
To all of our patients,

We have several forms attached with information for you to review prior to
your procedure at our center. You will find a complete listing of your rights and
responsibilities, our privacy notice, advance directives and our policy on advance
directives, a complete list of ownership in our facility and a brochure which tells you
what to expect and has a map on the back of the location you will be having your
procedure at. .

The top page is an acknowledgement sheet that we will need signed prior to
your procedure and brought with you on your date of service. This is
acknowledging we have given you the above. Please also complete the
Demographic form and bring it to the surgery center with you on the
day of your procedure along with your insurance card and picture ID.

Thank you for choosing our center to have your procedure. We take pride in giving our
patients the best possible care and welcome any suggestions you may have.

Sincerely,

The Management Team
The Surgery Center of Carmel (317) 569-8250





THE SURGERY CENTER of  CARMEL
Patient Demographics

PATIENT INFORMATION

PATIENT NAME: SOCIAL SECURITY #:

DOB:           /          / SEX: M           F MARITAL STATUS: single         married          divorced          widowed

RACE: LANGUAGE:

HOME PHONE: (                 ) ALTERNATE PHONE: (                 )

ADDRESS:
street city/state zip

EMAIL ADDRESS:

PATIENT EMPLOYER: WORK PHONE: (                 )

WORK ADDRESS:
street city/state zip

OCCUPATION:

EMERGENCY CONTACT

NAME: RELATIONSHIP:

ADDRESS:
street city/state zip

HOME PHONE: (               ) OTHER PHONE: (                )

INSURANCE INFORMATION

SUBSCRIBER NAME: DOB:               /                /

SOCIAL SECURITY #: DRIVER's LICENSE #:

ID/POLICY #: GROUP #:

BILLING ADDRESS:

CUSTOMER SERVICE PHONE: (               )

EMPLOYER: WORK PHONE: (              )

EMPLOYER ADDRESS:
street city/state zip

OCCUPATION:

FOR WORKMAN'S COMPENSATION CLAIMS ONLY

CASE #: CASE MANAGER'S NAME:

PHONE #: (                ) IS THIS APPROVED: Y            N

CLAIMS ADDRESS:
street city/state zip
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Financial Agreement: If you have insurance, we will help you receive maximum benefits by filing your
claims for you. The undersigned further agrees that all charges incurred relating to the collection of
delinquent accounts will be borne by the patient/guarantor.

Assignment of Benefits: I hereby assign all my insurance benefits under the described policies and
authorize SCC, St Vincent Health and NAS to bill for charges incurred and to provide any medical
information necessary to process this claim. I authorize payment to be made directly to SCC, St Vincent
Health and NAS.

Release of Information: I, the undersigned, authorize the SCC and/or St Vincent Hospital Services to
release all or part of my medical records when required for the submission of insurance claims or the
operation of the Center. SCC, its agents, servants and employees are hereby released from any and all
liability of any nature that may arise from the release of such information.

Medicare Part B Signature Authorization Release of Information and Payment Request: Medicare
patient-I certify that the information given by me in applying for payment under TITLE XVII OF THE Social
Security Administration or its intermediaries or carriers any information needed for this or a related
Medicare claim. I permit a copy of this authorization to be used in place of the original. I assign the
benefits payable for physician services to the physician or organization furnishing the services or
authorize such physician or organization to submit a claim to Medicare for payment to me. I request
payment under the medical insurance program to be made either to me or SCC to inquire about and
receive any information about any and all of my Medicare Part B claims, assigned and/or assigned.

Separate Billing: You will receive a separate statement from your physician for his services at The
Surgery Center of Carmel. In addition, if you require anesthesia, the contracted anesthesia group will
send you a statement for their services. If your physician orders pathology or blood work while at the
Surgery Center the laboratory could bill you directly for their services.

Property Release: The Surgery Center of Carmel will make every effort to protect your possessions while
you are under out care. Please leave valuables with your family or friends. I understand that SCC cannot
be held responsible for the loss or damage of my personal property.

Certification: I certify that the information given above is correct. The undersigned certifies that they
are the patient or are duly authorized by the patient to execute this document and accept its terms. The
undersigned certifies that he/she has read and understand the foregoing and fully accepts the terms
specified above. A photo static copy of this agreement shall be considered as effective and valid as the
original.

X_______________________________ X__________________ X____________
Signature of Patient or Guarantor Relationship to Patient Date

X_______________________________ X____________
Witness Signature Date







Patient Rights and Responsibilities

Each patient, or parent or legal guardian of a
minor patient, you have a right to:

 Be treated with respect, consideration and dignity
 Respectful care given by competent personnel with

consideration of their privacy concerning their medical
care.

 Be given the name of their attending physician, the
names of all other physicians directly assisting in their
care, and the names and functions of other health
care persons having direct contact with the patient.

 Have records pertaining to their medical care treated
as confidential and, except when reviewed by law,
patients are given the opportunity to approve or
refuse their release.

 Know what Surgery Center rules and regulations
apply to their conduct as a patient.

 Expect emergency procedures to be implemented
without necessary delay.

 Expedient and professional transfer to another facility
when medically necessary and to have the responsible
person and the facility that the patient is transferred to
notified prior to transfer.

 Full information in laymen’s terms concerning
diagnosis and treatment; if it is not medically advisable
to give this information to the patient, the information
shall be given to the responsible person on his/her
behalf.

 Receive a second opinion concerning the proposed
surgical procedure, if requested.

 Information on after-hour and emergency care.
 Give an informed consent to the physician prior to the

start of a procedure.
 Be advised of participation in a medical research

program or donor program; the patient shall give
consent prior to participation in such a program that
has previously given informed consent to participate in.

 Receive appropriate and timely referrals and
consultation.

 Receive appropriate and timely follow-up information
of abnormal findings and tests.

 Receive information regarding “continuity of care.”

 Refuse drugs or procedures and have a physician
explain the medical consequences of the drugs or
procedures.

 Medical and nursing services without discrimination
based upon age, race, color religion, sex, national
origin, handicap, disability, or source of payment.

 Be given the opportunity to participate in discussions
involving their healthcare, except when such
participation is contraindicated for medical reasons.

 Have access to an interpreter whenever possible.
 Be provided with, upon written request, access to all

information contained in their medical record.
 Accurate information regarding the competence and

capabilities of the organization.
 Receive information regarding methods of expressing

suggestions or grievances to the organization.
 File any complaints/grievances with the administration

at The Surgery Center of Indianapolis, LLC and receive
an appropriate response within ten (10) business days.
Contact information for administration is The Surgery
Center of Indianapolis, LLC – Administrator, 12188 A
N Meridian #150, Carmel, IN 46032. Telephone
number is 317-569-8250.

 Refer complaints or grievances regarding quality of
Care, premature discharge, or beneficiary complaints
To the Indiana State Department of Health at 317-233-
1325; TTY 317-233-5577 or by letter at 2 N Meridian
St., Indianapolis, IN  46204, or via web @
www.in.gov/isdh.  You may contact the Medicare
Beneficiary Ombudsman
@www.medicare.gov/Ombudsman/activities.asp, or by
calling 1-800-MEDICARE (633-4227).

 Appropriate assessment and management of pain.
 Participate in their own healthcare decisions except if

this is contraindicated due to medical reasons.
 Information regarding fees for services and payment

policies.
 Be informed of their right to change primary or

specialty physicians if other qualified physicians are
available.

 Receive a Patient Privacy Notice which provides an
explanation of how their protected health information is
utilized and to those that may need to receive it.

 A verbal and written notice of these patient rights and
responsibilities, receive information pertaining to the
facility’s policy for advances directives (including a

Description of applicable state health and safety laws
and if requested, official state advance directive forms),
written disclosure of physician financial interests or
ownership, all of which must be provided in advance
of the date of service.

 Receive care in a safe setting and one that is free from
all forms of abuse or harassment.

Each patient treated at The Surgery Center of
Indianapolis, LLC has the responsibility to:

 Provide the Surgery Center staff with complete,
accurate health information, any medications including
over-the-counter products, dietary supplements and any
allergies or sensitivities.

 Follow instructions given by his/her surgeon,
anesthesiologist, and operative care team.

 Provide a responsible adult to transport the patient
home from the facility and remain with him/her for 24
hours if required by the physician.

 Provide the Surgery Center with all information
regarding third-party insurance coverage.

 Fulfill financial responsibility for all services received
as determined by the patient’s insurance carrier.

 Be respectful of all healthcare providers, staff, and
other patients.

 Inform a facility/staff member regarding any of the
following:

1. If they feel that their privacy has been
violated.

2. If their safety is being threatened.
3. If they feel a need/desire to file a grievance.

Advance Directive Policies at The Surgery Center of
Indianapolis, LLC
Compliance with the 1990 Patient Self-Determination
Act is intended for inpatient hospital admissions, nor
for outpatient surgery centers. The Surgery Center of
Indianapolis, LLC are bound to do all in their power to
assure the safe recovery of every patient, including
resuscitation if that becomes necessary. All adult
patients are asked if they have an advance directive,
which is placed in their medical record. Adult patients
are also informed that an advance directive will not be
honored while a patient at The Surgery Center of
Carmel.
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