
PATIENT CONSENT ON ADMISSION TO NORTH CENTRAL SURGICAL CENTER 

Consent to Medical and Surgical Procedures: I give my consent to all the medical procedures which may be performed upon me by 
the Hospital, on either an inpatient or outpatient basis, which are ordered or prescribed for me by my attending physicians. This may 
include but is not limited to: laboratory procedures, x-ray examination, diagnostic procedures, medical, nursing or surgical treatment 
or procedures, anesthesia, or hospital services rendered to me under the general and special instructions or my physician. 

Consent to Imaging/Diagnostic Procedures: I give my consent if the attending physician believes it is beneficial for me to undergo 
one or more of the following exams that produce ionizing radiation: diagnostic X-rays, Computed Tomography (CT), and the use of 
Fluoroscopy while undergoing an injection, surgical or pain procedure. Although both short and long-term risks are present with 
radiation exposure, this rarely results in significant short or long-term injury. In complex cases, local tissue damage to the skin or even 
underlying layers may occur that may require additional follow-up treatment. 

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 hospital has a needle stick or mucous membrane exposure to my blood or body fluids. I further consent to the 
medical treatment from 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. 

Authorization for Use or Disclosure of Protected Health Information (please initial and check choice, if applicable)  
______ I hereby  DO  DO NOT authorize the use of audio/video record or broadcast of my surgery and disclosure of individually 

     identifiable health information relating to me as described below. 

______ I further  DO  DO NOT authorize physical observation of my surgery by medical personnel and appropriate 
manufacturers representatives or other observers as determined by my physician. 

______ I (we) authorize my surgeon the use of photograph in the interest of my medical record. 

• The above information will be called “Authorized Information” throughout the rest of this Authorization.

• The Authorized Information will be used by the physician performing my surgery and by other individuals as determined by
my physician.

• The Authorized Information can be disclosed for informational and / or instructional purposes.

• This Authorized Information can be used when all identifying information have been removed, to instruct in a clinical
environment or for research purposes in accordance with applicable privacy rules.

• I understand that if the person or entity receiving Authorized Information is not a health plan or health care provider
covered by federal privacy regulations, the Authorized Information may be re-disclosed by the recipient and may no
longer be protected by federal or state law.

• I understand that I may revoke this authorization at any time by notifying the Business Office Manager on North
Central Surgical center in writing. However, if I choose to do so, I understand that my revocation will not affect any
disclosure allowed by this Authorization before the receipt of my revocations.

• I understand that I may refuse to sign this Authorization and that my refusal to sign in no way affects my treatment.

Release of Information: I authorize the Hospital and any physician involved in my care to release medical information and 
supporting documentation of same as compiled in my medical records during this admission or outpatient visit to any organization 
which is or may be liable or responsibly for payment of charges associated with my care and for all other purposes of benefit payment. 
If my injury is work-related, I authorize the Hospital to release any information from my medical records to my employer and / or its 
designee. 
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In compliance with the State Medical Device Act of 1990, if an FDA designated medical device is implanted during surgery. I (we) 
understand that my Social Security number and name will be released to the manufacturer. 

________ I (we) understand that my name and procedure will be posted on the OR Scheduling board, in a private area of the operative 
Suite. 

DO YOU HAVE ADVANCE DIRECTIVES?    Yes    No   If yes, where is it located? ________________________________ 

______  I (we) understand that in the event surgery is performed and circumstances arise necessitating resuscitative measures the 
Surgeon. Anesthesiologist and employees of North Central Surgical Center will employ all necessary methods to resuscitate. 

______  Valuables and Personal Items: I (we) agree to assume full responsibility for items I bring such as money, jewelry, other  
valuables, or personal items such as dentures, eyeglasses, hearing aides, contact lenses, etc. 

______ I am of sound mind and capable of and have in fact reviewed the following information and I am hereby voluntarily initialing 

this Consent. The following information has been provided to and explained to me: (1) the danger of failing to inform the  
medical providers of, and/ or failing to remove, and body piercing and/ or other metal artifacts, in or on one’s person, 
prior to the procedures discussed. 

______ Physician ownership acknowledgement (please initial):  North Central Surgical Center meets the definition of “physician 
owned hospital” under 42 CFR 489.3. The hospital may be owned in part by your physician. You have the right to choose the 
provider of your health care services. Although we believe that North Central Surgical Hospital will be able to meet your 
needs, you have the option to use a facility other than ours. You will not be treated differently by your physician if you 
choose to use a different facility; however, your physician may not be able to perform your procedure(s) at such facility. If 
desired, your physician or staff member can provide information about alternative health care providers. If you have any 
questions concerning this notice, please feel free to ask your physician or an administrative representative of North Central 
Surgical Center. 

_______I acknowledge that one or more of the physicians providing treatment at North Central Surgical Center may have ownership 
interest in North Central Surgical Center. I also acknowledge that I have the right to choose the provider of my healthcare 
services and I have chosen North Center Surgical Center. 
I acknowledge that I have been offered a current listing of partners at North Central Surgical Center. 

I have      RECEIVED      -or-         DECLINED  this listing.   (check box)      

______ Patient rights: I have received a copy of the “Patient’s Rights and Responsibilities”. 

_______ I  DO or  DO NOT want the hospital to notify a family member/representative and/or my physician in the event of my 
admission. 

Contact Information: 
Family/Representative Name: ________________________________________ Phone: ________________________________ 
Physician Name: __________________________________________________ Phone: ________________________________ 

DOCUMENTATION OF GOOD FAITH EFFORT 
The patient identified was provided with a copy of the provider’s privacy Notice on the date. A good faith effort has been 
made to obtain a written acknowledgement of patient’s receipt of the Privacy Notice. However, acknowledgement has not 
been obtained because: 
______ Patient refused to sign the Privacy Notice Acknowledgement. 
______ Patient was unable to sign because: _____________________________________________________________ 
______ There was a medical emergency. Provider will attempt to obtain acknowledgement as soon as practical. 
______ Other reasons: ________________________________________________________________ 

________ Confidential / No Information Patient: I understand that if I request to be registered as a Confidential / No Information 
Patient my presence will not be acknowledged other than to my caregivers and those with a need to know. 



Revised 7/2023            CONSENT #30 

________Pediatric Patients (under the age of 18 years old): A parent/legal guardian must provide consent for medical treatment of a 
minor-aged patient. Any pediatric patient requiring hospitalization must be accompanied by a parent/legal guardian at all 
times. 

________ Sensory or Physical Impairments: I understand the hospital has resources to meet special needs for patients with sensory or 
physical impairments. I have the following special needs: __________________________ _ 

______ MEDICARE patients only (please initial): If this is an admission, which is covered by Medicare, I have received a copy of 
“An Important Message from Medicare” furnished by North Central Surgical Center. 

Non-Smoking Policy: In accordance with regulatory agency standards, North Central Surgical Center is a non-smoking facility. 

Financial Agreement: The undersigned agree(s), whether he/she signs as agent or patient, that in consideration of the services to be 
rendered to the patient, he/she hereby individually obligated himself/herself to pay the account of the Hospital for services to be the 
patient in accordance with the regular rates and terms of the Hospital. Should the account be referred to an attorney or collection 
agency for collection, the undersigned shall pay attorneys fees and collection expenses actually incurred. I further acknowledge that all 
physicians furnishing services including but not limited to radiologist, pathologist, anesthesiologist, consultants and assistants to the 
physician are independent contractors and not employees of the hospital. I understand that I may receive separate billing from each of 
these providers for services rendered. 

Assignment of Insurance Benefits: I hereby authorize payment directly to North Central Surgical Center and all attending physicians 
of the insurance benefits specified and otherwise payable to me but not exceed the Hospital’s regular charges for these services. I 
understand that I am financially responsible to the Hospital for charges not covered or disallowed by the assignment. 

I (we) certify this form has been fully explained to me, that I (we) have read it or have had it read to me (us), that the blank spaces have been 
filled in, and that I (we) understand its contents. 

/ AM/PM 
SIGNATURE OF PATIENT OR LEGALLY RESPONSIBLE PERSON DATE TIME 

WITNESS OF SIGNATURE SIGNATURE OF LANGUAGE ASSISTANCE 
REPRESENTATIVE (IF APPLICABLE) 
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PATIENT HEALTH INFORMATION REQUEST FORM 

At which of the following number(s) do we have permission to contact you? 

 Home ______________________________ Work ____________________________

 Cell Phone __________________________     Other _____________________________

May we leave a message for you:  at work?  Yes    No   at home?  Yes    No   cell?   Yes    No

Other than you or your insurance, whom may we talk to about your healthcare information?

NAME PHONE NUMBER RELATIONSHIP 

In order to verify accurate health and surgical information, we will be asking you various questions in 
different settings. The Pre-Op Holding Area and Post-Anesthesia Area are locations where you and 
other patients will be asked questions. You will be in separate bays within these areas, and you may be 
seen or overheard by other patients/family members. Will this be a problem for you?  Yes  No 

Do you have any health information that you would like kept confidential from any person or persons? 
 Yes     No    If so, please describe:
___________________________________________________________________________________

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

_______ I understand that by designating this individual as my support person/patient representative, I 
am hereby giving permission to share my protected health information with the designated individual.  

Would you like to designate a support person/patient representative?   Yes  No 

If yes, list name of designated individual: __________________________________________________ 

• Your support person/patient representative may remain with you throughout your hospital stay, with the
following exceptions:

o During a treatment or procedure
o In a medical emergency, at the physician’s discretion

• You also have the right to receive visitors throughout your hospital stay. North Central Surgical Center's
Post-Surgical Unit has an open visitation policy as long as visitors are not disruptive to other patients. If
there is anyone you would like to restrict from visiting you, please let us know,

• 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 I agree that North Central Surgical Hospital, its legal agents, or affiliates 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. If an email address has been provided, North Central Surgical Hospital, its legal agents, or
affiliates may contact me with an email notification regarding my care, our services, or my financial
obligation.

__________________________________ ________________________________ 
Patient/Patient Representative Signature Date       Time 
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State Required Ethnicity and Race Questions 

 

BACKGROUND INFORMATION 
 
Texas law requires the Texas Health Care Information Council to collect information on the race/ethnic backgrounds of hospital 
patients. Hospitals are required to ask patients to identify their own race and ethnic backgrounds. 
 
The data obtained through this process will be used to assist researchers in determining whether or not all 
citizens of Texas are receiving access to adequate health care. 
 
If patients fail or refuse to identify their own race and ethnic backgrounds, facility staff will use its best judgment in making 
the identification.  
 

QUESTIONS 
 

Question #1:  Nationality or Ethnic Background  
(Mark the box that most accurately identifies the patient’s ethnic background.) 

 
Is the patient . . .? 
 
 (1) Hispanic/Latino (21352) 
 (2) Not Hispanic/Latino (21865) 
 I (patient or patient’s legal guardian) refuse to answer the question. 

 
 

Question #2: Race  
(Mark the box that the patient believes most accurately identifies his/her race.) 

 
Is the patient . . .? 
 
 (1) American Indian/Eskimo/Aleut (10025) 
 (2) Asian or Pacific Islander (20289) 
 (3) Black (20545) 
 (4) White (21063) 
 (5) Other Includes all other responses not listed above. Patients who consider themselves as multiracial or mixed   should 

choose this category. (21311) 
 I (patient or patient’s legal guardian) refuse to answer the question. 

 
 
 
Patient or Legal Guardian Signature: _________________________   Date: ____________________ 
 
 
 
  

 



Privacy Notice Acknowledgment 

I acknowledge that I have received a copy of the Privacy Notice from North Central 
Surgical Center Hospital. 

Privacy Notice Revision Date: December 1, 2018 

_____________________________________ _______________________  
Patient or Patient Representative Signature Date 

______________________________________ 
Patient Representative's Relation to Patient 

ABOVE - Patient or Patient Representative Use Only 

BELOW - Provider Use Only 

Documentation of Good Faith Effort 
The patient identified above was provided with a copy of the Provider's Privacy Notice on this date. A good faith 
effort has been made to obtain a written acknowledgment of the patient's receipt of the Privacy Notice. However, 
acknowledgement has not been obtained because: 

 Patient refused to sign the Privacy Notice Acknowledgement

 Patient was unable to sign because: ___________________________________________________________

 There was a medical emergency. Provider will attempt to obtain acknowledgement as soon as practical.

 Other reason, described below:

________________________________________________________________________________________ 

________________________________________________________________________________________ 

___________________________________________ 
Employee Signature 
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