
Conditions of Admission 
 

In this docum ent , Surge ry Center at Hamil ton, is referred  to as "Facili t y ” and the perso n signi ng this docum e nt is referr ed to as "you'. 
If you are the patient , the term "you" in this docum ent refers to you, the patient .  You ackno wl edge  and agree to all of the followi n g 

conditi o ns for outpati ent treatm ent at the Facili t y. 

 
1.   General Medical Consent 

You consent to the procedures which may be performed on an outpatient basis, which may include but are not limited to x-ray 

examinations or laboratory procedures or other services rendered under the general and special instructions of your attending 

physician or surgeon. 

 
2. Acknowledgement or Participation of physician Resident and Health Care Students 

The Facili t y may parti ci pate In variou s teachi ng progr am s throug h which physi ci a n residents , medi ca l stude nts, student nurses , 

and/or students in other health care fields recei ve  on-si te traini ng as part of their educati o n.   From time to time, these persons 
may parti ci pate in your care as part of their educati on program . unless you indicate  that you do not agree to such parti ci p ati on . 

Such persons are under the supervi si on of license d profes si onal s . 

 
3. Legal Relationship Between the Facility and Physician 

All physicians furnishing services to you, including but not l imited to , radiologists, pathologists, emergency physicians and 

anesthesiologists are independent contractors and are not employees, representatives or agents of the Facility . You are under 
the care and the supervision of your attending physician and It Is the responsibil ity of the Facility and its nursing staff to carry out 

the instructions of that physician and any other consulting physician. It is the responsibility of your physician(s) to obtain your 
informed consent, when required, to medical or surgical outpatient treatment, special diagnostic or therapeutic procedures or 

outpatient services rendered to you under the general and/or special instructions of your physician. 

 
4. Release of Information 

Except in those Instanc es where the hospi tal Is permit ted  or requi red by state or federal law to releas e inform ati on about you, the 
Facili t y will obtai n your consent and your written authori zati o n to releas e informati on about servi c es rendere d to you as an 
outpati e nt. 

 
The law provides that your consent must be obtained so that the Facility may use or disclose your medical information to provide 

medical treatment to you, and to the extent necessary for health care operations and to determine liability for payment or to obtain 
reimbursement.  By signing below you acknowledge your consent, or your legal representative's consent on your behalf. 
Disclosure may be made to any person or corporation that may be liable for any of the Facility's charges . Health care operations 

may be performed by the Facility or its authorized agents. who will also have a binding obligation to maintain the confidentiality of 
your patient information. Special permission may be required to release th is information, or other l imitations on release may 

apply, if you are treated for alcohol, drug abuse, or Human Immunodeficiency Virus (HIV) or Acquired immune Deficiency 
Syndrome (AIDS), or if you receive certain mental health related services . 

 
5. Admission to Hospital 

In the event of an unforeseen circumstance that cannot be accommodated on an outpatient basis, it may be necessary to admit 

you to a hospital for treatment. 
 

6,    Financial Agreement 

You, the patient, or a person who is legally responsible for your debts (such as your spouse, your parent, or guardian if you are a 
minor patient, or the conservator of your estate), acknowledge and agree that in consideration of the services to be rendered, you 

are obligated to pay the Facility in accordance with the regular rates and terms, except as otherwise provided by law. Should your 
account be referred to any attorney or collection agency foe collection, you agree to pay the facil ity's reasonable attorneys' fees 

and costs and collection expenses. All delinquent accounts shall bear interest at the legal rate. 
 

If you are not legally responsible for paying your debts, then the person legally responsible for such debts must assume financial 

responsibil ity for the outpatient services provided to you by signing the Financial Responsibility Agreement below. 

 
If there is an indication that you may have an emergency medical condition (as defined by law),then the Facility will provide you 

with an appropriate medical screening examination and, if necessary, stabilizing treatment regardless of your ability to pay or 

payment source. Thereafter, if no one assumes financial responsibil ity for services provided to you, either under this section of 
the Financial Responsibility Agreement, and that if it has been determined that you do not have an emergency medical condition, 

then the Facility may decline to treat you . 
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7.    Assignment of Insurance benefits 
Whethe r you sign for yours el f as the patient, or whether your legal repres entati v e of your agent signs on your behal f , you or your 

legal repres entati v e or agent assi gn and authori ze  direct payment to the Facili t y and to Facili t y-b as ed physi ci ans such as 
radiol og i sts , pathol ogi s ts, emerge nc y physi ci a ns, or anesthesi o l ogi s ts  as appro pri a te , of any insura nc e benefi t otherwi se  payabl e 
to or on your behal f for outpati e nt servi c es provi ded here at a rate not to exceed the Facili t y's regul ar charge s .  You furthe r 

acknowl e dge and agree that when an Insuran ce compa ny or other health care payor pays the Facili t y, pursuant to this assi gn m ent 
and authori z ati on, any and all obligat i ons that the Insuranc e  Compa ny or other payor had under a policy are discharg ed to the 

extent of such payme nt.  You, or a person financi a ll y respo nsi bl e for the outpati ent servi c e s provi ded to you, understa nd and 
agree that, except as otherwise provided by raw, you are obligated to pay any charges for the outpatient that are not paid as a 

result of this assignment and authorization. 

 
8.    Health Care Service Plans 

This Facili t y maintai ns a list of health care servi c e plans with which it cont rac ts.  A list of such plans is availab l e upon reques t from 
the financi a l office.  The Facilit y has no cont ra ct expres s or implied, with any plan that does not appea r on the list. 

 
You, or a person financially responsible for the outpatient services provide to you, acknowledge and agree that, except as 

otherwise provided by law, you are obligated to pay the Facility's regular rates for all services rendered to you by the Facility if you 
belong to a plan that does not appear on the above-named list. 

 
You also acknowledge and agree that, except as otherwise provided by law, you are individually liable to pay for any treatment, 
procedure or service ordered by your physician(s) if your health service plan appears on the above-mentioned list, but the plan 

refused to pay for the treatment, procedure, or service for any reason, including but not limited to, a plan determination that the 
treatm ent procedu re or servi c e was not covered by the plan, was not authori ze d by the plan or was not medi ca ll y neces s ary . 

 
Acknowledgement, Consent, and Financial Responsibil ity Agreement by Patient or 

Patient's Legal Representative or Authorized Agent. 

 
You certi f y that you have read, unders tand, and agree to the foregoi n g, and have recei v e d a copy of It and are either the patient , the 
patient 's legal repres entati v e, or the perso n authori z e d by the patient to act as the patient 's agent to execute  this docume nt and to 
accept its terms. 

 
Name Printed: (Patient or Patient's Legal 

Representative or Authorized Agent) 

Signature: (Patient or Patient's Legal 

Representative or Authorized Agent) 

Date 

 

If  signed by any one other that the patient, please indicate relationship: Time 

Witness S i g n a t u r e : 

Financial Responsibil ity Agreement by Person Other that the Patient or the Patient's   egal Representative: 

 
I agree to accept financial responsibility for outpatient services rendered to the patient.  In particular, I accept the terms of the Financial  

Agreement, Assignment of Insurance Benefits, Health Care Service plans and Third Liability provisions stated above . 

 

Name Printed; (Patient or Patient's Legal 

Representative or Authorized Agent) 

Signature: (Patient or Patient's Legal 

Representative or Authorized Agent) 

Date 

 

If  signed by any one other that the patient, please indicate relationship: Time 

Witness   Signature: 
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