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PATIENT INFORMATION
PATIENT NAME (LAST) (FIRST) 1) SSN
OATE OF BIRTH AGE SEX MARITAL STATUS
Q SINGLE O MARRIED O oivorcep QD wipowep ) SePARATED
HOME PHONE CELL PHONE EMAIL ADDRESS
ADDRESS: APT. ¢ cITY STATE ar
PATIENT'S EMPLOYER (Responsible Party i patient is a minor or unemployed) CJ F/T (3 P/T EMPLOYER'S PHONE OEPT. / EXTENSION
( )
EMPLOYER'S ADDRESS cIY STATE P
RESPONSIBLE PARTY INFORMATION
NAME (LAST) (FIRST) ML) SSN:
ADDRESS APT. ¢ cmy STATE 2P
RELATIONSHIP TO PATIENT HOME PHONE WORK PHONE CELL PHONE
« )
CONTACT'S NAME RELATIONSHIP TO PATIENT
PRIMARY INSURANCE CO. PHONE
( )
CLAIM MAILING ADORESS cIY STATE 2P
INSURED'S NAME DATE OF BIRTH SS
"RELATIONSHIP TO PATIENT POLICY # or D# GROUP # / GROUP NAME EFFECTIVE DATE
INSURED'S EMPLOYER EMPLOYERS ADDRESS
-_seoouomv' "INSURANCE CO. PHONE
« )
CUAIM MAILING ADDRESS cIY STATE P
INSURED'S NAME PHONE # DATE OF BIRTH 1D/SS
RELATIONSHIP TO PATIENT POLICY # or ID# GROUP # / GROUP NAME EFFECTIVE DATE
INSURED'S EMPLOYER EMPLOYERS ADDRESS
MEDICARE INFORMATION
MEDICARE NUMBER RETIREMENT DATE | ARE YOUA VETERAN? | DID THE VA REFER TREATMENT? | HAVE YOU SUFFERED FROM BLACK LUNG ?
Dvyes O No Oves 0O No Oves O No
ARE YOU ENTITLED TO MEDICARE BASED ON A DISABILITY? | ARE YOU ENTITLED TO MEDICARE DISABILITY SOLELY ON THE BASIS OF END STAGE KIDNEY DISEASE?
Oves 0O No Oves O No
INJURY INFORMATION
RY
DATESYMPTOMSBEGAN.__ /. / N Y VR0 AccenT?
LT WORKMANS COMP. CARRIER
CARRIER PH#

ADJ'S NAME

DATE RESPONSIBLE PARTY SIGNATURE DATE REGISTERED BY INITIALS
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FINANCIAL POLICY

- The patient is responsible for all charges incurred at Parkway Surgery Center (PSC). A bill from PSC for the use of the
facility will be sent to the patient and/or the patient’s responsible party. The charges on the bill cover the use of pre-op,
WMWW.M.W.MWWNWM. These charges do not
ammwmmmwmm.m.w.mwwmmmm

. nyouhawhsuraneo.PSCwlllmeadalmforyouasaeouMsy.lfyouhavenotbunnoﬂlhdofpammm by
the sixth week following surgery, you should contact your carrier. if you have a deductible, co-pay, or co-insurance dus,
payment arrangements must be made prior to surgery. Any non-covered amounts, amounts over the usual and
customary and compiiance penalties will be billed to the patient.

PSC has contracts with many managed care organizations. You are expected to follow the rules of your carrier in
obtaining pre-authorizations, referrals, etc. PSC will assist you with this process if needed and abide by all the rules of
mm.nmmmmammmrm.mwmmwmmmm
with your insurance company/managed care organization but cannot guarantee the resuit.

- if you do not have insurance, payment arrangements must be mads prior to surgery. if requested, a price quote of
charges for your procedure will be given. qu&smb“mmmuﬂmmdaﬂﬂeanﬂyﬁom actual
charges because every patient's surgery is different. These quotations will not incdlude any physician fees or services.

RELEASE OF INFORMATION

! |agmmmmmmqmmmmmwmwammmmpscmym
mdmmmmmwmwwmmmmnmmw or may be liable
mw«wmdmmmmmmmwhwmmmMemmm
m'wmmwsw.wwmmmmmm.

ASSIGNMENT OF BENEFITS

mmmmmmmmpscwmunMMdelwmmPscwmm
otherwiss payabie to the WumhMwahMmmamwﬂ.
nbwmwmmwmmmmwmmmmwwm
company of any and all cbiigations under a policy to the extent of such payment. | understand that the patient is
financially responsible for charges not covered by this assignment.

FINANCIAL AGREEMENT

. lmﬂmmhwwmmmmmydhmahmfsmm.
| authorize PSC or its agent to check with any credit bureau, and to verify the patient's employment or insurance
m.nmmbmmmmmmumummhmmanm due PSC,
reasonable attomey’s fees and collection expense. If any of my checks are returned by my bank, | understand that | will
be charged an additional fee at the prevalling rate at that time.

mwmmmmwhm.mamw.whummws

legal representative, or is duly authorized by the patient as the patient's general agent to execute the above and accept its
terms. | also understand that @ photocopy of this release is as valid as the original.

Pagem/Parenti/Agent Dete Time

Relationship to Patient Withasa
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PQKWAY SURGERY CENQ

Patient Informed Consent to Resuscitative Measures
(Not Revocation of Advance Healthcare Directives or Medical Power of Attorney)

All patients have the right to participate in their own healthcare decisions and to make Advance Healthcare Directive or to
exacute a Power of Attorney that authorize others to make decisions on their behalf, based upon their expressed wishes,
when they are unable to make decisions or unabie to communicate decisions. Parkway Surgery Center respects and upholds
those rights.

However, unlike in an acute care hospital setting, Parkway 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 will
discuss the specifics of your procedure with your physician who can answer your questions as to your surgical risks, your
expected recovery and care after your surgery.

Therefore, it is our policy (regardless of the content of any Advance Healthcare Directive, instructions from a Health Care
Surrogate or Attomey 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 or withdrawal of treatment measures already begun will be ordered in accordance
with your wishes. Advance Healthcare Directive, or Health Care Power of Attorney. Your signature below does not revoke
or invalidate any current Health Care Directive or Health Care Power of Attorney.

(if you do not agree with this policy, we are pleased to assist you to re-schedule this procedure.)
(Please check the appropriate box in answer to this question.)

Have you executed an Advance Health Care Directive, a Living Will or a Power of Attorney that authorizes
someone to make Health Care decisions for you?

Please Initial appropriate answer(s):
____ Yes, | have an Advance Healthcare Directive, Living will or Health Care Power of Attorney.

____ No, | do not have and Advance Healthcare Directive, Living Will or Health Care Power of Attorney.
____ 1would like to have information on Advance Healthcare Directive.

By signing this document, | acknowledge that | have read and understand the contents and agree to the policy
described above.

DATE: Signature:

(Patient)

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

DATE: Signature:

(Patient Advocate)
Print Name:

Relationship to Patient: (J Court appointment guardian
Q Attomey in fact
0 Health Care Surrogate
Q other:

Parkway Surgery Center Employee
Patient Identification

Parkway

Surgery Center

A Joint Vextue with 5. Rose Dessizican and United Surpical Rartasre

INFORMED CONSENT TO RESUSCITATIVE MEASURES
PSC-720 (1-5-03)




Patient’s Communication Preferences Regarding their PHI

Telephone Communication Preferences
Home #

Work # Place Patient Identification Label Here
Mobile #

Other

E-Mail Communication Preferences
Email Address

In order to best serve our patients and communicate regarding their services and financial obligations we will use all
methods of communication provided to expedite those needs. By providing the information above | agree that Parkway Surgery
Center or one of its legal agents may use the telephone numbers provided to send me a text notification, call using a pre-
recorded/artificial voice message through the use of an automated dialing service or leave a voice message on an answering device.
it an email address has been provided, Parkway Surgery Center or one of its legal agents may contact me with an email notification
regarding my care, our services, or my financial obligation.

Mall Communication Preferences

May we send mail to your home address? (I no, please provide an alternate
maliling address below.)

Other than you, your insurance company, and heaith care providers Involved in your care, whom can we talk with about
your health care Information? (Check all that apply)

Name: Yelephone
0 Spouse
0 Caretaker
0 Child
0 Parent
O Other

Do you have any health information that you would like to be kept confidential from any person or persons? If so,
please specifically describe the information and person or persons below:

I acknowledge that | have been given the opportunity to request restrictions on use and/or disclosure of my protected health
information.

| acknowledge that | have been given the opportunity to request alternative means of communication of my protected heaith
information.

Patient or Personal Representative Signature Date

Printed Name Relationship to Patient

PP13505 Patient PH! Preference Form Page 1 of 1 Revised: 3/18/14
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Medication Reconciliation Sheet

Patient Stated Home Medications (including herbal and over the counter drugs):

ALLERGIES : First Second Third Fourth
Admission Admission Admission Admission
|
Date/Time Date/Time Date/Time Date/Time
Medication Dosage/Route | Frequency last taken last taken last taken last taken
reconciled by: | reconciled by: | reconciled by: | reconciled by:
RN RN RN RN
Patient Signature
Pt Sticker

Parkway @

Surgery Center

A Joint Venture with $3. Ross Dominicon and United Surpical Partaers
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A Joins Venture with S1. Rose Dominican and Unised Surgical Partners

PRE-ANESTHESIA QUESTIONNAIRE
INSTRUCTIONS: Please indicate by a checkmark ( ¢ ) your answer to each question. These answers will greatly
help us to give you the best possible care during your procedure. If you do not know an answer please indicate by
a question mark (?). If there are multiple answers please circle the appropriate one, be specific, explain if necessary.
AGE SEX HEIGHT WEIGHT
MEDICATION ALLERGIES Reaction:
ARE YOU ALLERGIC TO LATEX? 0 Yes O No Reaction:
Have you or anyone in your family had an unusual reaction to Anesthesia? 3 Yes 3 No Explain:

Are you taking any medications, including blood thinners (asprin, ibuprofen, plavix, coumadin, etc.)
Please List:

Are you taking any herbal medications? 0 Yes (3 No

Please List:
Yes No P . ;

Have you had or do you still have? When? 30. Efvigg :nféaegtzt:rrlgery befcge .HCyr;gI;gtrohns]; DER.
1. Are you a d'abet'C?,) Q Breast/Biopsy Q Orthopedic
e p Q Cataracts O Sinus/Nasal
3. Bronchitis/or chronic cough? Q Gallbladder O Tonsils/Adenoids
4. Asthma? 0 Hernia O Other
5. Emphysema?
6. Shortness of Breath?
7. Any other Lung trouble? 31. Any iliness or disease not listed?

If yes, explain:
8. Do you smoke? How much day?
9. Rheumatic Fever?

10. Heart Murmur?
11. Any heart valve problem?
12. High Blood Pressure?
13. Do you have a pacemaker? Rate
14. Chest Pain/Angina?
15. Heart Attack(s)?
16. Palpitations: Irregular or fast heartbeat?
17. Any Blood Disease?
18. Jaundice, Hepatitis, Liver Trouble?
19. Gallbladder trouble?
20. Do you drink alcoholic beverages?
How much alcohol/beer in a week?
21. Gastric - esophageal problems?
22. Reflux - frequent indigestion?
And/or Hiatal Hernia?
23. Seizure disorder?
24. Neurological problems?
Stroke, Paralysis, severe head injury?
25. Head or Neck injury or surgery?
26. Back or disc problems or sciatica?
27. Kidney trouble?
28. Thyroid trouble?
29. Any history of street drug use?
How long ago?

Please list any information you feel would be helpful in your
care;

Date:

Signature:

Print:

Cell Phone Number:

PATIENT INFORMATION

CO0000000000| DouocooUoc0do0o0' oopouooo
CO000000000 0000000000000 0ocuooog
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