North Tampa Outpatient Surgical Facility
Notice of Rights and Responsibilities
Rights
1. The right to quality care and treatment.

2. The right to know the identity and professional status of all individuals providing service to you.

3. The right to respectful safe care and treatment free from abuse and harassment.

4. The right to receive treatment regardless of race, color, sex, national origin, religion, handicap, disability, or sexual preference. 

5. The right to exercise your rights without fear of reprisal.

6. The right to participate in decisions concerning care and treatment.

7. The right to be fully informed regarding one’s condition.

8. The right to confidentiality of records and communications, and access to them.

9. The right to informative and personal privacy regarding your diagnosis, treatment options, and the potential outcomes of the treatment.  

10. The right to understand and sign an Informed Consent form before receiving care.

11. The right to refuse a treatment, as permitted by law.  You can refuse treatment and still receive alternate care.

12.  The right to detailed information regarding service fees and charges.

13. The right to express spiritual and cultural beliefs.

14. The right to report a grievance.

15. The right to appropriate assessment and management of pain.

16. The right to know ASC rules that will affect your treatment.

Responsibilities
1. You are responsible for providing accurate/complete information your health, for reporting perceived risks in your care, and for reporting unexpected changes in your health.

2. You are responsible for providing your healthcare insurance information to the ASC. 

3. You are responsible for your actions if they refuse treatment or fail to follow your practitioner’s instructions.

4. You are responsible for being respectful and considerate of other patients and organizational personnel.

5. You are responsible to ask questions if you do not understand the nature of your treatment.

6. You are responsible for your co-insurance, deductible and co-pay at the time of service.  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.
7. You are responsible to provide a responsible adult to transport you home from the facility and remain with you for 24 hours.

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 which your physician may have a financial relationship.

These rights and responsibilities outlined the basic concepts of service here at the North Tampa Outpatient Surgical Facility.  If you believe that at any time one or more of the statements has not been met during your care here, please ask to speak to the Medical Director or Center Director.  We will make every attempt to understand your complaint/concern.  We will correct the issue you have if it is within our control, and you will receive a written response.

NORTH TAMPA OUTPATIENT SURGERY
PATIENT’S RIGHTS AND RESPONSIBILITIES
1. Have you executed Advance Directives or Living Will?   


YES      NO
· Please provide a copy of your Advance Directives or Living Will
2.     Have you executed a Durable Power of Attorney for decision-making?  
YES      NO

3.  I wish to receive information regarding Advance Directives   


YES      NO

· Patient was provided with Health Care Advance Directives.             _________           ________

                                                                                                                                           Initials
            Date
4.  I accepted that my Advance Directives will not be honored.                          
YES        NO
· Patient was provided with a  Rescind of a 

Living Will and Permit CPR During Outpatient 

Surgery/Procedure.






     ________            _______









                 Initials                Date

5.     I wish for my surgery to be canceled at this time.  
  


YES        NO

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

I recognize that I am requesting treatment by North Tampa Outpatient Surgical Facility 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. Balances that remain unpaid after 30 days are subject to service charges not to exceed eighteen (18) percent per year.  I further agree that if any amount remains outstanding for a period of sixty (60) days, that balance will be considered delinquent and may be turned over to a collection agency, or an attorney for collection.  If the account is turned over to a collection agency or an attorney, because the account is delinquent, then and in that, I agree that in addition to the charge made by Tampa Outpatient Surgical Facility for medical services, I will also pay the charge made by the collection agency and/or reasonable attorney’s fees and costs incurred collecting the unpaid balance of my account.  

I hereby request and direct my insurance carrier to pay directly to North Tampa Outpatient Surgical Facility 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.

By my signature I certify that I, a patient/responsible party of a patient at North Tampa Outpatient Surgery have received a copy of my “Patient’s Rights and Responsibilities, and the facility’s Notice of Privacy Practices and have 
read and understand them thoroughly.


Witness




Date
      Signature of Patient or Responsible Party                                                                                     Date 
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