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HHITIALED FRIOR TD MY EIGHING.

1. Tha bood ressfusion procedun bas Dees Tully explaingd 1o me esd | hisss had @ chisnos 5 hive my guastions anssessd. 111 am as
et | undersisnd that whaleser decision | make sboul resabing blood will remain in eTect for sy estise hospial stay. 11 aim being
traited as an oulpatient, iy decteion el emain n ofect e ong e | e being Manelesed for e same condifion. | changs my mind
boat i rarafesion decision, | will el sy doctor esd el sign @ new consent Torm. | alse understand that whatevar decision | make wil
B0 in any wary aifest 0 Pcaiet bl cane and mastmeint now of af ey time s the Tl

2 | ngrea o molve or products il moommended by the docions Mestisg ma with e knosdedge that the ensfusion of bood
andior blood products cames a visk of infection including, but sot lmied 1o HIV lslestion (8I0E), hepatis, ot infections, Bood
ansfesion eecions, aed for other complications.

3 usdessiand that | Rave the right o refuse vensheioes of Bood andior Blood produsts. | usderstand thane ane risks of not hasving &
wrareafesion F il becoimes neclasany during the course of sy insatment.  The risks of nof hasving & transfision T § Decomes rcessany duing
T courss of my trestment inciude B possibiity thet cerisin proceduses cannol b T incroased possitiity of injury nesulling
from koas of bood and the possibilty of death.

4. | usdessiand thers may be allersaihvaes 1o Moo andior biscd prodects which | hsve discessed wilh my haalh can provide:

I havsn raad T infomation on the beck of s form and oler nformation Sat my doclor provided 1o me.

YES

Sigrad on DSOBINZ2 at 05:06-26

Wilsass (Sige aad print, inclode relationsin)

Dusnis Vandan « pasidant
Sigead on 12 ab DE00ECET
a8

T ooty Wal | have sxplaiead o e paleal e biood Fassfusin procedans e nisks of Fansfuwon and e poss b afemalivas,
and thal | have avesasd oy pedens guesiions.

Provider Sigeaiens & LD Numbar

Dareid 5. Comtantinesces MD [22082)

Signad on 05082022 at DEDe 40
David 8. Constantinescu MD [2B0SE)
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| AGREE THAT ALL BLANK EPACESR ON THIE PAGE HAVE BEEN EITHER COMFLETED OR CRO33ED OFF AND
MITIALED PRIOR TD MY EIGHING.

MIROR'S CORSENT: A panebigiardsnisihonized napnesenbalive sist consant 1o cane for o pafest onder ape 13, enless them is an
arargency, the patant & smancipated, of Be gt & ssaking cane for pregnancy, ieesisation of pregnancy (passnisl soilicalion regulned
A is cansin cases), conbadapiive sendoes, serualy bensmiled deease, mastel heath cutpatent fover age 13), substance abusa, o biood
donarion (age 17 oF mon)

Mama of paren sigring for patient (T applicabia
I ot Sigied by patient, indicats relationship Melvalisha Braynen - Mother
EMERSERCY CONSENT: Mot Apphcabie

TELEFHOMNIC [WATHNESSED) ORAL CONEENT: .

Wl s documant be imenprated? Ho il what lesguage”

PATIENT INFORMATION FOR BLOOD TRANSFUSION

FIEMUIIFORTRMIFUIIDI The reason atransfesionisn on thellness apatiznthas. oﬂmlmsﬂ.mrsn
ﬁven m[alwhhodcwm]urmhaﬂemumi hmeitufanmhsmsbmme patienfs condifio
hen anemia o bkeeding is exremely severe, apa s«mﬁnma rame bz fhreslening Ilepu'nof&edhrfaimsmsnms
Yiour doctoes will bell myneedatmsﬁsmmdnlplmdeymmhhrmﬂnlzpu mayreed fomakethe

ﬁemmaburemrqa lam

DESCRIPTION OF THE PROCEDURE: Blmdsmhywn(uuﬂlyaamven} Thetransilsmmybedmdumdoe!ls. plasma,
plateless or other products made from biood. Your wil decidz on the amoent and typ= of Blood peodect for your condifion.

RISK OF BLOOD TRAMSFUSION: Biood Sansfesion is 3 common procedure with iow sk Bloodis now safer than i has ever been,
butis not rsk-ree. Some problems that may ccourars Esizd below:

= Reactions may nehedz, fewer, chills, or arash during or shorty afier transfusion.

= |Fredcelsare frensfused, 3 senous reacion s possizle, et very wmikely sines al boodis carefaliy matched before
transfusion foawoid these reaciins. Pe T nllel

= Allbload is now very canefully tested forInfzctious diseases. However, thereis stil avery smallrisk that iransusion can fransmit
diseases. These Inchde. bat arenotimited fo, visal hepafitis (an Indammation of the Fer) and HV infeciion (the virus that causes
AIDS) Therisk of beng infected with hepafils is very smaland lnfecton with HIY stertansiusion is exbemelyrare. The biood
comparent you are about io receive has passed fie cument standand safety fests.
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| ADREE THAT ALL BLANK EPACES ON THIZ PAGE HAVE BEEM EITHER COMPLETED OR CROS3ED OFF AND
BITIALED FRIOR TO MY $IGHING.
ALTERMATIVES TO TRANSFUSION: When bleads sevuemem rannof be frezted with diebor medication) becomes -
theealzning, there Eno effzcive subshiulz fo Iimiua'&m Thezma stduslmutnng elzctve surgical procedanes where 3
paamtmaybeébnodma‘sehshermumdh advance n%!hesupery sk your doclor ¥ fisis a recommended option foryour heaffh
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W PARAGRAPHS BELOW WHICH DO NOT APPLY)
1, {name of paient or name of authonzed epresantative acting an behaif of pafient] consent

to undengo all necessary tests, medication, treatments and odher procedures in the course of the shedy, diagnosis and treatment of my
illness{es) by the medical staff, health care professionals and other agents andior employees of the Public Health Trust [PHT), including the
particpafion of dochors-in-training (residents), ofher health care profiessionals-in-training, medical studients and other health care students.
This conaant will be effective for one (1) year after the date it is signed at any Jackson Health Systam Location'Facility and will
not expire for servicea or claims procassing for admizsions or visits occurming whils this consent ia in sffect.

1. Ihave baen told the name of the physician who has primary responsikility for my care, as well as the professional's status and
professional relationships of other individuals who will Be volved in my care. [f has been explained fo me that in lange teaching
hospitals like the Public Health Trust lackson Memonal Hospitsl and its other facilities, there may ke other ghysicians and saifirmotved
in my care as well, ncluding doctors-n-raning (residents) and health care professionals-in-traning.

2. lunderstandthal, exceptin an emergency or extraondinary circumstances, non-routine and major medical procedures will not be
performed ugon me uniil | kave had an opportunity fo discuss and agree to them with a physician or other speropriate health care
profiessional.

3. lunderstand that the PHT frains doctors and other heakh care professionals as a service o the commurity and | agree to cooperate
with this mission of teaching fubare doctors and ofher health care profiessionals to the best of my alidity.

4. | am aware that the practice of medicine and surgeryis not an exact science and | acknowiedge that no guarantee have been made fo
me as to the resulis of diagnoses, examnations or treatmentsin the PHT facilifies.

5. | hercly authorize the PHT, its employess, agents and members of its medical staff o take such stil photograghs, motion pichures,
trarsmissions and'or videofaped recordings that may be necessary for the purgoses of treatment, payment, and hospital operations or
teachingftraining. | understand that photographing, efc. for any other purpose such as public relafions or scienfific research will regure
the PHT fo ask me for speciic permission io do so.

6. |hereby authorize the PHT, its employees, agents and members of its medical staff fo provide requested consulis via telemedicine
fram providers not in the same physical locafion. This may include use of patient medical records, medical images, inberactive
audio, video andior data communications and cutput data from medical devices, sound and video files. | have read and undersiood
this information regarding felemedicine and by signing at the kotiom of this consent form | hereby give my infomed consent for the
use of felemedicing as directed by my physicianbeam.

7. I herehy authorze the PHT, #s employess, agents and members of its medical staff to either: dispose of any spacimens or fissues taken
fram my kody during my hospitalization or treatmert; or retain, presenie andior use the specimens or Sssues, as necessary, for guality
assessment, feachingfiraining or administrafive purposes.

8. lurderstand PHT conducts research fo help the community and would ke fo be condacted for research opportunities. | undersiand
that PHT's medical =iaff, other healthcare professionals, agents and medical researchers may access my medical records for
purposes of bona fide research that has been approved by an Insfibional Review Board and PHT's designated commitiee. However,
records will not e used to identify me without my permission.

9. | understand that my medical records may be accessed by management of the PHT for the specific pumpose of evaluating the ongoing
auality and efficiency of care rendered at ifs faclities and by its employees, agents and medical staff. | further undarsiand that
management may use portions of my medical records as necessary for teaching'raining and disciplinary purposes, provided that the
records will not be identified as peraining fo me specifically without my express writien permission.
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10.

11.

12

13.

14.

15.

16.

1r.

18.

18.

| undarsiand that medical nformation and records may ke released fo other nstibulions, agencies, kealth care organizations or health
care providlers, who accept me fior medical or instibutioral care. | further understand that my medical informafion may be releasedio my
insurer(s), managed care onganization|s), govemmental enfifies responsible for my care or who may assist in my care andior
pharmacewical manufaciurers, and their respective agents for purposes including, but nof imited fo, Ulizafion Review and Quality
Asswrance Review, and to support applicafions for patient assisiance programs.

| undierstand that my medical mformalion may be accessed for purposes of my treatment, for payment of my cane or for the operafion of
the PHT. The PHT is authorized to release to amy nswance company (ies) having coverage for me (or to my employer if coverage is
urder & group elan), all or part of my medical records pertairing fo this hospital admission.

| hereby authorze payment directy to the PHT, such other individuals or entities as may be authorzed by the PHT and my treafing
phiysician of any benefits due fo me in my pending claim and'or any health insurance coverage cfherwise payable fo me, provided that
such direct payments do not exceed the hospital's or physician's regular charges for such treatment or the amount then due and owing.

| unelerstand that some of the health care professionalswho will provide me care (1.6, radiclogist, laborabory) may not acoeet my
insurance coverage and that | may be billed direcily for any services that they may providie.

| undlerstand that the PHT is not reaponaibla for my valuakles should | choose to keep them. This inciudes but is not limited to
dentures, cell phones, compuiers, eyeglasses, and hearing aids.

| agre= that a photo static, digital, scanmed or faxed copy or fransmission of this General Consent and Conditions for Treaimentis as
walid as the original.

| acknowiedge that | have been provided with a copy of the Jackson Health System Nofice of Privacy Practice
describing how Jackson Health affiiaied enfities and health care providers may uese and disclose my healih information
under the federal law for freatment, payment and health care operafions by and of Jackson Health System affiliated
entifies and health care providers.

| authorize JHS, its providers (incluting service providers contaciing me abowt obisining potential Snancal assistance for my
account]s) andior for colleciion service]s) and their successors, assigns, affiliates, or agents to contact me at any telephone number
associatedwith my accounts), including wireless telephone rumbers or other numbers that resultin charges tome, whether provided
inthe past, present, or future. | agree that methods of contact may indude using pre-recordad or arfificial voice messages andloran
aufomaticteleghone dialing sysiem, as applicakle.

Consent to Email or Text Communicationa: By my consent below, | authorize the use of any email address or cellular teleghone
numkber | provide fior receiving information relating fo dischange instructions, ofher healthcare communications, and my financial

abligations, nchding but not imited toc post-operative mstructions, physician fallow-up instructions, distary information, prescrigtion
information, appomtment reminders, payment remindiers, patient portal, and links to biling information.

| understand that it i my responsiblily fo change any elections below in the annual consent that | have provided atany
fime by contaciing a Pafient Access rep af any JHS location directly, or by calling Patient Accese @ 305-585-1111.

Do you consant to recaiving calls by telephone as describad above?

| Yaa | No
May wa contact you via email?
Yea = Mo

May we contact you via fext communicationa?
< Yea | Mo
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20. | have been offered andlor received a copy of the following Addiional Specific Information {initial all fhat apply):

Natice of Privacy Practice
Pafient Rights and Responsikiities
HE 451 Brockune

Other Specific Hems as listed here:

21. I have received informafion regarding Advance Direcfives finitial here and initial what apglies balow)

| have an advance directive and provided a copy of it

| have an advance directive but did not bring it with me.

| regpuest an advance directive package fo review.

| am keing re-admitted and already have an advance direciive in my records.
| am mot inkerested in executing an advance direciive.

22, Haospital Directory & Patient Visitor Preference:

JacksonHeakhSysiem respectsand promobesfhe patient’s nghttodesignate visiors offheirchoosing and foaccommodate visitation whenever
possible. These are certain circumstances for healkth and safely reasors that visitation may not be allowed, and'orthe hours and number ofvisiors
may ke restricted. Linder the cincumsiance where | decide fo change my election, it is my responsibiity to comtact a Patient Access
representafve and complete new consent. Below please selectone ofthe opfions which specifies how youwould like o appearinthe haspials
directony:

Preference A — No Information: | prefizrnod fobe listedin the hospital's directory and novisitors durirg myhospital stay.

Preference B — Restncied Visitors: | preferto be isted inthe hospital's direciory howeverwith imited visior access. |
understand |wil receive a security access code that | may provide fo individuals | select bovisit during my hospital stay.

. Preference C — No Restictions: | would like to be listed in the haspital's directory and receive visitors during my hosgital stay
23. Assignment of Bensfita: | hercly authorize payment directly to the PHT, such ofher individuals or entifies as may ke authonzed by the

PHT and my treating physician of any benefits due fo me in my pending daim andior any healh insurance coverage othenwise payakle fo
me, provided that such direct payments do nof excesd the hospital's or phiysician's regular chiarges for such treatment or the amount then
due and owing.

22, | hereky irevocably assign and transfer fo Jackson Health System (JHS) and its other facilifies all rights, tile, and inberest in the
benefits payakle for services rendered by JHS, provided in the policy (ies) of mswance, but shal not ke constried fo ke an
akligation of JHS to pursue any such right of recovery. Provided, however, this assignment and fransfer shall not take away my
standing fo make claim or sue for benefits individually should coverage be denied by any irsurance carrien(s). | will gay JHS for all
charges incurred or altematively, for all charges in excass of the sums actually paid pursuant fo said policy (ies). In fact, to take
measures on my behalf as may ke necessary to collect any such claims or irsurance proceeds incuding kut not imited to any legal
action necessary for the collecion of the insurance proceeds.

25. By my signature below, | auwthorize any holder of medical or other information akout me to release fo the Social Security Admiristration
or its intermedianies or carriers any information needed for this or a related Medicare claim. | further reguest payment of medical
insurance bensfits either fo myself or the party who accepts assignment.
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EMERGENCY COMSENT: Patientis unatiended bylegal guardian, health care sumogate orproay andiorisunable fosignconsantfor ireafment
necessary iocomrect orsiabiize a senous medical condiion]s) demandingimmediale medical aflention. | cedify thatthis condition will endanger
lifie, limb, or health of the patient and authorze emargency procedures.

Prysician's Signaterca | D_Number DaterTime

Prysician's Signatercd LD Nember DaleTime

TELEPHONICWITHESSED) ORAL CONSENT: Due loexigentmedical cicumsiances and the carrent physical enavailability ofthis incapacitaled patieaf's
authorized representative, we the undersigred dinician and witness have obiained oral informed consent from
INameof pafienf's authonized representative ), who bears thefollowing relationship tothe patient-

Prysician's Signature & | D. Number DateTme

Witness signandprint, ncludetite) Imerpreter's Signateres | 0. Number DateTme

Jackson Health System is operated by the Public Health Trust of Miami-Dade County (the Public Health Trusf), an agency and
instrumentality of Miami-Dade County Florida. The University of Miami, a Flonda not-for-profit corporation, has entered into a
written agreement with the Public Health Trust. According to Section 76828, Florida Statues, the University of Miami, ite Miller
School of Medicing, and its employees and agents, are acting as agents of the Public Health Trust while providing patient
services within the Jackson Health System, pursuant to that agreement. The exclusive remedy for injury or damage suffered as
a resull of any act or omission of the agents of the Public Health Trust, while acfing within fhe scope of dulies, pursuant fo the
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