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Our purpose is you.

After Hours Assistance

Where to Call for Medical & Dental Needs

In the event that you have a medical or dental question after normal business hours, please call our nurse
advice line. The registered nurses at Call 4 Health guide our patients to the appropriate level of care, whether
it be home care, referral to the emergency room, or setting up an appointment.

Gall 4
Health 1-855-741-3400

THE COMPASSIONATE CALL CENTER

Where to Call for Behavioral Health Crises

If you or someone you care about is experiencing any kind of emotional crisis, mental health or substance use
concern, you can find help 24 hours a day, seven days a week, by calling your PMS location from the list below.
If there is not an appropriate PMS location listed, you can contact the New Mexico Crisis and Access Line or
Peer to Peer Warmline.

* Alamogordo/Ruidoso: 1-855-564-6253

* Artesia: 1-855-240-7774

* Carlsbad: 1-855-211-1196

* Deming: 1-855-282-3865

* Farmington: 1-855-785-1390

* Grants/Gallup/Quemado/Thoreau: 1-855-384-6884
* Rio Rancho: 1-855-517-0498

* Santa Fe Community Guidance Center: 1-855-223-7111
* Santa Fe Family Wellness Center: 1-855-416-4104

* Socorro: 1-855-207-1628

* Torrance: 1-855-817-5058

* Totah: 1-855-279-7507

* Valley/Espanola Wellness Center: 1-855-738-3680

NM Crisis Line: 1-855-662-7474
NM Warmline: 1-855-466-7100
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Our purpose is you.

WELCOME and thank you for choosing the Presbyterian Medical Services (PMS) family of clinics. PMS is a
community-based organization which strives to provide quality accessible, cost effective, and affordable health
and human services to the multi-cultural people of the Southwest. Presbyterian Medical Services is a Health
Center Program grantee under 42 U.S.C. 254b and a deemed Public Health Service employee under 42 U.S.C.

233(g)-(n).

We accept Medicare, Medicaid, and most insurance plans. We have other financial options, including a sliding
fee scale. For additional information, please refer to our financial responsibility form included in this packet, or
speak with one of our Customer Access Representatives in our reception area.

For people without insurance coverage, we are able to offer assistance. Please inquire about receiving
medications, medical, behavioral health and dental services from our clinic or patient assistance programs.
Payment for services is required at the time of your visit.

Appointments are preferred, and often, we are able to get you an appointment on the same day as you call. We
request that you notify us if you are unable to keep your appointment. In turn, we will attempt to call you to
remind you the day before your appointment. Every effort will be made to accommodate walk-ins.

Our office hours are posted at the reception area in each clinic or can be found on our website.

We value you as a customer and look forward to working with you and your family in meeting your healthcare

needs.

Thank you once again for selecting us as your healthcare provider.

i
"73_\*____%
Steven C. Hansen
CEO & President
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Preshyterian Medical Services: Your Primary Care Medical Home

When you choose a PMS health center, you get more than a clinic--you get a Medical Home.

A Primary Care Medical Home (PCMH) is a partnership between you and your primary care team.
¥ou are the center of this team! Through the Medical Home, our goal is to work with you to
provide coordinated healthcare throughout your lifetime so that you will be as healthy as you
can possibly be.

PATIENT &
FAMILY CENTERED

COMPAEHENSGIVE

CONTIRUOLS ALCIINTRELE
ALLESSIRIE

Your PCMH care team will: We trust you to:

&t Provide team-based care led by your & Work with our clinic to select a PCP.
primary care provider (PCP).

@ Work with you to improwve your health. {r Make sure your provider knows your entire
health history and current concerns.

{r Review your medications with you and i Tell your provider all of the medications,
discuss any potential problems. supplements and remedies you are taking.

' Partner with you to develop a personal I Actively participate in planning your care and
plan that you can use to reach good health in self-management activities.

and wellness.

! Reserve space within our schedule for ! Keep appointments as scheduled or call to
same-day appointments. reschedule or cancel as early as possible.

@ Inform you of test results in a timely ' Reguest that any other provider you see
manner. sends reports and results to PMS.

' Speak with you clearly and in language you = @ Ask gquestions if something is not clear.
can understand.

' Connect you te other members of your ' Let us know how we are deing and how we
care team and refer you to available Can improve your care.
community resources when needed.

@t Collaborate with other care providers who @ Tell your PMS team about other health care
you see for specialty care or second professionals who care for you.
opinions.

pces desipns and defivers quality accessible integrated health, educabon, and human sennces in
i 1

o, T G s el e b Do e M We s thi o * =t r
ne mutt-cuiural peopee of the couthwest.  VisllM: YWWe are the l2aders in mproving the
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CLIENT CONSENT AND ACKNOWLEDGEMENT FORM
CONSENT TO EVALUATION AND SUBSEQUENT TREATMENT

| hereby consent to an evaluation and treatment by the clinical staff of Presbyterian Medical Services
(PMS) and understand that an explanation of treatment will be provided.

Patient’s Signature or Printed Name of Minor Date
Patient/Legal Guardian’s Signature Date
Staff Signature Date

STATEMENT OF FINANCIAL RESPONSIBILITY
By signing where indicated below, | agree to assume responsibility for payment of all costs, charges and fees to PMS for
services, medications, supplies and other items provided by PMS, which are not otherwise paid by third party payor
programs in which | am enrolled, including, without limitation, co-pays and deductibles. | am also aware that insurance
claims not paid in 90 days will become my responsibility. | authorize any third party to pay directly and solely to PMS any
and all benefits due to me for services or items provided by PMS. | acknowledge that failure to provide PMS with the
information necessary to bill any applicable third party payor will result in my being designated as financially responsible
and all fees for services provided by PMS shall be due in full at time of service.

| further grant PMS permission to release/disclose any and all health records including alcohol and substance abuse
records covered under 42 CFR, part 2 necessary for purposes of registration, determining eligibility, for coordination of
care, and billing my insurance company or other third party payment programs in which | am enrolled, and release PMS
and any related entities, employees and Directors from any and all liability related to or arising from any such release or
disclosure. The information used for the above purposes will be kept strictly confidential in accordance with all federal
and state confidentiality laws. | understand that | may revoke this consent at any time: however, if | revoke my signed
consent | may no longer be eligible for coverage by my insurance company, or other third party payment programs.

Patient/Legal Guardian’s Signature Date
ACKNOWLEDGEMENT OF RECEIPT

By signing below | acknowledge that | have received and had the opportunity to discuss with my provider,
the following documents:
1) PM Notice of Privacy Practices; 2) PM policy/procedure on Reporting of Abuse, neglect and
Exploitation; 3) PM Grievance procedure; 4) PMS Notice of Advanced Directives; and 5)
Consumer Rights and Responsibilities.

Patient/Legal Guardian’s Signature Date

New patient Registration Package
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Our purpose is you.

Collection of Fees for Services Provided

PMS charges patients and clients for all services that we provide. PMS does offer financial options to you and your
family.

Client Financial Options and Responsibilities

PMS will bill third parties for services. You are responsible for your co-pay and other charges your insurance
company requires you to pay. This would include co-insurance and deductibles. If we do not take your insurance or
your visit is not a covered benefit, you will be responsible for payment.

New Mexico Medicaid plans:
e We accept all New Mexico Medicaid plans.
e You will be responsible for payment of services that are not covered by your Medicaid plan.

Medicare:
e We accept most Medicare plans, as well as standard Medicare.

For further information call 1-800-Medicare or go to their website at www.medicare.gov

Private Pay

If you have no insurance or other coverage, you may be eligible for a discount. Eligibility for the sliding fee scale
discount is based on family size and total household income.

To access this benefit, you must provide proof of income. Any one of the following is acceptable as proof of
income:

Paycheck Stub / Social Security Check Stub

Most recent W-2 tax form (Gross income)

Most recent Tax Return (Gross income)

Letter from employer stating annual income

Court document stating child support/alimony income
Social Security award letter or benefit letter

Statement from ISD stating income and level of support.
Letter from responsible party providing Room and Board

Your sliding fee discount will applied upon receipt of this documentation and eligibility has been determined.

It is your responsibility to provide documentation and to update the information at least annually. Once family size
and family income have been reported, the sliding fee scale will be used to determine the amount you owe.

All private pay clients are responsible for paying their bill at the time of service including amounts remaining after
a discount. If you are unable to pay at the time of service, please ask to speak with someone in the billing office to
make other payment arrangements.
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Other Options

e Please ask about other programs available to assist with payment for services such as: County Health

Funds, Payment for Breast and Cervical Cancer Screening and Family Planning. These will vary
between programs.

e Assistance with medication through patient assistance programs.

You are responsible for paying your bill, including your deductible and co-pay, not covered by insurance, Medicare
or Medicaid. In addition, payment is expected for all prescriptions at the time they are filled.

If you have any questions ask to speak to the billing/registration staff or call your clinic administrator.

Thank you for choosing PMS as your provider.
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Patient #
Sliding Fee Income Verification Form
Family Income Income Income Income Income
Size  Above At or Belo Above At or Below | Above At or Below | Above At or Below | At or Above
1 20 - 212,380 ¥za81 - ANNTE 2T 7T - 523,183 223,184 - 325,759 325,760 - | OVER
2 20 - 217 420 217421 - 224 035 224 040 - $31,355 331,356 - 334839 234 840 - OVER
3 20 - 521,950 521,961 - 230,304 230,305 - 535 527 235528 - 543919 243 520 - | OVER
4 20 - 326 500 228501 - 335,560 36570 - 347 659 247 700 - 352 999 353,000 - OVER
5 20 331,040 231,041 - 47 B34 342 835 - 355,871 255872 - 362 079 262,080 - OVER
[+ 20 - 335,530 335581 - 345 0599 245100 - 64 043 264 044 - 371,159 371,160 - OVER
7 20 - 240120 240121 - 355,365 355,366 @ - 272215 272216 - 80,235 280,240 - OVER
Each Each Each Each Each
Additl | 54 540 Addit’l 3 5,265 Addit] 3 8,172 | Additl 3 9,080 Addit’]
. Family is defined as a group of two people or more related by birth, marriage, or adoption and residing together in the same

household (i.e., at the same physical address); all such people (including related subfamily members residing in the same
household) are considered as members of one family.
. Income includes combined earnings of all family members, including wages, unemployment compensation, workers' compensation, Social
Security, Supplemental Security Income, public assistance, veterans' payments, survivor benefits, pension or retirement income, interest,
dividends, rents, royalties, income from estates, trusts, educational assistance, alimony, child support, assistance from outside the
household, and other miscellaneous sources. Noncash benefits (such as food stamps and housing subsidies) do not count as income.

List All Family Members living in your household:

Check the box that best matches your current situation:

o [ CERTIFY that the level of income specified represents the total income for my family for the past TWELVE MONTHs and I am applying for
any applicable sliding fee discount for my entire family. For annual approval of a discount attached is proof of income. (e.g. current tax return,
W-2, check stubs, or disability award, etc)

o [ CERTIFY that the level of income specified represents the total income for my family for the past TWELVE MONTHs and I am applying for
any applicable sliding fee discount for my entire family. I DO NOT have my proof of income at this visit but will bring in my proof no later than

,2021/2022 to continue to receive any applicable discount.

o I CERTIFY that I have not worked for the past, months and that my only means of support is:

or [ am working and receiving cash, but I have no documented proof of Income.

o [ have REFUSED to apply for and/or provide qualifying documentation for the Sliding Fee Discount. I understand I am responsible for paying
my full balance at the time of service.

I declare the above information is true and have given Presbyterian Medical Services permission to investigate any information given in this
application. I understand that this information will be kept in strict confidence. I also understand that if my income should change that [ am required
to notify Presbyterian at my next visit to the clinic

Patient/Parent/Guardian Signature

Date

Witness

Date

100.017 Created 5/2012 Revised 03/15/2021
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PLEASE PRINT

Date:

NEW CLIENT REGISTRATION FORM

Patient Last Name:

First Name:

Middle Initial:

Social Security:

Birth Date: _/ /

Sex: 0 Male o Female

Address:

City, State, Zip Code

Mailing Address if different:

City, State, Zip Code

Check preferred contact: o No Phone:

o Cell Phone:

o Home Phone:

o Alternate Phone: Email address:

Patient's Responsible Party Information

Relationship to Patient o Self o Spouse o Child o Other

Last Name: First Name:

Middle Initial: Birth Date: _/ /

Email address:

Social Security:

Address: City, State, Zip Code
Mailing Address if different: City, State, Zip Code
Emergency Contact Phone Number ( )

For Patients Under 18 Lives with
Mother's Name Day Phone ( ) O
Father's Name Day Phone ( ) ]
Guardian's Name Day Phone ( ) m|

What is Patient's Primary Language? 0O English o Navajo o Spanish o American Sign language o Other

Are You Hearing Impaired? o Yes o No

Do you need an Interpreter? o Yes 0 No

Marital Status: o Single 0 Married o Life Partner o Legally Separated o Divorced o Widowed 0 Unknown

Student Status: o Full Time o Part Time O n/|MiIitary Status: OVeteran oActive Duty o Branch

on/a

Migrant Worker Status: 0O Migrant (work in agriculture seasonally and have temporary Home during this time)
O Seasonal (work in Agriculture seasonally and DO NOT have a temporary home during this time)

0 Not a migrant or seasonal Farm Worker

Current Living Situation: o Rent or own house/apartment o Live with friends or Relatives/Family (doubling Up) o Shelter
O Live on the Street (Care, Park, Camp, Etc) o Supportive, Public or Transitional Housing 0O Other (includes Motel/hotel)

Ethnicity: O Hispanic or Latino o Not Hispanic or Latino| Tribe:

|Census # (IHS)

Race: 0 American Indian/Alaskan Native O native Hawaiian 0O Asian o Other Pacific Islander o Black/African American

0 White o More than one Race O Decline to specify

PATIENT'S INSURANCE COVERAGE

* Please present Insurance Cards to Front Desk*

PRIMARY Insurance Name:

Group Number: Member/ld Number:

Insured Name:

Member SSN:

Effective Date: Date of Birth

Insured Sex: 0 Male o Female

SECONDARY Insurance Name:

Insured Name:

Group Number: Member/Id Number:

Member SSN:

Effective Date: Date of Birth

Insured Sex: 0 Male o Female

Patient/Legal Guardian's Signature

Date

PLEASE PRINT

Date:

New patient Registration Package
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PLEASE PRINT Date:
Child Patient History (0-17 Years)

Patient Name: Form Completed by: Birth Date: _/ /
Child's Gender: o Female o Male o Transgender o Female to Male o Male to Female o Other
Child's Sexual Orientation: O Bisexual 0 Gay O Heterosexual/Straight o Lesbian o Questioning o Not Sure o Don't Know o Other
Does your child need any information about safer sex techniques? o No o Yes with: o Men o Women o Both

please list all those living in child's home
Name Relationship to Child Birth Date |Any Health Problems

| name of Siblings not living in Child's home
Name Relationship to Child Birth Date | Any Health Problems

If mother and/or father are not living together or if child does not live with parents, what is the child's custody status?

If one or both parents are not living in the home, how often does the child see the parent/parents not in the home?

Birth Weight Delivered o Vaginally o Cesarean
Was the child born at term? o Yes o No If Cesarean, why?
If early, how many weeks gestation?

Did the child have any problems right after birth? o No o Yes Explain
Did the mother have any illness or problem with her pregnancy? o No o Yes Explain
Was Initial feeding o Breast o Bottle o Both

During Pregnancy did mother smoke? o No o Yes How many packs per day?

During Pregnancy did mother drink alcohol? o No o Yes type: o Daily o weekly o socially

During Pregnancy did mother use Recreational/street drugs? o No o Yes type: o Daily o weekly o socially
Did baby go home with mother from the hospital? o Yes o No Explain

Please include Over the counter and herbal Medications taken regularly by your child

] ] [m]
] ] [m] d
] ] ] ]
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IMMUNIZATIONS

*Please indicate date of last injection

O Flu o Diphtheria o Tetanus

O Pneumonia O Hepatitis B 0 Chicken Pox
o MMR O Hepatitis A

0O TB Test O Pertussis

OTHER DOCTORS

*Please list all other doctors that your child are currently seeing

Name/ Specialty Reason

‘

HOSPITALIZATIONS , SURGERIES, OR PROCEDURES

Reason/Date

] ]
O O
O O

FUNCTIONAL ASSESSMENT

What is the easiest way for your child to learn new things? o Reading o Listening o Pictures o Demonstration o Video
Does your child have any problems with: o Vision o Hearing o Speech o Walking o lifting

Is your child experiencing any stress/stressful situations? o No o Yes explain:
Has your child experienced any traumatic or abusive situations? o No o Yes explain:

NUTRITIONAL ASSESSMENT

Without trying, has your child gained/lost 10 pounds or more in the last six months o No o Yes
Are you worried about a possible eating disorder? o No o Yes
Are you having problems with your child's teeth or gums? o No o Yes

ADVERSE REACTIONS

Reaction: Foods (please Specify) Reaction:
o lodine/ Shellfish O Nuts
O Latex O
0 Bee sting/Insect Bite O
o0 Adhesive Tape u
Drugs (please Specify) Reaction: Other (please Specify) Reaction:
] m]
m] m]
m] m]
m] m]
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GENERAL HEALTH

Do you consider your child to be in good health? o Yes o No Explain
Has your child had serous injury or accidents? o No o Yes Explain

O Date of last physical exam
o Date of last dental exam
0 Date of last vision exam

DEVELOPMENT

Are you concerned about your child's physical development? o No o Yes Explain

Are you concerned about your child's mental or emotional development? o No o Yes Explain
Are you concerned with your child's attention span? o No o Yes Explain

If your child in school

How is his or her behavior in school?

Has your child failed or repeated a grade?

How is the child doing in academic subjects?

Is he or she in special education or resource classes?

New patient Registration Package
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* Please check all that apply to your child

AIDS/HIV
Alcoholism
Allergies
Alzheimer's Disease
Anxiety

Arthritis

Asthma

Bleeding Disorders
Bronchitis

Cancer (Type
Cataracts

Chicken Pox
Congestive Heart Failure
Depression
Diabetes

Drug Addiction
Eating Disorder
Epilepsy

Glaucoma

Gout

Heart Attack
Hepatits o AoBoC
Hernia

Herpes

High Blood Pressure
High Cholesterol
Kidney Disease
Liver Disease

Lung Disease
Measles

Menstrual Dysfunction
Mental Iliness
Mumps
Neurological Disorder
Osteoporosis
Pacemaker

Prostate Disease
Seizures

Stroke

Suicide Attempt
Tuberculosis
Thyroid Disease
Ulcers

Venereal Disease
Other:

0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
o No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other
o No o child o Mother o Father o Other
0 No o child o Mother o Father o Other

o No o child o Mother o Father o Other

Patient/Legal Guardian's Signature

Date
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Our purpose is you.

Consumer Rights and Responsibilities

Consumers have rights and responsibilities for their care.

Consumer Rights

Presbyterian Medical Services (PMS) believes consumers or their legal guardians have the right to:

Be treated fairly, with dignity, and with respect for
their right to privacy.

To receive all health care services in a caring, non-
judgmental way.

For those with communication-related disabilities
receive any information in a format that meets your
needs.

Get services in a way that respects your culture,
including having an interpreter if you do not speak
English.

Take part in making all health care decisions. This
includes making treatment plans. You also have the
right to refuse treatment.

Decide on treatment after being informed of your
options.

Choose someone to help with care choices.

Make a complaint about your care or decisions about
your care you are receiving without worrying about
retaliation.

Consumer Responsibilities

9.

10.

11.

12.

Make wishes known through advance directives, a

legal document allowing you to direct your care if you

cannot make or communicate decisions about your

care or choose people you do or do not want to make

choices on your behalf if you are ill.

Have access to medical records based on federal and

New Mexico laws and rules, and to restrict access to

the records based on those laws and rules.

Get information about PMS:

o Its services.

o How to access services.

o Other information to help with your PMS health
care needs.

Be free from unlawful restraint or seclusion based on

New Mexico and Federal law.

PMS asks that every consumer or their legal guardian has the responsibility to:

9]

To treat service providers with dignity and respect.
Provide, when able, clearly your information that
PMS providers need to serve you.

Understand your health issues and take part in
planning treatment goals.

Follow the plans for care that you have agreed on.

Let provider know if changes to your care are needed.

To notify provider if medications change by another
practitioner.

7.

10.
11.

To receive a medication refill, call 1 week prior to
running out and expect up to 3-business days after
request is made.

Make sure PMS has your current contact information
so we can reach you if necessary.

To provide a safe environment for care to be provided
when such care is being provided in your provide
home.

To attend appointments sober.

No weapons are allowed on the premises.eep, change
or cancel appointments instead of not showing up.

New patient Registration Package
06/01/2018



>

[/

8% PMS

.‘ PRESBYTERIAN MEDICAL SERVICES

Our purpose is you. Advance Dil‘ectives

In New Mexico, the Uniform Health-Care Decisions Act enables an individual to prepare an Advance Health-Care
Directive, which is a written document that lets you give instructions about your own health care and/or name someone
else (an agent) to make health care decisions for you if you become unable to make your own decisions. You have to be
18 or older to create an advance directive.

The Mental Health Care Treatment Decisions Act is the New Mexico law that allows written instructions for psychiatric
treatment if you are unable to make or communicate your instructions. In New Mexico, "an advance directive for mental
health treatment" is called a PAD or Psychiatric Advance Directive.

These documents are called Advance Directives because they are filled out by you and signed in advance so that in the
future, your doctor and other health care providers know what your wishes are concerning medical or psychiatric
treatment. Advance directives only take effect when you can no longer make your own health care decisions. As long as
you are able to make your own decisions and give informed consent for your own care, your health care providers will
rely on YOU and NOT your advance directives.

Before making this decision or writing down your instructions, you should talk to those people closest to you and who are
concerned about your care and feelings. Discuss them with your family, your doctor, friends and other appropriate people
such as someone at your church or your lawyer.

ADVANCE DIRECTIVE IS OPTIONAL It is entirely up to you whether you want to prepare an Advance Directive,
but if questions arise about the kind of medical or psychiatric treatment that you want or do not want, they will help solve
these important issues. If you have not completed an Advanced Directive or told your doctor whom you want to make
your health care decisions, New Mexico law allows these people, in the following order, to make your health care
decisions (if these people are reasonably available):

spouse
significant other
adult child

parent

adult brother or sister
grandparent

close friend

NV AELD -

New Mexico does not require you to fill out a specific Advance Directive form, you may write out your wishes. However,
it does requires three things: 1) you must sign the Advanced Directive, 2) a PAD must be witnessed and if you wish, have
it notarized, and 3) if you appoint an agent have the agent sign that he or she is accepting the appointment. That may be
done on a separate piece of paper, but it may be helpful to have the acceptance a part of your Advanced Directive.

We have some samples available of Advanced Directive forms. If you are interested please ask your doctor or provider for
a copy. You have the right to revoke (cancel) or replace an Advanced Directive at any time. If you complete an Advanced
Directive, give copies of the signed form to your health care providers and institutions, any health care agents you name,
and your family and friends.

Any complaints concerning noncompliance with Advance Directive requirements may be directed to the Presbyterian
Medical Services Quality Management Department, and /or the state survey and certification agency, the New Mexico
Department of Health.
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Our purpose is you.

RESPONDING TO YOUR NEEDS AND CONCERNS

All individuals interacting with Presbyterian Medical Services (PMS) are treated with dignity, care, and respect. PMS
does not discriminate on the basis of race, color, national origin, sex, age, or disability. PMS recognizes and observes the
rights of clients/patients, families/guardians, and residents or visitors to provide compliments or grievances about
conditions, treatments, or actions with which they are satisfied or dissatisfied. PMS also recognizes that compliments
and grievances serve as a source of information for validating and improving processes. We are focused on continually
improving patient safety and quality of care.

If you would like to share a compliment, grievance, quality or safety concern related to your care, services or safety,
please follow these steps:

Step 1: If you have a concern, please feel free to discuss it with the Site Administrator. Should you feel your concern has
not been adequately addressed, please contact the PMS Compliance Department at:

Mail: PMS Compliance Department
Presbyterian Medical Services
1422 Paseo de Peralta
Santa Fe, NM 87501

Phone: 1-800-477-7633, or (505) 982-5565

Fax: (505) 992-4990

Step 2: If a satisfactory solution is not reached, you may utilize the PMS Grievance Procedure as follows:

1. Discuss your grievance with the Site Administrator.

2. The Administrator will document the details of the grievance and witnesses (if any) will be noted.

3. Within ten (10) working days the Administrator will conduct an investigation on the grievance resulting in a
resolution decision.

4. Within five (5) working days of the completion of the investigation you will be notified of the resolution decision.

5. If the resolution decision is not satisfactory to you, you may submit a written request, which should include your

name and address, for review by a Grievance Committee within thirty (30) working days.
6. The Grievance Committee will review the case and give a final written decision to you and the Administrator.
The decision is final and binding.

Additional Options:

As a Joint Commission accredited organization, PMS has demonstrated that it meets the nation’s highest standards for
healthcare. If you have a concern about your care you may contact the Joint Commission at 800-994-6610. They can only
evaluate complaint information as it relates to their accreditation standards: they do not resolve individual complaints
or disputed matters.

This procedure does not prevent you from filing a complaint of discrimination on the basis of race, color,
national origin, sex, age or disability with the U.S. Department of Health and Human Services, Office for Civil
Rights. A person can file a complaint of discrimination electronically through the Office for Civil Rights
Complaint Portal, which is available at: https://ocrportal.hhs.gov/ocr/cp/complaint_frontpage.jsf or by mail at:
U.S. Department of Health and Human Services, 200 Independence Avenue SW., Room 509F, HHH Building,
Washington, DC 20201 or phone 1-877-696-6775.
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Reporting of Abuse, Neglect, and Misappropriation of Property

THIS NOTICE DESCRIBES HOW PMS REPORTS ABUSE, NEGLECT OR EXPLOITATION ITS
CONSUMERS AND HOW YOU CAN REPORT SUSPECTED ABUSE, NEGLECT AND
EXPLOITATION.

Protection against Abuse, neglect and Misappropriation of Property: It is the policy of Presbyterian Medical
Services to prohibit the use of physical, verbal, sexual or psychological abuse, neglect and exploitation. To protect
the rights of consumers, Presbyterian medical Services complies with state laws, regulations and guidelines on
ensuring safety and the reporting of abuse, neglect, exploitation and misappropriation of property.

Purpose of Notice: This notice describes how PMS reports abuse, neglect, exploitation and misappropriation of
property of its consumers as required by New Mexico State Law.

Our Duties: All PMS licensed health care facilities and community based services providers are required by law
to:

e Report all incidents of suspected abuse, neglect and misappropriation of property immediately to Adult
Protective Services or Child Protective Services’ Statewide Central Intake (SCI)

e Incidents of suspected abuse, neglect and exploitation which involve a PMS licensed health care facility of
PMS Community Based Services site are to be reported to the Department of Health’s Division of Health
Improvement (DOH/DHI) within 24 hours of knowledge of the incident and documented utilizing the
Department of Health’s Incident Report Form.

¢ In addition to the above listed practices, all community based service providers must complete the following
within 24 hours or the following business day:

o Notify the consumer’s case manager that an incident has occurred and has been report to DOH/DHI

o Notify the parent(s) or legal guardian(s) of minor consumers of any reportable of any reportable
incidents, unless the parent(s) or legal guardian(s) are suspected of the alleged abuse, neglect or
exploitation

o IfPMS is not the responsible provider of the consumers, the site must notify the responsible provider
that an incident has occurred and has been reported

Your Rights: If you wish to report abuse, neglect or exploitation, you may contact the DOH/DHI directly, or you
may access the PMS reporting process.

Reports made directly to DOH/DHI can be made by telephone, written correspondence or through other forms of
communication utilizing the DOH/DHI Incident Report Form. Access to the DOH/DHI Incident Report Form
and instructions for its completion are available at the division’s website,

http://dhi.health.state.nm.us/elibrary/ironline/ir.php or may be obtained by calling the Department’s toll free at
(800) 445-6242.

To make a report to DOH/DHI through PMS please contact the administrator of the PMS site at which you
receive care or services, or contact the PMS Director of Corporate Compliance at (800)477-7633 or (505)982-
5565.

Questions?: If you have any questions about this Notice or need additional information, please contact our
Director of Corporate Compliance at (800)477-7633 or (505)982-5565.
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8% PMS

PRESEBYTERIAN MEDICAL SERVICES

Notice of Privacy Practices

Effactive Date: April 14, 2003

THIS NOTICE DESCRIBES HOW MEDICAL INFOEMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS INFOEMATION,
PLEASE REVIEW THIS NOTICE CAREFULLY.

Craestions? Iwuhm.‘equutmsahmtﬂmﬂmcemmedaddmuml

informaticm, please confact our Cosporate Compliance Officer at (303) 98-
5565 or (B00) -'I"-‘-'-'ﬁ;

Protection of Adedical Informating  WWe understmd that yowr medical
informetion 5 perzomal and we are copmsttad to protectme your medical

informatiom.  Prestyvterian hadical Senices (FRIET) creates records of the
care and semvices provided to you We nead thase Ib:':-rdz to provide you with
quality care amd semices and o comply with certain legal requirements.

Purpose of Npfice Thiz Motics descrthes how we may nze and discloze your
medical mformation to cary oot reatment, payment or bealth care aperations
and for other parposes pemmitted or Tequired by laoe Tt also desoribes vour
lezal rights to access 2nd control your medical information.

Who Will Follow this Notsce? Thiz Motice dasoribes the privacy practces of

PALE, iz climics and other programe, 2= well as it: afiliated health came

profeszionals. We will share information with each other 2= pecezsry to

Ay ouf our respective treatmsnt oblizations, payment actvities and bealth

Care pperations

Your Bighis  Alhogeh the records confaming your medical miometion 2re

the pinvaical property of PAE, the formetion belomss to you By law, you

e the mght to-

. I.uﬁla:[znintmnamptﬂ your medical information. Geperally, we

mpnnntu}'nmxaqueatmthmst'utwhﬂ,mdm-:eﬂzm

Circumstanes, we may demy your request.

+  Pequest a restrichion oo cerfain nse: mmd disclosure: of vour medical
infommation;

bowever, we are not reguired to agres to 2 reguested
Testriction

= Fequast that we commmuricate with you b using altemative mears or at
amn altemretive location.

+«  Fequest an amendment of your medical imformation, i you believs it iz
imacourate; however, we may desry vour reqoest for amendment if we
belisve your medical information i acomaie

+  Request 2 accoumbing of castain disclozsures we hare made, if any, of
yourr medsical infoomation

+«  Pestrict disclosares to health plams where you bave paid out-of-pocket
and m full for care
Dpt out of receiving findraizing commmications fom PAE.

vou have provided to we or disclose vour
ﬂi}mﬂmmﬁtu the extent that action kac already besn
mkumrﬂm:ennm:hmﬂhuumgn

«  Obt2in a paper cogry of this Nietice upon request.

Yow cam exercize amy of these rights by speaking with the admiristator of te
PALS =te at mdich vow received care or semvices, of by comfactme the PAS
Cooparate Compliance Cificer at (305) 982-5385 or (200 4777635,

(Orur Dnafies, T8% are requisd by Lav to:
= Nabrain the privacy of vour medical information.

« Mot el your medical infommation without vour conzent

= Motify you following a breachk of unsenmed medica] information.
= Provide vou with a copy of our Motice of Privacy Practices.

+«  Abade by the terms of our Wotice of Privacy Practices

Howw We Mav Use and Disclose Your Medical Information The follmame
are gxgmies of the types of wses and daclesures of your madical information
that are pernifiad:

Treatmare. W may nze and disclose your medical mformation to provide,
CoordiEeEes of manage vour health czre and amy related sevices. For example,
we may discloze yoor medical infommation to the doctors or technicians that
care for you, even if the doctors or techmicians are not afliated with PALS.

Popnent Your medical informaton may be disclosed, as nesded, to obtz2m
pavment fom your emence company ar other person/party Tes hle for
pavnent for sarvices we provide to yoo.  For exampla, we mey dizcloze vour
medical informetion fo yoor bealth plan to determine vour elizibility o
coverzze for insurance benafits.

Heath Core Operarions. W may use or discloze yomr medical information
for our internal operation:, which include actrdties receszary to operate the
PAE mites or programe from which yon recefve services. For exampls, we
may e your medical Mmanm}ﬁ:l: qelity imMprovement semices o
emhmt‘uemmumermnﬁpcmﬁedmxm We may also uss vour
mecﬂ]mtﬁmmaﬂutt:aﬂhmieﬁgshﬂsmdth.ﬁamm'mhaa}ﬂnm
providers, of to resohve grievances within our organization

.EI%M Reminders od Treavmers Alernarives.  We meEy use and
18 FOUD oo fo provide 2 remdnder to yoo abouat an
appoment vow have with us for treatraent or medical care. TWe may aluo nse
or dizclose your medical inforration te fell you aboot or recommend possrhle
Teamert optons or altematives, of inform vou of other health-ralated
benefits and sarvices, that may be of mberest to vow

Onbier Pernaitted Uses and Disclprores W may we and'or discloze vour

medical mfomaetion i 2 powber of croumstarces i which i is wot regoired

that we obfin your comsent or authorzabon, or provide you with an

opporhedty to agree or object These dromestances mehade:

«  Unles: you object, we pey discloze your medical mformation to a
family member, relathve, close persoral fmend or other person that you

idertify.

+ e may be required by lzw to discloze your medical mfommation.

«  We will meke your medical mformiation mvailable to vou and the
mmr:.nf'lthe;ummMHEﬂhmiHmnsmm

+  We may discloss yoor medical iformatios to 2 public health 2zency to
help prevent or control dissaze, injury or & 7. Thiz may inchude
disclosing vour madical information to report carin dizezes, daath,
simusz, meplect or domestic vinlancs or reporting infarmation to the Feod
and Drug Admmisration, if vou expperience an adverse reaction fom
any of the dnagz, supplies or aquippsent that we e,

+  TWe may discloss your medical mfomation to Fovemment agemciss 50
they coam mostbor, Dvestigate, mspect, discipline or license thoze who
wnck n the health care system or for govenument benefit programs.

«  We mzy discloss vour medical imformation a5 authorized by law to
comply with workers' compereation ks,

+ W may discloze vour medical information in the course of 2 judicial or
admintstratie proceeding. i oresponss to an order of a court or
admintstrative wibmal (o the exptent swch disclosure @3 eppresshy
aothwrized), md m responze to 2 subpoena, discovery request, of ather
lmwhid process

«  We may discloze your medical information to law enforcement officials
to repott or grevent a cmme, locate or entfy 3 suspect, fasitive or
mafenal wiless or a:sist 2 vickim of a orims

o Wemey use or daclose nuedical mformation for reseanch 282 Whan
the rezearch received aporoval of an mstitotional review board thet has

New patient Registration Package
06/01/2018




reviewed the rezearch zal and established profocel: to ensare the
Privacy af yoar mﬁ%ﬂmun oy

+  Ifyouare 2 member of the armed forces, we may discloss your medical
information az required by mﬂm:g. cunnrzn:lmnban or to evaluate
your elizibility for veteran's benefitz, for natiopal serurity
and intellipence activities, incladme providing protective samices to the
PBresident or other persors provided proteciive semvices umder Federal
law:.

+  We may dizclo:e yor medical mformation to coromers, medical
epzammers and fmemal divectors so that they cam camy out thelr difies or
for purpazes of idertification or determinimg cm=e of death

+  We mey disclose yor medicz] imformation o people imvalved with
ohtxinimg, stories of trapsplartieg arzane, eyes or tissue of cadavers for
domation puEpazes.

+  We may sz or discloze your medical mformation to prevent of avert a
zerions threat to your health or safsty, or the health or safefy of other
PErEoEE,

+  We may discloze your medical mfnmmation o 2 health oversisht azency
that is aothorized by law to oversee o operations.

+  Ifyou are an imwnate of 2 comectional insthition or undsr the onstody of
2 [2y enforcemeant official, we may relsaze vour medica] imforretion w0
the lany enforcement official or comectional instthiion This disclonme
i= required for the instirion to provide health care to you, to protect the:
health and safety ufntﬂ’s,nrt:u}a'uhactmehealthm:lzﬁm of law
enforoament perzomne] or comrectional facility s

* e may share‘_.'u:-m medical infoomation with third party “sines:
mzooizies” that perform variou: services for s, For epzmapls, we may
dﬁdmtmmﬂﬂcﬂmﬁxﬂﬂmww provide billins or
copying services. To protect your hmwever, we
Taquire oo business aszociztes po safemard vour medical mformetion.

Odber Uses snd Disclosures of MMedical Iufprmapgion Oihey wses amd
disclommes of yowr mediral mfomuetion mot covered by this Modce or
applicable law will be made ooy with your wintten authorizabon. I you give
1= your written autherization to se or disclosa your medical mformeticn, pou
may resoks your autharization, m woting, af 2wy dme  If you revoke your
anthorization, we nill po lomgsr use or discloss your madical information for
the reasons covered by your wittten authorization.  You umderstand thet we
are urehle to tmke back mmy mse: md disclosures that we have already made
nﬁh}'mmﬂnﬁmﬁmuﬂtﬁﬂm&m‘em@aﬂumﬂhmmmﬂufm
care or services thet we have provided o vou

Mew Mevico Ly In the event thet Mew Blegico low requines us to give more
protection to your medical infommation then stated in this Moticz or regoired
Iy Fadaral lawr, we will provide thet additionz] protection. For egample, we
will comply with s@te law confidemtiality provisions relming
comnmrdcable dizeases, soch a3 HIV and AIDS. We will also comply with
additionz] state low n:mﬁd.a:l:l.nht:. protections relating to treatment for
beharioral health and sobstames abse Thaze laws gererally require that we
obtin your consent befiore we disclose your formarion relaed to behavioral
hzalth or substance abuze, mobject to certain expcepion: parmitted by law

Protection of Sobstance Use Disorder Informstion If you r for amd
TECEIVE SUDsance UL SETVICE: 1=, lmww (42 Part 1}
require: that we obfain your wrfien comsent befors we mey disclome
infimaetion thet woald identify you as having a mubstance wse disorder or a
patient for substance mee disorder services. There are excepiions fo thas
zemera] requirement e may disclese such mformeation fo our workdfoece a:
nzaded to coondinate your care, to ez or individuals who 1S CAMY
out of services 1o you, when the disclonmre is allowed Ty 2 court . or the:
disclonme 5 mds o medical persomnel m 3 medical emergency or o
qualifisd perzpemsz] for ressarch, audst, or program svalation Federal law
doez not protect ary informarion about a cime committed by a patient sither
2 the program or agzinst any parson who works for a program or about 2y
threat to comenit such 8 oime Federal law doss not protect amy infonmation
2hout sspected chiild abuoze or nezlect form being reporad wder State low o
approprizie State or locz] mithorities.

Chanees to this Mofice W' resenve the right to charze oor privacy practices
andior thes Motice.  If we revise this Motice, the revised Mobice will ke
effectiva for all medical imforvetion we maintxie  Amy revisad Motice will be
avzilable by accessing our website, hitp:'my prozmm org’ of you can abizin

bl

2 copy of the revised Netice by raquesting thet we sand vou 2 copy by mail or
by requesting a Copy upon your nert visit o ene of e sites,

[ yon belisve your privacy rights kave been violated, vou may
file a wrirten compliant with ear Corporate Compliznce Officer or the
Secretary of the of Health 2nd Himan Services. Feports of
uohnunz.ofmn?lm{mhﬂzmeu_e dezorder diagnesis of treament
m.ﬁxma‘nmmmbeﬂnactaimteLmeﬂ Semtes (115) Attnmey for the dismict
where the vinkztion ocomrs. Reports of vislations by an opicdd weament
program may 2i:o be directed to the TS Attomey as well 2s to the SAMHEA
affice resporsible for opioid treafmsnt prosram oversisht

Yiou may subeaif youor wiitten conplaits fo BWE 28 PO, Box 2157, Sania Fe,
M B7304-2267, or you may call us at the phope mumbers listed af the top of
this Mitice. W will not retaliate 2zaimest yoo for fling 2 complaing.

Fevision::
My 2011
Taly 2013
Septemher 2018
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