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PRE-OPERATIVE CHECKLIST
ORTHOPEDICS AND SPINE PATIENTS

o STOP taking Aspirin and other blood thinning medications at least 7-10 days
before surgery

o Do not eat or drink anything afier midnight or at least 8 hours prior to your
scheduled surgery time ‘

o Bathe thoroughly the night before surgery with soap and water— be sure to
scrub and shave area of surgery with a clean blade.

o Bring a copy of your advance directive if you want us to have a copy in the
chart

o Bring your medication.list !

o Youmust have a dependable transport home after surgery. You will not be
allowed to drive by yourself. You must have somebody drive you home.

o Arrange for a caregiver for at least 1-2 weeks after discharge home as
needed. .. ... . CL I
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o Be sure to get your post operative appointment card from the staff before

discharge home — usually 2 weeks. Spine surgery patients are seen the next
day in office by physician.

o If'you take blood pressure medication you will take that on the morning of
surgery with a SMALL sip of water. This will help control your blood

pressure during surgery.

o If'you are diabetic — please inform us so we can guide you on medications to
take on the morning of surgery. Keep hard candy in your bag at all times.
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PACKET TO INCLUDE:

PATIENT DEMOGRAPHICS
PATIENT ID COPY/ INSURANCE CARD COPY (WORKCOMP NONE)

SURGICAL AUHTORIZATION COPY
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Patient Name:

—

Home Phone:
_Address:
INSURANCE
E-MAIL
(REQUIRED)
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Emergency Coiitact: Relationship:

Home Phone: Cell: .

Emergency Contact: Relationship:
Cell:

Home Phone:

e e——

I verify that the above information’is factual and true to the best of my knowledge. I authorize the doctor {o employ X-
ment or aids as-he/she deems necessary in order to

Rays, photographs, anesthetics, medicines, surgeries, and other equip
provide the proper patient care. I understand that payment, proof of insurance, and/or copay is due at the time of service.

T authorize this office to apply benefits onmy behalf for the covered services rendered. I certify that the insurance

information I have provided is factual and correct.

Date

Patient
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WEST COAST SURGERY: INC

- Smoking Waiver

. I understand that smoking may be hazardous to my health and smoking while hospitalized is
against medical advice.

1 understand that if I choose to leave the patient unit that a family member or friend who is over
18 years old must accompany me.

1 understand that T have the responsibility to inform my caregivers whenever I am leaving the
patient unit and when I return.

H

" 1 have been advised that when I leave the patient unit to smoke that I interrupt the hospital’s

ability to provide continuous medical care and monitoring. Should a medical emergency occur
while at the designated smoking area, or while en route to/from the smoking area, I understand
that hospital employees may not be able torespond as quickly to my medical needs as if I were
in my patient room or treatment area.

 1have read the WEST COAST SURGERY  Non-Smoking Policy and Procedures and agree to
comply with tliem. :

. T waive any claims that may arise from or be caused in whole or in part by my violation of the
Non-Smoking Policy and Procedures.

. Twaive any claims that may arise from or be caused in whole or in part by my decision to leave
the patient care area to smoke. -

\

. ‘The foregoing waivers shall extend fo WEST COAST SURGERY and my physician, and to
their respective officers, directors, agents and employees.

Wiiness Signature Date Type or print Patient Name

Patient Signature Date :

G ORI R

Smoking Walver
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PATIENT COMMUNICATION
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SEE DR. AFTER SURGERY

FILE: Complete / {ncnmplete )
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UNDERTAKING BY PATIENT OR GUARDIAN ATTENDANT

T understand that West Coast Surgery Inc. requires a responsible adult/guardian to
drive the patient home and stay with him/her 24 hours after surgery. Risks include
swelling, bruising, bleeding, pain, fainting, falling, infection, death, and/or any
other risks discussed by the treating physician, which could be potentially mini-

mized or detected earlier.

I understand that if I choose not to comply, I still wish to proceed with the surgery.

Patient/Guardian signature:
Relationship:

Date:

OPERATING POLICIES AND PROCEDURES 17
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ACKNOWLEDGEMENT OF RECEIPT OF PRIVACY NOTICE

I, have been presented with a
copy of this provider’s Notice of Privacy Policies, detailing how my infor-
mation may be used and disclosed as permitted under federal and state law. 1
have received a copy of the patient Bill of Rights, and the patient responsi-
bility form. I have received information about the policy on Advanced Di-
rective. | have been informed that my Medical Records may be subject to
outside Peer Review. I have received a copy of West Coast Surgery Inc.
Grievance procedure. I understand the contents of the Notice, and I request
the following restriction(s) concerning my personal medical information:

Further, I permit a copy of this authorization to be used in place of original,
and request payment of medical insurance benefits either to myself or to the
party who accepts assignment. Regulations pertaining to medical assignment
of benefits apply.

Signed:
Date:

OPERATING POLICIES AND PROCEDURES 18
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Signature

HIPAR

L s fully understand that a2l healith information given to the Dr. and his

Stait is personal ang corfidentiaf. § also understand that absolutefy ng information wil be given
[ nd that it myst kepton

Signature Date

‘Consent for Treatment

T hereby authorized and o ent Dr. Abmad tg i

Erpret/nerfqrrn any X-ray exam, laboratory test and it
ireatment rendered 1o myseif or my children, T

Date

“Signature

fMedical Authorization -IF APPLICABLE _
L

Signature R . © Date _ o '

]
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WEST COAST SURGERY

Patient Communication Preferences Regarding PHI

Telephone Communication Preferences:

Home Phone

Mobile Phone

In order fo best serve our patients and communlcate regarding their services and financial obligations we will use all methods of
communication provided fo expedite those needs. By providing the information above | agree that Surgery Center« * { or ona of is legal
agents may use the telephone numbers provided to send me a text notification, call using a pre-recordedfariificial voice message through the use of
an automated dialing sarvice, or leave a voice message on an answering device. Ifan email address has been provided, the Surgery Center or ona

of its legal agents may contact me with an email notification regarding my care, surgsry center setvices or my financial obligation.

Mail Communication Preferences
May we send mail to your home address?*

Other than you, your insuranca company and health care providers involved In your care, who can we talk with about your health care

information? .

" Name ! | Te!ephor)é

| acknowledge that ] have been given the opporiunity to-request restrictions on use andfor disclosure of my protected health Information.

1 acknowledge that | have been given the cpportunity to request alternative means of communication of my protected health information.

Patient or Personal Representative Signature Date

Printed Name .Relationship to Patient
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The pafient will be prowded acopy of h‘ie *Paient Rights and Responsibilities” prior to lhe procedure,

=

The patient has the rightto be free from discrimination based on age, race, ethnicity,. re[lgton culture, language, physical or mental
disability, socipeconomic status, sex, sexua! osientation and gender identity or expression. )
The privacy of al] patienis'shall be respecied at all imes. ' Paliants shall be treated with respect, ennsideration and dignity.

Patients shall receive assistance in 2 prompt, murtenus, and responsible mannar.

Patient disclosures and medical records are considered confidential, Excapt as otheiwise requlred by law, patient records and/or
purﬁons of records will not be ralaased fo outside entities or individuals without patients” and/or designated representatives’ express

written approval. Patients are given the opporitmily fo approve or refuse the release of fheir medical records,
Patlents have the right to know the identity and status of individuals providing services to therm.
Patients have the right to change providers iflhey sa choose. Patients are Informed of the credentials of all staff who will be providing

care during the pafient's stay.
Pafients, or a legal authorized representative, have the right to thorough, cument and understandabie information regarding their

diagnosis, treatment opfons and proghosis, if known, and follow-up care. All patients will sign an informed consent form after all

information has been provided and their questions answered.
When [t is medically inadvisabls fo give such infonnaﬁun to the patient, the information is provided to a person designated by the.

patient or to a legally authorized person.
Patients have the right to choose anotfier facility for their procedrre.
Unless participation is medically, conhamdluted paﬁents have the nght to participate in all decisions mvohnng thelr healthcare.

Paﬂents have the right fo rafuse treaiment and to be advised of the altemnatives and consequences of their decisions. Pafients are

encouraged to discuss their objectives with their provider. -
Patients have the right to refuse pariicipation In experiments! treaiment and procedures. Should any e:cpanmenta! treatment or

procedure be considered, it shall be fully explained fo the patient pnurtu commencament

Patients have the right to make suggestions or express complaints about the care they have received and fo submit such to the Center
Administrator or Clinical Supervisor so the grisvance may be addressed in a fimely manner.

Patients have the right to be provided with Infonmation regarding emergency and aiter-hours cara.

P=atfients have the right ko obtain a second opinion regardlng the recommended procedure. Responsibility for the expense of the
second opinicn rests solely with the patiznt. . .
Pabents have the right to a safe and pleasant environment during their stay.

Patients have the right to have visitors at the Genter as long as visitation does not encumber Center operations and the nghts of c(:her

patients are not infringed.
Patients have the right to have procedures performed in fhe most painless way possible.

Pat!ents have the right to an interpreter if required,
Patients have the right to be provided informed consent forms as required by the laws of the State of Califormlz.
Patients have the right to truthful markehng andlor adverlising regarding the competence and capabiliies of the Center and iis staff

Patients have the right io have coples of thelr “Advance Directives” and “living Wills” in their medical recards and io have Center staff
honor these wishes fo the extent feasible. However, due to the Center's limitad capabiliies, in the event of an emergency, the patient
will be frahsferred to the nearest hospital. Hospital staff m’ll ba informed of the existence of the Advance Direcfives and such willbe |

' provided if the Center has copies.
Patients will be provided, upon request, all available Information regarding services availabie 2t the Center, as well as :nfunnahon

about es!:mated fees and opticns for payment.
Pafients have the right fo approve the release of thelr medicat records-fo other care providers, lsgal repraseniatives and oifier persons

authnrrzed by the pafient.

" Patienis have !he right to be informed that fheur prowder mazy have a financial inferest in the Center.

Patients have the right to exercise hisfher rights mﬂ'mut heing subject to dk scrimination or repnsal

. Patients have the right fo be free from all forms ofahuse or harassment.

‘lta patientis ad'udged mcompetent under applicable State health and safety laws by a court of proper junsd’ iction, the righls of the
patient are exercised by tha persun gppointed under State faw ko act on the pafient's behaif. _ :

-

WRST COAST SURGERY
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’ ﬂ'!ENT RESPDNSIBILITIEb ‘

" = Patients are expected {o provitle complele and accu:aﬁa medical htstenes, {5 the best of their abifity, induding promdmg mformaimn on
all current medications, over-the-counter products and dietary supplements arid any: allergies or sensiivities. )

* Patients are re'spdns.ible for keeping all scheduled pre— and post;pmcedure appolnh'nani's and complyiné with freaiment pllans to help

. ensure appropnate care.

* Patierits are responsible for reviewing and undarstandmg the informmetion provided bYﬁ'lEll' Phys:c:an oF nurse, Pahenis are responsible
for understanding their insurance coverage and fhe procadures required for ebiaining coverage. ) )

* Patients are responsible for providing instrance information at the fime of their visit and for noﬁfyfng the receptionist of any changes in
information regarding their insurance or medical information. )

= Patients are responsible for paying all charges for co-payments, co-insurance and deductibles orfor nm—mverad samces at the time
of the visit unless other arrangements have bsen madz in advance with ihe Cenler Admimstratur

o

* Patlents are responsible for treafing Physicians, Staff and other pafients in a courieous and raspeclful manner.
“ Patients are responsible for asking quesfions about their medical care and to sesk c!anﬁuhon from their Physician of the senvices to be

provided until they fully understand the care they are fo receive,
* Patients are responsible for following tha advice of their provider and to consider the altemnatives and/or likely consequences if they

refuse to comply.
* Patients are responsible for expressing their opinions, concems or wnpiambs i a construchive manner to tha appropriat= personhet at

the Center,,
* Patients are responsible for nofiiying thelr health cars providers of patisnt's Advance Direstives, Living Wills, Medicat Power of Attomsy

or any other direclives that could affect their care.
* Patients are responsible for having a responsible adult transport them from the Center and remats with the patient for twenty-four (24)

hours, if required by the Physician.

FOR COMPLAINTS

The patient or family roay-volce concems or complaints without hawng care aﬁ'ected in any way. They may discuss thelr concems Wlﬂ'l
’ LA

their doctor, nuree, or other caregiver. ¥ -~
preferred, the patient/caregiver may conzis wie fo![owmg depariments. ror Medi-Cal Privacy Office and Semor owr Colnsel,

1501 Capltol Avenue MS4721 PO Box 997413 Sacramento, CA 85899 and for Non Medi-Cal: Health and Human Services, Federal -
Building Ste."4-100, San Francizco, GA 84103 or thelr Ombudsman at 800-MEDICARE or www.cms.hihs. gov/centerfombudsman.

‘Patient Signature

WrRQT CNAST SURGERY




