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Camp Jotoni & Genoa Pharmacy: Safer, Faster, Easier

Camp Jotoni has partnered with Genoa Pharmacy to enhance our safety measures for campers and
staff alike at camp, along with creating a faster and more efficient check-in experience. Choosing
Genoa Pharmacy for your camper’s medications helps everyone—most importantly your camper.

Why families love this option

o Faster check-in: Meds arrive at camp in advance, so you skip the longest line with priority
check-in.

« Fewer hassles before camp: Genoa coordinates with your prescribers and insurance; no
more last-minute pharmacy runs.

o Consistency for the whole session: Refills and mid-session needs are handled directly with
camp (no mid-week drop-offs).

Why it matters for health & safety

o Clear, travel-ready packaging: Meds are delivered in sealed, labeled, calendar-dated Dispill®
packs—easy to verify and easy to use.

« Reduced medication errors: Unit-dose, time-stamped packs support our double-check
process and improves accuracy.

« Pharmacist oversight: Allergy checks and drug—drug interaction screening occur before
meds ever reach camp.

o Secure chain of custody: Meds ship directly to camp, logged on arrival, and stored per best
practice (including refrigeration when needed).

Why it helps our staff care for your camper

e More time for campers: Less administrative time at check-in and med pass means more time
in activities.

o Standardized documentation: Packaging aligns with our Medication Administration Records
(MARSs), speeding safe administration.

« Rapid replacement support: If something changes (lost, damaged, or dose adjusted), Genoa
helps us resolve it quickly.
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Helpful Notes & FAQs

prescriptions.

Changes to our check in process: Families using Genoa will be put in a priority check-in
line. You will not be required to meet with a nurse but will still have the opportunity available in
case you have anything you would like to discuss with them.

PRN (as-needed) meds: Must include prescriber directions (dose, indication,
frequency/maximum).

Special handling: Refrigerated or controlled medications are packaged and logged according
to policy.

Insurance & costs: Genoa bills your insurance when applicable. Any copays are handled per
the Responsible Party form. There are no additional fees other than your regular copay.

Changes before camp: If your camper’s medications change after you submit forms, notify us
and the prescriber promptly so Genoa can update the order.

Recently filled your prescription? Genoa will work with your insurance and providers to work
around your recent refill to provide camp with the medications required for your session.

Not using Genoa? You may still attend, but expect longer check-in while our nursing team
verifies and repackages meds to camp standards. Your medication will only be accepted in the
original medication containers. You will still need to complete Camp Jotoni's physical form and
provide us with a physician's confirmation of your camper's medications.

Initial here. | agree to allow Genoa Pharmacy to fill and delivery my

Initial here. | choose to remain with and obtain my medications from my

current pharmacy.
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Camp Jotoni and Genoa Pharmacy Information

All campers who enroll in the Genoa Pharmacy program must complete this form and the following
required paperwork:

Genoa Enroliment Form

Responsible Party for Payment Form

Dispill Management Form

Current prescriptions, including OTC orders, sent electronically (preferred), verbally, or faxed
with cover letter

5. Photocopy or scan of primary and secondary Pharmacy Insurance Card

o=

If you completed this Genoa paperwork for a previous camp session, you do not have to
resubmit this paperwork again unless information has changed.

Camper Information

Camper Last Name Camper First Name
Family Contact Last Name Family Contact First Name
Contact Phone Number (Primary) Contact Phone Number (Secondary)

Doctor and Pharmacy Information

Camper’s Doctor:

Camper’s Pharmacy: Pharmacy Address and Phone Number:

Please send all paperwork outlined to campjotoni@thearcofsomerset.org when it is ALL complete,
at least 8 weeks prior to camper arrival at camp.
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healthcares Consumer Enrollment Form

Section 1. Consumer/Facility Information

Consumer Name Preferred Name

Last First M.I.
Social Sec. # Date of Birth Sex: M |/ F Preferred Pronouns

Mailing Address

Street City State Zip
Shipping Address

Street City State Zip
Email Address Phone

Facility Name (if applicable)

Section 2. Acknowledgement of Receipt of Notice of Privacy Practices
By signing this form, you acknowledge receipt of the Notice of Privacy Practices of Genoa Healthcare, LLC. Our Notice of Privacy
Practices provides information about how we may use and disclose your protected health information. We encourage you to read it in full.
Our Notice of Privacy Practice is subject to change. If we change our notice, you may obtain a copy of the revised notice by accessing our
website at http://www.genoahealthcare.com or contacting Genoa at 1-888-GENOARX (1-888-436-6279).

(INITIAL) I acknowledge receipt of the Notice of Privacy Practices of Genoa Healthcare, LLC.

Section 3. Brief Medical History
Diagnosis/Medical Conditions, please describe:

Medication Allergies: Y /N If yes, please describe:

Current Medications:

Current Pharmacy:

Section 4. Prescription Packaging and Delivery Method

Packaging Preference: Vial - NON-Child Resistant Y / N | 30-Day Card: Y / N | Genoa Care Packaging: Y / N | Other:
__ (INITIAL) Medication is required to be dispensed with child resistant safety caps to prevent children from accidental ingestion. You
may elect non-child resistant packaging. By selecting “Y” for any of the prescription packaging and initialing, you are requesting and
acknowledge that your prescriptions will be dispensed in non-child resistant packaging, until such time that you revoke authorization

(INITIAL) Preferred delivery method (check one): [ ] Pick up at pharmacy [ ] Mailed [ | Delivery Driver

Section 5. Consent to Communication

By providing my telephone number to Genoa Healthcare on this Consumer Enrollment Form, | agree to receive automated
calls, prerecorded messages, and/or text messages related to my health care from Genoa Healthcare and its affiliates. |
may revoke or withdraw this consent at any time. Such withdrawal of consent must be made in writing. By providing my
e-mail address on this form, | agree to receive e-mail messages from Genoa Healthcare and its affiliates. To stop receiving
e-mails at any time, | may click “unsubscribe” at the bottom of the e-mail. Genoa Healthcare may send my PHI to me, by
text message or email, in an unencrypted manner. | acknowledge and accept that communications may be sent
unencrypted and there is some risk of disclosure or interception of the contents of these communications.

*Certain restrictions apply on certain medications, please consult with the Pharmacist to see if you qualify.

**Genoa Healthcare will not share any information obtained and will not use it for any other purpose but for the Refill
Reminder Program.

I understand and acknowledge that | am personally responsible for the charges at this site and that Genoa Healthcare will

bill my insurance as a courtesy. In the event of non-payment, | understand that | will be responsible for any outstanding
balance.

Consumer Name (printed):
Signature: Date:

If completing on behalf of a consumer
Authorized Representative Name (printed):
Signature: Date:
Relationship:
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Responsible Party for Payment Form (RPF) - Payee

Completed Forms should be mailed to the Corporate Address for Genoa at:
Genoa Healthcare « 18300 Cascade Ave S., Suite 251 « Tukwila, WA 98188

Date:

Consumer Name:
Acct #: leave blank Facility #: leave blank

Responsible Party (Print Name):

will pay for the following medications:

From: To:

Responsible Party Address:

Phone Number: Home: Work:

Payment Option: (Check One)
ash/Check/Money Order at site location: (pharmacy name)
[ Mail - Checks/Money Order should be made out to Genoa Healthcare and mailed to:
Genoa Healthcare * PO Box 77030 ¢ Minneapolis, MN 55480-7730
|:|Credit Card - Please complete the Credit Card on File Authorization Form (GEN-CCARD
AUTH 1.18)

| have submitted the information above truthfully and | understand | am responsible for the
costs of medications or supplies; which may include charges that are not covered by
insurance. | also understand that Genoa Healthcare has the right to discontinue medication if |
become delinquent in paying all balances owing.

The Responsible Party signature below confirms that the Responsible Party is taking
responsibility for reimbursement to Genoa Healthcare for the charges incurred by the
consumer listed above.

Responsible Party Signature: Date:

GEN-RPF PAYEE 1.18
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Credit Card on File:
Bllling Authorization Form
Completed Forms should be mailed to the Corporate Address for Genoa Healthcare at:
707 S. Grady Way * Renton, WA 98057

(This form may NOT be emailed or faxed. It must be mailed only to the above address.)

You may also pay your bill online at www.genoahealthcare.com

Consumer Name: Site/Acct #: leave blank

Information to be completed by the Cardholder:

The undersigned agrees and authorizes Genoa Healthcare Company to charge the credit card
indicated below for any monthly account balance which include, but are not limited to, co-pays,
coinsurance, deductible,

payment plans, over-the-counter medications, and non-covered medications.

Name:

(As it appears on Card)

Billing Address:

(Street, City and Zip Code as it appears on your Bank or Credit Card Statement)

Type of Credit Card: 16 MasterCard

Visa Discover
Digit Card Number: Expiration Date: /20___ Security Code:
| | | | | | | | | | | | | | | | | (month/year) (last 3 numbers on back of card)
Monthly Charge Agreement:
| [ Balance in full as of the of each month
(Date)
Balance in full as of the of each month, not to exceed $
(Date)
$ on the of each month.
(Date)
Payment Plan agreement (monthly charge + current charges) on the of each month.
(Date)
Email: Phone Number:
| prefer to receive my receipts via: Mail (To the Billing Address Provided Above) Email (At the Email Address Provided Above)

l, authorize Genoa Healthcare to process the above credit
card as “Signature on File” for any balance due on my account. | certify that the information
provided is accurate and correct. | understand that receipts will be sent to the preferred method
selected above at the contact information provided on this form and that this authorization will
expire upon conclusion of care.

Cardholder’s Signature Date

Please Note: Faxed or emailed forms will not be processed for the protection of the consumer.
Credit card payments that decline three months in a row will terminate this agreement.

GEN- CCARD AUTH 1.18
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Dispill Management

Section |. Consumer Information

Consumer Name: DOB:

Section 2. Dispill Changes-New Orders

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME

Medication: Strength: Sig:
Time(s) of Day Given: Notes:

AM NOON EVENING BEDTIME
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