














 
 
 
 

Inova Medical House Call Program 

Please list the names and phone numbers of anyone currently involved in patients care. Please call 
any non-Inova Providers and request that they send our office the 2 most recent visit notes. They 
can be faxed to the Medical House Calls office at 571-665-6878. 
 
 
Current PCP (Primary Care Provider) 
1. 
 
Specialists (cardiologist, nephrologist, dermatologist, etc.) 
1. 
2. 
3. 
4. 
5. 
 
Home Health Company (nursing, physical therapy, occupational therapy, etc.) 
1. 
 
Hospice or Palliative Care 
1. 
 
Care Manager, Social Worker, APS Worker, etc. 
1. 
2. 
 
Private Pay Services (caregiver, aide services) 
1. 
 

Days and times are caregivers in home. 

 

 

 



 
 
 
 

Inova Medical House Call Program

 

 

The following pages are for your information 
only. They do not require any signature and they 

do not need to be returned to Inova. 



                                                Senior Services

Medical House Calls 
(703) 698-2431 

Dear Valued Inova Patient,

Beginning April 5, 2021, all patient care information including lab results, pathology and test results 
will be available to patients in MyChart as soon as posted. This is a mandate of the 21st Century Cures 
Act designed to place more control of treatment information in the hands of the patient. Inova’s goal 
is to embrace patients and their families as integral members of the care team.

There will be eight types of clinical notes that must be shared:

• Consultation notes
• Discharge summary notes
• History & physician notes
• Imaging notes
• Laboratory notes
• Pathology report notes
• Procedure notes
• Progress notes

Please note that you will have immediate access to laboratory results, pathology, and radiology 
results. This may mean that you see the results before members of your care team have had a chance 
to review them. Trust that your Inova care team has a treatment plan to address any concerns that 
may arise from your testing.

How do I update my notification preferences in MyChart?

Are you getting too many notices from MyChart, or not enough? To update your notification 
preferences, follow these steps:

1. Login to MyChart
2. Select "Menu" (top left of the page)
3. Select "Account Settings"
4. Select "Communication Preferences" and adjust by selecting or deselecting items

Our team is prepared to answer your questions, so please do not hesitate to reach out for assistance 
as needed. For additional information, please visit our website at
https://www.inova.org/mychart/opennotes

Thank you,

You Inova Care Team



VIRGINIA ADVANCE MEDICAL DIRECTIVE

I, ______________________________________________________, intentionally and voluntarily make known my 
wishes in the event that I am incapable of making an informed decision, as follows:

I understand that my advance directive may include the selection of an agent in addition to setting forth my choices regarding 
health care. The term "health care" means: the furnishing of services to any individual for the purpose of preventing, 
alleviating, curing or healing human illness, injury or physical disability, including but not limited to medications; surgery;
blood transfusions; chemotherapy; radiation therapy; admission to a hospital, nursing home, assisted living facility or other 
health care facility; psychiatric or other mental health treatment; and life-prolonging procedures and palliative care.

The phrase "incapable of making an informed decision" means: unable to understand the nature, extent and probable 
consequences of a proposed health care decision; unable to make a rational evaluation of the risks and benefits of a 
proposed health care decision as compared with the risks and benefits of alternatives to that decision; or unable to 
communicate such understanding in any way.

This advance directive shall not terminate in the event of my disability.

(YOU MAY INCLUDE IN THIS ADVANCE DIRECTIVE ANY OR ALL OF SECTIONS I THROUGH V BELOW.)

SECTION I: APPOINTMENT OF AGENT
(CROSS THROUGH SECTION I AND SECTION II BELOW IF YOU DO NOT WANT TO APPOINT AN AGENT TO MAKE HEALTH CARE DECISIONS FOR YOU.)

I hereby appoint the following as my primary agent to make health care decisions on my behalf as authorized in this document:

Name of Primary Agent Telephone Fax if any

Address E-mail if any

If the above-named primary agent is not reasonably available or is unable or unwilling to act as my agent, then I appoint the 
following as successor agent:

Name of Successor Agent Telephone Fax if any

Address E-mail if any

I hereby grant to my agent named above full power and authority to make health care decisions on my behalf as described below 
whenever I have been determined to be incapable of making an informed decision. My agent's authority is effective as long as I am 
incapable of making an informed decision.

In exercising the power to make health care decisions on my behalf, my agent shall follow my desires and preferences as stated in this 
document or as otherwise known to my agent. My agent shall be guided by my medical diagnosis and prognosis and any information 
provided by my physicians as to the intrusiveness, pain, risks and side effects associated with treatment or nontreatment. My agent shall not 
make any decision regarding my health care which he or she knows, or upon reasonable inquiry ought to know, is contrary to my religious
beliefs or my basic values, whether expressed orally or in writing. If my agent cannot determine what health care choice I would have made 
on my own behalf, then my agent shall make a choice for me based upon what he or she believes to be in my best interests.

My agent shall not be liable for the costs of health care that he or she authorizes, based solely on that authorization.
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SECTION II: POWERS OF MY AGENT
(CROSS THROUGH ANY POWERS IN THIS SECTION II THAT YOU DO NOT WANT TO GIVE YOUR AGENT AND ADD ANY POWERS OR INSTRUCTIONS THAT YOU DO WANT TO 
GIVE YOUR AGENT.)

The powers of my agent shall include the following:

A. To consent to or refuse or withdraw consent to any type of health care, treatment, surgical procedure, diagnostic procedure, medication
and the use of mechanical or other procedures that affect any bodily function, including, but not limited to, artificial respiration,
artificially administered nutrition and hydration, and cardiopulmonary resuscitation. This authorization specifically includes the power 
to consent to the administration of dosages of pain-relieving medication in excess of recommended dosages in an amount sufficient to 
relieve pain, even if such medication carries the risk of addiction or of inadvertently hastening my death.  
My agent's authority under this Subsection A shall be limited by any specific instructions I give in Section IV below 
regarding my health care if I have a terminal condition.

B. To request, receive and review any oral or written information regarding my physical or mental health, including but not 
limited to medical and hospital records, and to consent to the disclosure of this information.  

C. To employ and discharge my health care providers.  

D. To authorize my admission to or discharge (including transfer to another facility) from any hospital, hospice, nursing home, 
assisted living facility or other medical care facility. If I have authorized admission to a health care facility for treatment of 
mental illness, that authority is stated in Subsections E and/or F below.  

E. To authorize my admission to a health care facility for the treatment of mental illness for no more than 10 calendar days provided that I 
do not protest the admission and provided that a physician on the staff of or designated by the proposed admitting facility examines me 
and states in writing that I have a mental illness, that I am incapable of making an informed decision about my admission, and that I 
need treatment in the facility; and to authorize my discharge (including transfer to another facility) from the facility.  

F. To authorize my admission to a health care facility for the treatment of mental illness for no more than 10 calendar days, even if I
protest, if a physician on the staff of or designated by the proposed admitting facility examines me and states in writing that I have a
mental illness, that I am incapable of making an informed decision about my admission, and that I need treatment in the facility;
and to authorize my discharge (including transfer to another facility) from the facility.
(If you give your agent the powers described in this Subsection F, your physician must complete the following attestation.)

Physician attestation: I am the physician or licensed clinical psychologist of the declarant of this advance 
directive. I hereby attest that I believe the declarant to be presently capable of making an informed decision and 
that the declarant understands the consequences of this provision of this advance directive.

Physician Signature Date

Physician Name Printed

G. To authorize the following specific types of health care identified in this advance directive even if I protest.
(Specifically cross-reference any applicable sections of this advance directive.) 

(If you give your agent the powers described in this Subsection G, your physician must complete the following attestation.)
Physician attestation: I am the physician or licensed clinical psychologist of the declarant of this advance 
directive. I hereby attest that I believe the declarant to be presently capable of making an informed decision and 
that the declarant understands the consequences of this provision of this advance directive.

Physician Signature Date

Physician Name Printed

H. To continue to serve as my agent even if I protest the agent’s authority after I have been determined to be incapable of 
making an informed decision.  

I. To authorize my participation in any health care study approved by an institutional review board or research review 
committee according to applicable federal or state law if the study offers the prospect of direct therapeutic benefit to me.  
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J. To authorize my participation in any health care study approved by an institutional review board or research review committee 
pursuant to applicable federal or state law that aims to increase scientific understanding of any condition that I may have or 
otherwise to promote human well-being, even though the study offers no prospect of direct benefit to me.  

K. To make decisions regarding visitation during any time that I am admitted to any health care facility, consistent with the 
following directions:  

L. To take any lawful actions that may be necessary to carry out these decisions, including the granting of releases of liability to 
medical providers.  

(Add below any additional powers you give your agent, limits you impose on your agent or other information to guide your agent.)

I further instruct my agent as follows:

SECTION III: HEALTH CARE INSTRUCTIONS
(CROSS THROUGH SUBSECTIONS A AND/OR B BELOW IF YOU DO NOT WANT TO GIVE ADDITIONAL SPECIFIC INSTRUCTIONS ABOUT YOUR HEALTH CARE.)

A. I specifically direct that I receive the following health care if it is medically appropriate under the circumstances as determined 
by my attending physician:  

B. I specifically direct that the following health care not be provided to me under the following circumstances:  
(You also may specify that certain health care not be provided under any circumstances.) 

SECTION IV: INSTRUCTIONS ABOUT END-OF-LIFE CARE (“LIVING WILL”)
(CROSS THROUGH THIS SECTION IV IF YOU DO NOT WANT TO GIVE SPECIFIC INSTRUCTIONS ABOUT YOUR HEALTH CARE IF YOU HAVE A TERMINAL 
CONDITION.)

If at any time my attending physician should determine that I have a terminal condition where the application of life-prolonging
procedures – including artificial respiration, cardiopulmonary resuscitation, artificially administered nutrition and artificially administered
hydration – would serve only to artificially prolong the dying process, I direct that such procedures be withheld or withdrawn and 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 or to alleviate pain. If I am an organ, eye or tissue donor (see Section V below), I want this instruction applied 
in such a manner as to ensure the medical suitability of my organs, eyes and tissues for donation.

In the absence of my ability to give directions regarding the use of such life-prolonging procedures, it is my intention that this 
advance directive shall be honored by my family and physician as the final expression of my legal right to refuse health care and my 
acceptance of the consequences of such refusal.

(Cross through Subsections A and/or B below if you do not want to give additional instructions about care at the end of your life.)

A. OTHER DIRECTIONS ABOUT LIFE-PROLONGING PROCEDURES
(If you wish to provide your own directions about life-prolonging procedures, or if you wish to add to the directions you have given 
above, you may do so in this Subsection A. If you wish to give specific instructions regarding certain life-prolonging procedures, such 
as artificial respiration, cardiopulmonary resuscitation, artificially administered nutrition and artificially administered hydration, 
this is where you should write them. If you give specific instructions in this Subsection A, cross through any of the language above in 
this SECTION IV if your specific instructions that follow are different.)
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I direct that:

B. DIRECTIONS ABOUT CARE OTHER THAN LIFE-PROLONGING PROCEDURES

(You may give here any other instructions about your health care if you have a terminal condition aside from your instructions about 
life-prolonging procedures, which are addressed in Subsection A above.)

I direct that:

SECTION V: ANATOMICAL GIFTS
(YOU MAY USE THIS DOCUMENT TO RECORD YOUR DECISION TO DONATE YOUR ORGANS, EYES AND TISSUES OR YOUR WHOLE BODY AFTER YOUR DEATH. IF YOU DO 
NOT MAKE THIS DECISION HERE OR IN ANY OTHER DOCUMENT, YOUR AGENT CAN MAKE THE DECISION FOR YOU UNLESS YOU SPECIFICALLY PROHIBIT HIM/HER 
FROM DOING SO, WHICH YOU MAY DO IN THIS OR SOME OTHER DOCUMENT. CHECK ONE OF THE BOXES BELOW IF YOU WISH TO USE THIS SECTION TO MAKE YOUR 
DONATION DECISION.)

I donate my organs, eyes and tissues for use in transplantation, therapy, research and education. I direct that all necessary 
measures be taken to ensure the medical suitability of my organs, eyes or tissues for donation. I understand that I may register my 
directions at the Department of Motor Vehicles or directly on the donor registry, www.DonateLifeVirginia.org, and that I may use 
the donor registry to amend or revoke my directions; OR

I donate my whole body for research and education. 

[Write here any specific instructions you wish to give about anatomical gifts.]

(You must sign below in the presence of two witnesses.)

AFFIRMATION AND RIGHT TO REVOKE: By signing below, I state that I am emotionally and mentally capable of
making this advance directive and that I understand the purpose and effect of this document. I understand that I may revoke all or any part 
of this document at any time (i) with a signed, dated writing; (ii) by physical cancellation or destruction of this advance directive by 
myself or by directing someone else to destroy it in my presence; or (iii) by my oral expression of intent to revoke.

Signature of Declarant Date

The declarant signed the foregoing advance directive in my presence.

(Witness) (Witness)

This form satisfies the requirements of Virginia's Health Care Decisions Act. If you have legal questions about this form or would like to 
develop a different form to meet your particular needs, you should talk with an attorney. It is your responsibility to provide a copy of your 
advance directive to your treating physician. You also should provide copies to your agent, close relatives and/or friends. For information on 
storing this advance directive in the free Virginia Advance Health Directive Registry, go to http://www.VirginiaRegistry.org. This form is 
provided by the Virginia Hospital & Healthcare Association as a service to its members and the public. (June 2012, www.vhha.com)
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Inova.org

Notice of nondiscrimination
As a recipient of federal financial assistance, Inova Health System (“Inova”) does not exclude, 
deny benefits to, or otherwise discriminate against any person on the basis of race, color, 
national origin, sex, disability, or age in admission to, participation in, or receipt of the 
services or benefits under any of its programs or activities, whether carried out by !nova 
directly or through a contractor or any other entity with which Inova arranges to carry out  
its programs and activities. 

This policy is in accordance with the provisions of Title VI of the Civil Rights Act of 1964, Section 504 of the 
Rehabilitation Act of 1973, the Age Discrimination Act of 1975, Section 1557 of the Affordable Care Act, and 
regulations of the U.S. Department of Health and Human Services issued pursuant to these statutes at 45 C.F.R. 
Parts 80, 84, 91 and 92, respectively.

If you believe that Inova has failed to provide these services or discriminated in another way on the basis of race, color, national origin, age, 
disability, or sex, you can file a grievance by calling 703.205.2175. You can file a grievance in person or by mail, fax, or email. If you need 
help filing a grievance, the Patient Relations staff is available to help you. 

You can also file a civil rights complaint with the U.S. Department of Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at OCRPortal.HHS.gov/OCR/Portal/Lobby.jsf, or by mail or phone at: 

U.S. Department of Health and Human Services  
200 Independence Avenue, SW  
Room 509F, HHH Building  
Washington, D.C. 20201 1-800-868-1019, 800-537-7697 (TDD) 

Complaint forms are available at HHS.gov/OCR/Office/File/Index.html

lnova:

Provides free aids and services to people with  
disabilities to communicate effectively with us,  
such as:

• Qualified sign language interpreters

• Written information in other formats (large print,  
audio, accessible electronifcormats, other formats)

Provides free languages services to people  
whose primary language is not English, such as:

• Qualified interpreters

• Information written in other languages

If you need these services, please let our staff  
know of your needs for effective communication.



Inova.org

Interpreter services are  
available at no cost to you
Please let our staff know of your needs for effective communication

Spanish

Korean

Vietnamese

Chinese

Arabic

Tagalog

Farsi

Amharic

Urdu

French

Russian

Hindi

German

Bengali

Kru (Bassa)

Ibo

Yoruba





SIGNATURE NOT REQUIRED



WHAT IS CHRONIC CARE 

MANAGEMENT?

go.CMS.gov/ccm

If you have Medicare or are dually eligible (Medicare and Medicaid) and live with two or more chronic 

conditions that worsen your quality of life and put your health at risk, chronic care management 

(CCM) services can help connect the dots so you can spend more time doing what you love. 

Examples of these chronic conditions include—but are not limited to—arthritis, cancer, depression, 

diabetes, and high blood pressure. Services may include:

At least 20 minutes a month of care coordination from a health care professional outside of 

in-person office visits, such as phone check-ins and access to a secure electronic patient portal

Personalized assistance from a dedicated health care professional who will work with you to 

create your care plan

Coordination of care between your pharmacy, specialists, testing centers, hospitals, and more

24/7 emergency access to a qualified health care professional and expert assistance with setting 

and meeting your health goals



WHAT IS REQUIRED TO PARTICIPATE IN CCM?

Paid for by the US Department of Health and Human Services.  

November 2023  Publication #

WHAT ARE THE 

BENEFITS OF CCM?

As a CCM participant, you must give written or 

verbal consent to ensure you are involved with 

your care plan and aware of any applicable cost 

sharing. You will need to provide informed consent 

only once unless you switch to a different CCM 

practitioner, and you can disenroll from CCM 

services at any time by speaking to your health 

care provider.

You should also be aware that only one health 

care practitioner and/or hospital can provide CCM 

services each calendar month. 

Talk to your provider about CCM services 

and your coverage. The usual cost-sharing 

rules apply to CCM services, so you may be 

responsible for the usual Medicare Part B cost 

sharing (deductible and copayment/coinsurance) 

if you do not have supplemental, or wraparound, 

insurance. Most dually eligible individuals are 

not responsible for cost sharing. Medigap plans 

provide wraparound coverage of cost sharing for 

CCM, and many individuals have Medigap or other 

supplemental insurance.

For more information visit: go.CMS.gov/ccm

CCM allows you to better manage your care and spend 

more time focusing on your health by helping you work 

toward your health and quality of life goals. CCM can 

help you avoid trips to the emergency department, falls, 

or worsening health.

Coordinated care means you will receive personal 

attention and help from a provider you know and who 

knows about your health conditions and helps to keep 

you healthy. You will receive a comprehensive care 

plan to support your goals, along with more frequent 

communication and support between visits, resources, 

community services, and other educational information.


