
o UC Irvine Health 


TERMS AND CONDITIONS OF SERVICE: 
ADMISSION, MEDICAL SERVICES 
AND FINANCIAL AGREEMENT 
(Continued from other side) 

6. F1NANCIALAGREEM'ENT: J understand that even if ! have insurance, Imay be financially responsible for 
some ora ll ofmy medical services. Fo r instance. ifl have a co-payor deductible, I agree to pay the amounts l owe. 
[fl do not have insurance that covers the services 1 receive, ragree to pay the Regents of the University ofCali forn ia 
for professional , hospital and ambulatory praclice services. including Un iversity Phys icians & Surgeons services, in 
accordance wi th the regu lar rates and terms of UC Irvine Hea lth. I al so agree to pay fo r olher profess ional serv ices 
provided at UC Irv ine Health by o lher hcahh care prov iders. If I am unable to pay, I understand I may qualify for 
public assistance, spec ial payment arrangements and/or charity care. I also understand that when thjs agreement 
is signed by my spouse, parent or a financia l guarantor, my spouse, parent or financial guarantor sha ll be j oin!ly 
and individually liable with me for payment, including all co llection fees (attorneys ' fees, costs and collection 
expenses), in addition to any other amoun ts due. Unpa id accounts referred to o uts ide agencies for collection bear 
interc~t at the current Lega l rate. 

7. ASSIGNMENT OF BENEFITS (INCLUDING MEDICARE BENEFITS): I authori ze and direct payment 
to UC lrvine Health of any insurance benellts including hospital insurance and unemployment compensation 
disability benefits otherwise payab le to me, or on my beha lf, for UC Irvine Health services, including emergency 
services, at a rate not to exceed UC Irvine Health's actual charges. I understand that I am financia ll y responsible 
for charges not paid pursuant to this agreement. I furthcr agree that any credit balance resulting from payment of 
insurance, o r o ther sources, may be applied to any other account owed to UC Irvine Hea lth by me. 

] have read, agreed to and received a copy of this Terms and Conditions of Sen ice. 

Signature of Patient Signature ofWitncss (required jf patient is unable to sign) 

Signature of Patient's Representative Patient 's Relationship to Representative 

Signature of Interpreter (if applicable) Language Used Dale of Signing Time 

Financial Responsibility Agreement by Person Other than the P»tient or the Patient's Legal Reprcseotative 

I agree to accept financia l responsibility for services rendered to the patient and to accept the tenns of the 
Financial Agreement (Paragraph 6) and Assignment of Benefits (illcluding Medicare Benefits) (Paragmph 7) 
set forth above . 

Dale of Signing Time Financially Responsible Party Witness 

(Refe rence other side for additional Tenns and Conditions) 
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UC IRVINE HEALTH TERMS AND CONDITIONS OF SERVICE 


I. UC IRVINE HEALTH: UC Irvi ne Health is part of the University of California and is comprised of its 
hospi tal(s), its medica l centcr(s), its hospita l·b'lscd clinics, its Ambulatory Practices, the University Physic ians & 
Surgeons and the UC Irvine School of Medicine. 

2. M EDICAL CONSENT: rconsent to medical treatments or procedures, X-ray examinations, drawi ng blood fo r 
tests, medications, injections, tak ing of medical photographs, videotaping, laboratory procedures and hosp ita l services 
rendered to me under the general <lnd special instructions ofthe physicians or other health care profess ionals assisting 
in my ca rc. I also consent to my admission to the UC Irvine Medical Center if this is necessary for my care. 

3. TEACH ING, RESEARCH AND HEALTH CARE INSTITUTION : The University ofCali fomi a including 
UC Irvine Health, is a teaching, rescarch and hea lth care institution. I understand that residents, interns, medical 
students, students of anci ll ary health care professions (e.g., nursing, X-ray. rehabilitat ion therapy), post-graduate 
fellows and other trainees may observe, examine, treat and participate at the request and under the supervision 
of the attending physician in my care as part oftbe Univers ity 's medica l education programs. Some UC Irvine 
Health faculty are identified by their name badge as " Visiting Professors". These facu lty members do not have a 
Cal ifornia license, but are licensed in another state or country. These physicians are pennined to practice med icine 
in California under a special program developed by the Medical Board ofCal ifo ro ia. 

I also understand that a University institutional review board approves projccts conducted by University researchers 
in accordance with state and federal law. As a result, I understand that I may be contacted and asked to participate 
in research studies, but I am under no obligat ion to do so. My decision whether to participate or not, will not affect 
my ability to obtain medica l care . 

4. USE OF MEDICAL INFORMATION AND SPECIMENS: I understand that my medical information, 
photographs and/or video in any foml may be used for other UC Irvine Health purposes, such as quality improve­
ment, patient safety and education. I also understand that my medical information and tissue, fluids, cells and other 
specimens (collectively, "Speci mens") tha t UC Irvine Health may co ll ect durLn g the course of my treatment and 
care may be used and shared wi th researchers. r understand that under Califomia law, I do not have any rights to 
any commercially useful products that may be developed from such research. I further understand that any usc of 
my medical information or Specimens by UC Irvine Health or other research institutions wi ll be in accordance with 
state and federal law, including all laws and regulations govem ing patient confidentiality, in the manner out lined 
in the UC Irvi ne Health's Not ice of Privacy Practices. 

5. RELEASE OF MEDICAL INFORMATION: The State of California Information Practices Act requires UC 
Irvi ne Health to provide the fo llowing informat ion to ind ividua ls who supply infonnaLion about themselves . As a 
pat ient of UC Irv ine Health , J will be asked to submit certa in persona l identifi cation infonnat ion. such as a photo 
identifi cat ion, my address, phone number, Social Securi ty number. insurance information , medical history and 
treatment. The pr incipa l pu rpose for request ing thi s information is to ensure accurate ide ntificat ion, contin ui ty of 
medica l care i:lIld payment fo r slich care. Under the authority of The Federal Privacy Act of 1974,Article IX. Section 
9 of the Cali forni a Consti tu tion, the Cali fo rn ia Ill formation Practices Act (Civil Code 1798 et seq .), CaliJomia Code 
of Regulations, Title 22, Section 70749 , UC Irvine Health is authorized to mai ntai n th is information . As required 
by UC Irvine Health. fumishing all informat ion requested is mandatory unless otherwise noted. I understand that 
failu re to provide such informat ion may affect my med ica l care andlo r insurance benefi ts and cove rage. 

UC Jrvine Health will obtai n my written au thorizat ion to rele;]se in formation about my medical treatme nt . except 
in those circumstances when UC Irvine Health is permitted or requi red by law to release information (see UC 
Irv ine Health 's Notice of Privacy Prflc tices for a description of the specific c ircumstances under which UC lrvine 
Heal th may re lease thi s informat ion). For example . UC Irvine Hea lth may release a copy of my patient record to 
health care prov iders , hea lth plans , governmental agenc ies and workers' compensation carriers . Addi tionally, r 
understand that if I am diagnosed with cancer. a reportable disease in California. UC Irvine Health is req uired by 
law to report my diagnosis to the Cal iforn ia Department of Public Hea lth . 

(Reference o the r side for additional Terms and Conditions)
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