Student Consent — Usage of Student Wellness Services

Name:
Queenss
Student #: '
STUDENT WELLNESS SERVICES
Date of Birth: Mitchell Hall
69 Union Street
Provincial Health Card/Private insurance #: Queen's University

Province of Health Card: wellness.services @queensu.ca

Preferred Name:

Kingston Address:

Phone #: Queen's email address:

PRIVACY AND CONFIDENTIALITY

Patient consent to the collection, use and disclosure of Personal Health Information

Queen’s Student Wellness Services (SWS) including medical services and mental health services, utilize
the Electronic Medical Record Oscar and Ventus (QSAS) to document your visits and communications
in order to facilitate your care.

Queen’s complies with the Personal Health Information Protection Act, 2004, and only collects
information that is necessary for your care. We:

e keep accurate and up to date records

e safeguard the medical records in our possession

e share information with other health care providers only when required for your health care
e disclose information to third parties only with your signed consent or when legally required
e conduct patient satisfaction surveys

e compile statistics for such reasons as improving practice or supporting budgets, etc.

e retain and destroy records in accordance with the authorized records retention schedules.

Your request for care from SWS implies consent to collect, use and disclose personal health information
as set out by the University privacy policy (https://www.queensu.ca/secretariat/policies/administration-

and-operations/policy-handling-personal-health-information) unless a particular collection, use or
disclosure is permitted or required by law without consent including but not limited to situations such as
child abuse, issues concerning driving, flying etc. If you have concerns about your privacy, you can talk
to your health care practitioner at any time to discuss those concerns. You have the right to access your
records, request a change or request a third party receive information from your chart. You have the
right to withdraw or restrict consent (lockbox) for access to your personal health information within
your record. A lockbox form is required to restrict access to your file and is obtained by speaking with
one of the reception team members. Requesting a lockbox may result in implications for your health
care, and possible risks will be reviewed with you individually should you make this request.

| understand and agree to the above statement

EMAIL COMMUNICATION

SWS uses Queen’s University email to communicate with patients with regard to appointment
reminders, referral notifications and notifications to call or videoconference the clinic. Email is not a
secure form of communication and comes with some risk. You have the right to decline email
communication and revoke inclusion of your email address in your confidential health record. If you
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chose to not include your email on your record or want to revoke your email, please speak to a
receptionist. If you have not notified reception that you wish to decline email communication or revoke
prior authorization for email communication, you are authorizing the ongoing use of such
communication when you submit this form.

| understand and agree to the above statement

GOVERNING LAW AND JURISDICTION FOR LEGAL ACTION

| hereby agree that the relationship and the resolution of any and all disputes arising therefrom between
myself and any member, past or present, of the staff of Queen’s Student Wellness Services shall be
governed by and construed in accordance with the laws of the Province of Ontario, and shall be
adjudicated in Ontario.

| understand and agree to the above statement

NO SHOW AND CANCELLATION POLICY

Student Wellness Services requires 24 hour prior notice of cancellation of an appointment (a message
can be left on the cancellation line at 613-533-2506, 24 hours per day). In the case of appointments
scheduled the same day or within 24 hours, please provide notice of cancellation as soon as possible.
Failure to arrive on time, keep an appointment or to provide adequate notice will result in a fee being
charged based on the schedule below. Charges are to be paid at the clinic within 30 days. If paymentis
not received in 30 days the charges will be applied directly to your Queen’s SOLUS account.

10 minute = $35 per physician aPPOINTMENT.......cc.c.iveveeeeeeerctereeee et er et es e ser e es s sens $35.00
20 MINUEE PRYSICIAN...ctiititeree ettt et er ettt et bes e eseeseeseeteebeetesbeetesbesrestestesrestesaessrssnssaeseserans $70.00
30 minute physician aPPOINTMENT.......ccccuiiiiicececer ettt e e r et ss e e s st essensatestennans $105.00
40 minute physician apPPOINTMENT.......ccciii ittt st s e e sae e e b s anes $140.00
120 minute GP Psychotherapy appointmMeENnt........cocoiiiivieicic et $210.00

Third Party/uninsured services

Not all medical services are covered by OHIP or other provincial insurance. These include insurance and
other form completion, drive medicals, third party medicals, travel consultations/vaccinations, appeals
etc. Patients will be advised of such charges and payment methods. All charges for uninsured services
must be settled at the point of services.

| understand and agree to the above statement




WHEN YOU LEAVE THE UNIVERSITY

Student Wellness Services provides care to students currently enrolled at Queen’s University, or in
certain circumstances students visiting from other schools. Upon graduation or withdrawal from the
University, you may continue to use Student Wellness Services for a maximum of 3 months. During this
time, you should be actively looking for a new provider. Once you have a new physician, we can forward
your medical records to your new provider with your written authorization to assist in the continuity of
care.

I have read, understand and consent to the above terms and acknowledge that should | wish to
receive a copy of this consent, | can request it at the reception desk. By marking each of the above
checkboxes, | understand this represents my digital signature of agreement.

| accept these terms

Name

Signature

Date



@ Cowan

PROVIDER RELEASE FORM AND ASSIGNMENT OF BENEFITS

SECTION 1 — Member Information

Member Name (Last Name, First Name): Certificate Number:

SECTION 2 - Patient Information

Patient Name: Date of Birth (dd/mm/yyyy):

Attention Provider - please attach an itemized INVOICE(s) to this form. *Physicians and Hospitals must provide or include the diagnosis.

SECTION 4 — Member Authorization (To be completed by member)

| agree that | am responsible for all claims submitted under my plan and have reviewed the claim and information that is being submitted by this
provider. | certify that my spouse and / or my dependants of minor or major age (“Dependants”) have received all goods and services claimed
and that the information provided is true and complete. | authorize Cowan Insurance Group to collect, use, maintain and disclose personal
information relevant to this claim ("Information") for the purpose of group benefits plan administration, audit and the assessment, investigation
and management of this online claim ("Purposes"). | am authorized by my dependants to disclose and receive their Information, for the Purposes.
| authorize any person or organization with Information, including any medical and health professionals, facilities or providers, professional
regulatory bodies, any employer, group plan administrator, insurer, investigative agency, and any administrators of the benefits program to
collect, use, maintain and exchange this Information with each other and with Cowan Insurance Group, and or its service providers, for the
Purposes. | agree that both monies and overpayments that | may owe to Cowan Insurance Group in accordance with the provisions of the group
benefits plan with Cowan Insurance Group, and | authorize Cowan Insurance Group to deduct such monies from my future claims. | understand
Cowan Insurance Group reserves the right to classify my claim submission as an overpayment, revoke online claiming privileges, and/or notify
my plan sponsor should | provide false, incomplete or misleading information. | understand Cowan Insurance Group reserves the right to verify
with my service provider the accuracy of all claims information submitted online. | authorize the use of my group benefit plan certificate number
for the purpose of identification and administration. | agree a photocopy facsimile or electronic version of this authorization shall be as valid as
the original. | understand that Cowan Insurance Group’s privacy policy is available at http://www.cowangroup.ca/privacy-policy.

Date: Member signature:

If the payment should be made to the provider:
| hereby assign my benefits payable from this claim to the provider and authorize payment directly to him/her.

Date: Member signature:

Cowan Insurance Ltd.
700-1420 Blair Towers Place
Ottawa, Ontario K1J 9L8
Phone: 1 (888) 509-7797 or 1 (613) 741-3133
Fax: (613) 741-7771
Email: providers@cowangroup.ca
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	PRIVACY AND CONFIDENTIALITY


Medical Claim Form Insured and/or Administered by
. . . , . .. Connecticut General Life Insurance Company
This form can be used with all medical plans. It's not intended for Dental or Pharmacy claims. Cigna Health and Life Insurance Company

**Please note: Cigna HealthCare* Cig na.
You only need to fill out this form if your health care professional isn't filing the claim for you.
Even if not part of the Cigna network (out-of-network), your health care professional still can file the claim for you.

We've added instructions on the back of this form to make it easy for you to complete.

You can find Dental and Pharmacy claim forms on mycigna.com. Go to: Review My Coverage>Dental or Pharmacy>Related Links.

PRIMARY CUSTOMER INFORMATION: Primary Customer complete this section

Al. PRIMARY CUSTOMER'S NAME (Last Name) (First Name) (M.I) | A2. GENDER B. DATE OF BIRTH
MM DD YYyy
Owm OF |~
C. PRIMARY CUSTOMER’S MAILING ADDRESS (No., Street) (City) (State) | (ZIP Code) DAYTIME TELEPHONE #
( )
IS THIS A CHANGE OF ADDRESS? D. CIGNA ID NUMBER OR PRIMARY CUSTOMER SOCIAL SECURITY NUMBER| E. ACCOUNT NO. (on the front of your Cigna ID card)
(Note: address must also be changed with Employer, if applicable) (on the front of your Cigna ID card)
[]yes []no
F. EMPLOYER NAME G. PRIMARY CUSTOMER STATUS *** EFFECTIVE DATE

[] EMPLOYED  [_] RETIRED***
[] coBrA** [] pisABLED***

PATIENT INFORMATION: Complete this section only if the patient is not the primary customer

MM | DD | YYYy

A. PATIENT'S NAME (Last Name) (First Name) (M.I.) | B. RELATIONSHIP TO PRIMARY CUSTOMER | C. DATE OF BIRTH D. GENDER
MM DD Yyvy
|:| Spouse |:| Child |:| Other |:| M D F
E. PATIENT'S ADDRESS - IF DIFFERENT THAN PRIMARY CUSTOMER ADDRESS (No., Street) (City) (State) | (ZIP Code)
F. AT THE TIME MEDICAL SERVICE WAS PROVIDED WAS THE PATIENT:  [_] EMPLOYED FULL-TIME [] STUDENT FULL-TIME |:| N/A

ACCIDENT/OCCUPATIONAL CLAIM INFORMATION:
Complete this section only if you are filing the claim because of an accident or occupational (work-related) illness or injury

A. ACCIDENT ORILLNESS | B. INJURY DUE TO a
DUE TO EMPLOYMERT? AUTO ACCIDENT? C. DESCRIPTION OF HOW ACCIDENT OR WORK-RELATED ILLNESS/INJURY OCCURRED

[Jves [no Jvyes [no

D. DATE OF ACCIDENT OR BEGINNING OF ILLNESS | E. ARE YOU OR YOUR DEPENDENTS FILING A CLAIM OR LAWSUIT AGAINST A THIRD PARTY INCLUDING AN INSURANCE COMPANY IN
MM | oD | YYYY ORDER TO RECOVER THE COST OF EXPENSES INCURRED AS A RESULT OF THIS ACCIDENT OR ILLNESS?

D YES D NO If yes, Name of Third Party:

FAMILY/OTHER COVERAGE INFORMATION:
Complete only if claim is for a dependent and/or other coverage is in effect

A. SPOUSE EMPLOYED? _IF NO, HAS SPOUSE BEEN EMPLOYED i -
IF NO, HAS SPOUISE BEEN Ef B. NAME OF SPOUSE (Last Name) (First Name) (M) | SPOUSE DATE OF BIRTH
(Jves [no | ] ves []nNo
C. NAME OF SPOUSE'S EMPLOYER ADDRESS OF SPOUSE'S EMPLOYER (No,, Street) (city) (State) | (ZIP Code) TELEPHONE #

( )

D1.1S THE PATIENT COVERED UNDER ANOTHER HEALTH INSURANCE PLAN? D YES I:’ NO
If yes, provide: NAME OF HEALTH INSURANCE COMPANY EFFEMC,\'/I;IVE DATED%F COVERAGEYW ‘ POLICY NUMBER TYPE OF PLAN (HMO OR PPO) IF KNOWN

D2. IS THE PATIENT COVERED UNDER MEDICARE? [ ] YES [ ] NO

If you answered Yes to D1 and/or D2 above, and the other insurance company is primary, then please send us this form and (a) a copy of the explanation of benefits
(EOB) and (b) the itemized bill(s) for this claim.

CERTIFICATION

Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or
statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information concerning any
material fact thereto, commits a fraudulent insurance act which is a crime. For residents in the following states, please see the last page of
this form: Alaska, Arizona, California, Colorado, District of Columbia, Florida, Kentucky, Maryland, Minnesota, New Jersey, New Mexico, New
York, Oregon, Pennsylvania, Rhode Island, Tennessee, Texas and Virginia.

I certify that the information supplied is true and correct.

PRIMARY CUSTOMER'S SIGNATURE DATE
MM DD YYYy
X I
PAYMENT INSTRUCTIONS
I authorize Cigna to make payment directly to the health care professional listed on the enclosed bills.
PRIMARY CUSTOMER'S SIGNATURE DATE

| DD YYYy
X | " |
IMPORTANT: When the health care professional holds a Cigna contract, Cigna will always pay the health care professional directly, even if
this section is left unsigned. We pay the health care professional at the contracted rate. If you already paid the health care professional for
the services you received, you should ask your health care professional to pay you back.

NOTE: Cigna may disclose the information on this form to other persons and entities, including your employer (if your coverage is through
your employer). We may do this to process the claim or administer the health plan.

*"Cigna HealthCare" refers to the various HMO subsidiaries of Cigna Health Corporation. If you are enrolled in a Cigna HMO plan, complete details can be found in your
plan documents or Evidence of Coverage.

"Cigna" is a registered service mark, and the "Tree of Life" logo is a service mark, of Cigna Intellectual Property, Inc. licensed for use by Cigna Corporation and its operating
subsidiaries. All products and services are provided by or through such operating subsidiaries and not by Cigna Corporation. Such operating subsidiaries include
Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, Cigna Health Management, Inc., and HMO subsidiaries of Cigna Health

Corporation.
Clear Fields
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INSTRUCTIONS FOR FILING A CLAIM

IMPORTANT

1. Use this form for all medical plans. You can find Dental and Pharmacy claim forms on mycigna.com. Go to: Review My
Coverage>Dental or Pharmacy>Related Links.

2. You only need to fill out this form if your health care professional isn't filing the claim for you. Even if not part of the Cigna
network (out-of-network), your health care professional still can file the claim for you.

3. If you received this claim form electronically, click to the right of the each field and type in the information. Once done,
remember to click on the Clear Fields button on the bottom of page 1 after printing out the completed form.

4. If you are filling the form out by hand, use a new printed form instead of a photocopy. That way we can scan your form
and process the claim with no delays. Please print clearly in black ink.

5. We must get your claim within 180 days from the date you received the service, unless your plan or state laws allow for
more time.

6. Please use a separate claim form for each health care professional, and for each member of your family. You can get a
new blank form by going to www.cigna.com/customer-forms and clicking on the "Medical Claim Form" link under "Medical
Forms", or by calling Customer Service at the toll-free number on the back of your ID card.

7. To process your claim, we need your ID number (Primary Customer Section, Block D). It's on the front of your Cigna ID
card. It might be the same as your Social Security Number.

8. We need an itemized bill to process the claim correctly. We can't accept receipts, balance due statements and cancelled
checks in place of the itemized bill.

9. Itemized bills must include:

Primary customer name Type of service/Procedure code Health care professional address
Date of Service (mm/dd/yyyy) Charge for the service Health care professional Tax ID number
Patient name Health care professional name/credentials  Diagnosis code (ICD format)
10. We suggest you make a copy of your bill(s) and your completed claim form for your records.
11. Important: We pay covered claims directly to any health care professional with a Cigna contract. We only send the
payment to you when:
- the health care professional doesn't have a contract with Cigna and/or
- you leave the payment instructions section blank.
We reserve the right to request other documents, such as medical records, if we need them before processing your claim.
12. If the patient has other health insurance coverage, and that other insurance is primary and Cigna secondary, we need an

Explanation of Benefits (EOB) for this service from the other insurance company when you send the completed form and
itemized bill.

MAILING INSTRUCTIONS

- If you are sending one claim, please don't staple or paper clip the bills to the claim form.

- If you are sending more than one claim in the same envelope, then please use a paper clip to keep the claim form and
itemized bills together.

- Send your completed claim form and itemized bills to the Cigna address listed on your ID card.

If you have additional questions, please contact Customer Service using the toll-free number on your ID card.

EXPLANATION OF BENEFITS

Once we've processed the claim, you'll receive an Explanation of Benefits (EOB). The EOB will explain the charges applied to
your deductible (the amount you pay for covered services before your plan begins to pay) and any charges you owe your
health care professional. Please keep your EOB on file in case you need it in the future.
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Caution: Any person who, knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance or
statement of claim containing any materially false information; or (2) conceals for the purpose of misleading, information concerning any material fact
thereto, commits a fraudulent insurance act.

IMPORTANT CLAIM NOTICE

Alaska Residents: A person who knowingly and with intent to injure, defraud or deceive an insurance company or files a claim containing false,
incomplete or misleading information may be prosecuted under state law.

Arizona Residents: For your protection, Arizona law requires the following statement to appear on/with this form. Any person who knowingly presents
a false or fraudulent claim for payment of a loss is subject to criminal and civil penalties.

California Residents: For your protection, California law requires the following to appear on/with this form. Any person who knowingly presents a false
or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to fines and confinement in state prison.

Colorado Residents: It is unlawful to knowingly provide false, incomplete or misleading facts or information to an insurance company for the purpose
of defrauding or attempting to defraud the company. Penalties may include imprisonment, fines, denial of insurance, and civil damages. Any insurance
company or agent of an insurance company who knowingly provides false, incomplete or misleading facts or information to a policyholder or claimant for
the purpose of defrauding or attempting to defraud the policyholder or claimant with regard to a settlement or award payable from insurance proceeds
shall be reported to the Colorado Division of Insurance within the Department of Regulatory Agencies.

District of Columbia Residents: WARNING: It is a crime to provide false or misleading information to an insurer for the purpose of defrauding the
insurer or any other person. Penalties include imprisonment and/or fines. In addition, an insurer may deny insurance benefits if false information
materially related to a claim was provided by the applicant.

Florida Residents: Any person who knowingly and with intent to injure, defraud or deceive any insurer files a statement of claim or an application
containing any false, incomplete or misleading information is quilty of a felony of the third degree.

Kentucky Residents: Any person who knowingly and with intent to defraud any insurance company or other person files a statement of claim
containing any materially false information or conceals, for the purpose of misleading, information concerning any fact material thereto commits a
fraudulent insurance act, which is a crime.

Maryland Residents: Any person who knowingly OR willfully presents a false or fraudulent claim for payment of a loss or benefit or who knowingly OR
willfully presents false information in an application for insurance is quilty of a crime and may be subject tofines and confinement in prison.

Minnesota Residents: A person who files a claim with intent to defraud or helps commit a fraud against an insurer is guilty of acrime.

New Jersey Residents: Any person who knowingly files a statement of claim containing any false or misleading information is subject to criminal and
civil penalties.

New Mexico Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to civil fines and criminal penalties.

New York Residents: Any person who knowingly and with intent to defraud any insurance company or other person files an application for insurance or
statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact material
thereto, commits a fraudulent insurance act, which is a crime and shall also be subject to a civil penalty not to exceed $5000 and the stated value of the
claim for each such violation.

Oregon Residents: Any person who knowingly and with intent to defraud any insurance company or other person: (1) files an application for insurance
or statement of claim containing any materially false information; or, (2) conceals for the purpose of misleading, information concerning any material
fact, may have committed a fraudulent insurance act.

Pennsylvania Residents: Any person who, knowingly and with intent to defraud any insurance company or other person, files an application for
insurance or statement of claim containing any materially false information, or conceals for the purpose of misleading, information concerning any fact
material thereto, commits a fraudulent insurance act, which is a crime and subjects such person to criminal and civil penalties.

Rhode Island Residents: Any person who knowingly presents a false or fraudulent claim for payment of a loss or benefit or knowingly presents false
information in an application for insurance is guilty of a crime and may be subject to fines and confinement in prison.

Tennessee Residents: It is a crime to knowingly provide false, incomplete or misleading information to an insurance company for the purpose of
defrauding the company. Penalties include imprisonment, fines and denial of insurance benefits.

Texas Residents: Any person who knowingly presents a false or fraudulent claim for the payment of a loss is guilty of a crime and may be subject to
fines and confinement in state prison.

Virginia Residents: Any person who, with the intent to defraud or knowing that he is facilitating a fraud against an insurer, submits an application or
files a claim containing a false or deceptive statement may have violated state law.
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