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Patient Questionnaire (to be completed by patient, family member or responsible party) 

Please complete and check any problems you may have, or have had in the past: 

☐ High Blood Pressure ☐ Emphysema ☐ Nerve Injury ☐ Kidney Problems
☐ Heart Disease ☐ Chronic Cough ☐ Paralysis ☐ Arthritis
☐ Heart Attack ☐ Recent Weight Loss ☐ Back / Neck Injury ☐ Cancer
☐ Chest Pain / Angina ☐ Anemia ☐ Herniated Disc ☐ Chemotherapy
☐ Rheumatic Fever ☐ Blood Transfusion ☐ Diabetes ☐ Radiation Therapy
☐ Bleeding Disorder ☐ Recent Flu / Cold ☐ Thyroid Problems ☐ Loose / Chipped Teeth
☐ Hemophilia ☐ Stroke ☐ Steroid Use ☐ Dentures / False Teeth
☐ Bleed / Bruise Easily ☐ Fainting / Blackouts ☐ Liver Problems ☐ Neck Pain / Stiffness
☐ Asthma ☐ Seizures ☐ Hepatitis ☐ Hoarseness
☐ Breathing Problems ☐ Mental Disorder ☐ HIV / AIDS ☐ Difficulty Opening Mouth 
☐ Bronchitis
☐ Tuberculosis

☐ Migraine Headaches
☐ Blood Disorder

☐ Hiatal Hernia / Ulcers
☐ Frequent Heartburn

☐ Immunizations

History of: ☐  MRSA 
☐ C Diff

Treatment Date:  Reoccurrence? 
Date:  

☐ VRE  Date: 
☐ Shingles    If so, current lesions? _ 

Tobacco Use:  ☐ Yes   ☐ No Amount   How many years Last use 
Alcohol use:   ☐ Yes   ☐ No Amount   How many years    Last use 
Current drug usage, including any recreational drugs or herbal supplements, Aspirin and last dose: 

Could you be pregnant?  ☐Yes    ☐ No Date of last menstrual period: 
Reason for surgery / current medical problem: 
List all previous surgeries and approximate year:  

Any problems with previous anesthesia or surgery? ☐ Yes    ☐ No   If yes, please describe: 

Family history or problems with anesthesia (Ex: high fever, cardiac arrest, MH, etc.)?   ☐ Yes   ☐ No 

Comments:  

List any disabilities:  

Any bruises, rashes or sores? ☐ Yes    ☐ No      If yes, please give location:  

List any other ongoing medical problems:   

I have fully reviewed this questionnaire and answered all questions truthfully and to the best of my knowledge. I 
am aware that my answers could affect my anesthesia outcome and/or overall healthcare. 

Patient, parent or guardian signature: 

Date:  Relationship to patient: 

Nurse Name: Nurse Signature: 
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Patient Medication List 
Must be filled out completely to avoid delay in treatment. 

Allergies & Reactions: 

DOS: 
Medication Dose Route Frequency Last Dose Last Dose 

Date of Service:   Time: Patient Signature: 
RN Signature: 

Date of Service:  Time: Patient Signature: 
RN Signature: 
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Personal Information 
Last Name: First Name: DOB: 

Home Phone: Cell: Work: 

Address:  

State: Zip Code: 

Marital Status:     Single       Married       Widowed       Divorced 

Employer: 

Phone: 

Emergency Contact 

Phone: 

City: 

Email Address: 

Sex:   Male     Female 

Social Security #: 

Referring Physician: 

Primary Care Physician: 

Name: Relationship: Phone: 

Insurance Information 

Primary: Policy Holder: 

SSN: DOB: Relationship: 

Member ID: Group #: Copay: 

Secondary: Policy Holder: 

SSN: DOB: Relationship: 

Policy #: Group #: Copay: 

Please sign and return to receptionist (Please read carefully before signing) 
I, the undersigned, acknowledge receipt of medical services and authorize the release of any medical information necessary to process this claim 
for health care payment only. I authorize payment to the provider. I also understand that I should verify coverage with my insurance company as 
well. I understand that I am financially responsible for all charges whether or not paid by my insurance. I will also notify North Texas Surgery 
Center of any changes to my insurance and my address/phone. We will bill your insurance company as a courtesy; however, any balance due is 
your responsibility. Payment will be requested from you if reimbursement from your insurance company is not received within 60 days. 

Name: Date: 

PATIENT IDENTIFICATION
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AMBULATORY SURGERY CENTER 
PATIENT CONSENT TO RESUSCITATIVE MEASURES 

NOT A REVOCATION OF ADVANCE DIRECTIVES OR MEDICAL POWERS OFATTORNEY 

All patients have the right to participate in their own health care decisions and to make advanced directives or to execute powers 
of attorney that authorize others to make decisions on their behalf based on the patient’s expressed wishes when the patient is 
unable to make decisions or unable to communicate decisions. This surgery center respects and upholds those rights. 

However, unlike in an acute hospital setting, the surgery center does not routinely perform “HIGH RISK" procedures. Most procedures 
performed in this facility are considered to be of minimal risk. Of course, no surgery is without risk. You must discuss the specifics of your 
procedure with your physician who can answer your questions as to its risks, your expected recovery and care after your surgery. 

Therefore, it is our policy, regardless of the contents of any advance directive or instructions from a health care surrogate or attorney 
in fact, that if an adverse event occurs during your treatment at this facility, we will initiate resuscitative or other stabilizing measures 
and transfer you to an acute care hospital for further evaluation. At the acute care hospital, further treatment or withdrawal 
of treatment measures already begun will be ordered in accordance with your wishes, advance directive or health care power of 
attorney. Your agreement with this policy by your signature below does not revoke or invalidate any current health care directive or 
health care power of attorney. 

IF YOU DO NOT AGREE TO THIS POLICY, WE ARE PLEASED TO ASSIST YOU TO RESCHEDULE THE PROCEDURE. 

Please check the appropriate box in answer to these questions. Have you executed an ADVANCEDHEALTH CARE 
DIRECTIVE, a LIVING WILL or a POWER OF ATTORNEY that authorizes someone to make health care decisions for you? 

☐ YES, I have an ADVANCE DIRECTIVE, LIVING WILL or HEALTH CARE POWER OF ATTORNEY.

☐ NO, I DO NOT have an ADVANCE DIRECTIVE, LIVING WILL or HEALTH CARE POWER OF ATTORNEY.

☐ I would like to have information on ADVANCE DIRECTIVES.
IF YOU CHECKED THE FIRST BOX “YES” TO THE QUESTION ABOVE, PLEASE PROVIDE US A COPY OF THAT DOCUMENT SO THAT IT MAY BE MADE A PART OF YOUR MEDICAL RECORD. 

PATIENT’S LAST NAME: PATIENT’S FIRST NAME: DATE: 

If consent to the procedure is provided by anyone other than the patient, this form must be signed by the person providing the consent or authorization. 

North Texas Surgery Center, LLC 
1001 Sara Swamy Dr., Suite 200 • Sherman, TX 75090 

Phone: 903-965-3023 • Fax: 903-965-3028 
www.NorthTexasSurgeryCenterLLC.com 

PATIENT IDENTIFICATION: 

BY SIGNING THIS DOCUMENT, I ACKNOWLEDGE THAT I HAVE READ ITS CONTENTS AND AGREE TO THE POLICY AS DESCRIBED. 
IF I HAVE INDICATED I WOULD LIKE ADDITIONAL INFORMATION, I ACKNOWLEDGE RECEIPT OF THAT INFORMATION. 

BY: 
(PATIENT’S SIGNATURE) 

I ACKNOWLEDGE THAT I HAVE READ AND UNDERSTAND ITS CONTENTS AND AGREE TO THE POLICY AS DESCRIBED. 

BY: 
(SIGNATURE) 

RELATIONSHIP TO PATIENT 

☐ COURT APPOINTED GUARDIAN

☐ ATTORNEY IN FACT

☐ HEALTHCARE SURROGATE 

☐ OTHER 
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FINANCIAL RESPONSIBILITY AND AUTHORIZATION TO DISCLOSE PROTECTED HEALTH INFORMATION 
In consideration of the services to be rendered to the patient, the undersigned (as the parent, the patient's legal representative, parent, guardian, 
spouse, guarantor, or agent) individually promises and agrees to pay the patient's account at the rates and terms stated in the Surgery Center's 
price list (known as the "Charge Master") effective on the date of service, which rates are hereby expressly incorporated by reference as the price 
terms of this Agreement to pay the patient's account. Some special items will be priced separately if there is no price listed on the Charge Master, 
or the charge is listed as zero. In the event that the Surgery Center has to engage an attorney or collection agency to collect any unpaid balances 
that arise from the treatment consented to and services provided herein, the undersigned agrees to pay the reasonable attorney's fees and 
collection expenses, including, without limitation, collection agency expenses, incurred by the Surgery Center. 
An estimate of the anticipated charges for services to be provided to the patient is available upon request from the Surgery Center. Estimates may 
vary significantly from the final charges based on a variety of factors, including, but not limited to, the course of treatment, intensity of care, 
physician practices, and the necessity of providing additional goods and services. In consideration of facility, medical and/or anesthesia services 
rendered to me or my dependents. I hereby assign and transfer any benefits due to me under an insurance policy in so far as they are necessary to 
cover the expenses. If I maintain an insurance policy, then I, as the policy holder, do hereby authorize the payment of any benefits due to me or my 
dependents under such policy in accordance with this assignment. 
The insurance information that has been supplied to this facility is  and this center □ is □ is not a 
participating provider of services with this third-party payer. Furthermore, the physician or other healthcare provider(s) who may provide you with 
your service today may not be participating providers with your insurance plan. Initial:  
You will receive separate bills from the pathologist, radiologist, anesthesiologist, treating and consulting physicians who have provided services to 
you at the Surgery Center. 
I authorize the release of medical, protected health and insurance information to the admitting physician, emergency physician, anesthesiologist, 
radiologist, pathologist, consulting physician, and institutions performing special tests or providing special equipment or supplies. I further request 
payment of Medicare or other insurance benefits to be made to these physicians for 
professional services rendered while I, or one of my dependents, was a patient at the Surgery Center. Initial:  
Consent to Telephone Calls for Financial Communications with regards to services rendered and/or my related financial obligations, I expressly 
agree and consent that NORTH TEXAS SURGERY CENTER and any associated affiliate/vendor providing quality improvement, customer service, 
billing or collection services may contact me by any method of contact (such as telephone calls utilizing an automated dialing device, dialing 
services, prerecorded messages or texting) to any telephone number that I have provided to the Surgery Center, or has been obtained by the 
Surgery Center or any of its associated affiliates/vendors or at a number forwarded or transferred from that number, including mobile telephone 
numbers. Initial:  
The Surgery Center may use or disclose information about you to bill or receive payment for medical treatment or services and/ or supplies provided to 
you, to which you consent to by your signature below. These disclosures include, but are not limited to, releasing information: 
1) To your health plan to obtain approval or to determine whether your plan will cover the treatment or services; and
2) To individuals or entities in collecting amounts owed to us.
I have received this Surgery Center's Notice of Privacy Practices. I understand that if I have questions or complaints, I may contact the Facility
Privacy Official. Initial:
I have received written and verbal notification of my Patients Rights and Responsibilities at this Surgery Center prior to this date and I
understand those rights. Initial:

Signature: 
Patient Date Witness Time 

If the patient is a minor or unable to sign, complete the following: 
☐ Patient is a minor
☐ Patient is unable to sign because:

Patient Parent Legally Designated Representative 

Relationship to Patient if Patient does not sign: 

I give permission for my protected health information to be disclosed for purposes of communicating results, findings and care decisions to 
the family members and others listed below: 

Name: Name: 

Name: Name: 

Signature of Patient: 

North Texas Surgery Center, LLC 
1001 Sara Swamy Dr., Suite 200 • Sherman, TX 75090 

Phone: 903-965-3023 • Fax: 903-965-3028 
www.NorthTexasSurgeryCenterLLC.com 

PATIENT IDENTIFICATION: 

http://www.northtexassurgerycenterllc.com/
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We are pleased to inform you of the way we handle patient financial responsibility at North Texas Surgery Center, LLC. 
Noting today’s economic conditions, we feel certain that you understand and appreciate the necessity for us to be 
diligent in our collection policies and procedures. 

We have verified the Eligibility and Benefits for Outpatient Surgery available to you as member through your 
insurance carrier. In the event that insurance rejects the claim, benefits are less than expected, or any procedures are 
performed in addition to what was scheduled, which is how your estimated financial responsibility was calculated, 
you will be notified and billed according to our billing policies and required to make the necessary payment 
arrangements to satisfy your account balance. 

The Business Office hours are from 8:00 a.m. until 4:00 p.m. Monday through Friday. Feel free to call us any time during 
these hours if you have a question concerning your estimated bill or if you have questions concerning our billing policy. 
We wish to maintain our professional relationships and hope to serve you well with the best surgical care available. 

Donna Berenguer 
Office Manager 

PATIENT/GUARDIAN SIGNATURE DATE 

PATIENT IDENTIFICATION:
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State Required Ethnicity and Race Questions 

Texas law requires the Department of State Health Services to collect information on the 
race/ethnic backgrounds of healthcare facility patients. The rules state “In order to obtain 
this data, the facility staff retrieves the patient’s response from a written form or asks the 
patient, or the person speaking for the patient to classify the patient.  If the patient, or 
person speaking for the patient, declines to answer, the facility (or hospital) staff is to use its 
best judgment to make the correct classification based on available data.” 

The data obtained through this process will be used to assist researchers in determining whether 
all citizens of Texas are receiving access to adequate healthcare. 

If patients fail to identify their own race and ethnic backgrounds, the healthcare facility and staff will 
use its best judgment in making the identification. 

☐ Hispanic/Latino

☐ Not Hispanic/Latino

☐ Decline to answer

☐ American Indian/Eskimo/Aleut

☐ Asian or Pacific Islander

☐ Black

☐ White

☐ Other

☐ Decline to Answer

Question #1: Ethnic Background 

Question #1: Ethnic Background 
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CANCELLATION / NO-SHOW POLICY 

Due to the block of time reserved for your procedure, last minute 
cancellations can create problems, as well as significant expenses for the office. 
If you need to cancel your surgery, please notify our office at least 24 hours 
in advance. 

• If you fail to show up for procedure, or if your appointment is not
cancelled at least 24 hours in advance you will be charged a $75 fee*.

∗ This fee is not covered by insurance and must be paid in full prior to 
rescheduling your procedure. 

• We understand that extenuating circumstances may cause you to cancel less
than 24 hours prior to your scheduled procedure. Fees in this instance may
be waived subject to management approval.

• Patients who cancel the same procedure twice will be referred to their
physician for approval prior to rescheduling the procedure.

Patient Signature Date 

Facility Representative Signature Date 
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PRIVACY NOTICE: I have been given a copy of the HIPAA Privacy Notice. I also understand a copy of the HIPAA Privacy 
Notice is posted in the lobby for review. 
CONSENT TO DRAW BLOOD/EMERGENCY PROCEDURES: I hereby consent to the withdrawal of a blood sample in 
the event an employee or contractor of the Surgery Center had a needle stick or mucous membrane exposure to my blood or 
bodily fluids. I further consent to medical treatment from a licensed physician in the event of a highly urgent or emergency 
event in which the patient, a family member, or other responsible party cannot reasonably be reached to authorize treatment. 
RELEASE OF INFORMATION: In general, medical information concerning the patient’s procedure is treated as confidential 
by the Surgery Center, its personnel, and members of its medical staff. I authorize the Surgery Center to release any information 
necessary for the purpose of determining coverage to my insurer or the entity responsible for claims payments without my 
further written consent. 
FINANCIAL AGREEMENT & ASSIGNMENT OF INSURANCE BENEFITS: In consideration for the services rendered 
to the above-named patient, the undersigned hereby individually obligates him/herself to the account of the accordance with the 
Surgery Center’s regular rates and terms regardless of whether insurance payments are available or made on my behalf. In the 
event it should be necessary to refer the account to any attorney or collection agency for collection, I hereby agree to pay 
reasonable attorney fees and collection expenses. All delinquent accounts, at the Surgery Center’s option, bear interest at the 
legal rate. In consideration of services rendered to the above-named patient, the undersigned hereby authorizes direct payment 
of any insurance benefits to the above-named Surgery Center, otherwise payable to me for this admission. I transfer and assign 
all rights, titles, and interest in the above-named insurance policy, any payment due me to the above-named Surgery Center. I 
understand and agree that I am responsible for providing any information required by my insurance company and agree to 
follow those pre-admission and pre-authorization guidelines which the insurance company may require. I understand that I am 
financially responsible for all changes which are not covered insurance, including, but not limited to, co-pays, deductibles, 
charges in excess of policy coverage, and limitations or exclusions of coverage. In the event my claims are denied, require 
reconsideration, or an appeal for payment, I authorize the above facility to file an appeal with my insurance carrier on my 
behalf. 
PERSONAL VALUABLES & MEDICATION: It is understood and agreed that the Surgery Center will not be liable for any 
loss or damage to valuables including, but not limited to, money, jewelry, glasses, dentures, fur items, documents, canes, or 
personal medical equipment or supplies, clothing, shoes, or other apparel. It is understood and agreed that I will not bring or 
consume personal medications without the Surgery Center’s notice of written permission from my attending physician and that 
the Surgery Center will not be liable for any harm incurred thereby. 
ADVANCE DIRECTIVES: I understand that the Surgery Center will not honor and Advance Directive and will not be liable 
for its terms. The Surgery Center offered information to me regarding the state law for Advanced Directives. Do you have an 
Advanced Directive?  ☐ Yes   ☐ No     Did you bring a copy?   ☐ Yes   ☐ No 
CMS COMPLIANCE: I did receive a copy of Patient Rights, Responsibilities, and Grievance Policy before admission to the 
Surgery Center upon registration at the counter. 
PHYSICIAN: In consideration of medical or surgical services rendered to the above-named patient, the undersigned hereby 
authorizes the direct payment of any insurance benefits due to me to the physicians named below. I transfer and assign all rights, 
titles, and interest in the above-named insurance policy any payments due for physician medical/surgical services to: 
Physician:    Anesthesiologist:  

 Your physician has financial interest in the Surgery Center. 

I CERTIFY THAT I HAVE READ THE FOREGOING AND THAT I AM EITHER THE PATIENT, PARENT, LEGAL 
GUARDIAN OR AM DULY AUTHORIZED BY THE PATIENT AS THE PATIENT’S GENERAL AGENT TO EXECUTE 
THE ABOVE AND ACCEPT ITS TERMS. I UNDERSTAND AND AGREE THAT, AT THE TIME THE PATIENT HAS 
MET THE SURGERY CENTER’S MEDICAL CRITERIA TO LEAVE THE FACILITY. I WILL HAVE A RESPONSIBLE 
ADULT PRESENT TO TAKE ME, THE PATIENT, HOME. I RELEASE THE SURGERY CENTER FROM ANY 
RESPONSIBILITY FOR EVENTS IN VIOLATION OF THIS AGREEMENT. 

AM/PM 
Patient’s Signature Witness Date Time 

Patient’s Representative Relationship to Patient 
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Caprini DVT Risk Assessment 
Directions: 
1. Check all statements that apply to you.
2. Enter the number of points for each of your checked

statements in the space at right.
3. Add up all the points to reach your total DVT Risk Score.

Risk scores may indicate your odds of developing a DVT during 
major surgery or while being hospitalized for a serious illness. 
Studies have shown that if you have 0-2 risk factors, your DVT 
risk is small. The risk increases with the presence of more risk 
factors. 

**Within the Past Month 
Add 1 point for each of the following statements: Total  
☐ Age 41-60 years
☐ Minor surgery (less than 45 minutes) is planned.
☐ Major surgery (more than 45 minutes).
☐ Visible varicose veins.
☐ A history of Inflammatory Bowel Disease (IBD).
☐ Swollen legs (current).
☐ Overweight or obese (BMI 25).
☐ Heart attack.

☐ Congestive heart failure.
☐ Serious infection (for example, pneumonia).
☐ Lung disease (for example, emphysema or COPD).
☐ On bed rest or restricted mobility.
☐ Smoking
☐ Diabetes requiring insulin.
☐ Chemotherapy
☐ Blood transfusion.

Add 2 points for each of the following statements: Total 
☐ Non-removable plaster cast or mold that has kept you from moving your leg within the last month.
☐ A tube in a blood vessel in the neck or chest that delivers blood or medicine directly to the heart within the last
month (also called central venous access, PICC line, or port).
Add 2 points for each of the following statements that apply: Total 
☐ Age 61-74 years
☐ Current or past malignancies, cancer, or melanoma.

☐ Confined to bed for 72 hours or more.
☐ Planned major surgery lasting longer than 45 minutes.

Add 3 points for each of the following statements that apply: Total 
☐ Age 75 or over.
☐ History of blood clots, DVT, or PE.
☐ Family history of blood clots (thrombosis).

☐ Personal or family history of a positive blood
test indicating an increased risk of blood clotting.

Add 5 points for each of the following statements: Total 
☐ Elective knee or hip joint replacement surgery.
☐ Broken hip, pelvis, or leg.
☐ Serious trauma (multiple broken bones).

☐ Spinal cord injury resulting in paralysis.
☐ Experienced a stroke.

** For Women Only 
Add 1 point for each of the following statements that apply: Total 

☐ Current use of birth control or hormone replacement therapy (HRT).
☐ Pregnant or had a baby in the past month.
☐ History of unexplained stillborn infant, recurrent spontaneous abortion (more than 3), premature birth with

toxemia or growth-restricted infant. 

• Add up all your points for your score:

Patient Signature Date Time 
PATIENT INFORMATION: As a patient of North Texas Surgery Center, we, the staff, want you to be educated about your risks for falls, 
blood clots, and pain. We also want you to know what you can expect from us to help prevent and treat these occurrences. Please read over 
this information and ask any of the staff if you have any questions or concerns about this information. 
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FALL PREVENTION GUIDELINES Accidental falls may occur in the surgery center. These accidents are as distressing to the center 
personnel as they are the patient and family. Our healthcare team of nurses, doctors and assistants are here to assist you in a safe and 
speedy recovery. Your participation and cooperation with this program will help you prevent unnecessary injury. 
Why Falls Happen: Falls may occur in the Surgery Center due to: 
• Medications such as tranquilizers, sleeping tablets, pain relievers, blood pressure pills or diuretics may make you dizzy and disoriented.
• Your illness or preparations taken prior to your procedure such as enemas, new medication, long periods without food and water, or tests

your physician has ordered may make you weak and unsteady.
• The Surgery Center may seem foreign and unfamiliar to you, especially when you wake up after anesthesia.
Safety Guidelines for Preventing Falls: By following the safety guidelines below, you, your family, and friends can help reduce your risk
of falling.
• When you need to use the restroom, request someone to assist you by using your call light by your stretcher or in the bathroom. It is

recommended you wear rubber-soled or crepe-soled slippers or shoes, ask your caregiver to provide you with some if you do not have any.
• Remain lying or seated while waiting for assistance. Please be patient, you will be assisted as soon as possible.
• Ask the nurse for help if you feel dizzy or weak getting out of bed. Remember, you are more likely to faint or feel dizzy after sitting or lying

for a long time. Sit in bed a while before standing. Then rise carefully and slowly before you begin to walk.
• Walk slowly and carefully when out of bed. Do not support yourself on rolling objects such as IV poles or bedside tables.
• Always follow your physician's orders and the caregiver's instructions regarding whether you must stay in bed or require assistance to go to

the bathroom.
• Because center staff members cannot remain constantly at a patient's side, it is recommended that a family member stay with the patient

at all possible times.

MANAGING YOUR POSTOPERATIVE PAIN Managing your pain after surgery is very important to your recovery.
Keeping the pain under control will allow you to get up and move around which will decrease the chance of other complications. 

It is important to stay on top of your pain by setting an alarm to remind 
you to take your medicine as ordered by the physician for the first 3-4 
days after surgery. Of course, this depends greatly on the amount of pain 
you are experiencing. 
While awake and with assistance, make sure you get up and move 
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NO PAIN 

2 
MILD 
PAIN 

4 
MODERATE 

PAIN 

6 8 10 
SEVERE HORRIBLE EXCRUCIATING 

PAIN PAIN PAIN 

around the room. Doing any exercise with your legs will assist in. 
preventing blood clots. Sliding your legs up and down while on the 
couch or in bed is beneficial. This should be done every 1-2 hours 
while awake. 

Before leaving the center, your pain level should be within a 
tolerable and manageable state. This level of relief is usually 
obtained from the nurse giving medications through your IV or 
you may receive one dose of your prescribed pain medication 
prior to leaving the center. This will allow time for a family member 
to have your prescription(s) filled. 

If you had a procedure where gas/air was placed into your abdomen, 
walking around will assist in relieving any discomfort. If this does not 
relieve your discomfort within 24 hours or if you should develop other 
problems, such as fever, cramping or an increase in the amount of 
discomfort, please call your doctor for further instruction. 
Make sure to attend all after surgery appointments with your doctor. 

IMPORTANT: PAIN MEDICATIONS CAN CAUSE PERMANENT DAMAGE INCLUDING DEATH IF TAKEN 
MORE FREQUENTLY OR IN A HIGHER DOSAGE THAN PRESCRIBED. 

Helpful Reminders: 
• Do not drive a vehicle or operate machinery if you are taking pain medication.
• Do not drink alcohol while taking pain medications or antibiotics.
• Do not eat or drink anything spicy for the first 24-48 hours after surgery.
• If you develop a rash, itchy skin, or difficulty breathing, stop taking the medications and call your doctor or dial 911 for a true

emergency situation.
• Remember to change positions slowly and sit on the side of the bed/couch for a minute or two to allow your blood pressure to

stabilize before standing.
• Remember to take ill medicines as prescribed. If given antibiotics, you need to complete the entire bottle of medication.
• Sometimes watching television, playing games on a laptop or tablet or listening to music will distract you which will assist in taking

your mind off the pain.

I have read and understand the above information; and a copy was provided to me.

   PATIENT SIGNATURE       

   PATIENT REPRESENTATIVE  

  DATE       

NURSE SIGNATURE 

The contact information for your doctor is: Physician: Phone: 

PATIENT IDENTIFICATION 



Revised 

This accredited facility presents these Patient Rights and Patient 

Responsibilities to reflect the commitment to providing quality patient care, 

facilitating dialogue between patients, their physicians, and the facility 

management, and promoting satisfaction among the patients and their 

designated support person(s), physicians, and health professionals who 

collaborate in the provision of care. This facility recognizes that a personal 

relationship between the physician and the patient is an essential component 

for the provision of proper medical care. When the medical care is rendered 

within an organizational structure, the facility itself has a responsibility to 

the patient to advocate for expanded personal relationships and open 

communications between patients and their designated support persons, 

physicians and the organization’s staff members. This facility has many 

functions to perform, including but not limited to, preventing and treating 

medical conditions, providing education to health professionals and 

patients, and conducting clinical research. All these activities must be 

conducted with an overriding concern for the patient and above all the 

recognition of his or her dignity as a human being. Although no catalogue of 

rights can provide a guarantee that the patient will receive the kind of 

treatment he or she has a right to expect, these patient rights are affirmed 

and actively incorporated into the care provided in this facility. 

1. The patient has the right to receive considerate and respectful

care in a safe setting.

2. The patient has the right to know the name of the physician

responsible for coordinating his/her care.

3. The patient has the right to obtain information from his or her

physician in terms that can be reasonably understood.

Information may include, but is not limited to his or her

diagnosis, treatment, prognosis, and medically significant

alternatives for care or treatment that may be available. When it

is not medically advisable to share specific information with the

patient, the information should be made available to an

appropriate person in his or her behalf. When medical

alternatives are to be incorporated into the plan of care, the

patient has the right to know the name of the person(s)

responsible for the procedures and/or treatments.

4. The patient has the right to obtain the necessary information

from his or her physician to give informed consent before the

start of any procedure and/or treatment. Necessary information

includes, but is not limited to, the specific procedure and/or

treatment, the probable duration of incapacitation, the medically

significant risks involved, and provisions for emergency care.

5. The patient has the right to expect this accredited ambulatory

surgery facility will provide evaluation, services and/or referrals

as indicated for urgent situations. When medically permissible,

the patient or designated support person(s) will receive complete

information and explanation about the need for and alternatives

to transferring to another facility. The facility to which the

patient is to be transferred must first have accepted the patient for

transfer.

6. The patient has the right to refuse treatment to the extent

permitted by law, and to be informed of the medical

consequences of his or her action.

7. The patient has the right to obtain information about any

financial and/or professional relationship that exists between this

facility and other health care and educational institutions insofar

as his or her care is concerned. The patient has the right to obtain

information about any professional relationships that exist among

individuals who are involved in his or her procedure or

treatment.

8. The patient has a right to be advised if this accredited ambulatory

surgery facility proposes to engage in or perform human

experimentation affecting his or her care or treatment. The patient

has the right to refuse to participate in research projects.

9. The patient has the right to every consideration for privacy

throughout his or her medical care experience, including but not

limited to, the following. Confidentiality and discreet conduct during

case discussions, consultations, examinations, and treatments. Those

not directly involved in his or her care must have the permission of

the patient to be present. All communications and records pertaining

to the patient’s care will be treated as confidential.

10. The patient has the right to expect reasonable continuity of care,

including, but not limited to the following. The right to know in

advance what appointment times and physicians are available and

where. The right to have access to information from his or her

physician regarding continuing health care requirements following

discharge. The number to call for questions or emergency care

11. The patient has the right to access and examine an explanation of

his or her bill regardless of the source of payment.

12. The patient and designated support person(s) have the right to

know what facility rules and regulations apply to their conduct as a

patient and guest during all phases of treatment.

13. The patient has the right to be free from all forms of abuse,

neglect, or harassment.
.

14. The patient has the right to exercise his or her rights without

being subjected to discrimination or reprisal.

Patient Responsibilities 

It is the patient’s responsibility to participate fully in decisions 

involving his or her own health care and to accept the consequences 

of these decisions if complications occur. 

It is the patient’s responsibility to follow up on his or her physician’s 

instructions, take medications when prescribed, and ask questions 

that emerge concerning his or her own health care.

It is the patient’s responsibility to provide name of support 

person in case of emergency, and have this support person 

available when advised to do so. 

Direct any care concerns or complaints to: 

Facility Director: ___________________________      

Phone:  ___________________________________ 

And the Investigations Team at QUAD A
Phone: (888) 545-5222  

Email: investigations@quada.org

Department of Health: ________________________

Phone:  _____________________________________ 

Office of the Medicare Beneficiary Ombudsman 

Phone:   1-800-MEDICARE (1-800-633-4227) 

Website:http://www.medicare.gov/claims-and-

appeals/medicare-rights/get-help/ombudsman.html

 

dshs.state.tx.us
512-458-7200

Kristen Bost, BSN, RN
903-965-3023

mailto:info@aaaasf.org
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