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REGISTRATION FORM
 Please fill out completely
Last Name:______________________  First Name ________________________________MI:__________

Address:_______________________________________________________________________________



         (Street)



(City)

           (State)

            (Zip)

Primary Phone: _________________ Other Phone:  ________________  email: ​​​​​​​​​​​​_____________________

Date of Birth:_______________ SSN:_________________  Employer:_____________________________  

In case of emergency, contact:

Name:___________________________________   Relationship:_________________________________ 

Daytime Phone #  ___________________________      Cell Phone #: _____________________________

Do you have any social, emotional or safety needs that we can be of assistance in addressing at this time?  No_______     Yes ____________________________________________________________________________________________ 

I will have a responsible adult escort me from the surgery center and stay with me for 24 hours following my procedure.  That adult’s name is:  ________________________________ and their relationship to me is ____________________________________. I understand that the surgery center will provide education regarding my after-surgery care, verbally and in writing, with myself and my escort prior to being discharged home. 
Advance Directive (A Living Will)
Because the scope of Surgery Center of Silverdale is limited to elective outpatient surgical procedures, it is the policy of this facility that any life-threatening situation that arises will be immediately treated with life-sustaining measures. Concurrently, the emergency medical system (EMS) will be activated for emergency patient transport to a hospital facility. The patient’s right and need to be an active participant in the decision-making process regarding their care is recognized and respected. Acknowledgement of this policy does not revoke or invalidate any current health care directive or health care power of attorney.  

Have you executed an advance health care directive, a living will and/or a power of attorney that authorizes someone to make health care decisions for you? Please check the appropriate box.
Top of Form

 FORMCHECKBOX 
  Yes, I have an advance health care directive, living will and/or a power of attorney.



 FORMCHECKBOX 
  I have provided Surgery Center of Silverdale with a copy of this document, OR
 FORMCHECKBOX 
  A copy of my advance health care directive, living will and/or a power of attorney, can be found:



 FORMCHECKBOX 
 at my home
 FORMCHECKBOX 
 with my primary care provider ___________________  FORMCHECKBOX 
 with _________________
 FORMCHECKBOX 
  No, I do not have an advance health care directive, living will and/or a power of attorney.

 FORMCHECKBOX 
  I would like additional information on advance health care directives. ____
Notice of Rights
Surgery Center of Silverdale has established a Patient’s Bill of Rights, which is provided verbally and in writing in a language and manner the patient or patient’s representative understands prior to the date of the procedure. Surgery Center of Silverdale expects that observance of these rights will contribute to more effective patient care and greater satisfaction for patients, physicians, and the facility. 

***PLEASE COMPLETE BOTH SIDES OF FORM ***

Financial Disclosure
The Surgery Center of Silverdale is privately owned and has informed the patient prior to the date of the procedure that their physician may have a proprietary interest in this facility. The patient has the right to choose the facility of his/her choice for health-related services.

By providing my cell, landline, or any other number(s), I expressly consent to receiving communications from the provider(s), its staff, its contractors, collection agents, and others, at any numbers I provide or that are later acquired for me. These parties may use this information to contact me via live agent, voice mail, text message, using an auto-dialer or other computer assisted technology, pre-recorded message(s), or by any other form of electronic communication, including email at any email address I provide.
By signing this document, I acknowledge that:

1. Prior to my day of surgery, I was provided with written information regarding the surgery center’s Owner Information, Advance Directives Policy, Patient Rights and Responsibilities – including how to file a grievance/complaint, Notice of Privacy Practices, Financial and Billing policy, as well as general instructions and what to expect while at the center.
2. I have read and understand the information listed above and agree to abide with the policies of Surgery Center of 
Silverdale. If I have indicated I would like additional information, I acknowledge receipt of that information. 
3. I understand that my health information will be shared for the purposes of treatment, payment and health care operations as permitted by HIPAA federal health care privacy regulations.
4. I understand that I may revoke this authorization (except to the extent that action was already taken in reliance on this signed authorization) at any time by notifying the Surgery Center of Silverdale, LLC, in writing. 
5. I may inspect or copy any information used or disclosed under this agreement. 
6. I understand that if the person or organization that receives the information is not a health care provider or plan covered by federal privacy regulations, the information described above may be redisclosed and would no longer be protected by these regulations.
7. All information I have provided is true and accurate to the best of my knowledge.

8. My questions have been answered satisfactorily by the Surgery Center Staff.

9. I will comply with the terms of the Financial and Billing Policy.
____________________________​​​​​___________________________

__________________

Patient Signature (If patient is unable to sign, please indicate relationship)

Date

Please mail or bring this to your surgery at:

Surgery Center of Silverdale

9800 Levin Rd, NW, Suite 102

Silverdale, WA  98383



Patient Sticker
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