Jay County Hospital

OutReach Program

As a community service, Jay County Hospital offers ongoing Health Fair screening tests at
reduced fees. Payment is required at time of service; credit card, check or exact cash amount is accepted.
Each test is permitted twice per year. To take advantage of this offer, please bring this completed form to Jay

* County Hospital LAB.
8 — 12 hour fast is recommended for the OutReach Profile
Offer expires 12/31/17
Lab OutReach draw hours: Monday-Friday 7am-6pm and Saturday 7am-Noon
Being informed about your health provides opportunity for improvement. We suggest that you share your
questions and results with your doctor.
Results will be mailed within 7-10 days.

I:I OutReach Health Screen (includes CBC widiff, CMP, cholesterol screen, uric acid, iron) $35.00
|:| Diabetes Screen (HGB Alc) $25.00
[_] Thyroid Screen (TSH) $25.00
[_] PSA Screen $25.00
[_] VITAMIN D Screen (25 OH) $50.00
[_] TESTOSTERONE Screen $25.00
|:I Pregnancy Screen (hCG qualitative) $25.00
|:| Blood Type (ABO/Rh) $25.00
Total $
* Patient Information: Please provide ALL information FASTING NON FASTING
Last First Ml
Name (print)
Address Street APT#
City State ZIP
Date of Birth Sex Phone
SS# (optional) Copy To:

¥¢ | am requesting and granting permission for Jay County Hospital to perform laboratory screening tests which may
include obtaining a blood sample by venipuncture. These results will be mailed to me at the address above.
However, | understand that JCH may forward these test results if my physician’s office calls to request a copy. |
understand that JCH will assume that he/she is doing so with my knowledge and that this is for my present and/or
future treatment or care.

¥¢ | understand that Jay County Hospital is not proposing a diagnosis, treatment, or offering medical advice by
supplying the screening tests.

¥¢ | understand that should | become ill, have any complaints, or have any questions regarding my health; it is my
responsibility to contact my physician. | understand that it is my responsibility to contact my physician regarding
my results, including critical results.

¥¢ | understand that Jay County Hospital disclaims any liability for any costs, claims, injuries, actions or damages
suffered by an individual, no matter what their relationship, as a result of participation in the OutReach Program.
These tests will not be billed to my insurance, Medicare, or other third party payors. My participation in this
program is strictly voluntary.

¥ | agree to release Jay County hospital and any other person associated with the OutReach Program from any
liability whatsoever in connection with sample collection, testing, reporting or any other aspect of this screening.

Patient Signature Date




