
CITY OF TAMPA ULTRASOUND PREPS AND EXAM TIMES 

AORTA ULTRASOUND:  NOTHING TO EAT OR DRINK FOR 8 HOURS PRIOR TO EXAM (THIS INCLUDES 

GUM).  PATIENT CAN TAKE MEDICATION WITH A SMALL AMOUNT OF WATER IF NEEDED. 

*EXAM TIME = 15 TO 20 MINUTES

CAROTID ULTRASOUND:  NO JEWELRY AROUND NECK. 

*EXAM TIME = 15 TO 20 MINUTES

THYROID ULTRASOUND:  NO JEWELRY AROUND NECK. 

*EXAM TIME = 15 TO 20 MINUTES

LIVER, PANCREAS, GALLBLADDER, SPLEEN, AND KIDNEY ULTRASOUND:  NOTHING TO EAT OR DRINK 

FOR 8 HOURS PRIOR TO EXAM (THIS INCLUDES GUM).  PATIENT CAN TAKE MEDICATION WITH A SMALL 

AMOUNT OF WATER IF NEEDED.   

*EXAM TIME = 30 MINUTES

BLADDER ULTRASOUND:  PATIENT MUST DRINK 32 TO 44 OUNCES OF WATER AT LEAST ONE HOUR 

BEFORE SCHEDULED APPOINTMENT TIME.  PATIENT MUST NOT USE RESTROOM AND KEEP BLADDER 

FULL.  IF PATIENT IS ALSO SCHEDULED FOR LIVER, PANCREAS, GALLBLADDER, SPLEEN, AORTA, AND 

KIDNEY, IT IS OKAY TO DRINK CLEAR WATER ONLY AS PREP FOR THIS EXAM. 

*EXAM TIME = 15 MINUTES

PELVIC/TRANSVAGINAL ULTRASOUND (for women only): PATIENT MUST DRINK 32 TO 44 OUNCES OF 

WATER ONE HOUR BEFORE SCHEDULED APPOINTMENT TIME.  PATIENT MUST NOT USE RESTROOM 

AND KEEP BLADDER FULL.  IF PATIENT IS ALSO SCHEDULED FOR LIVER, PANCREAS, GALLBLADDER, 

SPLEEN, AORTA, AND KIDNEY, IT IS OKAY TO DRINK CLEAR WATER ONLY AS PREP FOR THIS EXAM. 

*EXAM TIME = 30 TO 45 MINUTES

TRANSRECTAL PROSTATE ULTRASOUND (for men only):   PATIENT MUST OBTAIN AN OVER THE 

COUNTER (OTC) FLEET ENEMA KIT FROM PHARMACY.  FOLLOW INSTRUCTIONS AND ADMINISTER THE 

DAY BEFORE THE EXAM. PATIENT MUST ARRIVE WITH CLEAN COLON TO PERFORM.  

*EXAM TIME = 15 TO 20 MINUTES

TESTICULAR ULTRASOUND (for men only):  NO PREP FOR THIS EXAM. 

*EXAM TIME = 20 TO 30 MINUTES



QUESTIONS                                           
  1.  Do you have a small, thin frame and/or are you Caucasian or Asian?    q YES   q NO  
  2.  Have you or a member of your family broken a bone as an adult? q YES   q NO
  3.  Are you a post-menopausal woman? q YES   q NO
  4.  Have you been diagnosed with low testosterone man? q YES   q NO
  5.  Is your diet low in dairy products and calcium? q YES   q NO
  6.  Are you physically active? q YES   q NO
  7.  Do you smoke cigarettes or former smoker? q YES   q NO
  8.  Do you consume greater than 3 drinks of alcohol every day? q YES   q NO
  9.  Have you been treated for cancer, diabetes with insulin, 
 hemochromatosis or endocrine disorders? q YES   q NO
  10. Have you been diagnosed with thinning of the bones? q YES   q NO

HAVE YOU EVER TAKEN ANY OF THE MEDICATIONS LISTED BELOW?
  SEIZURE MEDICATIONS OR ANTICONVULSANTS
  1.  Dilantin-Phenytoin    q YES   q NO  
  2.  Mysoline-Primidone q YES   q NO
  3.  Phenobarbital q YES   q NO
  4.  Tegretol-Carbamazepine q YES   q NO

  HORMONE THERAPY
  1.  Depo-Provera (Birth Control) (Medroxyprogestrone)   q YES   q NO  
  2.  High doses of Thyroid supplement q YES   q NO

  ANDROGEN DEPRIVATOIN THERAPY (PROSTATE CANCER)
  1. Lupron, Eligard (Leuprolide) q YES   q NO
  2. Zoladex (Goserelin) q YES   q NO
  3.  Trelstar (Triptorelin) q YES   q NO
  4. Vantas (Histerlin) q YES   q NO
  5. Zytiga (Abeiraterone) q YES   q NO
  6. Firmagon (Degarelix) q YES   q NO
  7. Xtandi (Enzalutamide) q YES   q NO

  ARHRITIS MEDICATIONS
  1.  Methotrexate    q YES   q NO  
  2.  Cyclosporine q YES   q NO
  3.  Corticosteroids-Medrol, Prednisone q YES   q NO 

  REFLUX OR STOMACH MEDICATIONS: USED FOR 5-7 YEARS OR GREATER
  1. Nexium (Esomeprazole) q YES   q NO
  2. Prilosec (Omeprazole) q YES   q NO
  3.  Prevacid (Lansoprazole) q YES   q NO
  4. Aciphex (Rabeprazole) q YES   q NO

Last Name:________________________ First Name: ________________________ MI: ____

OSTEOPOROSIS SCREENING 

                        Patient Signature                                 Date





















By signing this Written Acknowledgment of Receipt of Florida Hospital Tampa Bay Division Notice of Patient Privacy 
Practices ("Acknowledgment"), I hereby expressly acknowledge my receipt of Florida Hospital Tampa Bay Division 
Notice of Patient Privacy Practices.

Patient, or Legal Representative, Signature

Printed Patient, or Legal Representative, Name (or label)

Date

Acknowledgment  NOT obtained because:

Patient, or legal representative , declined Notice of Patient Privacy Practices ;

Patient treated in emergency room and discharged before obtaining Acknowledgment; 

Other (briefly describe) 

Employee Signature

Employee Printed Name

Date

Patient ID Label

Acknowledgement of Notice 
Of Privacy Practices Afix Label Here 
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CONSENT TO TREATMENT AND ADMISSION AGREEMENT 

(Florida Hospital Carrollwood)

This Admission Agreement and Consent to Treatment pertains to 

the admission and/or treatment of  

(the “Patient”) at Florida Hospital Carrollwood (the

“Hospital”). The Patient and/or the individual signing this 

Agreement on the Patient’s behalf for purposes of consent for 

medical treatment (the “Legal Representative”) and/or 

financial responsibility for the medical treatment received by 

the Patient (the “Principal Obligor”) hereby agree to comply 

with all respective inpatient or outpatient admission, or 

clinical visit requirements of the Hospital.  For purposes of 

this Agreement, “I,” “me”, “my” and “myself” refer to the 

Patient, the Patient’s Legal Representative and/or the Patient’s 

Principal Obligor, as appropriate. 

1. Consent to Admission and Treatment

I voluntarily agree to the provisions of this Agreement regarding 

my admission to and/or treatment received at the Hospital as an 

inpatient, outpatient or clinical patient as the case may be.  As 

part of the course of my care and/or diagnosis and treatment of 

my medical condition, and based on my understanding of the 

capitalized/bolded language below I consent to receive services 

and care, including but not limited to physical examinations, the 

administration of medications, tests, procedures, blood and blood 

products (collectively “Services”) deemed advisable by 

physicians (“Physicians”) or other medical professionals 

practicing at the Hospital, employees of the Hospital, residents or 

students studying at the Hospital and other Hospital personnel 

(collectively “Care Providers”). 

I UNDERSTAND THAT THE HOSPITAL FURNISHES 

THE FACILITIES AND EQUIPMENT THAT MAKES MY 

RECEIPT OF SERVICES FROM PHYSICIANS AND 

CARE PROVIDERS POSSIBLE.  

I UNDERSTAND THAT NOT ALL OF THE SERVICES 

RENDERED AT THE HOSPITAL ARE SERVICES 

OFFERED DIRECTLY BY THE HOSPITAL OR AN 

EMPLOYEE OF THE HOSPITAL. MANY PHYSICIANS 

AND CARE PROVIDERS UTILIZING THE FACILITIES 

AND EQUIPMENT OF THE HOSPITAL ARE 

INDEPENDENT CONTRACTORS AND ENGAGE IN THE 

BUSINESS OF RENDERING SERVICES AT THE 

HOSPITAL FOR THEIR OWN BENEFIT.   

PHYSICIANS AND CARE PROVIDERS WHO PROVIDE 

SERVICES AT THE HOSPITAL AS INDEPENDENT 

CONTRACTORS, ARE NOT EMPLOYED BY, NOR ARE 

THEY AGENTS OF, THE HOSPITAL. THIS MAY 

INCLUDE, BUT IS NOT LIMITED TO, EMERGENCY 

ROOM PHYSICIANS, RADIOLOGISTS, 

PATHOLOGISTS, ANESTHESIOLOGISTS, SURGEONS, 

CARDIOLOGISTS, PULMONOLOGISTS AND 

NEONATOLOGISTS. THIS MEANS THAT THE 

HOSPITAL IS NOT RESPONSIBLE FOR, AND DOES NOT 

AGREE TO ACCEPT THE LIABILITY FOR, SERVICES 

PROVIDED TO ME BY INDEPENDENT CONTRACTOR 

PHYSICIANS AND/OR CARE PROVIDERS.  OTHER 

THAN THE 

HOSPITAL’S OBLIGATION TO PROVIDE FACILITIES AND 

EQUIPMENT THAT ARE FREE OF KNOWN DEFECTS AND AN 

ENVIRONMENT THAT IS FREE OF UNREASONABLE RISK, I 

HAVE BEEN ADVISED THAT THE HOSPITAL UNDERTAKES 

NO DUTY OR OBLIGATION (AND EXPRESSLY DENIES AND 

REJECTS ANY DUTY THAT MAY BE SOUGHT TO BE 

IMPOSED ON IT, WHETHER NON-DELEGABLE OR NOT) TO 

ASSUME RESPONSIBILITY FOR THE SERVICES I MAY 

RECEIVE FROM A PHYSICIAN OR CARE PROVIDER WHO IS 

AN INDEPENDENT CONTRACTOR OF THE HOSPITAL. I 

UNDERSTAND THAT PHYSICIANS AND CARE PROVIDERS 

WHO ARE INDEPENDENT CONTRACTORS OF THE 

HOSPITAL HAVE AN INDEPENDENT DUTY TO ME TO 

RENDER SERVICES IN A NON-NEGLIGENT MANNER. 

ACKNOWLEDGING THAT I HAVE READ AND UNDERSTAND 

THE ABOVE, AND TO THE EXTENT THAT IT IS DETERMINED 

AS A MATTER OF LAW THAT THE HOSPITAL HAS A NON-

DELEGABLE DUTY TO PROVIDE THE SERVICES RENDERED 

TO ME BY A PHYSICIAN OR CARE PROVIDER WHO IS AN 

INDEPENDENT CONTRACTOR OF THE HOSPITAL, I (ON 

BEHALF OF MYSELF, MY FAMILY, HEIRS OR ASSIGNS) 

RELEASE AND DISCHARGE THE HOSPITAL FROM ANY 

SUCH DUTY.  

I ALSO ACKNOWLEDGE THAT SOME OF THE PHYSICIANS 

THAT MAY CARE FOR ME AT THE HOSPITAL ARE FACULTY 

MEMBERS OR RESIDENTS OF THE UNIVERSITY OF SOUTH 

FLORIDA COLLEGE OF MEDICINE AND EMPLOYEES OR 

AGENTS OF THE FLORIDA BOARD OF EDUCATION OR 

UNIVERSITY OF SOUTH FLORIDA BOARD OF TRUSTEES, 

AND THAT THEIR LIABILITY, IF ANY, THAT MAY ARISE 

FROM CARE AND TREATMENT PROVIDED TO ME IS 

LIMITED BY LAW. 

2. Financial Responsibility

In consideration of the Services I will receive during my 

admission and/or treatment and/or any subsequent related 

admissions or treatments, including but not limited to, inpatient, 

outpatient, or clinical visits, I hereby obligate myself to the 

Hospital, Physicians and Care Providers and agree to pay for any 

and all charges, expenses and fees incurred or to be incurred  in 

relation to the provision of Services (“Hospital Account for 

Services” or “Account”). I ACKNOWLEDGE THAT THE 

PHYSICIANS AND/OR CARE PROVIDERS MAY BILL ME 

SEPARATELY FOR THE SERVICES THEY PROVIDE. I 

understand that no credit is being extended to me and that the 

Hospital Account for Services is immediately due and payable in 

Hillsborough County, State of Florida. 

I authorize the Hospital to obtain credit reports with respect to my 

credit history from one or more credit reporting agencies at any 

time regarding past, current or anticipated Services, whether or 

not such Service did, may or will involve credit, a Delinquent 

Account or an outstanding Account balance. 

IF I HAVE MEDICARE, MEDICAID OR OTHER KINDS OF 

GOVERNMENT INSURANCE (the “Program”), I understand 

the Program may not cover certain Services I request or that are 

provided to me by the Physicians or  

Afix Label Here 
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Care Providers if the agency overseeing the Program determines 

the Services are not reasonable and/or medically necessary or are 

otherwise not covered by the Program.  In accordance with this 

Agreement and applicable law, I also understand that I may be 

responsible for payment of any Services I receive if such 

Services are determined not to be reasonable, medically 

necessary or are not covered by the Program.  I have received a 

written statement explaining my rights under the applicable 

Program, if required.   

IF I HAVE PRIVATE INSURANCE, I AGREE TO BE 

RESPONSIBLE FOR CO-PAYMENTS, COINSURANCE 

AND DEDUCTIBLE AMOUNTS required by health insurance 

plans (“Insurance Plan(s)”)which are due prior to admission or 

at the time of admission or discharge and in accordance with the 

Hospital’s policies.  In addition to my obligations as set forth in 

Section 3, I understand that to the maximum extent permissible 

under the law, I will be responsible for all amounts not paid by 

my Insurance Plan, and all charges the Hospital could have filed 

with my Insurance Plan if I fail to provide coverage information 

in a timely manner which results in the Hospital’s inability to 

meet its filing deadlines. 

IF I DO NOT HAVE INSURANCE, I understand that paying 

the Hospital bill(s) for the Account is my responsibility.  Except 

for Services required to be provided by law, I understand that the 

Hospital reserves the right to require proof of my ability to pay 

and may require a deposit or payment in full before admission or 

treatment.  Any deposits shall be applied to my Account.     

IF I CANNOT PAY MY ACCOUNT IN FULL TODAY, 
representatives from the Hospital Financial Services Office will 

assist me to determine if I may qualify for assistance as provided 

in the Hospital’s policies. 

IF I DO NOT PAY MY ACCOUNT AND/OR I AM 

REFERRED TO A COLLECTION AGENCY, I will pay all 

the collection costs, expenses and reasonable attorney’s fees if 

my Account is referred to a collection agency or law firm for 

nonpayment.  

I CERTIFY THAT I AM NOT DELINQUENT IN THE 

PAYMENT OF ANY AMOUNT owed the Hospital on my 

behalf or on behalf of any person for whom I am legally 

responsible (a “Delinquent Account”).  If I am responsible for 

any Delinquent Account, I have made arrangements for payment 

at this time. 

IF PAYMENT OF THE HOSPITAL ACCOUNT FOR 

SERVICES UNDER THIS AGREEMENT RESULTS IN A 

CREDIT BALANCE, I give the Hospital permission to apply 

the credit balance to offset amounts due under other outstanding 

Accounts I have with the Hospital, whether current Accounts or 

Delinquent Accounts.  If there are any credit balances related to 

prior agreements between me and the Hospital, I give the 

Hospital permission to apply such credit balances to this 

Account. 

I FURTHER CERTIFY THAT THE MEDICAL AND 

FINANCIAL INFORMATION I WILL PROVIDE IN 

CONNECTION WITH MY ADMISSION AND/OR 

TREATMENT AT THE HOSPITAL IS TRUE, 

COMPLETE AND ACCURATE IN EVERY RESPECT. 

I understand that testing blood, urine, or similar bodily 

fluids/specimens in the Hospital’s laboratory is performed under 

the supervision of a Physician (i.e., pathologist). While this 

Physician may not actually perform the test or review its results, 

this Physician is responsible for supervising the Hospital’s 

laboratory to ensure that all laboratory test results are clinically 

reliable and timely reported to ordering Physicians. To the extent 

permitted by law, I UNDERSTAND THAT I WILL 

RECEIVE A BILL FROM THE 

PHYSICIAN/PATHOLOGIST FOR SUCH SUPERVISORY 

SERVICES and agree to pay all or the portion of the 

Physician’s bill to the extent not paid by my Insurance Plans.  

3. Authorization of Coverage and Denial of Coverage

I hereby agree that I am solely responsible for satisfying all 

conditions and/or procedures (regardless of whether such 

conditions and/or procedures are before, during or after the 

provision of Services), that are necessary or appropriate for 

authorization and/or verification of coverage by the applicable 

payer of Services, including but not limited to, obtaining pre-

certification, pre-authorization, or second opinions.  I agree that 

my failure to satisfy all conditions and/or procedures could result 

in denial or reduction of payments by the applicable payer of 

Services.  It is further agreed and understood that satisfying all 

conditions and/or procedures does not relieve my financial 

obligations herein for Services received from the Hospital, 

Physicians and/or Care Providers. 

I understand that a payer can deny, reduce, or otherwise fail to 

make full payment for a Service received, or may not be liable 

for payment for a Service for any reason, including but not 

limited pursuant to a determination that:  (i) the Services are not 

covered Services; (ii) the payer does not authorize or certify 

coverage for the Services; (iii) I did not follow the conditions 

and/or procedures for coverage of the Services, (iv) the Services 

are not reasonable or medically necessary; or (v) limits of 

benefit coverage under my plan make me ineligible to receive 

full or partial coverage for the Services.  If I am able to appeal a 

denial of coverage for a Service and decide to appeal, I will 

inform the Hospital immediately so that the Hospital may pursue 

payment only in accordance with applicable law in light of such 

an appeal.  I further understand that, to the extent required by 

applicable law, I will be provided with:  (i) the applicable 

Program notification of non-coverage of Services; and (ii) an 

estimate of reasonably anticipated charges by the Hospital in 

connection with receipt of the notification of non-coverage of 

Services. 

I understand that if a payer denies coverage for a Service or item 

because the Service or item is not covered by the Program or 

Insurance Plan (a “Non-Covered Service”), the amount charged 

to me for each Non-Covered Service on the applicable invoice 

shall be the lesser of:  (i) the Hospital’s usual and customary 

charge for each Non-Covered Service; (ii) if applicable, the 

amount specified in an agreement between the Hospital and the 

payer for such Non-Covered Service; or (iii) if applicable, the 

maximum amount the law permits the Hospital to charge for the 

Non-Covered Service. 

4. Assignment of Benefits

I acknowledge that Services have been and/or will be rendered 

to me by the Hospital, Physicians and/or Care Providers, and 



3 

that I may be entitled to receive payment for these Services 

under one or more Programs, under one or more Insurance Plans 

from any other payers, or arising from any claim I might assert 

against others because of my injuries (my “Claim”).  In 

consideration of the Services rendered or to be rendered to me 

for this admission and/or treatment and/or any subsequent 

related admission and/or treatment, including, but not limited to, 

inpatient, outpatient, or clinical visits, I hereby irrevocably 

assign and transfer to the Hospital, Physicians, Care Providers, 

and/or their respective assignees, all right, title and interest in all 

benefits, liens, damages, indemnity, reinsurance or other monies 

payable for Services rendered, including but not limited to: 

group medical, indemnity, self-insured or Employee Retirement 

Income Security Act (“ERISA”) benefits or coverage; PIP; 

uninsured/underinsured motorist; auto or homeowner insurance; 

and in all causes of action against any party or entity that may be 

responsible for payment of benefits or monies regardless of 

whether or not I ultimately settle my claim with a non-admission 

of liability provision.  I hereby request, demand and authorize 

that, to the maximum extent permitted by law (and to the extent 

not prohibited by an applicable provider contract), payment of 

Program proceeds, applicable Insurance Plan proceeds, and/or 

all other benefits as to which I am or may become entitled to for 

Services, be paid directly to the Hospital, Physicians, Care 

Providers, and/or their respective assignees.  I understand that 

assignment of such Program proceeds, applicable Insurance Plan 

proceeds, and/or such benefits due to me, may not relieve me of 

obligations to pay the Hospital, Physicians, Care Providers, 

and/or their respective assignees, for charges that are not covered 

by this assignment. 

I hereby appoint the Hospital as my Attorney-In-Fact under 

circumstances permitted by law (and to the extent not prohibited 

by an applicable provider contract) to on my behalf execute all 

documents and take all actions deemed necessary by the 

Hospital to receive its payment (and to the extent the Hospital is 

authorized by applicable Physicians, Care Providers, and/or their 

respective assignees, in accordance with applicable law, for the 

Hospital to procure payment respectively on their behalf) of such 

Program proceeds, Insurance Plan proceeds, and/or all other 

benefits. 

This assignment of benefits and appointment of Attorney-In-Fact 

may not be revoked unless such revocation is required pursuant 

to applicable law. 

I fully understand that although the Hospital, Physicians, Care 

Providers, and/or their respective assignees may file a claim on 

my behalf as a courtesy, that the same does not impose any 

obligation, contractual or otherwise, upon the Hospital, 

Physicians, Care Providers, and/or their respective assignees.  To 

the extent permitted by law, and for the benefit of the Hospital, 

Physicians, Care Providers, and/or their respective assignees, as 

applicable, I agree to be responsible for instituting suit within the 

applicable statute of limitations, executing documents, taking 

such actions as necessary to receive payments, and/or 

forwarding any payments received for the Services rendered to 

me to the Hospital, Physicians, Care Providers, and/or their 

respective assignees, as applicable, when, under the following 

circumstances, the Hospital, Physicians, Care Providers and/or 

their respective assignees are not permitted by law (or are 

prohibited by an applicable provider contract) to: a) be assigned 

and transferred rights, title and interest in all benefits, liens, 

damages, indemnity, reinsurance or other monies payable for 

Services rendered to me; b) be paid directly for Services 

provided to me by Hospital, Physicians, Care Providers, and/or 

their assignees; and/or c) execute documents on my behalf in 

order to receive payments.  I further authorize the Hospital, 

Physicians, Care Providers, and/or their respective assignees, to 

appeal any denial under my appeal rights provisions. 

I fully understand and agree that, to the extent permitted by law, 

the Hospital, Physicians, Care Providers, and/or their respective 

assignees shall be entitled to seek payment of its full charges 

from any third-party tortfeasors and their insurers even if 

benefits are payable by a managed care payer on my behalf. 

If assignment or direct payment is prohibited, I direct the 

insurer, ERISA plan or other payer to make checks or drafts 

jointly payable to the beneficiary or covered person and the 

Hospital, and to send payment to me in care of the Hospital at 

the Hospital’s then-current address.  I authorize the Hospital to 

open and process any such correspondence. 

Even though I have assigned my rights under my Insurance 

Plans as applicable, I acknowledge that it is my responsibility to 

follow up with my Insurance Plans regarding payment if any 

claim related to Services is not paid within forty-five (45) days 

of submission. I agree to execute all documents and take all 

actions that the Hospital, Physicians, Care Providers, Insurance 

Plans and/or their respective assignees deem necessary or 

beneficial in order to enable the Hospital, Physicians, Care 

Providers and/or their respective assignees to apply for and 

obtain such payment. 

Notwithstanding anything herein to the contrary, I acknowledge 

that under Florida law, if my insurance contract is subject to 

Florida Statute Section 627.638, my insurance contract is not 

permitted to prohibit direct payment of benefits to Hospital, 

Physicians, Care Providers and/or their respective assignees, as 

applicable. Also, I will execute any further written attestation of 

assignment of benefits to Hospital, Physicians, Care Providers 

and/or their respective assignees, as requested by Hospital. 

Further, I acknowledge, that certain Insurance Plans that have 

contracted with preferred providers as defined in Florida Statute 

Section 627.6471(1)(b) are required by Florida Statute Section 

627.638 to make payments directly to such preferred providers 

for Services. If Hospital, Physicians, and/or Care Providers are 

such preferred providers, then I shall take all actions requested 

by the Hospital to ensure direct payment by my Insurance Plan 

to Hospital, Physicians, Care Providers and/or their respective 

assignees, as applicable, pursuant to Florida Statute Section 

627.638. 

5. Billing Limitation

I understand that applicable law or a contract between the 

applicable payer and the Hospital, Physicians, and/or Care 

Providers may limit or prohibit the Hospital, Physicians and/or 

Care Providers from invoicing or otherwise charging me for 

Services.  The applicable sections of this Agreement which 

establish my responsibilities for payment for Services shall be 

interpreted to impose the maximum obligations permissible 

under such law or contractual provision. 

6. Joint Liability

In consideration of the Services provided to me, Principal Obligor 

and I each agree to be fully financially responsible and jointly and 

severally liable to the Hospital, Physicians, Care Providers and/or 

their respective assignees as co-obligors for payment of the 
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Hospital Account for Services. This means that the Hospital, 

Physicians, Care Providers and/or their respective assignees may 

require me and/or the Principal Obligor to pay any and all 

amounts due under this Agreement.   Principal Obligor and I each 

further agree that the Hospital, Physicians, Care Providers and/or 

their respective assignees may release from responsibility or 

modify the obligations of either me or the Principal Obligor and 

the unreleased obligor will remain fully liable hereunder. 

7. Enforceability

If any provision of this Agreement is finally determined by a 

court to be unenforceable, the remainder of this Agreement shall 

remain in full force and effect.  This Agreement shall bind the 

parties hereto, including newborns and the heirs, representatives, 

executors, administrators, successors and assigns of such parties 

and newborns. 

8. Personal Property and Valuables: Limitations on Liability

I acknowledge that the Hospital is not responsible for the loss of 

or damage to my personal property and that I am solely 

responsible for my personal property, including but not limited 

to, money, eye glasses, contact lenses, dentures, etc.  I 

acknowledge that, if the Hospital permits, I may deposit personal 

property with the Hospital for safe storage in accordance with 

the Hospital’s policy. 

9. Patient Rights

I acknowledge that I have been provided with a copy of the 

Hospital’s Patient Rights information.  

10. Use and Release of Information

I acknowledge that I have received a copy of the Hospital’s 

Notice of Patient Privacy Practices, which describes the 

permitted uses and disclosures of my health care information 

related to my care by the Hospital, Physicians and Care 

Providers, and payment of my charges for the Services received 

at the Hospital and by Physicians or Care Providers. I 

specifically authorize the uses and disclosures of my health care 

information described in the Hospital’s Notice of Patient Privacy 

Practices. 

I consent to the use and release of all my health care 

information, including but not limited to mental health, 

HIV/AIDS, genetic testing, venereal disease, and tuberculosis 

information, for treatment, payment and health care operations, 

among the affiliated entities of Adventist Health System listed in 

the Hospital’s Notice of Patient Privacy Practices, as amended 

from time to time.  

I consent to release of my health care information, including but 

not limited to medical, psychiatric, substance abuse or HIV 

information, for medical purposes and for payment purposes to 

third parties including but not limited to a Program, Insurance 

Plans, collection agencies, employers or other organizations 

responsible for payment of my charges for the Services received 

at the Hospital and by Physicians or Care Providers, EXCEPT: 

 ____________________________________________ 

_______________________________________(Please specify) 

 None ________ (Please initial) 

I consent to release of the following health care information to 

the Hospital’s institutionally related foundation for fundraising 

purposes: name, address and other contact information, age, 

gender, dates of Services, and insurance status. 

I consent to the Hospital, Physicians and/or Care Providers 

involved in connection with my diagnosis, care and treatment 

(including surgical procedures) taking and reproducing pictures 

(regardless of medium [e.g., photograph, film, tape, etc.]) of me 

during my admission/clinic visits for use in association with 

treatment, scientific and educational purposes, and/or Hospital 

department functions (e.g., performance improvements, etc.). 

11. Advance Directives

 I DO have Advance Directives 

 I DO NOT have Advance Directives 

 I would like the Hospital to provide me with more 

information regarding Advance Directives 

I acknowledge that I have had an opportunity to record with the 

Hospital my current preferences for Advance Directives by 

filing a new form or a copy of my previous Advance Directive 

and that the Hospital and my Physicians and Care Providers are 

not responsible for administering Advance Directives as to 

which the Hospital has not been expressly and properly notified. 

12. Health Information Exchange

Health information exchange allows health care providers to 

share health care information about patients electronically for 

several purposes, such as treatment, quality assurance and state 

law reporting requirements. I understand that if I go to the 

Hospital for treatment, the Hospital, Physicians and/or Care 

Providers may get a copy of my health care information 

electronically through various health information exchange 

connections with other health care providers.   

I understand I may request that my health information not be 

shared through electronic health information exchange by 

following the directions in the Hospital’s Notice of Patient 

Privacy Practices. 

13. Authorization to Release Substance Abuse Health Care

Information to Affiliated Entities of Adventist Health System 

I authorize the Hospital and Adventist Health System to release 

all of my substance abuse health care information (which 

includes drug and alcohol abuse information) to the hospitals, 

physicians and care providers who are treating me and are 

affiliated with (owned or operated by) Adventist Health System 

for my treatment, payment of the health care services I receive 

and health care operations activities, like quality assurance and 

peer review. The list of Adventist Health System affiliated 

entities is available in hard copy form at the front desk of any 

site of service or on the websites of Adventist Health System. 

I understand that this authorization in Paragraph 13 may be 

terminated at any time, unless Adventist Health System or its 

affiliated hospitals, physicians and care providers have already 

acted in reliance on it. If not previously revoked, I understand 

that this authorization is effective until I die. I further understand 

that I may decline to sign this authorization for release of my 

substance abuse health care information today by checking the 
box below. 

__ Decline 
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THE UNDERSIGNED MAY RECEIVE A COPY OF THIS AGREEMENT UPON REQUEST, AND CERTIFIES THAT HE OR SHE HAS 

READ THIS AGREEMENT AND HAS BEEN ABLE TO ASK QUESTIONS. 

Printed Name of Patient Printed Name of Witness 

Patient’s Signature & Date Witness’ Signature & Date 

_________________________________________________________  ___________________________________________________________ 

Printed Name of Legal Representative/Principal Obligor Legal Representative/Principal Obligor’s Signature & Date 

_________________________________________________________  ___________________________________________________________ 

Relationship to Patient (Self, Legal Representative, Printed Name of Interpreter [if applicable] 

Principal Obligator, General Agent) 

IF THE PATIENT IS NOT ABLE TO GIVE CONSENT AND THE PATIENT HAS AN EMERGENCY CONDITION THAT REQUIRES 

IMMEDIATE CARE, AS AN EMPLOYEE OF THE HOSPITAL I HAVE SIGNED THIS FORM ON BEHALF OF THE PATIENT TO 

ACKNOWLEDGE THE IMPLIED CONSENT OF THE PATIENT TO THE PROVISION OF THE EMERGENCY CARE BY THE HOSPITAL, 

THE PHYSICIANS, AND THE CARE PROVIDERS. 

Printed Name of Hospital Employee Printed Name of Witness 

Hospital Employee’s Signature & Date Witness’ Signature & Date 

___________________________________________________________________________________________________________________________ 

Reason Unable to Consent 

IF THE PATIENT, PRINCIPAL OBLIGOR, LEGAL REPRESENTATIVE, OR GENERAL AGENT IS ONLY ABLE TO GIVE VERBAL 

CONSENT, AS AN EMPLOYEE OF THE HOSPITAL I HAVE SIGNED THIS FORM ON BEHALF OF THE PATIENT TO ACKNOWLEDGE 

THE VERBAL CONSENT BY THE PATIENT OR THE PATIENT’S PRINCIPAL OBLIGOR, LEGAL REPRESENTATIVE, OR GENERAL 

AGENT, TO THE PROVISION OF TREATMENT BY THE HOSPITAL, THE PHYSICIANS, AND THE CARE PROVIDERS. 

Printed Name of Patient Reason Verbal Consent Obtained 

Printed Name of Individual Providing Verbal Consent Relationship to Patient (Self, Principal Obligor, Legal Representative 

or General Agent) 

Printed Name of Hospital Employee Printed Name of Witness 

Hospital Employee’s Signature & Date Witness’ Signature & Date 
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