughout the billing pmceéls fo help resolve my claim as
quickly as possible. If T receive payment from an Insutor for Provider's services; [ agree to prompily send’ such payment fo Provider. ]
understand that many Insurers will bnly pay for serviced that meet cerlain coverage requirements, suth as lﬁTicﬂ necessity. If my Insurer
denies or underpays Provider’s charges for any reason, or [ have no insurance, ) accept direct financial r¢>sponsil ility for any unpaid charges.

COLLECTIONS & TELEPHONE CONSENT. | agice 1o sllow Piovider to: (1} use pre-recorded or an%ﬁcial voice messages, or an
sutomatic welephone dialing system, {0 contact me at the ttlephone number provided below, which may be 8 wircless or cell phone number; (2)
leave enswering machine or veice Mmai) messages for mie, and include in any such messages information re(juired by law (including debt

collection laws) or other informatiop about amounts | oe; (3) send 1ext messages or e-mails 10 the telephone number and e-mail address
provided below about unpaid balanr% or other billing issups. T also agree to allow Provider to get a credil report t? help collect unpaid balances.

my the patient, the paticht’s legal representative or authorized by the patient 8s lhc patient’s agent 10 sign this

1 have read this information and 1 a i [
this Authorization and Consent form; and to accept its terjns. This Anthorization and Consent form contzing the: complete agreement and any
handwritten words or other changes th the typcwritlen texiare invalid and non-enforecable. Changes van only be made by a separaie agrezment

signed by me and Provider.

RCTION 1 ark the Appropriate Box and Sign Belbw: !
Signer betow s mc%?ﬂﬁ:’a& 3 Authprized Representative |Sec Back fur Definition) [ Crew Member (NO Represcntative frus svaiable ov willing to sigo}

he signer, UNLESS STGNER IS SPOUSE, PARENT OF

;
i
==
!

Signutere of Crew if patient signg asing an “X» > P>

Witness Signutura_-{(ir pstient signs with an “X™)

~

If Authorized Represceatative, identify rPaﬁnnship to the PaﬁJ nt (sec baek Tor definition):

Cl A (Lege) Guardian) !'.'I B (Rezipieny of Goyernment Bentfits for patieni) D C {Spuusy, Parent, or persok responsible for pationt’s offalrs) D b {Agency Rep that provided service

1o patient) l

g.&mt:nt unzble to sign {check box, ifjappropriotc snd expldin brlow): f
i

SPECIFIC MEDICAL, MENTAL, or LEGAL (c.g. minor or frisoner) REASON PATIENT UNABLE TOSIGN |
SECTIONIV _[RECEIVING FACILITY ACKNOWLEDGMENT | |

FACILITY NAME:
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Medical Necessity for Air Medical Transport Flight #_| ﬁ-—Ji a9 Y,

Date of Service: _ 3. =1 9~} | Patient Name: R AN l\hﬁ Diagnosis; AN Lo ~ M pye (e &
]

ing time-critical condition / required interventior: V- ™ bipg HULE

2MGround transport would have been hazardous fue io the LENGTH OF TRANSPORT. 2
iINg ) 3/ Ground transport tinje of t | minutes Versus air transport time of 0

minutes,

The following information ir required for INTERFACJILITY TRANSPORTS:

Paticnis Name: H“\--..,__ Referring physicien :/ .
Referving hospital: eceTv Tcian: |
Receiving hospital: it Numme:___ |

Z N —
Sending physicign has cerlified under EM% t air transport is needed: DYI:‘S DM){ Verified |

4
|
Bused o an assessment of this pasien|, emergent iransportatlon is required for the following reasons (mark all thet applgr minimum of one from both

seclions): )
SECTION 1 - REASON(S) FOR METHOD OF TRANSPORT: _ !
The patient’s'condition wis TEIME CRITICAL, requiring rapid air transportation in order to minimizc:morbidity / mortality.

The paticnt’s condition ssigblished criteria for transport based on published standards for app.roprik}'te utilization of air transport
from the EMS, cardia@@:diwic, or ncpnatal communities.

|
During trunsport, the patient’s condition sequirdd critical care life support and monitoring by an ALS ' w with an attending RN .
] presem (specify care): ] Imuba_lcd DAT? }gfus'! on PIABP&ETCOZ Monitoring ﬁ'\EKG ;mll Medications, titrated drips

(specify Medicaiions) {Joter

@ Ground transport would hive been hazardous akd J or delayed due to: d) ush houp / \gfffic conditimLs\
[J Unable to leave couny Bridge out/road construd weather conditions
Ol inaccessible by grouhd No ground available A& Other
O Ground unable to perform cerain interventions{ [ RSi Blood Produci Administration
{JOther '

SECTION 1 - REASON(S) PATIENT REQUIRED TRANSPORT:
m The receiving facility provides specialized care | treatment, and diagnostics not available at referring fucility or a facility that may
have been closer to the scene (define care regdired and facilities needed) w‘ﬂ/

{J Nobedsor needed specialist available at referring facility (describe unit/bed type/specialist not available ar referring facilite)

[} Specialized materne! / achnatal carc required with high-risk obsiewrician ang / or neonatal iICU not available at referring facility.

Other maternal / neonatal specialived services npeded (deseribe care reguired and facilitics needed) _1
|

(=¢Specialized Travma Care fquired with diagnosiic and trayma, suzgical facilitics readily available, (Describe services not available af
referving fucilily or services needed for scene irpnspors) Té’g\ﬂ' m 3 v éé&ﬂ ‘;‘l —

Mechanism of infury: D MYc ra!laverﬂ MTYC with ejectian Head on collision D.S'n-mu vehicleloe, upait jatalisy
Eurication time > 30 nlinutes UCrash speed change > 20 mphi_Pedestrian struck by motor vehicly 8QTrauma Patient
Pregnant rauma patiedt {0 Blasi injuo’D Two or more proximal extremity fractures [ Foll 20 > frer

Dorher (describe):

C] Specialized cardiac carc fafility required with Ciith Lab facility and surgical backup readi ly available [!j-l igh-risk cardiac surgical
candidate (JCath Lab a1 séferring facility not ogen all hours [ JCath Lab a1 referring facility has no su‘gical back up

(Describe specialized cordiac services needed) :

|






