
AU T H O RI Z A TION TO RELEASE 
I N FO R M ATIO N , FIN A N C I A L 

AGREEMENTS AND PATIENT RIGHTS

community in a safe, comfortable and welcomi n g environment, one in which we would be happy to treat our own families. 
1. Authorization to Release Information:

concerning communicable diseases such as Acquired Immune Deficiency Syndrome (“AIDS”).  I authorize the release of information from or the review

information from or copies of the patient’s medical record to any attending physicians, referring physicians, DME vendors, or other health care facility to
which the patient may be transferred.

5.    Assignment of Insurance Benefits and condition of coverage (All Patients):

verification prior to my discharge, and that regardless of my as signed insurance benefits, I am responsible for the total charg es for services rendered. 

4. Medicare/Medicaid Assignment of Benefits and Conditions of Coverage
a.

  
I certify that the information given by me in applying for payment under Title XVII of the Social Security Act is correct.  I authorize the
release of information concerning me to the Social Security Administration or its intermediaries or carriers as well as any information
needed for filing a Medicare claim.  I request that payment of authorized benefits be made on my behalf.  I assign benefits payable for
services to the physician or organization submitting a claim to Medicare for me.

b. I  understand that Medicaid recipients are responsible for payment of any medical care or service received that is beyond the amount,
duration and/or scope of the Texas Medicaid Program, as determined by the Medicaid Department or its health insuring agency.  All
payments for non-covered services are due and payable at time of service.

2. Financial Agreement:

the insurance company to insure prompt and accurate payment to the Center. The Center files primary and secondary insurance claims for patients
who are not scheduled as “self-pay.”  Cosmetic or Self-pay related surgery procedures must be paid in full prior to surgery. 

I/we understand specifically that any amount oweing on this account will be considered delinquent on the 91st day from the DATE OF
SERVICE for outpatinetts Monthly statements are sent to the guarantors once insurance has been paid.  Your patient balance is
expected in full no later than 90-days from the date of service.  Partial payment(s) or plans are not to exceed 90 days
Any outsanding balance exceeding 120 days from the date of services will be automatically forwarded to a 3rd party Collections
Agency Policy plans are between the policyholder and the insurance company not the providers of service.  We encourage you to
contact your insurance company to resolve any problems with your medical claim.
I/We further understand that should this account become delinquent and it becomes necessary for the account to be referred to an
attorney or collection agency for collection or suit, I/we, a the designated responsible party, shall pay reasonable attorney fees for
collection expenses. All accounts are due and payable in Tarrant County and Dallas County, Texas. 

3. Understanding Physician and Other Provider Services: 

DME Disclaimer:  Your surgeon may require durable medical equipment that may or may not be covered by your healthcare insurance carrier. If your 

denies payment for DME, you will be personally and fully responsible for payment to the vendor providing this item(s).  For more information on these products
and services, call ACE at 866-469-1951.

I understand and agree that I am responsible for providing any information required by my insurance company and agree to follow those pre-admission
and pre-authorization guidelines, which the insurance company may require.  I understand that I am financially responsible for all charges, which are
not covered by insurance, including, but not limited to, co-pays, deductibles, and charges in excess of policy coverage, and limitations or exclusions of
coverage.  I also understand that I will receive separate bills from other providers of service. 
If you have any questions, please feel free to contact one of our Patient Account Representative(s) at (888)864-6734 or the Business Office Manager at 
(817)860-6800.

______________________________________________________________________                     __________________________________ 
Signature (and relationship if not patient)

     
       Date 

Witness
Read reverse side before signi n g. 
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2400 Matlock Rd.
Arlington, Texas  76015
(817) 860-6800

As a freestanding ambulatory surgical facility, our estimated charges are based on the government structure to bill according to each procedure  
therefore we cannot provide you with an itemized statement.  Your estimate will be based on the procedure(s)  scheduled at our Center by your 
surgeon’s office.  Any additional unexpected, unscheduled surgical procedures will be billed to your account.  Unless other previous arrangements 
have been made in advance, the estimated facility cost will be due in full prior to or on the day services are rendered. 

card. We currently accept Visa and MasterCard. Also for your convenience we are a Care Credit merchant, please log on to: CareCredit.com for a 
credit application and more information regarding alternative payment options or call 800-365-8295.

Agreement

a. I have received verbal and written notice regarding my “Patient Rights & Responsibilities” 

providing treatment may have an ownership interest in this facility. This involvement helps to ensure the highest quality of surgical care
for our patients. Contact our staff or your physician if you desire further information.

 

_______
Initials

interpretation of x-rays and laboratory tests, and durable medical equipment of home health supplies.  For any billing questions related to your anesthesia
services, call Pinnacle Anesthesia Partners at Central Billing Office (972)233-1999.

Thank you for choosing   Baylor Surgicare at Arlington for your outpatient surgical ne e ds.  Ou  r missio n  is to provide first-class surg  i c al s ervices for the l o cal 

(3) representatives of local, state or federal agencies in accordance with the law.  Such information may include, but is not limited to, information
purpose of obtaining payment on the account of BSA, (2) any other person(s) or entities financially responsible for the patients care or treatment, and
I authorize BSA to furnish requested information from the patients medical and other records to: (1) any insurance company or third party payor for the

of the patient’s records for purpose of conducting any medical audits, utilization reviews, or quality assurance reviews.  I authorize BSA to release

Baylor Surgicare at Arlington will submit a medical claim in the patient’s behalf, although it is the responsibility of the policy holder to follow-up with

Please make payment(s) directly to: Baylor Surgicare at Arlington, in the forms of cash, cashier's check, personal check, money order or pay by credit 

I/we agree to pay BSA, its agents and assigns, all sums of money which shall become due on the account of the named patien  witht

agreement, or otherwise.  I/We shall be responsible to pay the entire account, and I/we further understand that the agreement in no way

BSA in accordance with its regular rate and terms.  I/WE UNDESTAND AND AGREE THAT THE ACCOUNT IS DUE UPON

I/we understand that although the patient and others may also be responsible for paying this account by virtue of an express or implied

relieves any such other party of any obligation to pay this account.

ADMISSION, with allowance made for insurance coverage approved and verified prior to admission. BSA will not extend credit.

I understand that services provided to me at the BSA facility are provided by doctors and their physician assistance who are not employees or agents of 
BSA.  I further understand that these medical providers will bill me seperately for their services, such as emergency care,  administration of anesthesia, 

surgeon requires that you go home with DME, you will be billed seperately for this item(s) by a third party vendor not affiliiated to BSA. If your insurance

In consideration of services rendered, I hereby transfer and assign to BSA and to Pathologist(s), Anesthesiologist(s), and to other licensed physicians,

herein as provided in any health insurance or sim ilar policy or polices or employee benefit plan.
individuals or groups who perform services for my care and treatment at BSA all right, title and interest in any payment due me for services described

I understand that I am responsible for providing to BSA copies of all insurance ID cards and information prior to or at the time of admission to allow for

Notice: The Baylor Surgicare at Arlington is proud to have many quality physicians invested in our facility. One or more of the physicians

______________________________________________________________________                              Patient under 18 years of age

               R ev09/ 09



S U R G E R Y  C E N T E R  O F  A R L I N G T O N

PATIENT’S RIGHTS AND RESPONSIBILITIES
This accredited ambulatory surgery center presents a Patient’s Bill of Rights and Patient Responsibilities to each patient with the    with the expectation that they will 
expectation that this will contribute to more effi cient care and greater satisfaction for the patient, family, physician and center 
organization.
Patients shall have the following Rights and Responsibilities without regard to age, race, sex, religion, culture, physical handicap, 
personal values or beliefs.

PATIENT’S RIGHTS
You, the patient, have the right to accept or refuse medical care or treatment to the extent of the law. You will be informed of the 
medical consequences of such refusal. You are responsible for your actions should you refuse treatment or fail to follow your physician 
or facility’s instructions. 
You have the right to approve or refuse the release of your medical records to an individual outside the facility. The exceptions include 
the situation of a transfer to another medical facility, required by law or third party payment contract (your insurance company).

You have the right to be informed of any human experimentation or other research/education projects affecting your care or treatment. 
You have the right to refuse participation in such experimentation or research without compromising the patient’s usual care.

You have the right to be fully informed before transfer to another facility or organization. 

The care rendered refl ects consideration of you as an individual with personal values and belief system. You are allowed to express 
your spiritual beliefs and cultural practices that do not harm others or interfere with your planned/medical intervention.

Your designated representative has the right to participate in the consideration of ethical issues that arise during your care. 

You will be treated with consideration, respect and full recognition of individuality, including privacy in treatment and care. The 
facility staff will keep records and all personal matters that relate to you confi dential.

You will be provided with complete information, to the extent of the physician’s knowledge, regarding diagnosis, treatment, and 
prognosis as well as alternative treatments or procedures and the possible risk associated with the treatment or procedure.

You have the right to appropriate assessment and management of pain. 

You or a designated representative will be fully informed of services and provisions for after hours and emergency care. 

You have the right to information regarding fees, payment policies and may request an explanation of your bill regardless of the 
source of payment.

You have the right to inquire about the professional status of individuals providing you care.

You will receive the care needed to help you regain or maintain your maximum state of health. 

You have the right to know what facility rules and regulations apply to your conduct as a patient. 

You have the right to present an Advance Directive, such as a living will healthcare proxy. A copy of any Advance Directive may be 
provided to the facility and physician.  However, it is our policy for the staff to provide all life saving methods to any patient 
in an emergency situation.

PATIENT’S RESPONSIBILITIES
You have the responsibility to observe the rules and regulations of the center for your stay and treatment. You are responsible 
for reporting to the staff whether or not you understand the planned course of your treatment and what is expected of you.
If the instructions given by the facility staff are not followed, you may forfeit the right to care at the facility and you will be  
responsible for your own outcome.
You are responsible for promptly fulfi lling your fi nancial obligation to this facility.

You have the responsibility to be considerate of other patients, families and personnel, you are asked to control noise, and 
follow No smoking policies . You and your family are expected to respect the property of others.  

You are responsible for notifying the facility staff and your physician if you can not keep your appointment. 

You and your family are responsible for providing the caregivers with accurate and complete information regarding present conditions, 
past illnesses, hospitalizations, medications or any other pertinent medical history.

It is your responsibility to fully participate in decisions involving your care and to accept the consequences of these decisions. You 
are expected to follow up on your doctor’s instructions, take medications when prescribed and ask questions concerning your health 
care that you feel are necessary.

COMMENT POLICY STATEMENT
The surgery center provides for and welcomes the expression of comments, concerns, criticism and suggestions by the patient and 
patient’s family at all times. This feedback allows the facility staff to understand and improve the patient’s care and environment.

Every patient has the right to fi le a grievance with any staff member or the facility administrator. In the absence of the administrator 
 the business office manager or clinical director will address the grievance/complaint.

The grievance process begins with the facility administrator.  If the patient is still not satisfi ed, the grievance process is referred to the 
corporate compliance offi cer. At anytime, or in the event the problem is still not resolved, the patient has the right to fi le a complaint 
with the Texas Department of Health. You can direct your issue to the Texas Department of State Health Services, Health Facility 
Licensing and Compliance Divison, 1100 West 49th Street, Austin, Texas 78756, (888) 972-0022. 

The main goal of the staff is to provide excellent care to every patient.  Every patient is encouraged to ask questions.
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Website for Medicare Beneficiary Ombudsman: http://www.medicare.gov./ombudsman/activities.asp
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