PLEASE INITIAL THE FOLLOWING TO INDICATE YOUR UNDERSTANDING

Do you now have an Advance Directive on file at this facility? Yes______   No ________

Would you like to be an organ donor?   Yes_____    No_____  Undecided_____


_____I understand that based on my patient category and/or if I am found not to be eligible to receive care at the Walter Reed National Military Medical Center Bethesda, financial reimbursement for all medical care rendered will be required.


_____I have been informed that I am solely responsible for my valuables and that I must notify the admissions clerk if I have any small valuables for deposit in the Patient Valuables Program.


Printed Name:_______________________________________________


Signature: __________________________________________________ Date:_____________

Inpatient Rates
	No Charge
	Active Duty and Retired U. S. Military personnel, Active Duty U.S. Military Family Members Enrolled in TRICARE Prime, Newborn children of Active Duty U.S. Military, SECNAVDES (NC) 

	Full Reimbursable Rate
	[bookmark: _GoBack]All Other Eligible patients including NATO and Non-NATO Foreign military personnel and their families, Civilian Emergencies, SECNAVDES (FRR) (Please see an Admissions Clerk for details or Questions)



