
OUTPATIENT SURGERY CENTER 
PATIENT’S RIGHTS AND RESPONSIBILITIES 

 

At Outpatient Surgery Center, our patients are treated in a manner that recognizes their basic human rights. 

 

CARE: You have the right to considerate, respectful care at all times and under all circumstances, with recognition of your personal 

dignity. 

PRIVACY: You have the right, within the law, to personal and informative privacy. 

INFORMATION: You have the right to be provided, to the degree known, information concerning your diagnosis, treatment and 

prognosis. When concern for a patient’s health makes it inadvisable to give such information to the patient, such information is 

made available to an individual designated by the patient or to a legally authorized individual. 

SECURITY: Disclosures and records are treated confidentially, and except when required by law, you have the right to approve or 

refuse the release of these records. 

PARTICIPATION: Unless contraindicated by concerns for your health, you have the opportunity to participate in decisions 

involving your health care. 

ACCESS: You shall be accorded impartial access to treatment regardless of race, color, sex, national origin, religion, handicap, 

disability or sexual preference. Outpatient Surgery Center adheres to all federal and state rules, regulations and policies to promote a 

non-discriminatory environment for all our patients. 

BILLING: You are responsible for your co-insurance, deductible and co-pay prior to procedure date. If there is a difference 

between the collected estimate and your actual responsibility, we will either refund your monies or send a statement for the balance. 

You have the right to receive an itemized bill for all services. 

IDENTIFICATION: You have the right to know the identity and professional status of all individuals providing service to you. 

COMMENTS: You are given the opportunity to report any comment concerning the quality of services provided to you during the 

time spent at the facility and to receive fair follow-up on your comments. 

DISCLOSURE OF OWNERSHIP: A corporation formed by physicians owns this facility. Your physician may be an owner in or 

of this facility. Please be advised you have the right to choose where to receive services, including an entity in which your physician 

may have a financial relationship. 

  

PATIENT AND/OR FAMILY RESPONSIBILITIES INCLUDE: 

 Any outcome that is the result of refusing treatment or not complying with treatment 

 Providing your past and present medical/surgical history 

 Understanding the nature if your surgery 

 Following all treatment plans established for you 

 Being considerate of other patient’s rights 

 Following the organization’s rules and regulations governing patient care and conduct 

 Providing feedback about service needs and expectations 

 

1.    Have you executed a Living Will?     YES NO 

  2.    Have you executed a Durable Power of Attorney for decision-making? YES NO 

 

If available, please provide a copy of the document for your medical record 

 

 

 

********************************************************************************************************** 

 

I recognize that I am requesting treatment by Outpatient Surgery Center and that I am responsible for any costs for that treatment, 

regardless of whether or not I have insurance coverage. I agree to promptly pay upon receipt, any statement for services rendered.  

 

I hereby request and direct my insurance carrier to pay directly to Outpatient Surgery Center the medical benefit otherwise due to 

me under the terms of my policy. Payment of this amount as directed shall be the same as if paid by me. I also authorize the surgery 

center to release information (to include information regarding communicable or venereal diseases) acquired in the course of 

examination or treatment to my insurance company, peer review or hospital if transferred for follow-up care. A photocopy or similar 

copy of this assignment shall be as valid as if it were the original. 

 

I attest that I, a patient/responsible party of Outpatient Surgery Center, received a copy of Outpatient Surgery Center’s brochure and 

Patient’s Rights and Responsibilities and Notice of Privacy Practices brochure. 

 

 

______________________________________  ____________________________________________ 
Witness    Date   Signature of Patient or Responsible Party  Date 

 

 

 


