
           

RE-01F18 C 6/2014       Patient No._________________________ 

Electromed, Inc.
500 Sixth Ave. N.W.
New Prague, MN 56071
Phone: 952-758-9299
Fax: 952-758-1941

PATIENT AGREEMENT AND CONSENT FORM

Patient Name:         Date of Birth:      
Home Address:                
Insurance Plan(s):              
Other Entities (ex. Physicians, Clinics):__________________________________________________________________________

Health Insurance Portability and Accountability Act of 1996 (HIPAA)

I consent to the use and disclosure of my Protected Health Information (PHI) by Electromed, Inc. and its affiliates for treatment and 
payment purposes. I authorize Electromed to communicate with my insurer (s) and with any of my health care providers involved in my 
care as it relates to this medical treatment as necessary.  The Notice of Privacy Practices, which outlines Electromed’s privacy 
practices and my individual rights and responsibilities under HIPAA, is available for review on Electromed’s 
website www.electromed.com, or a copy can be provided to you upon request. This authorization includes all PHI about me that has 
been created or received by Electromed. I can contact the Electromed Privacy Officer toll free at 1-800-462-1045 ext. 3384 if I have 
questions or concerns about Electromed’s Notice of Privacy Practices or my individual HIPAA rights. This authorization will remain in 
effect for a period of one (1) year or until billing and/or appeals have been completed or until I revoke the authorization in writing, 
whichever is earlier.

Assignment of Benefits

I authorize Electromed to submit claims and other information necessary to bill my health insurance and/or benefit plan (Plan). I also 
authorize and request that any and all payments for the purchase and/or rental of equipment be made directly to Electromed or its 
assignments and/or an authorized distributor. I agree to endorse and forward any payments made to me by my Plan to Electromed for 
services billed under this Agreement.

Appeal Consent

If my Plan denies coverage for this equipment, I give permission for Electromed to initiate and act as my representative in the appeal 
process. I agree to fully cooperate with Electromed during the appeal process. I understand Electromed will not charge me to appeal 
with my Plan. I may revoke my permission to appeal at any time. I understand that Electromed makes no guarantee of a favorable 
appeal outcome.  

Patient Compliance Responsibility

I understand that my Plan may require treatment compliance information from me. I agree to respond to Electromed’s request and to
provide this information promptly. If I am not responsive to these requests, reimbursement for this equipment may be adversely
affected.  

Patient Financial Responsibility

Electromed will make every effort possible to obtain complete payment from my insurance Plans. I will be responsible for payment of 
any amount not covered by my insurance Plan, including but not limited to copayments, coinsurance, deductibles, non-covered 
services. I understand that if my insurance plan does not cover the device or provide reimbursement for it, I have several options: 1) I 
can purchase the device directly.  2) I can choose to purchase the device through Electromed’s flexible financing program.  3) I can 
contact Electromed at 1-888-966-2525 for return instructions within 30 days of receiving notice that my insurance will not cover the 
device and request to return the equipment at no additional cost to me. (Electromed will provide the shipping materials necessary and 
will cover shipping costs).

Additional Terms and Conditions

The person signing this authorization may receive a copy of this authorization upon request. NOTE: A duplicate copy of this document 
shall be considered the same as the original. By signing this, I agree to all the terms and conditions stated above.

Patient Signature:        ____________________Date: ___/____/____
Authorized Representative Signature (if applicable):_____________________________________________ Date: ___/____/____
Authorized Representative Name and Phone No. (if applicable):          
If signed by Authorized Representative, please confirm the nature of your relationship with Patient: 
___________________________________________________________ and check reason why Patient is unable to sign:
_____ Patient is a minor under the age of 18 years and parent or legal guardian signature is required.
_____ Patient is not competent to give consent due to a physical or mental condition.
_____ Other (please specify):  __________________________________________

John M. Smith
1234 First Ave, Springfield, IN 55554
BCBS of Indiana and IN Medicaid or other plan administering IN Medicaid benefits

Smith Pulmonary care, Dr. Jones, and South Metro Hospital

John M. Smith 6 20 17

12/19/1963

Write in the patient’s full legal name. 

Fill in the patient’s complete date of birth.

Add the patient’s home address including 
their zip code.

Write in all of the patient’s active
health insurance plans by plan name.

Medicare coverage should be listed as ‘Medicare or 

other plan administering Medicare benefits.’ Medicaid 

coverage should be listed as ‘Medicaid or other plan 

administering (state name) Medicaid benefits.’

By listing Medicare and Medicaid plan information this 

way, the patient agreement and consent form remains 

valid if the patient switches between straight Medicare

or Medicaid and/or managed care plans.

Add other entities, meaning any primary 
care physician, pulmonologist, hospital, or 
clinic that may have medical records related 
to the patient’s pulmonary health.

Have the patient sign and date the patient 
agreement and consent form.

The patient can sign the patient agreement and consent 

form if over 18 years and is competent to give consent. 

Clinic staff are not authorized to sign for patients.

Authorized representative, power of attorney,

legal guardian, or parent can sign if the patient is a 

minor under the age of 18 years or is not competent

to give consent due to a physical or mental condition. 

Please note the signer’s relationship with the patient 

and check the reason why the patient can’t sign.

A completed patient agreement and consent form expedites the time in which Electromed
can gain approval for reimbursement and ship the SmartVest® System directly to the patient.

Follow these steps to make sure that your patient receives their SmartVest System quickly.
Please complete every field.

How to Complete the SmartVest®

Patient Agreement and Consent Form



Prescribe the 
SmartVest® Solution 
for Airway Clearance
The SmartVest® Airway Clearance System is 
designed to provide an effective, convenient,
and comfortable treatment for patients with 
chronic lung conditions.

Visit www.smartvest.com to learn more. 
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Making life’s important moments possible — one breath at a time.®

Corporate Headquarters
500 Sixth Avenue NW, New Prague, MN 56071

Phone: 800.462.1045 or 952.758.9299 · Fax: 866.758.5077
info@electromed.com · www.smartvest.com

www.facebook.com/SmartVestAirwayClearanceSystem

© 2017 Electromed, Inc. 

“SmartVest,” and “Making life’s important moments possible —
one breath at a time” are registered trademarks of Electromed, Inc.

Accredited by The Joint Commission

Engineered and Built in Minnesota
Electromed, Inc., is committed to a strong and continuing program of innovation 
for the benefit of patients and their caregivers.


