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                                                             Informed Consent 
                                                            for Hospice Program 

                                                           and Hospice Benefit Election 
 

 

 

 

We the patient and the care giver, request admission to the Hospice of Central Ohio program and understand and 
agree to the following: 

• Residential Care:  I understand that my family and/or primary care giver and I will be cared for primarily through 
intermittent visits made to my home/place of residence. The Hospice of Central Ohio ("Hospice") team is not 
intended to take the place of my family, but be supportive to the family while they are caring for me during my 
illness.  I understand that care in the home is the main focus of the Hospice program. Hospice will provide 
intermittent supportive care by prearranged scheduled visits. Emergency consultations and/or visits are available 
through our on-call service twenty-four (24) hours a day, seven (7) days a week when needed.  

• Consent:  I provide consent for the medical care and nursing services along with other services that will be 
provided by the Hospice and its staff and affiliates. 

• I give Hospice of Central Ohio permission to take wound images, if needed,  
for treatment and educational purposes.               Yes            No                     

• Staff:  The Hospice staff includes Registered Nurses, Social Workers, Hospice Aides, Chaplains, Volunteers, and a 

Medical Director. I understand that my care will continue under my primary physician and the Hospice staff will work with 
my primary physician to provide supportive, palliative (comfort) care.  I understand that hospice care is not curative in 
nature but palliative care. Hospice will work to maintain quality of life through the management of my pain and/or other 
symptoms. 

• Inpatient Care:  I understand that if it is deemed necessary by Hospice and my physician, that I can receive short 

term care in an inpatient facility. 

• Rights and Responsibilities:  I understand that Hospice has the responsibility to inform me of my rights and 

responsibilities. Hospice has reviewed and provided me with a copy of the patient rights and responsibilities and the self 
determination act assessment packet.  Hospice has also explained to me what resuscitation is, and my rights regarding 
resuscitation.  Hospice has provided me with the necessary form to complete if I choose non-resuscitation (Do Not 
Resuscitate). 

• I do / do not (Circle One) have a Living Will.    

• I do / do not (Circle One) have a Power of Attorney for health care decisions. 

• Living Arrangements:  I understand if I do not have a care giver living with me in my home or a hired care giver or 

combination of both, and it is deemed unsafe by the Hospice staff and myself for me to continue living alone, I agree to 
make the necessary changes to my living arrangements for my safety and well being. (For example:  Move in with 
family/friend, be admitted to an extended care facility, hire a full-time care giver, or have family/friend move in with me.) 
Hospice will help me make these arrangements, but I or my family must assume all financial responsibilities for the cost of 
my living arrangements. 

• Improvement of Condition:  I understand that if my condition improves, the Hospice Medical Director may not 

recertify me and I could be discharged from Hospice and all Hospice services would stop. I also understand that all 
supplies, equipment, and medications which may have been covered by Hospice that I wish to continue after a discharge 
will be my financial responsibility. I also understand that if I am discharged, I will be given notice and provided with 
supportive assistance from Hospice during the discharge process. I may be able to be readmitted to Hospice care if my 
condition would deteriorate and I would again meet Hospice eligibility criteria.   

• Medical Information Confidentiality:  I understand that Hospice medical records will contain information about 

me, my family and/or my primary care giver. All information will be kept confidential and will not be released without my 
permission. 
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• Medical Information Release:  I hereby permit the release of necessary medical records and other information 
to or from any private agency, accrediting agency or medical person/physician as required to assure continuity of 
care and as necessary for reimbursement. I give my permission to fax necessary medical information as needed to 
appropriate agencies or health care providers as allowed by law. 

• Terminating Services:  I understand that I can discontinue Hospice care at any time by notifying Hospice.   

• Explanation of Payment: I understand that Hospice considers payment from Medicare and Medicaid as 
payment in full for hospice services as identified in the plan of care.  Hospice bills Third Party Payors such as 
insurance companies, when applicable. A list of charges for services are available upon request from Hospice of 
Central Ohio’s billing department.  

• Payment Procedures for Hospice Care:  I understand that Medicare, Medicaid, and Third-Party payors such as 
insurance companies establish payment amounts for specific categories of covered hospice care and that the 
payment amounts are determined within each of the following categories:   

• Routine home care day. This is a day on which the hospice patient is at home and is not receiving continuous 
care.  

• Continuous home care day.  This is a day when the hospice patient is not in an inpatient facility and receives 
hospice care consisting predominantly of nursing care on a continuous basis at home. Continuous home care 
is only furnished during brief period of crisis and only as necessary to maintain the terminally ill patient at 
home. 

• Inpatient respite care day.  This is a day on which the hospice patient receives care in an approved facility on 
a short-term basis for respite care for not more than 5 consecutive days. 

• General inpatient care day. This is a day on which the hospice patient receives general inpatient care in an 
inpatient facility for pain control or acute or chronic symptom management which cannot be managed in 
other settings.   

I understand that payment is made to Hospice for each day during which I am eligible and for only one of the 
categories of hospice care described regardless of services furnished on any given day.  

• Patient Financial Responsibility:  I understand the following:   

• I am obligated to sign over to Hospice of Central Ohio, any reimbursement for hospice services sent directly 
to me from my insurance company.  

• I am financially responsible for annual deductibles and co-payments. 

• If requested, I will receive from Hospice of Central Ohio an explanation of charges for which I am responsible. 

• Hospice of Central Ohio will do a financial needs assessment if I cannot afford to pay my bill.   

• Hospice of Central Ohio is a non-profit organization and services will not be denied based on inability to pay.  

  Note: Hospice is not financially responsible for services not authorized in the patient’s plan of care.  

•   Explanation of Medicare/Medicaid Benefits: For the duration of this benefit, I waive the right to 
Medicare/Medicaid payments for the following services:   

• Hospice care provided by hospice other than Hospice of Central Ohio (unless provided under arrangements 
made by Hospice of Central Ohio)   

• Any Medicare/Medicaid services that are related to the treatment of the terminal condition, or a related 
condition for which hospice care was elected, or Medicare/Medicaid services that are equivalent to hospice 
care except for services provided by:   

o Hospice of Central Ohio 

o Another hospice under arrangements made by Hospice of Central Ohio; and 

o My attending physician, if my physician is not an employee of Hospice of Central Ohio or receiving 
compensation from Hospice of Central Ohio for those services. 
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Informed Consent for Hospice Program and Hospice Benefit Election (continued) 

 
 

Note:  I understand that if I have Medicare Part D, once I elect the Medicare Hospice Benefit some 
medication may need to be pre-authorized.  

I understand that the Hospice Medicare/Medicaid Benefit provides coverage for the following services: nursing, medical 
social services, counseling, pastoral care, hospice aides, volunteers, short term in-patient care, physician services, medical 
supplies and equipment, pharmaceuticals related to the terminal illness and related conditions, physical therapy, 
occupational therapy, speech and language pathology, and dietary consultations when appropriate.  

I have had the opportunity to ask questions concerning any information I do not understand.  

• Patient’s Attending Physician: The attending physician is identified by the patient or their representative as the 

physician having the most significant role in the determination and delivery of the patient’s medical care.  That physician 
must be listed as the attending physician, if the physician accepts the role.  
 
I have selected the following physician to be my attending physician: __________________________________________ 
                                                                                                                                                   Physician’s First/Last Name  

      
                                                                                                                                               
                                        __________________________________________ 
                                                                                                                                                           Attending Physician’s NPI#  

 
I acknowledge this is my choice for my attending physician:                   __________________________________________ 
                           Patient/Patient Representative Initials 
               

I ACKNOWLEDGE THAT I HAVE REVIEWED THIS FORM AND HAVE BEEN GIVEN THE OPPORTUNITY TO ASK ANY 
QUESTIONS. 
___________________________________________       ____________________________________________________ 
Patient Name (Print)                            Patient Number            Signature of Patient or Legal Representative                  Date Signed  

 
___________________________________________ 
Relationship to Patient  

                                                                        
Reason Patient Unable to Sign:_________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Acknowledging and understanding the above, I authorize (Circle all that apply): Hospice Medicare, Medicaid, or Private 
Insurance coverage to begin on this date: ______________________________ and I hereby authorize payment to be made 
directly to Hospice of Central Ohio for services provided. 
 
Disclaimer:  Individuals under age 21 in Ohio can receive both curative and hospice care at the same time and both are 
covered by Medicaid. 
                                                                              
                                                                                                     ____________________________________________________ 
                                                                                                         Signature of Patient or Legal Representative                  Date Signed 

 
                                                                                                     ____________________________________________________ 
                                                                                                    Signature of Hospice Representative                                Date Signed 

 
A copy of this agreement shall serve as a release form in lieu of the original. 
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                                                             Informed Consent 
                                                            for Hospice Program 

                                                           and Hospice Benefit Election 
 

 

 

 

We the patient and the care giver, request admission to the Hospice of Central Ohio program and understand and 
agree to the following: 

• Residential Care:  I understand that my family and/or primary care giver and I will be cared for primarily through 
intermittent visits made to my home/place of residence. The Hospice of Central Ohio ("Hospice") team is not 
intended to take the place of my family, but be supportive to the family while they are caring for me during my 
illness.  I understand that care in the home is the main focus of the Hospice program. Hospice will provide 
intermittent supportive care by prearranged scheduled visits. Emergency consultations and/or visits are available 
through our on-call service twenty-four (24) hours a day, seven (7) days a week when needed.  

• Consent:  I provide consent for the medical care and nursing services along with other services that will be 
provided by the Hospice and its staff and affiliates. 

• I give Hospice of Central Ohio permission to take wound images, if needed,  
for treatment and educational purposes.               Yes            No                     

• Staff:  The Hospice staff includes Registered Nurses, Social Workers, Hospice Aides, Chaplains, Volunteers, and a 

Medical Director. I understand that my care will continue under my primary physician and the Hospice staff will work with 
my primary physician to provide supportive, palliative (comfort) care.  I understand that hospice care is not curative in 
nature but palliative care. Hospice will work to maintain quality of life through the management of my pain and/or other 
symptoms. 

• Inpatient Care:  I understand that if it is deemed necessary by Hospice and my physician, that I can receive short 

term care in an inpatient facility. 

• Rights and Responsibilities:  I understand that Hospice has the responsibility to inform me of my rights and 

responsibilities. Hospice has reviewed and provided me with a copy of the patient rights and responsibilities and the self 
determination act assessment packet.  Hospice has also explained to me what resuscitation is, and my rights regarding 
resuscitation.  Hospice has provided me with the necessary form to complete if I choose non-resuscitation (Do Not 
Resuscitate). 

• I do / do not (Circle One) have a Living Will.    

• I do / do not (Circle One) have a Power of Attorney for health care decisions. 

• Living Arrangements:  I understand if I do not have a care giver living with me in my home or a hired care giver or 

combination of both, and it is deemed unsafe by the Hospice staff and myself for me to continue living alone, I agree to 
make the necessary changes to my living arrangements for my safety and well being. (For example:  Move in with 
family/friend, be admitted to an extended care facility, hire a full-time care giver, or have family/friend move in with me.) 
Hospice will help me make these arrangements, but I or my family must assume all financial responsibilities for the cost of 
my living arrangements. 

• Improvement of Condition:  I understand that if my condition improves, the Hospice Medical Director may not 

recertify me and I could be discharged from Hospice and all Hospice services would stop. I also understand that all 
supplies, equipment, and medications which may have been covered by Hospice that I wish to continue after a discharge 
will be my financial responsibility. I also understand that if I am discharged, I will be given notice and provided with 
supportive assistance from Hospice during the discharge process. I may be able to be readmitted to Hospice care if my 
condition would deteriorate and I would again meet Hospice eligibility criteria.   

• Medical Information Confidentiality:  I understand that Hospice medical records will contain information about 

me, my family and/or my primary care giver. All information will be kept confidential and will not be released without my 
permission. 
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• Medical Information Release:  I hereby permit the release of necessary medical records and other information 
to or from any private agency, accrediting agency or medical person/physician as required to assure continuity of 
care and as necessary for reimbursement. I give my permission to fax necessary medical information as needed to 
appropriate agencies or health care providers as allowed by law. 

• Terminating Services:  I understand that I can discontinue Hospice care at any time by notifying Hospice.   

• Explanation of Payment: I understand that Hospice considers payment from Medicare and Medicaid as 
payment in full for hospice services as identified in the plan of care.  Hospice bills Third Party Payors such as 
insurance companies, when applicable. A list of charges for services are available upon request from Hospice of 
Central Ohio’s billing department.  

• Payment Procedures for Hospice Care:  I understand that Medicare, Medicaid, and Third-Party payors such as 
insurance companies establish payment amounts for specific categories of covered hospice care and that the 
payment amounts are determined within each of the following categories:   

• Routine home care day. This is a day on which the hospice patient is at home and is not receiving continuous 
care.  

• Continuous home care day.  This is a day when the hospice patient is not in an inpatient facility and receives 
hospice care consisting predominantly of nursing care on a continuous basis at home. Continuous home care 
is only furnished during brief period of crisis and only as necessary to maintain the terminally ill patient at 
home. 

• Inpatient respite care day.  This is a day on which the hospice patient receives care in an approved facility on 
a short-term basis for respite care for not more than 5 consecutive days. 

• General inpatient care day. This is a day on which the hospice patient receives general inpatient care in an 
inpatient facility for pain control or acute or chronic symptom management which cannot be managed in 
other settings.   

I understand that payment is made to Hospice for each day during which I am eligible and for only one of the 
categories of hospice care described regardless of services furnished on any given day.  

• Patient Financial Responsibility:  I understand the following:   

• I am obligated to sign over to Hospice of Central Ohio, any reimbursement for hospice services sent directly 
to me from my insurance company.  

• I am financially responsible for annual deductibles and co-payments. 

• If requested, I will receive from Hospice of Central Ohio an explanation of charges for which I am responsible. 

• Hospice of Central Ohio will do a financial needs assessment if I cannot afford to pay my bill.   

• Hospice of Central Ohio is a non-profit organization and services will not be denied based on inability to pay.  

  Note: Hospice is not financially responsible for services not authorized in the patient’s plan of care.  

•   Explanation of Medicare/Medicaid Benefits: For the duration of this benefit, I waive the right to 
Medicare/Medicaid payments for the following services:   

• Hospice care provided by hospice other than Hospice of Central Ohio (unless provided under arrangements 
made by Hospice of Central Ohio)   

• Any Medicare/Medicaid services that are related to the treatment of the terminal condition, or a related 
condition for which hospice care was elected, or Medicare/Medicaid services that are equivalent to hospice 
care except for services provided by:   

o Hospice of Central Ohio 

o Another hospice under arrangements made by Hospice of Central Ohio; and 

o My attending physician, if my physician is not an employee of Hospice of Central Ohio or receiving 
compensation from Hospice of Central Ohio for those services. 
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Informed Consent for Hospice Program and Hospice Benefit Election (continued) 

 
 

Note:  I understand that if I have Medicare Part D, once I elect the Medicare Hospice Benefit some 
medication may need to be pre-authorized.  

I understand that the Hospice Medicare/Medicaid Benefit provides coverage for the following services: nursing, medical 
social services, counseling, pastoral care, hospice aides, volunteers, short term in-patient care, physician services, medical 
supplies and equipment, pharmaceuticals related to the terminal illness and related conditions, physical therapy, 
occupational therapy, speech and language pathology, and dietary consultations when appropriate.  

I have had the opportunity to ask questions concerning any information I do not understand.  

• Patient’s Attending Physician: The attending physician is identified by the patient or their representative as the 

physician having the most significant role in the determination and delivery of the patient’s medical care.  That physician 
must be listed as the attending physician, if the physician accepts the role.  
 
I have selected the following physician to be my attending physician: __________________________________________ 
                                                                                                                                                   Physician’s First/Last Name  

      
                                                                                                                                               
                                        __________________________________________ 
                                                                                                                                                           Attending Physician’s NPI#  

 
I acknowledge this is my choice for my attending physician:                   __________________________________________ 
                           Patient/Patient Representative Initials 
               

I ACKNOWLEDGE THAT I HAVE REVIEWED THIS FORM AND HAVE BEEN GIVEN THE OPPORTUNITY TO ASK ANY 
QUESTIONS. 
___________________________________________       ____________________________________________________ 
Patient Name (Print)                            Patient Number            Signature of Patient or Legal Representative                  Date Signed  

 
___________________________________________ 
Relationship to Patient  

                                                                        
Reason Patient Unable to Sign:_________________________________________________________________________ 
 
__________________________________________________________________________________________________ 
 
Acknowledging and understanding the above, I authorize (Circle all that apply): Hospice Medicare, Medicaid, or Private 
Insurance coverage to begin on this date: ______________________________ and I hereby authorize payment to be made 
directly to Hospice of Central Ohio for services provided. 
 
Disclaimer:  Individuals under age 21 in Ohio can receive both curative and hospice care at the same time and both are 
covered by Medicaid. 
                                                                              
                                                                                                     ____________________________________________________ 
                                                                                                         Signature of Patient or Legal Representative                  Date Signed 

 
                                                                                                     ____________________________________________________ 
                                                                                                    Signature of Hospice Representative                                Date Signed 

 
A copy of this agreement shall serve as a release form in lieu of the original. 
 
                                                                                                                                                                                                         Page 3 of 3  
 
F/Alldata/Forms/Forms/Inform



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

F/Alldata/Forms/Forms/Medication Forms/Medication Usage Agreement 8/24/2016   



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

F/Alldata/Forms/Forms/Medication Forms/Medication Usage Agreement 8/24/2016   



    

Patient Name: _____________________________________  Member ID # ____________________ Patient #: _________

NOTE:  There may be situations where more than one insurer is primary to Medicare (e.g. automobile insurance and 
employee group health plan (EGHP).  Be sure to identify  all possible insurers.

   PART I Part II

   1.  Was illness/injury due to a work related accident or 1.  Was illness/injury due to non-work related accident? 

   condition, and covered by a Worker's Compensation plan Yes No  (Go to Part III)

   or the Federal Black Lung Program? 

Yes 2.  What type of accident caused illness/accident?

   (STOP: Worker's Compensation or Federal  Automobile

   Black Lung Program is primary payor.)  Other (explain) _________________

No  (Go to Part II) 3.  Was another party responsible for this accident? 
Yes  (STOP: Liability Insurer is primary payor.)   
No  (Go to Part III) 

    PART III

    1.  Is the patient's age 65 or over? 4.  Is the patient's spouse employed? 

Yes No  (Go to Part IV) Yes

No   (Stop: Medicare is primary payor) 
    2.  Is the patient undergoing kidney dialysis for End 

         Stage Renal Disease? 5.  Is the patient covered under the group health plan of the 

Yes (Go to Part IV)      spouse's employer? 

No Yes  ( STOP: EGHP is primary payor. ) 
No   (STOP: Medicare is primary payor) 

    3.  Is the patient employed and covered by the 

         Employer's Group Health Plan (EGHP)? 

Yes  (STOP: EGHP is primary payor.)  
No  (Go to Question 4) 

    PART IV

    1.  Is the patient entitled to benefits solely on the basis of 3.  Has the patient been undergoing kidney dialysis for more

         End Stage Renal Disease?      than 30 months or been entitled to Medicare for more than 

Yes No  (Go to Part V)      30 months?

Yes (Stop: Medicare is primary payor)
    2.  Is this patient covered by an Employer Group Health No

         Plan (EGHP)? 

Yes 4.  Has the patient been under care for Renal Dialysis 

No  (Stop: Medicare is primary payor)      and/or Kidney Transplant for less that 30 months? 

     (as defined in S252.4)

Yes (Stop: EGHP is primary payor)
No  (Stop: Medicare is primary payor) 

    PART V

    1.  Is the patient a disabled Medicare beneficiary under 3.  Is there another reimbursement source? 

    age 65? Yes
Yes (Stop: Medicare is primary payor) No (No payor source) 
No  (Go to Question 2) 

    2.  Is the patient covered by a group health plan based on 

         the patient's own employment?
Yes (Stop: Group Health Plan is primary payor) 
No  (Go to Question 3) ____________________________________________

(Date)
F/Alldata/Forms/Forms/Entitlement Verification Procedures Rev. 4/29/2015

(Clinician's Signature) 

              (Exactly as shown on Insurance Card)

____________________________________________

Entitlement Verification Process
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