KANSAS CITY

STARS/

Before hockey season really gets started, the Kansas City Stars are again proud to offer our
athletes the opportunity to complete an IMPACT baseline concussion test. If your player has
completed a baseline test within the last 24 months, there is no need to re-baseline for this
season. If more that 24 months have passed, or if your player has not yet had a baseline test, we
strongly recommend that they take the ImMPACT test.

IMPACT (Immediate Post-Concussion Assessment and Cognitive Testing) is

the first, most-widely used, and most scientifically validated computerized concussion
evaluation system. It is used by sports leagues like the NHL and the NFL, as well as many NCAA
programs and over 4,000 high schools.

Hockey, like any contact sport, carries the risk of concussion. Researchers have discovered that
2nd or 3rd concussive events can occur more easily and can be much more harmful to the player
than the 1st occurrence. The chance for a secondary concussion is substantially higher if the
brain has not yet healed from the initial injury. Therefore, it is important for parents/doctors/
coaches to make sure players are fully recovered before they return to the ice.

IMPACT is a 20 minute, computer-based test that measures players’ verbal and visual memory,
processing speed and reaction time. The ImMPACT score establishes a “baseline” for a player, and
can be compared to re-tests following a concussion. The results give doctors and parents
quantifiable measurements to help determine when the player has healed. (For more
information please visit: www.impacttest.com )

The Kansas City Stars strongly encourage all age eligible players to take this simple
test.

Who: KC Stars hockey players - ages 9 and up
What: Baseline Impact Concussion Testing

Where: Overland Park Regional Medical Center - Medical Plaza East, Suite #201 (located at
106th Street and Quivera)

Overland Park Surgery Center
Quivira Internal Medicine

10601 Quivira Rd, Overland Park, KS 66214

Testing takes place on the 2™ floor — up the stairs and to the right in the Diabetes Classroom
Look for the Stars Concussion Testing signs.



http://www.impacttest.com/

When: October 9, 10, 11, 16, 17 and 18
Times on each day will be 5:00pm, 6:00pm and 7:00pm
e Follow the link below to sign up for testing:
http://doodle.com/wdgwrg2dkrsxp9eh

What to bring:
1. The costis $10.00 payable at the time of testing with cash or check
2. Signed waiver form — use attached or available at the test site

Additional information:

o ITISSTRONGLY RECCOMENDED that a parent or caregiver attends the
testing. An informational meeting will be conducted while your player is being
tested. Details on the test itself, education for parents/coaches on brain injury
(concussions) and the steps to take if your player sustains a concussion will be
given at that time

e You must be signed up in order to be tested

e Please arrive 5 to 10 minutes before your scheduled times. There are a large
number of players to test — if you are not there at your scheduled time we will
start without you and you will have to reschedule for a later date

o Players should avoid significant physical exertion at least 3 hours prior to the test
(i.e you can't test after hockey practice)



http://doodle.com/wdqwrg2dkrsxp9eh?tmail=poll_admin_adminlink&tlink=pollbtn

KANSAS CITY

STARS/

*xxkk ATTENTION ****
*** Change in process for concussion testing ***

The Kansas City Stars have just been informed of a change in process for the IMPACT
concussion testing. According to OPRMC, the consent form used in the past (which is the one
sent out with the original message) is not longer valid. Please use the attached “Conditions of
Admission” document. Below is a cheat sheet that highlights the areas that must be completed

prior to testing.

There will be copies of the Conditions of Admission document available at the time of testing
but for those players who will attending the testing without a parent it is important to note that
without a signed, completed form, a player will not be tested.

***Please bring all pages of the Conditions of Admission document to testing***

Thave been given the opportunity to read and ask questions about the information contained in this
form as well as this section of the form, and I acknowladge that I either have no questions or that my
questions have been answered to my satisfaction.

Acknowledge: (Initialy

13. Patient Self Determination Act.
I have been furnished information re
healthcare and living wills). I have alse Deent
responsibilities and other information relatad
following applicable statements:

Disregard this section (13) ver of attommey for

AL WTITTEN iNTormation regarding patient rights and
o stzy.  Pleass initial or place 2 mark next to one of the

I executed an Advance Thave not executed an Advance T have not executed an
Directive and have besn Directive, wish to exscute ons and Advance Directive and do
requested to supply 2 have received information on how to not wish to execute one at
copy to the hospital exzcute an Advance Dirsctive this time

14, Notice of Privacy Practices. Tacknowledgs that T have received the hospital’s Notice of Privacy Practicss,
which describes the ways in which the hospital may use and disclose my healthears information for its
treatment, pavment, healthcars operations and other described and permitted uses and disclosures, I understand
that I may contact the hospital Privacy Officer designated on the notice if [ have a question or complaint.

Acknowladge: Eaitzd —
—i Initialhere |

Date: I, the undersigned, as the patient or lezal agent of the patient. hereby cartify Ihavs read,
é&@ fully and compl-l ation for

Time: The date and time that you sion and
.-'\.uthonzanon for Me COH‘IP'Et& the form ze to be
bound by its terms. I m anyone
as to the results that may DE UOTIHIED U i1y ISCICAT (TEATTHEIE Of SSTVICEs. L insurance
coverags is insufficient, denied altozﬂthsr o otherwisz unavailable, th= undarsignad
agress to pay all charges not paid by the insurer.

Patient/Authorized Representative Signature: Witness Signature and Title:

If you are not the patient, please identify your Additional Witness Signature and Title:

Relationship to the panmt (requirsd for panmts unablﬂ to sign \ﬁthout a

(Circle or mark palatienship(s) from list below): reprasentative or pati

Spouse Legal Guardian _% Disregard i

Neighbor Friend

Healthcars Power of -";ttom"&

Other (please

specify):

Circle the appropriate
relationship







Conditions of Admission

1. Consent to Treatment. | consent to the procedures which may be performed during this hospitalization or
on an outpatient basis, including emergency treatment or services, and which may include but are not limited to
laboratory procedures, x-ray examination, diagnostic procedures, medical, nursing or surgical treatment or
procedures, anesthesia, or hospital services rendered to me as ordered by my physician or other healthcare
professional on the hospital’s medical staff. | understand that as part of their training, students in health care
education may participate in the delivery of my medical care and treatment or be observers while | receive
medical care and treatment at the Hospital, and that these students will be supervised by instructors and hospital
staff. | further consent to the hospital conducting blood-borne infectious disease testing, including but not
limited to testing for hepatitis, Acquired Immune Deficiency Syndrome (AIDS), and Human Immunodeficiency
Virus (HIV), if a physician orders such tests or if ordered by protocol. | understand that the potential side effects
and complications of this testing are generally minor and are comparable to the routine collection of blood
specimens, including discomfort from the needle stick and/or slight burning, bleeding or soreness at the
puncture site. The results of this test will become part of my confidential medical record.

2. Financial Agreement. In consideration of the services to be rendered to me, or to the patient for whom | am
accepting responsibility, | individually promise to pay the patient’s account at the rates stated in the hospital’s
price list (known as the “Charge Master”) effective on the date the charge is processed for the service provided,
which rates are hereby expressly incorporated by reference as the price term of this agreement to pay the
patient’s account. Some special items will be priced separately if there is no price listed on the Charge Master,
or if the charge is listed as zero. An estimate of the anticipated charges for services to be provided to the patient
is available upon request from the hospital. Estimates may vary significantly from the final charges based on a
variety of factors, including but not limited to the course of treatment, intensity of care, physician practices, and
the necessity of providing additional goods and services.

The hospital will provide a medical screening examination as required to all patients who are seeking medical
services to determine if there is an emergency medical condition, without regard to the patient’s ability to pay.
If there is an emergency medical condition, the hospital will provide stabilizing treatment within its capacity.
However, patients who do not qualify under the hospital’s charity care policy or other applicable policy are not
relieved of their obligation to pay for these services.

If supplies and services are provided to a patient who has coverage through a governmental program or through
certain private health insurance plans, the hospital may accept a discounted payment for those supplies and
services. In this event any payment required from the undersigned will be determined by the terms of the
governmental program or private health insurance plan. If the patient is uninsured and not covered by a
governmental program, the patient may be eligible to have his or her account discounted or forgiven under the
hospital’s uninsured discount or charity care programs in effect at the time of treatment. | understand that I may
request information about these programs from the hospital.

I also understand that, as a courtesy to me, the hospital may bill my insurance company, but is not obligated to
do so. Regardless, | agree that except where prohibited by law, the financial responsibility for the services
rendered belongs to me, the undersigned. | agree to pay any services that are not covered and covered charges
not paid in full by my insurance company. This includes, but is not limited to, coinsurance, deductibles, non
covered benefits due to policy limits or policy exclusions as well as failure to comply with insurance plan



requirements. | also agree that if the hospital must initiate collection efforts to recover amounts owed by me,
then in addition to amounts incurred for the services rendered | will pay, to the extent permitted by law: (a) any
and all costs incurred by the hospital in pursuing collection, including, but not limited to, reasonable attorneys’
fees, and (b) any court costs or other costs of litigation incurred by the hospital that applicable rules or statutes
permit the hospital to recover.

This hospital reserves the right not to submit a claim to the patient’s insurance company. Upon written request,
the hospital will provide the information necessary for the patient to file the insurance claim, except as
prohibited by law.

3. Consent to Wireless Telephone Calls. If at any time | provide a wireless telephone number at which I may
be contacted, | consent to receive calls (including autodialed calls and prerecorded messages) at that wireless
number from the hospital, its successors and assigns, and the affiliates, agents and independent contractors,
including servicers and collection agents, of each of them regarding the hospitalization, the services rendered, or
my related financial obligations.

4. Consent to Email Usage for Discharge Instructions. If at any time | provide an email address at which 1
may be contacted, | consent to receiving discharge instructions at that email address from the hospital. These
discharge instructions may include, but not be limited to: post-operative instructions, physician follow-up
instructions, dietary information, prescription information.

5. Consent to Photographs, Videotapes and Audio Recordings. | consent to photographs, videotapes, digital
or audio recordings, and/or images of me being recorded for security purposes and/or the hospital’s healthcare
operations purposes (e.g. quality improvement activities). | understand that the facility retains the ownership
rights to the images and/or recordings. | will be allowed to request access to or copies of the images and/or
recordings when technologically feasible unless otherwise prohibited by law. | understand that these images
and/or recordings will be securely stored and protected. Images and/or recordings in which I am identified will
not be released and/or used outside of the facility without a specific written authorization from me or my legal
representative unless otherwise required by law.

6. Release of Information. | permit the hospital and the physicians or other health professionals involved in
the inpatient or outpatient care to release healthcare information for purposes of treatment, payment or
healthcare operations. Healthcare information regarding a prior admission(s) at other HCA affiliated facilities
may be made available to subsequent HCA-affiliated admitting facilities to coordinate patient care for case
management purposes. Healthcare information may be released to any person or entity liable for payment on the
patient’s behalf in order to verify coverage or payment questions, or for any other purpose related to benefit
payment. Healthcare information may also be released to my employer’s designee when the services delivered
are related to a claim under worker’s compensation. If I am covered by Medicare or Medicaid, | authorize the
release of healthcare information to the Social Security Administration or its intermediaries or carriers for
payment of a Medicare claim or to the appropriate state agency for payment of a Medicaid claim. This
information may include, without limitation, history and physical, emergency records, laboratory reports,
operative reports, physician progress notes, nurse’s notes, consultations, psychological and/or psychiatric
reports, drug and alcohol treatment and discharge summary. Federal and state laws may permit this facility to
participate in organizations with other healthcare providers, insurers, and/or other health care industry
participants and their subcontractors in order for these individuals and entities to share my health information



with one another to accomplish goals that may include but not be limited to: improving the accuracy and
increasing the availability of my health records; decreasing the time needed to access my information;
aggregating and comparing my information for quality improvement purposes; and such other purposes as may
be permitted by law. | understand that this facility may be a member of one or more such organizations. This
consent specifically includes information concerning psychological conditions, psychiatric conditions,
intellectual disability conditions, genetic information, chemical dependency conditions and/or infectious
diseases including, but not limited to, blood borne diseases, such as Hepatitis, Human Immunodeficiency Virus
(HIV) and Acquired Immune Deficiency Syndrome (AIDS).

7. Assignment of Benefits. In executing this assignment of benefits, | am directing the health insurance carrier
or other health benefit plan providing my coverage (including, but not limited to, any employer, employer group
or trust sponsored or offered plan) to pay the hospital and/or hospital-based physicians directly for the services
the hospital and/or hospital-based physicians provided to the patient during this admission. If the insurance
carrier providing my coverage fails to pay the hospital or hospital-based physicians directly, as they are hereby
directed to do, I acknowledge that it is my duty and responsibility to immediately pay any such benefits
received by me to the hospital or hospital-based physicians. In return for the services rendered and to be
rendered by the hospital and/or hospital-based physicians, | hereby irrevocably assign and transfer to the
hospital and/or hospital-based physicians all right, title, and interest in all payments for the healthcare rendered,
which are paid pursuant to any and all insurance policies and health benefit plans from which I am entitled to
services or | am entitled to recover. | understand that any payment received from these policies and/or plans will
be applied to the amount that | have agreed to pay for services rendered during this admission, as further
described under section 2. | further hereby irrevocably assign and transfer to the hospital and/or hospital based
physicians an independent, non-exclusive right of recovery against my insurer or health benefit plan, but this
assignment shall not be construed as an obligation of the hospital and/or hospital based physicians to pursue any
such right of recovery. | acknowledge and understand that | maintain my right of recovery against my insurer
or health benefit plan and the foregoing assignment does not divest me of such right. In no event will the
hospital and/or hospital-based physicians retain benefits in excess of the amount owed to the hospital and/or
hospital based physicians for the care and treatment rendered during the admission. If a third party payer (such
as an insurance company or employer group or trust sponsored or offered plan) may be obligated to pay some or
all of these charges, | agree to take all actions necessary to assist the hospital and/or hospital based physicians in
collecting payment from any such third party payer should the hospital or hospital based physicians elect to
collect such payment. In the event the hospital and/or hospital based physicians elect to exercise its
independent, non-exclusive right of recovery against the patient’s insurer or health plan, | hereby appoint the
hospital and/or hospital-based physicians as my authorized representative(s) to pursue, any administrative
remedies, claims and/or lawsuits on my behalf and, at the election of the hospital and/or hospital-based
physicians, against any responsible third party, medical insurer, or employer sponsored medical benefit plan for
purposes of collecting any and all hospital benefits due me for the payment of the charges referred to in section
2 above. If the hospital and/or hospital-based physicians elect to pursue a claim or lawsuit against a third party
payer as authorized representative, | agree to execute a special power of attorney, if requested, authorizing the
hospital and/or hospital-based physicians to take all actions necessary or appropriate in pursuit of such claim or
lawsuit, including allowing the hospital to bring suit against the third party payer in my name. | agree to pay
over to the hospital and/or hospital-based physicians immediately all sums recovered in any claim or lawsuit
brought on my behalf by the hospital and/or hospital-based physicians (up to the amount of the charges of the
hospital and/or hospital-based physicians, plus expenses and attorney’s fees). | have read and been given the



opportunity to ask questions about this assignment of benefits, and | have signed this document freely and
without inducement, other than the rendition of services by the hospital and/or hospital based physicians.

*Hospital-based physicians include but are not limited to: Emergency Department Physicians, Pathologists,
Radiologists, and Anesthesiologists, Psychiatrists, Psychologists or other Behavioral Health Providers. These
services are rendered by independent contractors and are not part of your hospital bill. These services will be
billed for separately by each physician’s billing company.

8. Private Room. | understand and agree that I or the party responsible for payment for hospital and medical
services is responsible for any additional charges associated with the request and/or use of a private room.

9. Communications About My Healthcare. | authorize my healthcare information to be disclosed for
purposes of communicating results, findings, and care decisions to my family members and others responsible
for my care or designated by me. | will provide those individuals with a password or other verification means
specified by the hospital.

10. Medicare Patient Certification and Assignment of Benefit. | certify that any information | provide in
applying for payment under Title XVIII (Medicare) or Title XIX (Medicaid) of the Social Security Act is
correct. | request payment of authorized benefits to be made on my behalf to the hospital or hospital-based
physician by the Medicare or Medicaid program.

11. Outpatient Medicare Patients. Medicare does not cover prescription drugs except for a few exceptions.
According to Medicare regulations, you are responsible for any drugs furnished to you while an outpatient that
meet Medicare’s definition of a prescription drug. These drugs are also referred to as self-administered drugs, as
they are usually self-administered but they may be administered to you by hospital personnel. Medicare requires
hospitals to bill Medicare patients or other third party payers for these drugs. Medicare Part D beneficiaries may
submit a paper claim to the Medicare Part D Plan for possible reimbursement of these drugs in accordance with
Medicare Drug Plan enrollment materials.

12. Other Acknowledgements.

a. Personal Valuables. | understand that the hospital maintains a safe for the safekeeping of money
and valuables, and the hospital shall not be liable for the loss of or damage to any money, jewelry,
documents, furs, fur coats and fur garments, or other articles of unusual value and small size, unless
placed in the safe, and shall not be liable for the loss or damage to any other personal property,
unless deposited with the hospital for safekeeping. The liability of the hospital for loss of any
personal property that is deposited with the hospital for safekeeping is limited to the greater of five
hundred dollars ($500.00) or the maximum required by law, unless a written receipt for a greater
amount has been obtained from the hospital by the patient. The hospital is not responsible for the
loss of cell phones, glasses or dentures or personal valuables unless they are placed in the hospital
safe in accordance with the terms as stated above.

b. Weapons/Explosives/Drugs. | understand and agree that if the hospital at any time believes there
may be a weapon, explosive device, illegal substance or drug, or any alcoholic beverage in my room
or with my belongings, the hospital may search my room and my belongings, confiscate any of the
above items that are found, and dispose of them as appropriate, including delivery of any item to law
enforcement authorities.




C.

d.

Additional Provision for Admission of Minors. I, the undersigned, acknowledge and verify that |
am the legal guardian or custodian of the minor/incapacitated patient.

Legal Relationship Between Hospital and Physicians. Most or all of the health care
professionals performing services in the hospital are independent contractors and are not
hospital agents or employees. Independent contractors are responsible for their own actions
and the hospital shall not be liable for the acts or omissions of any such independent
contractors. | understand that physicians or other health care professionals may be called upon to
provide care or services to me or on my behalf, but that | may not actually see, or be examined by,
all physicians or health care professionals participating in my care; for example, | may not see
physicians providing radiology, pathology, EKG interpretation and anesthesiology services. |
understand that, in most instances, there will be a separate charge for professional services rendered
by physicians to me or on my behalf, and that | will receive a bill for these professional services that
is separate from the bill for hospital services.

Patient Visitation Rights. | understand that | have the right to receive the visitors whom | or my
support person designates, without regard to my relationship to these visitors. | also have the right to
withdraw or deny such consent at any time. | will not be denied visitation privileges on the basis of
race, color, national origin, religion, sex, gender identity, sexual orientation or disability. All visitors
I designate will enjoy full and equal visitation privileges that are no more restrictive than those that
my immediate family members would enjoy. Further, | understand that the hospital may need to
place clinically necessary or reasonable restrictions or limitations on my visitors to protect my health
and safety in addition to the health and safety of other patients. The hospital will clearly explain the
reason for any restrictions or limitations if imposed. If | believe that my visitation rights have been
violated, | or my representative has the right to utilize the hospital’s complaint resolution system.




I have been given the opportunity to read and ask questions about the information contained in this
form as well as this section of the form, and | acknowledge that I either have no questions or that my
guestions have been answered to my satisfaction.

Acknowledge: (Initial)

13. Patient Self Determination Act.

I have been furnished information regarding Advance Directives (such as durable power of attorney for
healthcare and living wills). | have also been furnished with written information regarding patient rights and
responsibilities and other information related to my stay. Please initial or place a mark next to one of the
following applicable statements:

| executed an Advance I have not executed an Advance I have not executed an
Directive and have been Directive, wish to execute one and Advance Directive and do
requested to supply a have received information on how to not wish to execute one at
copy to the hospital execute an Advance Directive this time

14. Notice of Privacy Practices. | acknowledge that | have received the hospital’s Notice of Privacy Practices,
which describes the ways in which the hospital may use and disclose my healthcare information for its
treatment, payment, healthcare operations and other described and permitted uses and disclosures, | understand
that I may contact the hospital Privacy Officer designated on the notice if | have a question or complaint.

Acknowledge: (Initial)

Date: I, the undersigned, as the patient or legal agent of the patient, hereby certify | have read,
and fully and completely understand this Conditions of Admission and Authorization for

Time: Medical treatment, and that | have signed this Conditions of Admission and

Authorization for Medical Treatment knowingly, freely, voluntarily and agree to be
bound by its terms. | have received no promises, assurances, or guarantees from anyone
as to the results that may be obtained by any medical treatment or services. If insurance
coverage is insufficient, denied altogether, or otherwise unavailable, the undersigned
agrees to pay all charges not paid by the insurer.

Patient/Authorized Representative Signature: Witness Signature and Title:
X X
If you are not the patient, please identify your Additional Witness Signature and Title:
Relationship to the patient. (required for patients unable to sign without a
(Circle or mark relationship(s) from list below): representative or patients who refuse to sign)
Spouse Parent Legal Guardian
Neighbor/Friend  Sibling X
Healthcare Power of Attorney
Other (please
specify):
HCA Kansas Conditions Of Admission English
06.01.2011
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PLEASE PRINT:

NAME:

DOB:

SSN: - -

REFERRING PHYSICIAN or PCP:

PARENT CONTACT:

CONTACT PHONE #:

TEST DATE:

TIME:



http://www.oprmc.com/�
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