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Acknowledgment of Receipt of Perioperative Information 

 
1. Patient’s Rights & Responsibilities/Grievance Information     __________ 

 

2. Financial Disclosure Statement         __________  

   

3. Cancellation Policy (Financial Policy)       __________ 

 

4. Patients Financial Responsibility (Financial Policy)     __________ 

 

5. Advanced Directive/Medical Power of Attorney           __________ 

  

6. Privacy Policy Rights                                                          __________ 

            

           *Please initial above lines 

 

I have received all of the above information in a timely fashion prior to the day of my surgical procedure.   

 

I have read, understand and agree to the above information, instructions and policies and have had all 

questions pertaining to these topics answered satisfactorily.  

 

____________________________________________    _______________  ______________ 

Patient Signature                       Initials   Date 

 

7. Discharge Instructions (To be signed post-operatively)  

 

Date of Service Patient / Caregiver Signature RN 

   

   

   

   

   

   

   

   

   

   

 
 


