2 INOVA
. TN

Inova Staff: A list of disability and special naed supports and instructions can be found on the

back of this form. At the first opportunity, please complete this form with the patient or companion 3ADA
and have it scanned into the patient’s slsctronic madical record. Complets ons form psr psrson

raquasting accommaodation.

Patient or Companion: If you or any companion assisting in your care has a special nesd, please indicate below:
O Patient’s medical condition doses not allow completion at this time.

Patient Companion/Legal Guardian
Are you deaf or do you have serious difficulty hearing? OYes OYes

O No O Na
Ara you blind or do you have sericus difficulty seeing, OYes OYes
sven when wearing glasses? ONe O No
Do you have sericus difficulty walking or climbing stairs? | O Yes OYes
{5 years old or older) O No O No
Do you have any other special needs or disability that OYes OYes
require services or accommaodations during your visit O No ONo
today?
If you have indicated a need above, do you or your OYes OYes
companion need services or accommodations related ONo ONo
to your identified need(s)?

Please describe type of accommodation requested:

Do you have any special instructions for care providers? If so, please describe below:

Staff Notes regarding accommodations given: (Inova Staff: Please document in detail accommaodation(s)
requested and services given. Resource suggestions on the back.)

By my signature below, | hereby certify that: (i} | have besn given the opportunity to communicate whether | and/or
my companion has a disability or spacial need requiring accommodation; {ii} | have had the opportunity to
communicate my needs to staff as reflected above and that the above selections are true, accurate and complete;
(i} | understand that Inova Health System will use its best efforts to accommodate my requests and that any
accommaodations provided will be given free of charge; (iv) | have been offered/given a copy of the Patient Rights
brochure which contains information for filing a complaint if | am unsatisfied with my requested accommodations
during my visit today.

Signature of Patient/Patient Representative/Companion Date Time
Print:
Relationship to Patlent: [ 8elf [Parent [ Famlly Member [Frend [ Other

SBlgnature of Employes Withess Date Time
Print:

PATIENT IDENTIFICATION

Inova Health System

If labsl is not available, please complete: Americans with Disabllitles Act (ADA)/
Special Needs Assessment

Patient Name
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Inova Staff: Please discuss available services, aids or accommodations with the patient and/or companion.

Complate one form for each person requasting accommeodation. Note that not all items are available at each location.

For a complete list of equipment available at your facility, check InovaNet.

Date & Time | Date & Time Date & Time | Date & Time
Requastsd Providsd Raquasted Provided
O Documsents In largs print O Walking sscort
[0 Documents read aloud " O Wheslchalr sscort
& |0 Sereen magnifier T |0 Exra-wide wheelchalr
g O Magnifying shest % escort
§ O Request sscort @ | O Transfer assistance
E O Special lighting E O Assistancs positioning
@ |OBraills phons % O Accessible sxam tabls
@ |0 Medified call bell > O Accessible weight scals
5 |Oother {comment) £ |0 Modifisd call bell
2 |o 'g O Walker in room
> = |O Other (comment)
O
Date & Time | Date & Tims Date & Time | Date & Tims
Requested Provided Requested Provided
O Assistive listaning device O Cognitive impaiment
{Pocketalker) O Requires additional time
% O Dispogable amplifier % O Sound sensitivity
'<f O Intarpreter services 4 |0 Speach impairment
E O Point to speak cards % O Uses point to spaak cards
C |0 Notspad = 12 Uses service animal
E O TTY {f admitted) D |0 Other (comment required)
) |OClesed caption TV 8.
2 |__decader gf admitted) ’f
= |CAmplified phone with 2
% flasher {(If admitted) O
O Other {cormmsnt required)
O Uses hearing aids O Uses notepad
O Spaak loudty O Knock before entering
2 O Spaak slowly O Announce your presence
2 |0 Make aye contact [ Read whits board
‘g O Reads lips O Grlent to changsd surraundings
W |0 8psak In Hght ear O Uses service anlmal
= O Spsak In left sar O Uses walker
® |0 Uses palnt to speak cards O Uses cane
‘é O Walt for Interprster befors communlcating O Qther {commsnt regquired)
o

PATIENT IDENTIFICATION

Inova Heaalth System

Americans with Disabllitles Act (ADA)/
Special Needs Assessment

If label is not available, please complete:

Patient Name
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