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Interpreter Information (To be completed by Inova staff, if applicable):

O Inperson 0O Telephonic O Video

Interpreter name/ID number (if applicable)

[ Patient/Designated Decision Maker was offered and refused interpreter [ Waiver signed

PATIENT IDENTIFICATION

If label is not available, please complete:

Patient Name:

Date of
Birth:

Gender: O Male O Female

Medical
Record #
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SIMPLIFIED MANDARIN
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