
A Guide to Patient Services 

WELCOME TO 

INTENSIVE SPECIALTY HOSPITAL 

 We are here for you….and your family too. 





Welcome to Intensive Specialty Hospital. We thank you for choosing us for your healthcare needs. Intensive 
Hospital is committed to providing quality patient care. Our staff respects the dignity, comfort; and privacy of 
each patient, and will treat you with compassion, courtesy, and respect at all times. 

Our Hospital 

Intensive Specialty Hospital is a long-term acute care provider with four campuses: a 146-bed facility in 
Shreveport, a 50-bed facility in Bossier City, a 24-bed facility in the North campus, and a 30-bed facility in the 
Pierremont campus. We provide a comprehensive range of medical services for acute care patients who require 
a longer time to recover from life's most serious illnesses and injuries. Our specialized care integrates all services 
into an interdisciplinary recovery approach not seen in other healthcare settings. We are fully accredited by the 
Joint Commission and Medicare certified.  

Your Treatment Plan 

Your recovery is our goal, and we will do everything we can to help you achieve it. Your physician, along with 
nursing, respiratory therapy; physical, occupational and speech therapies, dietary and wound care specialists 
meet weekly throughout your stay and work together to develop and implement your care treatment plan. This 
interdisciplinary approach allows our patients to reach optimal recovery in the most efficient and effective 
manner possible. No other level of healthcare provides this level of integration or involvement in your care this 
frequently. We identify every barrier that exists to your discharge and develop plans to overcome those 
obstacles in the most efficient and effective manner.  

You are also an important member of the team involved in your care and discharge plans. Our case managers 
will meet with you after each team meeting to discuss your care and provide you with necessary information to 
answer your questions. If you wish to attend the team conference personally to question or interact with all of 
the team members involved in your care, please inform your case manager. You will be notified of the next 
scheduled team conference and arrangements made for your attendance. If you are unable to attend, you may 
have a representative at the team conference. However, if you are capable of making your own medical 
decisions, family members/ representatives may only attend at your request. We value your privacy and adhere 
to healthcare privacy laws that do not allow us to have those discussions with family members/representatives 
unless authorized by you to do so. 

There are other inpatient psychiatric hospitals local to the area that provide similar services to that of Intensive 
Behavioral. Thank you for choosing Intensive Behavioral for your inpatient psychiatric care. If you would like 
information on other facilities in the area, please contact your local administrator.



Lifestyle + Risk Reduction
Smoking

ANSWERS 
by heart

Is it too late to quit smoking or vaping?
It’s never too late to quit. Quitting smoking has both short-
term and long-term benefits for lowering your cardiovascular 
risk. No matter how much or how long you’ve smoked when 
you quit, your risk of heart disease and stroke starts to drop. 
People who quit smoking generally live longer than people 
who continue to smoke. 

While you may crave tobacco or nicotine after quitting, most 
people feel that becoming tobacco-free is the most positive 
thing they’ve ever done for themselves.

How do I quit?
You are more likely to quit for good if you prepare for two 
things: your last cigarette, and the cravings, urges and 
feelings that come with quitting. Think about quitting in five 
steps:

1. Set a Quit Day. Choose a date within the next seven days
when you will quit smoking or vaping. Tell your family
members and friends who are most likely to support your
efforts.

2. Choose a method for quitting. There are several ways to

Smoking harms almost every tissue and organ in 
the body, including your heart and blood vessels. 
Nicotine, one of the main chemicals in cigarettes, 
causes your heart to beat faster and your blood 
pressure to rise. Carbon monoxide from smoking also 
gets into the blood and robs your body of oxygen. 
Nonsmokers who are exposed to secondhand smoke 
are also harmed. 

If you smoke or vape, you have good reason to worry 
about its effect on your health and the health of your 
loved ones and others. 

Deciding to quit is a big step. Following through is 
just as important. Quitting tobacco and nicotine 
addiction isn’t easy, but others have done it, and you 
can, too.

How Can I  
Quit Smoking? 

(continued)

quit. Some are:

• Stopping all at once on your Quit Day.

• Cutting down the number of cigarettes per day or
how many times you vape until you stop completely.

• Smoking only part of each cigarette. If you use this
method, you need to count how many puffs you take
from each cigarette and reduce the number every
two to three days.

3. Decide whether you need medicines or other help
to quit. Talk with your health care professional
to determine which medicine is best for you. Get
instructions for using it. Therapies may include nicotine
replacement (gum, lozenges, spray, patches or an
inhaler) or prescription medicines, such as bupropion
hydrochloride or varenicline. You could also ask about a
referral for a smoking cessation program.

4. Plan for your Quit Day. Get rid of all the cigarettes,
matches, lighters, ashtrays and smoking products in
your home, office and car. Find healthy substitutes for
smoking. Go for walks. Keep sugarless gum or mints
with you. Munch carrots or celery sticks.

5. Stop smoking on your Quit Day.
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Take a few minutes 
to write down your 
questions for the next 
time you see your  
health care professional.

For example:

Call 1-800-AHA-USA1 (1-800-242-8721),  
or visit heart.org to learn more about  
heart disease and stroke.

Sign up for our monthly Heart Insight 
e-news for heart patients and their 
families, at HeartInsight.org.

Connect with others sharing similar 
journeys with heart disease and stroke 
by joining our Support Network at 
heart.org/SupportNetwork.

HOW CAN I LEARN MORE? Do you have  
questions for your  
doctor or nurse?

When will the 
urges stop?
How can I keep from 
gaining weight?

We have many other fact sheets to help you make healthier choices to reduce your risk, 
manage your condition or care for a loved one. Visit heart.org/AnswersByHeart to learn more. 

MY QUESTIONS:

What if I smoke or vape after quitting?
It’s hard to stay off tobacco and nicotine once you’ve given 
in, so do everything you can to avoid that “one.” The urge will 
pass. The first two to five minutes will be the toughest. If you 
do smoke or vape after quitting:

• This doesn’t mean you’re a smoker again—do something
now to get back on track.

• Don’t punish or blame yourself—tell yourself you’re still a
nonsmoker.

• Think about what triggered the urge and decide what to
do differently the next time.

• Sign a contract to stay tobacco-free.

What happens after I quit?
• Your senses of smell and taste improve.

• Your smoker’s cough will go away.

• You’ll breathe more easily.

• You’ll be free from the mess and smell and the burns on
your clothing.

• You’ll increase your chances of living longer and reduce
your risk of heart disease and stroke.

How Can I Quit Smoking?

http://www.heart.org
http://www.heartinsight.org
http://www.heart.org/supportnetwork
http://www.heart.org/answersbyheart


DOWNLOAD COVERSHEET: 

This is a standard advance directive for your state, made available to you as a courtesy by 
Lifecare Directives, LLC. You should be aware that extensive research has demonstrated that 
there are significant drawbacks to using a very brief state-standard document. As one researcher 
has noted, "the development of statutory forms occurs in the legislative arena, [so] their content 
is the result of a political rather than a 'scientific' process." Because of "political compromise, 
...many of the forms ultimately passed by the legislatures are not optimal from a consumer 
perspective" (see: Hoffmann, Diane E; Zimmerman, S; Tompkins, C. The dangers of directives, or the false
security of forms. Journal of Law. Medicine & Ethics. 1996;24(1) (Spring):5-17). 

American Bar Association concurs, noting that "The statut01y advance directive is not 
necessarily the exclusive, or even the best, pathway for individuals to follow," and suggesting 
that revised and enhanced documents "may be especially helpful as a... replacement for statuto1y 
forms where restrictions in a statutory directive prevents the individual from fully expressing his 
or her wishes" (see: American Bar Association. ( 1991 ). Patient Self Determination Act State Law Guide.
Government printing office, Washington, DC). 

Lifecare Directives staff have reviewed more than 6,000 medical, legal, academic, and news 
media articles on advance directives, as well as reviewing hundreds of document forms. They 
have also conducted formal research with scores of medical, legal, and academic processionals 
along with more than 1,000 lay public participants. From this process, more than 30 additional 
key living will and medical power of attorney enhancements have been identified that should be 
included in any living will (or "health care instruction" or "declaration") and medical power of 
attorney (or "proxy") forms that you may use. 

Please consider obtaining the Lifecare Advance Healthcare Directive to obtain these important 
additions and benefits. To better understand the important enhancements available through this 
combined living will and medical power of attorney, you may wish to obtain the booklet, 
"Should I Use a Shorter Standard Directive?" available through Lifecare Directives, LLC. 

If you have any other questions about this document or other Lifecare resources, please do not 
hesitate to contact our staff who will make eve1y effort to fully respond to your inquiries and 
address any questions you may have. We can be reached at the following: 

Lifecare Directives, LLC 
5348 Vegas Drive Las Vegas, NV 89108 
www.lifecaredircctives.com 
Toll Free: (877) 559-0527 

http://www.lifecaredircctives.com/


~ Lifecare Directives, LLC ~ 

Statutory Advance 
Directive  

for Louisiana Residents 

Standard State Statutory 

Advance Directive for Health Care 
Choices 



Important Notice: 
An advance directive is not a substitute for medical, legal or other necessary advice or direction. This 
document should not be construed as offering counseling, medical, legal, financial, or estate planning or 
advice, nor any other similar guidance or direction. Such counsel should be obtained from qualified, 
certified, and licensed professionals in your locale who are experienced in the specific areas of concern. 
Completion of this document constitutes acceptance of its content both in whole and in part, as well as a 
determination of its utility for the purposes indicated. Lifecare Directives, LLC, and all involved in this 
document's design, publication, and distribution assume no liability for its use, including that which may 
arise from omissions, technical inaccuracies, and typographical errors. Diligent efforts notwithstanding, 
this document is not warrantied to be in compliance with state and local laws. All warranties, including 
those of merchantability, fitness for a particular purpose, and non-infringement are expressly disclaimed. 
The utilizer agrees to seek appropriate outside review prior to completion. The utilizer and all heirs, 
assigns, designees, devisees, representatives, and all others involved, agree to assume all liability for its 
use and any subsequent outcomes, and to release and hold harmless all involved in its design, publication, 
advertising and distribution. The utilizer also agrees that any physician, health care provider, agent, 
proxy, surrogate, representative, mediator, court officer, and all others relying on the document's content 
are similarly free of all liability, when they act in good faith and with due diligence to follow the 
recorded wishes and directions. 



Statutory Advance Directive

For Louisiana Residents

Print Full Name Date of Birth 

Your right (when age 18 or older): To Document Your Personal Wishes, 
and to have these wishes followed~~ 

The Louisiana legislature has designed a living will thorough which to document your 
health care treatment choices. Other statutes govern Acts of Procuration, and Mandate, allowing 
for the nomination of a representative health care agent. Outside of Louisiana, this designation is 
more commonly known as a Power of Attorney for Health Care agent. Collectively, these 
documents are known "advance directives." 

There is an introduction to each that summarizes the scope and purpose of the documents, 
as well as providing further directions for completion. Read it carefully to ensure that your 
advance directives are fully and properly filled out. 

Understanding Your Directive 
To make the best choices for your medical care, your physician needs to know your 

wishes. In fact, the law requires doctors to seek your permission before giving you any 
treatment. However, if you are ever unable to make decisions due to severe illness or injury, this 
may not be possible. Completing this Directive will help your family and physicians know who 
should speak for you and understand what you want if you cannot make this known yourself. 

You can revoke (cancel) this directive at any time by: 1) writing "revoked" across the 
front of the directive, followed by your signature and date, and the signature of at least one 
witness aged 18 years or older ; or 2) by completing a Notice of Revocation; or 3) by telling an 
adult witness that you want it revoked (who must then sign and date a statement, which becomes 
effective only when given to your doctor or health care provider); or 4) by simply completing a 
new directive in which you state that any prior directive is no longer valid (as is already stated in 
this directive). 

You can limit your directive and the authority of anyone named in it, but no changes are 
recommended after the document is witnessed. Any scope-of-authority or content changes 
needed after your directive has been witnessed should be made by completing a new directive. 
First-time changes can be made by lining out anything in the directive and writing "deleted" 
beside that clause or section (or initialing above any word(s) you have lined out), followed by 
your signature, and the signature of at least one of the persons serving as a witness to this 
document, placed in the margin immediately beside the change. 

If you are unable to write, you may tell your directive witnesses what you want to have 
excluded, limited, or added to this directive. They must then sign, date, witness and/or notarize 



the statement of the limitations and exclusions as you have described them. Remember, unless 
you direct otherwise, this directive will only be used to guide your family and doctors if you are 
unable to make and communicate medical treatment decisions for yourself. 

I11structio11s for Completi11g the Directive: 
This directive is written in two parts. While it is best if you fill out the whole document, 

you may choose to complete only Sectio11 I, leaving just a statement of your values and wishes. 
Or you may complete only Sectio11 II, just naming someone to speak for you. However, this may 
leave your family and others without any evidence to support your wishes in the future, or leave 
them unsure who is to make decisions and speak for you. Thus, omitting either section may 
cause your loved ones difficulty if they must eventually make medical choices in your behalf. 
So, you are strongly encouraged to complete the entire directive. 

To complete each document, you should initial in the underlined spaces provided beside 
all the questions that are asked, and fill in any blank lines as directed. Feel free to write "No," 
"None," or "Does Not Apply" in areas that would otherwise be left blank. 

SECTION I: 
LOUISIANA DECLARATION 

a11d Perso11al I11structio11s 
(RS Title 40: Part XXIV-A §1299.58.1 to fl 299.58. 10) 

1. INTRODUCTION: The declaration may, but need not, be in the following form and may include
other specific directions including but not limited to a designation of another 
person to make the treatment decision for the declarant should he or she be diagnosed as 
having a terminal and irreversible condition and be comatose, incompetent, or otherwise 
mentally or physically incapable of communications: 

DECLARATION 

Declaration made this day of 20 ___. 

I, ,being of sound mind, 
do willfully and voluntarily make known my desire that my dying shall not be artificially 
prolonged under the circumstances set forth below and do hereby declare: 
If at any time I should have an incurable injury, disease or illness, or be in a continual 
profound comatose state with no reasonable chance of recovery, certified to be a terminal 
and irreversible condition by two physicians who have personally examined me (one of 
whom shall be my attending physician), and the physicians have determined that my death 
will occur whether or not life-sustaining procedures are utilized - and where the application 
of life-sustaining procedure would serve only to prolong artificially the dying process, - 
then I hereby direct the following: 



(initial only one) 
That all life-sustaining procedures, including nutrition and hydration, be withheld 
or withdrawn so that food and water will not be administered invasively. 

That life-sustaining procedures, except nutrition and hydration, be withheld or 
withdrawn so that food and water can be administered invasively. 

I further direct that I be permitted to die naturally with only the administration of medication, or 
the performance of any medical procedure deemed necessary to provide me with comfort 
care. 

Other Specific Directions 

In the absence of my ability to give directions regarding the use of such life-sustaining 
procedures, it is my intention that this declaration shall be honored by my family and 
physician(s) as the final expression of my legal right to refuse medical or surgical 
treatment and accept the consequences from such refusal. 

Should any of the other specific directions be held to be invalid, such invalidity shall not affect 
other directions of the declaration which can be given effect without the invalid direction, 
and to this end the directions in the declaration are severable. 

I understand the full import of this declaration and I am emotionally and mentally competent to 
make this declaration. 

Signed  
Date  
City, Parish, and State of Residence 

Statement of Witnesses 
The declarant has been personally known to me and I believe him or her to be of sound mind. 

Witness: 
Printed Name: 
Address: 

Witness: 
Printed Name: 
Address: 



SECTION II: 
POWER OF ATTORNEY FOR HEALTH CARE 

(Designation of Health Care Agent by Act of Procuration and/or rules of Mandate) 
(Louisiana Civil Code: Title XV, Articles . '2985 to . '3034, and/or §3890) 

45. INTRODUCTION: This section lets you name a person (called an "agent," or
"representative, " or "attorney-in-fact") to make health care decisions for you, (/'you 
cannot make them for yourself.  The person you name must be at least 18 years of age. 
Unless you indicate otherwise, the powers which you may grant through this document 
include the authority to make health care decisions, including l(fe-sustaining treatment 
decisions, as well as other authorities regarding related affairs. If you have questions, 
you should seek further counsel and advice. 

46. Be it known that I:
Full Legal Name: 
Date of Birth:  
Street Address:  
City:   _ County: _ 
State:   Zip Code:  _ 

~~ Intend by this document to create a power of attorney for health care. This power of 
attorney shall not be affected by my later disability, incompetency, or incapacity (as the 
"principal" herein (pursuant to LA cc Art.§3026)). I am of sound mind, and state that the 
execution of this document is voluntary and without duress. Creation of this power of 
attorney is for the purpose of designating someone to act as my health care agent (also 
known as my attorney-in-fact), to act in my place to make medical decisions for me if I 
become unable to make them for myself. This designation is conditional (f9:3890, unless 
stipulated otherwise elsewhere in this document), becoming effective when, in the 
opinion of at least one licensed medical doctor who has personally examined me, I am no 
longer able make personal medical treatment decisions for myself. By creating this 
document I revoke any prior power of attorney for health care. 

47. I understand that I am not required to choose an agent, but that I am advised to do so to
ensure that my wishes are fully represented and followed. Therefore: 

(initial only one) 
I do not want to choose a health care agent at this time (or I have no one 
appropriate to the task). However, I instruct that Section I of this document be 
recognized (by statutory law, case law, common law and/or federal law) as a 
declaration of my wishes within this Advance Health Care Directive (proceed now 
to sign on page 5); 

OR, 
I do want to appoint a health care agent. I recognize that this person should not be 
my health care provider nor an employer of my health care provider, unless related 
to me by blood, marriage or adoption. The person I have chosen to make, name, 



constitute and appoint to act as my agent and to whom I give full authority to 
make all medical and health care decisions for me at any time during which I am 
unable to make them for myself, is: 

Name of Agent:  
A Resident of Parish: 
Address:  
Telephone: Horne:  Work:  _ 
Cell Phone or Pager:  E-mail: __ 

Specific Agent Authority and General Intent 
My agent shall have the same authority to make health care decisions for me as I would if 
I had the capacity to make them myself. This shall include the authority to consent, 
refuse consent, renew or withdraw consent to any treatment, tests, medications, care, 
services, surgery or therapies used to diagnose or treat any physical or mental condition. 
This authorization includes the authority to consent to the provision, withholding or 
withdrawal of any life-sustaining treatment or procedure even if the consent or refusal of 
such will result in my death; and to legally act in every other matter related to my health 
and personal care with that same authority I would have, without incurring any personal, 
legal or financial liability for such. My intent is to facilitate the management of any and 
all medical matters necessary to provide for my health care and well-being by my agent in 
whom l have full faith and confidence, and to avoid costly conservatorship or other legal 
and court proceedings, where possible. 

I understand the full import of this designation, and I am emotionally and mentally competent to 
make this appointment and grant these powers and authorities. 

Signed  
Date  
City, Parish, and State of Residence  

Statement of Witnesses 
The declarant has been personally known to me and I believe him or her to be of sound mind. 

Witness: 
Printed Name: 
Address: 

Witness: 
Printed Name: 
Address: 



CERTIFICATE OF ACKNOWLEDGMENT OF NOTARY PUBLIC (optional): 
State of Louisiana, 

Parish of } 

Place:  

On this _____day of  , in the year ,before me (insert

officer name/title): ,personally appeared (insert name of

Principal on line here):_____________________________________________ personally known to me (or proved to 
me on the basis of satisfactory evidence (describe:_____________________________) to be the person(s) 

whose name is subscribed to this/these instrument(s) and acknowledged to me that he/she 
executed the same in his/her authorized capacity, and that by his/her signature on the 
instrument(s), executed the instrument(s). I declare that he/she appears of sound mind and not 
under or subject to duress, fraud, or undue influence, that he/she acknowledges the execution of 
the same to be his/her voluntary act and deed, and that I am not the agent (attorney-in-fact), 
proxy, surrogate, or a successor of any such, as designated within this document, nor do I hold 
any interest in his/her estate through a Will or by other operation of law. 

WITNESS my hand and official seal. 

98. Notary Seal: 
Signature of Notary Public 

Date Commission Expires 



Notice of Privacy Practices 

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY.  

Who Must Follow This Notice. Intensive Hospital provides you (the patient) with health care by wording with doctors and 
many other health care provides (referred to as "we, "our ", " or "us"). This is a joint notice of our information privacy 
practices ("Notice"). The following people or groups will follow this Notice: 

• any health care provider who comes to Intensive Hospital to care for you. These professionals include doctors,
nurses, technicians, physical assistants and others.

• all departments and units of our organization, including skilled nursing, outpatient services; mobile units, hospice,
and emergency departments.

• our employees, contractors, students and volunteers, including regional support offices and affiliates.

These entities, sites and locations may share medical information with each other for treatment, payment, or health care 
operations purposes described in this Notice. In addition, we also use and share your information for other reasons as 
allowed and required by law. If you have any questions about this notice, please see our contact information on the last page 
of this notice, 

Our Commitment to Your Privacy. We understand that medical information about you and your health us private and 
personal. We are dedicated to maintaining the privacy and integrity of your protected health information (“'PHI"). PHI is 
information about you that may be used to identify you (such as your name, social security number, or address); and that 
relates to (a) your past, present, or future physical or mental health or condition, (b) the provision of health care to you, or (c) 
your past, present, or future payment for the provision of health care. In providing services to you, we will receive and create 
records containing your PHI. We need these records to provide you with quality care and to comply with certain legal 
requirements. 

We are required by law to maintain the privacy of your PHI and to provide you with notice of our legal duties and privacy 
practices with respect to your PHI. When we use or disclose your PHII, we are required to abide by the terms of this Notice 
(or other Notice in effect at the time of the use or disclosure). 

This Notice applies to the records of your care at Intensive Hospital, whether created by hospital staff or your doctor. Your 
doctor and other health care providers may have different practices or notices about their use and sharing of medical 
information in their own offices or clinics. We will gladly explain this Notice to you or your family member. 

How We May Use and Disclose Medical Information About You. This section of our Notice tells how we may use medical 
information about you. We will protect medical information as much as we can under the law. Sometimes state Jaw gives 
more protection to medical information than federal law. Sometimes federal law gives more protection than state law. In 
each case, we will apply the laws that protect medical information the most. 

Intensive Specialty Hospital is part of a large health system. We may use or share medical information about you with 
hospital personnel at any Intensive Healthcare hospital or facility if necessary for treatment, payment and health care 
operations. Please contact our Privacy Office (at the address below) for a list of all Intensive Healthcare facilities.  

We are required to maintain the confidentiality of the PHI of our patients, and we have policies and procedures and other 
safeguards to help protect your PHI from improper use and disclosure. The following categories describe different ways that 
we use your PHI within Intensive Hospital and disclose your PHI to persons and entitles outside of Intensive Hospital. We 
have not listed every use or disclosure within the categories below, but all permitted uses and disclosures will fall within one 
of the following categories. In addition, there are some uses and. disclosures that will require your specific authorization.  



How much PHI is used or disclosed without your written permission will vary depending, for example, on the intended 
purpose of the use or disclosure. Sometimes we may only need to use or disclose a limited amount of PHI, such as to send 
you an appointment reminder or to confirm your health insurance coverage. At other times, we may need to use or disclose 
more PHI such as when a doctor is providing medical treatment. The following are situations which by law do not require 
your permission or authorization: 

• Disclosure at your request. We may disclose information when requested by you. This disclosure at your request
may require written authorization by you.

• Treatment. This is the most important use and disclosure of your PHI. We may use and disclose your PHI to another
physician or health care provider to provide treatment and other services to you. For example, our physicians
nurses, and other health care personnel, including trainees, involved in our care use and disclose your PHI to obtain
payment from your health insurer, HMO, or other company that arranges or pays the cost of some or all your health
care (“Your Payor”) or to verify that your Payor will pay for health care.

• Health care operations. We may use and disclose your PHI for our health care operations, which include internal
administration and planning and various activities that improve the quality and cost effectiveness of the care that
we deliver to you. Examples are using information about you to improve quality of care, for disease management
programs, patient satisfaction surveys, compiling medical Information, de-identifying medical information and
benchmarking.

• Business associates. There are some services provided in o our organization through contracts with business
associates. Examples of business associates include accreditation agencies, management consultants, quality
assurance reviewers, and billing and collection services. We may disclose your PHI to our business associates so that
they can perform the job we have asked them to do. To protect your PHI, we require our business associates to a
contract or written agreement stating they will appropriately safeguard your PHI.

• Appointment Reminders. We may use and disclose your PHI to contact you as a reminder that you have an
appointment for a consultation or other service through the Services.

• Treatment alternatives. We may use and disclose your PHI to tell you about our recommended possible treatment
options or alternatives that may be of Interest to you.

• Health-related products or services. We may use and disclose your PHI to tell you about our health-related
products or services that may be of interest to you.

• Facility director. Unless you tell us otherwise, we may list your name, location in the hospital, your general
condition (good, fair, etc.) and your religious affiliation in our directory. We will give this information (except your
religious affiliation) to anyone who asks about you by name. Your religious affiliation will be given only to
appropriate clergy members.

• Communications with family and others when you are present. Sometimes a family member or other person
involved in your care will be present when we are discussing your PHI with you. We may use or disclose your PHI to
a family member, other relative, a close personal friend or any other person identified by you when you are present
for, or otherwise available prior to, the disclosure, If we (1) obtain your agreement; (2) provide you with the
opportunity to object to the disclosure and you do not object; or (3) reasonably infer that you do not object to the
disclosure

• Communications with family and others when you are not present. If you are not present, or the opportunity to
agree or object to a use or disclosure cannot practicably be provided because of your incapacity or an emergency
circumstance, we may exercise our professional judgment to determine whether a disclosure is in your best interest.
If we disclose information to a family member, other relative, or a close personal friend, we would disclose only
information that we believe is directly relevant to the person's involvement with your health care or payment related
to your health care. We may also disclose your PHI in order to notify (or assist in notifying) such persons of your
location, general condition or death.

• Threat to health or safety. We may use and disclose your PHI when necessary to prevent a serious threat to your
health and safety or the health and safety of the public or another person. Any disclosure, however, would only be
to someone able to help prevent the threat.



Special Situations That Do Not Require Your Authorization. The following categories describe unique circumstances 
in which Intensive Hospital may use or disclose your PH without your authorization. 

• Public health activities. We may disclose your PHI for the following public health activities to: (1) prevent or
control disease, injury or disability; (2) report births and deaths; (3) report regarding the abuse or neglect ,of
children, elders and dependent adults; (4) report reactions to medications or problems with products; (5) notify
people of recalls of products they may be using; (6) notify a person who may have been exposed to a disease
or may be at risk for contracting or spreading a disease or condition; and (7) notify emergency response
employees regarding possible exposure to HIV/AIDS to the extent necessary to comply with State and Federal
laws.

• Victims of abuse, neglect or domestic violence. If we reasonably believe you are a victim of abuse, neglect,
or domestic violence, we may disclose your PHI to a governmental authority; including a social service or
protective services agency, authorized by law to receive reports of such abuse, neglect, or domestic violence.

• Health oversight activities. We may disclose your PHI to a health oversight agency for activities authorized by
law. These oversight activities include, for example, audits, investigations, inspections, and licensure. These
activities are necessary for the government to monitor the health care system, government programs, and
compliance with civil rights law.

• Lawsuits and other legal disputes. We may use and disclose PHI in responding to a court or administrative
order, a subpoena or a discovery request. We may also use and disclose your PHI to the extent permitted by
law without your authorization, for example, to defend a lawsuit or arbitration

• Law enforcement official. We may disclose you PHI to the police or other law enforcement officials as
required permitted by law. (1) in response to a court order, subpoena, warrant, summons or similar process; (2)
to identify or locate a suspect, fugitive, material witness, or missing person; (3) about the victim of a crime if
under certain limited circumstances, we are unable to obtain the person agreement (4) about a death we
believe may be a result of criminal conduct; (5) about criminal conduct at Intensive Hospital; and (6) in
emergency circumstances to report a crime, the location of the crime or victims, or the identity, description or
location of the person who committed the crime.

• Decedents. We may. disclose your PHI to coroner or medical examiner as authorized by law.
• Organ and tissue donation. We may disclose your PHI to organizations that facilitate organ, eye or tissue

procurement banking or transplantation.
• Research that does not involve your treatment. When a research study does not involve any treatment, we

may want to disclose your PHI to researchers. To do this, we will either ask your permission to use your PHI or
we will use a special process that protects the privacy of your PHI. In addition, we may use information that
cannot be identified as your PHI, but that includes certain limited information (such as your date of birth and
dates of service). We will use this information for research, quality assurance activities, and other similar
purposes and we will obtain special protections for the information disclosed.

• Specialized government functions. We may use and disclose your PHI to units of the government with special
functions, such as the US military or the US Department of State, under certain circumstances. We may use or
disclose your PHI to authorized federal officials for intelligence, counterintelligence and other national security
activities authorized by law. We may use and disclose your PHI to authorized federal officials so they may
provide protection to the President, other authorized persons or foreign heads of state, or conduct special
investigations.

• Inmates. If you are an inmate of a correctional institution or under custody of a law enforcement official, we
may disclose PHI about you to the correctional institution or the law enforcement official. This is necessary for
the correctional institution to provide you with health care, to protect your health and safety and the health
and safety of others and to protect the Safety and security of the correctional institution.

• Workers’ Compensation. We may disclose your PHI as authorized by and to the extent necessary to comply
with state law relating to workers' compensation or other similar programs.



 

• As required by law. We may use and disclose your PHI when requested to do so by any other law not already 
referred to in the preceding categories. For example, the Secretary of the Department of Health and Human 
Services may review our compliance efforts, which may Include seeing your PHI. 

Situations Requiring Your Written Authorization. If there are reasons, we need to use your PHI that have not 
been described in the sections above, we will obtain your written permission. This permission is described as a 
written "authorization." If you authorize us to use or disclose PHI about you, you may revoke that authorization in 
writing at any time. If you revoke your authorization, we will no longer use or disclose PHI about you for the reasons 
stated in your written authorization, except to the extent we have already acted in reliance on your authorization. 
You understand that we are unable to take back any disclosures we have already made with your permission and we 
are required to retain records of the care we provide to you. Some typical disclosures that require your 
authorization are: 

• Special categories of treatment information. In most cases, federal or state law requires your written 
authorization or the written authorization of your representative for disclosures of drug and alcohol abuse 
treatment, Human Immunodeficiency Virus (HIV) and Acquired Immune Deficiency Syndrome (AIDS) test 
results, and mental health treatment. 

• Research involving your treatment. When a research study involves your treatment, we may disclose 
your PHI to researchers only after you have signed a specific written authorization. In addition, an 
Institutional Review Board (IRB) will already have reviewed the research proposal, established appropriate 
procedures to ensure the privacy of your PHI and approved the research. You do not have to sign the 
authorization, but if you refuse you cannot be part of the research study and may be denied research-
related treatment, 

• Psychotherapy Notes. Under certain circumstances, we must obtain your written authorization to use or 
disclose psychotherapy notes from your treatment. 

• Fundraising activities. We may use demographic information and your dates of service for our own 
fundraising purposes. If you do not want us to Contact you for fundraising efforts, you must notify us in 
writing at the address listed at the end of this Notice. You will also be given the opportunity to opt out of 
receiving fundraising communications from us with each communication you receive. 

• Marketing. We must obtain your written authorization ("Your Marketing Authorization”) prior to using 
your PHI to send you any marketing materials. We can, however, provide you with marketing materials in a 
face-to-face encounter without obtaining Your Marketing Authorization, in addition we are also permitted 
to give you a promotional gift of nominal value, if we so choose, without obtaining Your Marketing 
Authorization. In addition, we may communicate with you about products or services relating to your 
treatment, case management or care coordination, or alternative treatments, therapies, providers or care 
settings without Your Marketing authorization. If we receive any direct or indirect payment for making such 
communication, however, we would need your prior written prior written permission to contact you. The 
only exceptions for seeking such permission are when our communication provides refill reminders to you 
or describes only a drug or medication that is currently being prescribed for you and our payment for the 
communication is reasonably related to our cost of making the communication. 

• Sale of PHI. We must obtain your written authorization for a use or disclosure of your PHI for which we 
may receive payment. 

Your Rights Regarding Medical Information About You. You have the following rights regarding health information we 
maintain about you. You may contact a health information representative where services were provided to obtain additional 
information and instructions for exercising the following rights. 

• Right to request additional restrictions. You may request restrictions on our use and disclosure of your 
PHI (1) for treatment, payment and health care operations, (2) to Individuals (such as a family member, 
other relative, close personal friend or any other person identified by you) involved with your care or with 



 

payment related to your care, or (3) to notify or assist In the notification of such individuals regarding your 
location and general condition. While we will consider all requests for additional restrictions carefully, we 
are not, required to agree to a requested restriction, unless (1) the request is regarding a disclosure to a 
health plan for a payment or health care operations purposes and is not otherwise required by law and (2) 
the medical information relates solely to a health care item or service for which you or another person 
other than the health plan has paid us in full. This request must be in writing. We will send you a written 
response. If we agree with the request, we will comply with you request except to the extent that disclosure 
has already occurred or if you are in need of emergency treatment and the information is needed to 
provide the emergency treatment. 

•  Right to receive confidential communications, you may request to receive your PHI by alternative 
means of communication or at' alternative locations. For example, you can request that we only contact 
you at work or by mail. To request confidential communications, you must make your request in writing, 
we will not ask you for the reason for your request. We will accommodate all reasonable requests. Your 
request must specify how or where you wish to be contacted. 

•  Inspection and copies. You may request access to your medical record file and billing records maintained 
by us. You may inspect and request copies of the records. Under limited circumstances, we may deny you 
access to a portion of your records. It you are denied access to PHI, you may request that the denial be 
reviewed. Another licensed health care professional chosen by us will review your request and the denial. 
The person conducting the review will not be the person who denied your request. We will comply with the 
outcome of the review. 

o If you desire access to your records, you must submit your request in writing. If your medical 
information is maintained in an electronic health record, you may obtain an electronic copy of 
your medical information and, if you choose, instruct us to transmit such copy directly to an entity 
or person you designate in a clear, conspicuous, and specific manner. 

o If you request paper copies, we will charge you for the costs of copying, mailing, labor and 
supplies associated with your request. Our fee for providing you an electronic copy of your 
medical information will not exceed our labor costs in responding to your request for the 
electronic copy (or summary or explanation). 

o You should take note that, If you are a parent or legal guardian of a minor, certain portions of the 
minor's PHI will not be accessible to you (for example, records pertaining to health care services 
for which the minor can lawfully give consent and therefore for which the minor has the right to 
inspect or obtain copies of the record; or the health care provider determines, in good faith, that 
access to the client records requested by the representative would have a detrimental effect on 
the provider's professional relationship the minor client or on the minor's physical safety or 
psychological wellbeing). 

• Right to amend your records. You have the right to request that we amend PHI maintained in your 
medical record file or billing records. If you desire to amend your records, your request must be in writing. 
We will comply with your request unless we believe that the information that would be amended is 
accurate and complete or other special circumstances apply. If we deny your request, you will be permitted 
to submit a statement of disagreement for inclusion in your records. 

• Right to receive an accounting of disclosures. Upon written request, you may obtain an accounting of 
certain disclosures of your PHI made by us during any period of time six years prior to the date of your 
request but may not include dates before April 14, 2003. Your written request should indicate in what form 
you want the list (for example, on paper or electronically). If you request an accounting more than once 
during a twelve (12) month period, we will charge you for the costs involved in fulfilling your additional 
request. We will inform you of such costs in advance, so that you may modify or withdraw your request to 
save. Costs. In addition, we will notify you as required by law if there has been a breach of the security of 
your PHI. 



 

• Paper copy. Upon request, you may obtain a paper copy of this Notice. Even if you have agreed to receive 
such notice electronically, you are still entitled to a paper copy of this Notice. You may obtain a copy of 
this Notice at our website: intensivespecialty.com/patient-guide. To obtain a paper copy of this Notice, 
please ask us for a copy the next time you receive services at one of our facilities or contact us using the 
contact information at the end of this Notice. 

• Minimum Necessary To the extent required by Law, when using or disclosing your PHI or when 
requesting your PHI from another covered entity, we will make reasonable efforts not to use, disclose, or 
request more than a limited data set (as defined below) of your PHI or, if needed by us, no more than the 
minimum amount of PHI necessary to accomplish the intended purpose of that use, disclosure, or request, 
taking into consideration practical and technological limitations. 
 

For purposes of this Notice, a "limited data set" means medical information that excludes the following items: 

 
• Names 
• Postal address information, other than town or city, State, and zip code 
• Telephone numbers 
• Fax Numbers 
• Electronic mail addresses 
• Social security numbers 
• Medical record numbers 
• Health plan beneficiary numbers 
• Account numbers 
• Certificate/license numbers 
• Vehicle identifiers and serial numbers, including license plate numbers 
• Device identifiers and serial numbers 
• Web Universal Resource Locators (URLs) 
• Internet Protocol (IP) address numbers 
• Biometric identifiers, including finger and voice prints 
• Full face photographic images and any comparable images 

 
Changes in this Notice. We may change our privacy practices from time to time Changes will apply to current PHI as well as 
new PHI after the change occurs. If we make an important change, we will change our Notice. We will also post the new 
Notice on our website at intensivespecialty.com/patient-guide. If our Notice has changed, we will offer you a copy of the 
current Notice the next time you seek treatment at one of our facilities. 
 
Concerns or Complaints If you desire further information about your privacy rights, are concerned that we have violated 
your privacy rights, or disagree with a decision that we made about access to your PHI, you may contact our Privacy Officer 
(listed below).   may send a written complaint to the U.S. Department of Health and Human Services, Office of Civil Rights. 
Our Privacy Officer can provide you the address. We will not take any action against you for filing a complaint. 
 
How to Contact Us If you would like more information about your privacy rights, please contact Intensive Specialty Hospital, 
LLC by calling 1-318-934-0370 and ask to speak with the Privacy Officer. To the extent you are required to send a written 
request to Intensive Specialty Hospital to exercise any right described in this Notice, you must submit your request to 
Intensive Specialty Hospital, LLC at: 

Intensive Specialty Hospital Attn: Privacy Officer 150 Airport Road, STE 900 Lakewood, NJ 08701  
Fax: 318-424-2627  Email: info@intensivespecialty.com 

Version Effective: 11/11/2019 

https://intensivespecialty.com/patient-guide/
https://intensivespecialty.com/patient-guide/
mailto:info@intensivespecialty.com


 

Patient Rights 

As a patient in our hospital, you or your representative has the right to: 

Respect and Dignity    
• considerate, respectful care in a safe setting, free from abuse, harassment or neglect, with recognition of your 

personal dignity and to promote a positive self-image 
• care which respects your spiritual, psychosocial and cultural beliefs    
• assurance that restraints and seclusion of any form will not be used as a means of coercion, discipline, convenience 

or retaliation by staff  
• respect for your privacy, security, and confidentiality concerning your medical care and all information concerning 

your hospitalization    
• a patient representative or advocate    
• have complaints heard, reviewed, and when possible, resolved   
• right to file a grievance if your concern is not resolved   
• impartial access to treatment or accommodation 

Information 
• complete and understandable information from your physician concerning your diagnosis, treatment, procedure, 

outcome, and complications  
• be informed of the hospital's charges for services and available payment methods 
• know what rules and regulations of Intensive Hospital apply to your conduct as a patient 
• access to information in your medical records, within the limits of the law 
• be informed of your rights and responsibilities in advance of receiving or discontinuing patient care 
• be informed, by introduction or by wearing a nametag, of the names and functions of all physicians and other 

health care professionals providing direct care to you 
Treatment 

• participate in the development and implementation of a plan of care  
• to give or withhold your consent to treatment to the extent permitted by law and to be informed of the medical 

consequences of that action, as well as the right to access the hospital's ethics committee for consultation on any 
treatment decisions 

• have an Advanced Directive, such as a Living Will or Durable Power of Attorney for Healthcare, to  express choices 
about your care or name someone to act on your behalf     

• all reasonable efforts for treatment and services within the hospital's capability  
• transfer to another facility upon physician approval, provision of complete information to the patient and 

acceptance by the receiving hospital  
• participate or not to participate in research or clinical trials 
• be Informed by your physician, or the physician's delegate, of continuing healthcare requirements following 

discharge 
Communication  

• unrestricted access to visitors, mail, telephone calls, or other forms of communication unless these privileges are 
restricted for therapeutic reasons by a physician in consultation with family members   

• receive, as soon as possible, the services of a translator or interpreter to help you communicate with healthcare 
personnel 

Pain Management   
• information about pain and pain relief measures   
• a concerned staff committed to pain prevention and management  
• health professionals who respond quickly to reports of pain 

 
 



 

Patient Responsibilities  
 
As a patient in our hospital, you have the responsibility to: 

• follow hospital rules and regulations affecting patient care and conduct 
• respect the property of other persons and of the hospital    
• be considerate of the rights of other patients and hospital personnel and assist in the control of noise and the 

number of visitors    
• comply with the smoking policy by smoking in designated areas only     
• provide a complete and accurate medical history to the best of your knowledge    
• provide information about unexpected complications or events    
• make it known whether a proposed course of-treatment is understood and whether those things you are expected 

to do are understood    
• follow the recommendations and advice prescribed and to let caregivers know if you do not understand or have 

questions about your plan of care    
• accept the consequences of your actions if treatment is refused or not followed according to the practitioner’s 

instruction    
• assure that the financial obligation for the health care provider is fulfilled, including providing accurate and timely 

information about source of payment and ability to meet financial obligations 
Personal Valuables 
ALL PATIENTS are requested to leave personal items of value at home. 
Intensive Hospital is NOT liable for the loss of or damage to, clothing, glasses, dentures, or any other personal property, such 
as money, jewelry, documents, or articles of unusual value unless deposited with the hospital for safekeeping according to 
hospital policy. 
 
You may bring small items to remind you of home (photos, radios, etc.), but the maintenance department must check any 
and all electrical items prior to use. 
 
Visitors 
Due to limited space in the therapy area, visitors are asked to check with the Physical Therapist or Occupational Therapist 
before accompanying you co any therapy sessions during the day. 
Children can be a welcome distraction for an ill loved one, but they can tire a patient out very easily. Children are welcome 
during visiting hours, Children under 14 must be accompanied and supervised by a non-patient adult who is at least 18 years 
old and are expected to remain with the adult who is supervising them. Neither the patient nor hospital personnel will be 
responsible for supervising children. In the event of unsupervised children with no responsible adult present, social work may 
be contacted as necessary to ensure the welfare of the child. 
 
Visiting Hours 
Medical Unit:  9:00 a.m. – 9:00 p.m. 
Intensive Care Unit (ICU): 10:00 a.m. – 10:30 a.m.    12:00 p.m. – 12:30 p.m.    5:00 p.m. – 6:00 p.m.    8:00 p.m. – 9:00 p.m. 
Behavioral Health Unit: Monday - Friday    12:30 p.m. – 1:30 p.m.      5:15 p.m. -6:30 p.m. 
   Saturday – Sunday  12:25 p.m. – 4:30 p.m. 
Addictive Disease Unit: Saturday – Sunday  12:00 p.m. – 3:00 p.m. 
 
Mail/Telephone 
Your address while you are here is: 
Intensive Specialty Hospital  Shreveport Campus   1800 Irving Place Shreveport, Louisiana 71101 
Intensive Specialty Hospital  Bossier Campus  2525 Viking Drive Bossier City, Louisiana 71111 
Intensive Specialty Hospital North Campus  2550 Kings Hwy 2nd Floor Shreveport, LA 71103  
Intensive Specialty Hospital  Pierremont Campus  8001 Youree Dr 8th Floor Shreveport, LA 71115 
The mail you receive will be delivered to your room by the hospital staff.  



 

To use the telephone, you must first dial "9" to get an outside line. Any long-distance calls must either be collect or credit 
card calls. 
 
The hospital phone number is (318) 425-4096 Shreveport Campus 

     (318) 841-2525 Bossier City Campus 
     (318) 212-6860 North Campus    
     (318) 212-3200 Pierremont Campus           
                                      

Patient and Guest Cell Phone Etiquette 
1. Cell phones are allowed by patients and guests, as long as it does not interfere or disrupt hospital functions or 

patient care. 
2. Pictures of other patients or staff is prohibited. 
3. Turn your cell phone ringer down or off and place it on vibrate to help minimize the noise level that may cause 

confusion in identifying medical device alarms. 
4. Leave your cell phone in your room or turn the phone off before procedures or testing. 
5. Avoid texting and let cell phone go to voice mall during physician visits, treatments, medication pass or clinical 

consultations. 
6. Keep your voice volume and tone normal while talking on the phone to provide privacy of your personal 

information. If possible, for privacy, use the 10 foot rule of distance between you and anyone else. 
7. Cell phones are personal devices, please do not share with other patients. 

 
Recording Devices 
Patients may not bring recording devices into the Facility with them. If any patient arrives with such equipment, the 
equipment should be removed by the CEO or designee for safe keeping. Patients may bring mobile phones equipped with 
built-in cameras and staff should advise patients and their guests of the prohibition against recording the sound or image of 
other patients and staff. 
 
Smoking 
As we are a healthcare facility, our policy prohibits smoking in any part of the facility at any time. The designated smoking 
area at our Shreveport facility four our patients and their families is provided on the first floor in the inner courtyard. A 
covered area with ample seating is available for patient comfort. The designated smoking area at our Bossier facility is 
located on the northwest exterior of the facility. Patients should be advised that a physician order is required if smoking is to 
be allowed during their hospitalization. 
 
Protective Services/Legal Assistance Resources 

1. Advocacy Center for the Elderly and Disabled: (318) 227-6186 
Client Advocate: Barbara Washington Davidson 

2. Adult Protection Services (ages 18-- 59): (800) 898-4910 
3. Elderly Protective Services (ages 60 and up): (318) 676-5200 or 1-800-259-5284 

State Toll Free Number: 1-800-259-4990 
4. Governor's Office of Elderly Affairs: (225) 342-7100 
5. Nursing Home Ombudsman Program/Caddo Area Agency on Aging: (318) 676-7900 for Caddo/ 

Bossier and 1-800-259-3874 for DeSoto Council on Aging 
6. Long Term Care Ombudsman Program: (800) 259-4990 
7. Louisiana Mental Health Advocacy Service: (318) 676-7332  

 
Further information may be obtained from your Social Worker, Case Manager, Patient Advocate. 
 
 



 

 
Patient Concerns or Grievances 
Concern or complaint about care 
If you have a concern or complaint, we want to help. Please let us try to address your concern. We want to solve your 
problem as quickly as possible. 
 
For concerns or complaints, please follow these steps: 

1. Tell your nurse or doctor about your concern. 
2. If you do not feel comfortable about talking with your nurse or doctor, ask to speak with the manager or 

supervisor on your unit. 
3. If you think that the issue has not been resolved, ask to speak with the Administrator. 

• During business hours you may contact the Administrator 
• After hours and on weekends, contact the hospital operator and ask to speak with the Nursing 

Supervisor 
  Hospital Operator: Shreveport Campus: 318-425-4096  

    Bossier Campus: 318-841-2525  
            North Campus:  318-212-6860 

    Pierremont Campus: 318-212-3200  
  Administration: 318-934-0471 
  Quality and Privacy Officer: 318-934-0370 

 
If we cannot work on your concern or complaint in a timely manner, we will take extra steps. At these times a 
complaint becomes a formal grievance. This process takes longer and has several steps: 

• You may write your grievance in a letter addressed to the hospital Administrator or you may request a meeting with 
a hospital representative to discuss your grievance. 

• A hospital team will study your grievance. 
• There will be a decision. This takes an average of 7 days. 
• You will receive a written report regarding our decision about your grievance that will include: 

1. Steps taken to study your grievance 
2. Results of the review of the grievance 
3. Date of the review 
4. Name and contact information of someone you can speak to about your grievance 
5. Steps we can take on your behalf or that you can take to request additional review within  

Intensive Hospital and/or an outside organization. 
 

To file a complaint or grievance with the Department of Health & Hospitals 
Health Standards Section   (866) 280-7737 (toll free)  
PO Box 3767   (225) 342-5292 (fax)  
Baton Rouge, LA 70821  
 
To file a complaint or grievance with The Joint Commission: 
Office of Quality Monitoring (800) 994-6610 (toll-free) 
The Joint Commission  (630) 792-5636 (fax) 
One Renaissance Boulevard 
Oakbrook Terrace, IL 60181 
 
 
  
 



 

 
 
Financial Obligations 
If you should have questions concerning the hospital bill for your stay in our facility, please feel free to contact the hospital 
You may call Monday through Friday 8:00 a.m. — 4:00 p.m. (CT) and we will be glad to help you with your billing questions. 
Our number is (318) 934-0488. 
 
You have the right to make a request in writing for an itemized statement which details each item or service you have 
received from our facility. Please contact our office if you would like an itemized statement. 
 
Your Rights If You Are A Medicare Hospital Patient 

• You have the right to receive all hospital care that is necessary for the proper diagnosis and treatment of your illness 
or injury. According to Federal Law, your discharge date must be determined solely by your medical needs, not by 
Medicare payments.   

• You have the right to be fully informed about decisions affecting your Medicare coverage and payment for your 
hospital stay and for post-hospital services. 

• You have the right to request a review by a Quality Improvement Organization (QIO) of any noncoverage that you 
receive from the hospital stating that Medicare will no longer pay for your hospital care. QIOs are groups of doctors 
who are paid by the Federal Government to review medical necessity, appropriateness, and quality treatment 
furnished to Medicare patient. The phone number and address of the QIO for your area is: 

Louisiana Health Care Review, Inc. 8591 United Plaza Blvd., Suite 270  
Baton Rouge, Louisiana 70809  
(800) 433-4958 

Where can you get help or more information if you need it? 
• Look at www.medicare.gov on the web. This is Medicare's official website: You can find the most up-to-date 

Medicare information and answers to your questions any time. 
• Call 1-800-MEDICARE   This toll-free help line is available 24 hours-a-day, 7-days a week to answer your questions. 

You can speak to a Customer Service Representative in English or Spanish. TTY users should call 1 (877) 486-2048. 
 
We hope your stay with us is pleasant and we look forward to providing you "Quality Patient Care." If you have any questions 
or concerns during your stay, please contact your Patient Advocate, Case Manager or Social Worker. 
  







Thank You for Choosing Intensive Specialty Hospital. 
We are dedicated to providing you with quality patient care and looking forward to making 

 your stay as comfortable and pleasant as possible. 
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