
 
MULTI CONSENT FORM 

 
  

FINACIAL AGREEMENT  
For services here to be performed for the Patient by ADVENTIST HEALTHCARE SURGERY CENTER AT 
NATIONAL HARBOR (whether one or more), below signed (severally if more than one), whether as patient, agent 
or guarantor, agrees and promises to pay the charges for the care so provided to the Patient by ADVENTIST 
HEALTHCARE SURGERY CENTER AT NATIONAL HARBOR, in accordance with the Center’s then current 
standards rates and all costs incurred in collecting same, together with attorney’s fees, which ADVENTIST 
HEALTHCARE SURGERY CENTER AT NATIONAL HARBOR deems necessary and reasonably and required to 
enforce the rights of ADVENTIST HEALTHCARE SURGERY CENTER AT NATIONAL HARBOR. 

ASSIGNMENT OF INSURANCE BENEFITS 
As or on behalf of the Insured under the insurance specified on the registration documents of Patient, and otherwise 
payable thereto (the present and future rights thereto and monies due or to becomes due there from termed “Contract 
Rights”), the below signed irrevocably assigns and transfers to ADVENTIST HEALTHCARE SURGERY CENTER 
AT NATIONAL HARBOR the Contract rights, and orders and directs such insurer(s) to pay all monies due or to 
become due there under directly ADVENTIST HEALTHCARE SURGERY CENTER AT NATIONAL HARBOR 
or its assignee. To affect such payment, ADVENTIST HEALTHCARE SURGERY CENTER AT NATIONAL 
HARBOR irrevocably constituted and appointed lawful attorney in fact with substitution power, to sue or otherwise 
collect and settle and claim under the Contract Rights as insured without further notice or approval of Insured and to 
endorse in the name of the Insured any check or other instruments for the payment of monies there under. Further, I 
understand that ANESTHESIOLOGY, PHYSICIAN SERVICES, PATHOLOGY, RADIOLOGY, and some 
LABORATORY SERVICES will bill me separately and assign my insurance benefits to them if their services are 
rendered during my treatment. I also authorize them to release my medical information needed by my insurance carrier 
to process the claim.  

If Insured receives monies directly from the Insurer(s), same shall be held in trust and immediately transferred to 
ADVENTIST HEALTHCARE SURGERY CENTER AT NATIONAL HARBOR for amounts due. This assignment 
is irrevocable with interest until full and complete payment of all monies due to the Facility and its affiliates from this 
event admission or otherwise. Money received by ADVENTIST HEALTHCARE SURGERY CENTER AT 
NATIONAL HARBOR from Insurer(s) or other third-party sources, less the expense in procuring same, shall be 
deducted from the principal amount due for services rendered to the Patient. If charges not covered by insurance 
cannot be paid in full when due, below signed agrees upon request to sign a promissory note bearing at the maximum 
legal rate to pay all debt not paid if credit is approved.  

 
RELEASE OF MEDICAL RECORDS  

The undersigned agrees that all records concerning this patient’s hospitalization shall remain the property of the 
facility. The undersigned understands that medical records and billing information generated or maintained by the 
facility are accessible to facility personnel and medical staff. Facility personnel and medical staff may use and disclose 
medical information for treatment, payment, and healthcare operations and to any to any other physician, healthcare 
personnel or provider that is or may be involved in the continuum of care for this admission. The facility is authorized 
to disclosure all or part of the patient’s medical record to any insurance company, third party payor, worker’s 
compensation carrier, self-insured employer group or other entity (or their authorized representatives) which necessary 
for payment of patient ‘s account. Law requires that the facility advise the undersigned that THE INFORMATION 
RELEASED MAY INDICATE THE PRESENCE OF A COMMUNICABLE OR VENAREAL DISEASE 
WHICH MAY INCLUDE, BUT NOT BE LIMITED TO, DISEASES SUCH AS HEPATITIS, SYPHILIS, 
GONORRHEA, AND HUMAN IMMUNODEFIENCEY VIRUS, ALSO KNOW ACQUIRED IMMUNE 
DIFICIENCY SYNDROME (AIDS). The facility is authorized to disclose all or any portion of the patient's medical 
record as set forth in its Notice of Privacy Practices, unless the patient objects in writing. By signing this form, you 
are authorizing such disclosures.  
 
 



 
MULTI CONSENT FORM 

 
DISCLOSURE OF OWNERSHIP NOTICE  

 
I have been informed prior to my surgery/procedure that the physicians who perform procedures/services at The 
Surgery Center may have an ownership interest in Adventist HealthCare Surgery Center, I have been provided a list 
of physicians who have a financial interest or ownership in the Center. The physician has given me the option to be 
treated at another facility/Center, which I have declined. I wish to have my procedure/services to be performed at 
Adventist Health Care Surgery Center.  
 

CERTIFICATION OF PATIENT INFORMATION  
 

I have reviewed my patient demographic and insurance information on this date and verify that all information 
reported to the Center is correct.  
 

PATIENT RIGHTS/ ADVANCE DIRECTIVES INFORMATION  
 

I (we) acknowledge the following statement in regarding to Advanced Directives: ADVENTIST 
HEALTHCARE SURGERY CENTER AT NATIONAL HARBOR suspends Advanced Directives for 
elective surgery and procedures in part because anesthetic drugs often require supportive measures 
including intubation and/ or blood pressure support. If you have any questions, please talk to your 
physician or anesthesiologist.  

Patient Rights: I acknowledge written, or publicity posted notification of my rights as a patient prior to my 
procedure, and on request, I received a copy of the State notice and this facility policy statement regarding 
Patient’s Right to Self Determination.  


