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SURGERY CENTER, LLC

4901 S. Vineland Road, Suite 150
Orlando, FL 32811
PH: 407-370-3272
FAX: 407-370-3028

PLEASE COMPLETELY FILL OUT THE ATTACHED FORMS AND BRING THEM WITH YOU TO
THE MILLENA SURGERY CENTER ON THE DAY OF YOUR SCHEDULED PROCEDURE.

THANK YOU

Instructions for patients having outpatient procedures at Millenia Surgery Center

Millenia Surgery Center is located in the Millenia Park Plaza office building. Normal business operations for this building
are Monday thru Saturday, closed on Sundays.

Our goal is to make your visit to our facility a smooth, convenient, and time efficient process, so the facility finds it
necessary to inform patients of special building conditions.

1. Building entrances are locked from the outside until 0700 AM. Therefore, dn]y staff has access until 0700 AM, and
patients arriving before 0700 AM should notify the surgery center via phone upon arrival to the facility at 407-370-3272.
Someone will promptly open the door.

2. The facility is located in suite 150 near the east entrance (nearest to and facing I-4), so parking should be utilized near
that entrance for convenience.

3. On Saturdays there is no re-entry unless someone lets you in, and the entrances cannot be propped open.
4. Restrooms are located through the tall wooden door near suite 120 next to the elevators.
5. After the procedure, nurses will wheel patients out through the rear of the building near parking garage.

6. EACH PATIENT HAS TO BE ACCOMPANIED BY A RESPONSIBLE ADULT WHO WILL REMAIN ON
PREMISES DURING THE PATIENT’S ENTIRE VISIT. DUE TO OUR LIMITED SEATING, WE KINDLY
REQUEST TO BRING ONLY ONE COMPANION. NO STROLLERS ALLOWED IN THE BUILDING. PLEASE DO

NOT BRING CHILDREN TO THE FACILITY UNLESS THEY ARE THE PATIENT,
7. PLEASE NO EATING, DRINKING OR SLEEPING IN THE LOBBY

8. Smoking is prohibited.

9. The surgery scheduler at the doctor’s office gives the patients paperwork to be completed prior to the day of the
procedure. Please remember to bring the forms completed and signed.

MILLENIA SURGERY CENTER CHARGES A FACILITY FEE FOR EACH PROCEDURE. IT DOES NOT

INCLUDE FEES FOR YOUR SURGEON, CONSULTING PHYSICIAN, ANESTHESIOLOGIST, OR

PATHOLOGIST.
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MILLENIA

4901 8. Vineland Road, Suite 150
Orlando, FL 32811

PH: 407-370-3272

FAX: 407-370-3028

SURGERY CENTER, LLC
PATIENT REGISTRATION
PATIENT NAME (LAST, FIRST, M) DATE OF BIRTH SEX TODAY'S DATE:
HOME ADDRESS (Street) (Apartment No.) (City) T (State) (Zip)
MARITAL STATUS SOCIAL SECURITY NO. HOME PHONE 'WORK PHONE
OCCUPATION

PATIENTS EMPLOYER

WORK ADDRESS

ARE YOU BEING TREATED TODAY AS A [ YES IR YES, DATE OF ACCIDENT

ARE YOU BEING TREATED TODAY ASA [ YES IEYES.DATE OF ACCIDENT

RESULT OF AN AUTOMOBILE ACCIDENT ? [ No RESULT OF AN INJURY AT WORK. O no
SPOUSE SPOUSE WORK PHONE
IF PATIENT IS A MINOR: PARENT NAME / LEGAL GUARDIAN / AUTHORIZED REPRESENTATIVE
EMERGENCY CONTACT
NAME RELATIONSHIP TO PATIENT
PHONE ADDRESS

COMPLETE THIS SECTION ONLY IF THE
(EXAMPLE: IF YOU ARE INSURED ON YOUR SPOUS

PATIENT IS NOT THE PRIMARY CARD HOLDER

E’S PLAN, YOU WOULD NEED TO COMPLETE THIS SECTION)

INSURED'S NAME RELATIONSRIP TO PATIENT
INSURED’S EMPLOYER OCCUPATION

EMPLOYER ADDRESS

SOCIAL SECURITY NO, DATE OF BIRTH
HOME PHONE WORK PHONE

NOTICE TO PATIENT: ,

Based on legislation approved for the State of Florida Agency for Health Care Administration, our facility is required to provide

various types of data to the State of Florida on a quarter
surgical procedures and permits assessment of variation

cost trends for ambulatory procedures.

ly basis. This information provides
s in utilization, practice parameters

the state with a database of ambulatory
, access to ambulatory care and estimates of

In order to comply with these regulations, please make sure that you have completed the patient registration form IN ITS

ENTIRETY and check one of the follo
OAmerican Indian O Asian Pacific O Black OWhite OWhite Hispanic OBlack Hispanic OOther

Religion Preference

wing as it applies to the PATIENT O

NLY.

(IF NONE, PLEASE INDICATE)
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SURGERY CENTER ADMISSION

LEGAL RELATIONSHIP BETWEEN SURGERY CENTER AND PHYSICIANS: I understand that all physicians furnishing
services to the patient, including the patient’s physician, and any specialist such as an anesthesia provider, radiologist, or pathologist
are independent contractors with the patient and are not employees or agents of the surgery center. The patient is under the care and
supervision of his/her physician and it is the responsibility of the surgery center and its staff to carry out instructions of the physician.
It is the responsibility of the patient’s physician to obtain the patient’s informed consent, to medical or surgical treatment or
procedures. Any questions concerning the nature or results of any examination or treatment should be directed to the patient’s
physician and not to the surgery center employees.

OTHER PROFESSIONAL SERVICES: I understand that my physician may have a professional radiology service review
radiological images. My physician may also send specimens to a professional pathology laboratory for a pathological diagnosis,
Radiology and pathology services are billed separately by those individual physicians and laboratories.

PERSONAL VALUABLES: It is agreed and understood that the surgery center shall not be responsible for any personal property
brought by patient to the surgery center, including but not limited to money, jewelry, documents, or any other articles.
OWNERSHIP OF SURGERY CENTER: I have been informed there are physicians who have ownership in this surgery center, [
understand that I am free to choose another facility in which to recejve services.

ADVANCE DIRECTIVE/LIVING WILL: I understand that if an emergency medical condition should occur I will be transferred to
the closest hospital for further evaluation and treatment. I understand that if 1 have an advance directive or living will, the surgery
center will still transfer me to a hospital which will make decisions about following any advance directives or living will. If I should
be transferred to a hospital, I consent to the hospital to release copies of my medical records to the surgery center to review the

episode of care. I have the following: Copy given to Surgery Center
O Living will O
0 Health care surrogate, proxy, or durable power of attorney O
O Power of Attorney O

PATIENT PRIVACY, RIGHTS AND RESPONSIBILITIES: I have been offered a copy of the Privacy Notice. I received a copy
of the patient rights and responsibilities statement. ] know to whom I can express suggestions or complaints.

FINANCIAL AGREEMENT: I agree that, to the extent necessary to determine liability for payment and to obtain reimbursement,
the surgery center may disclose portions of my financial and/or medical records to any person or entity which is or may be liable for
all or any portion of the Center’s charges (including but not limited to insurance companies, health care service plans, or worker’s
compensation carriers). Whether signing as the patient or his/her agent, I agree that in consideration of the services rendered, I shall be
individually responsible to pay the Center for all such services, at the Center’s regular rates and terms should my insurance company
deny payment. I shall also be responsible for any deductibles or co-payments owed at the time of services. 1 am responsible for
payment within 60 days of the date of the service provided unless there is a contract the surgery center has signed with my insurer that
states otherwise. Should this account be referred for collection to any attorney or collection agency, I shall pay all attorneys’ fees and
collection expenses in connection therewith, if the patient’s account is delinquent. I shall be responsible for paying the Center interest
on the full outstanding balance at the maximum rate allowed by law. I hereby certify that the information given by me in applying for
payment under Titles XVIII and XIX of the Social Security Act or by any other payer is correct, I assign to the Surgery Center all
benefits due me under the terms of said policies and programs but not to exceed the Center’s regular charges for similar services. I
authorize payment of medical benefits to the surgery center for the services provided.

I hereby acknowledge the I also acknowledge that I have received the following items prior to the date of the procedure.
above statements. O  Patient Rights and Responsibilities

O  The surgery center’s policy about advance directives

O Physician ownership information

Patient Date Time Witness Date Time

(In the event the patient is a minor, unconscious, or is otherwise not competent to acknowledge an understanding due to physical or
mental condition, complete the following.)

If patient’s personal representative, state relationship and authority:

Patient’s Representative Date Time Witness Date Time



4901 S. Vineland Road, Suite 150
Orlando, FL 32811
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Anesthesia Questionnaire -Adult

- Please answer each question prior to your operation. This will assist the Anesthesia Department in making your pre-
anesthesia evaluation.

1. Please list any major illnesses you have had in your life.

2. Please list any medication that you take and their doses.

YES

»w

27.

28.

29,

30.
31.

32,
33.
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Date of your last menstrual period

Height
34. QUESTIONS OR COMMENTS:
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=z
oD%
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Have you taken prednisone, steroids, or ACTH In the past six months?
Are you allergic to any medicines? What? What happens?

Have you ever had high or low blood pressure?
Have you ever had trouble with your heart?
Have you ever had a heart attack? When?
Do you have angina chest pains? How often?
Do you have any trouble with your breathing or lungs? (circle) Asthma Wheezing
Emphysema Cough up anything

Do you smoke? How much? How long?
Have you had a cold or Flu In the past two weeks?
Does anyone in the family have a cold or Flu?

Do you have any problems with your breathing while lying flat?
Have you ever had a stroke? When?
Have you ever had dizziness, fainting spells, seizures, or epilepsy?
Do you have any part of your body that is numb or weak?

Have you ever had any problems with your liver or kidneys?

Have you ever had hepatitis or yellow jaundice? When?
Do you have problems with swallowing, heartburn, indigestion, hiatal hemia, or'vomiting?
Do you have diabetes? How long?
Do you have arthritis? Whera?
Have you ever had problems with bleeding or easy bruising?
Have you ever had a transfusion? When?
Do you wear contact lenses? if so, please remove before surgery
Do you have (circle) dentures caps bridges loose teeth
Please list any operations you have had and their dates.

Have you ever had any problems with general anesthetic? What?

Have you ever had any problems with 3 spinal anesthetic?

Have any relatives had any problems with anesthetics (high fevers, breathing troubles. etc.)?
How many drinks or beers do you have in an average day? week?

Is there ény chance that you are pregnant?

Weight

Patient Signature
Reviewed by Anesthesiologist

Date
Date Time




CURGERY MILLENIA SURGERY CENTER
PARTNERS 4901 SOUTH VINELAND ROAD
SUITE 150
ORLANDO, FL 32811

WHAT WE ARE: is an outpatient surgical and procedure facility licensed by the State of Florida.

WHO WE ARE: is owned by physicians who developed the surgery center to provide a safe and
comfortable medical facility that would provide efficient and effective service to patients.

WHY WE WERE

OPENED: Outpatient care has been proven to increase patient comfort through personalized care
while delivering quality services, Physicians joined together to open a facility that would
provide personal attention and quality services to their patients.

YOUR RIGHTS

AS A PATIENT: You have the right to choose the provider and the facility for your health care services.
You will not be treated differently by your physician if you choose to obtain health care

services at another facility.

YOUR CHOICE:  Please discuss with your physician your questions or concerns if you may want to have
your procedure at an alternative health care facility.

CREDENTIALS:  All physicians have been credentialed according to AAAHC standards.
Information is available upon request.

PATIENT
GRIEVANCES: If patients have complaints or concerns in regard to their care at the Millenia Surgery

Center, they are encouraged to fill out a grievance form, which is available upon request
at the front desk. The Clinical Administrator or designee will be available to speak to

You upon request.

MALPRACTICE  Your physician may or may not have malpractice insurance but has satisfied the state

INSURANCE: requirements with the state for this election.
ADVANCE
DIRECTIVES: If you have an advance directive or living will, the surgery center will still transfer you to

the closest hospital whom will make decisions about following any advance directive or
living will. You have a right to have your living will present in your medical record at the
Center and you have a right to the center’s policy prior to the date of admission. Go to
www.milleniasurgerycenter.com to view Patient’s Rights and Advance Directive Policy.
AHCA’s Advance Directive form can be found at: www.fdhe.state.fl.us

THANK YOU FOR CONSIDERING RECEIVING HEALTH CARE SERVICES AT
MILLENIA SURGERY CENTER

AHCA Consumer Complaint, Publication and Information Call Center

The agency provides a toll-free telephone system for consumers to call in order to file complaints, receive publications,
information and referral numbers. This system can be accessed by calling the number below between the hours of 8:00
A.M. and 6:00 P.M. Eastern Time Monday through Friday. Complaints about health care facilities are taken during
regular business hours, 8:00 A.M. to 5:00 P.M., Eastern Standard Time (EST) (888) 419-3456. Complaints in
regard to Medicare are addressed on the Office of the Medicare Beneficiary Ombudsman web site:

www.cms.hhs.gov/center/ombudsman.asp
Gov-Ownership



CTURGERY —
FPARTNER™

QUE SOMOS:

QUIENES SOMOS:

POR QUE FUIMOS ABIERTOS:

SUS DERECHOS COMO
PACIENTE:

SU OPCION:

CARTAS CREDENCIALES:

AGRAVIOS DEL PACIENTE:

SEGURO DE NEGLIGENCIA:

DIRECTIVAS DE AVANCE:

MILLENIA SURGERY CENTER
4901 SOUTH VINELAND ROAD
SUITE 150
ORLANDO, FL, 32811

Un centro licenciado por El Estado de la Florida para cirugias y
procedimientos ambulatorios.

Los duefios son un grupo de médicos que desarrollaron el centro de cirugias
para proveer una instalacién médica segura y cémoda que proveeria un
servicio eficiente y eficaz al paciente.

El cuidado en los centros médicos ambulatorios ha probado aumentar la
comodidad del paciente por €l cuidado personalizado entregando a su vez
servicios de calidad. Los médicos se unieron para proveer atencién personal
y servicios de calidad a sus pacientes.

Usted tiene el derecho de elegir al medico y la instalacién para sus servicios
y cuidados médicos. Usted no sera tratado diferente por su médico si usted
decide recibir servicios médicos en otra instalacion.

Por favor discuta con su médico sus preguntas o preocupaciones si usted
desea tener su procedimiento en otra instalacion.

Todos los médicos tienen sus credenciales al dia segiin las regulaciones de
AAAHC. Lainformacion esta disponible si usted la desea.

Si los pacientes tienen quejas o preocupaciones en cuanto a su cuidado en
nuestro centro, Millenia Surgery Center, ellos pueden obtener un formulario
de agravios el cual estd disponible en la recepcién. La administradora o la
persona designada estaran disponibles para responder cualquier inquietud.

Su médico puede o puede que no tenga el seguro de negligencia, pero tiene
satisfecho las exigencias estatales para esta eleccion.

Si usted tiene una directiva de avance o un testamento de vida, el centro de
cirugia todavia tendria que transferirlo al hospital mas cercano, el cual
tomara decisiones sobre cualquier directiva de avance o testamento de vida.
Usted tiene el derecho de tener su testamento de vida presente en su registro
médico en el centro y también tiene derecho a la poliza del centro antes de la
fecha de admision. En la pagina www.mnilleniasurgerycenter.com puede
encontrar los Derechos del Paciente y la poliza de las Directivas de Avance.
El formulario de Directivas De Avance de AHCA lo puede encontrar en:

www.fdhe state.fl.us

GRACIAS POR CONSIDERAR RECIBIR SUS SERVICIOS MEDICOS EN

MILLENIA SURGERY CENTER

Queja del Consumidor, Publicacién y Centro Telefénico de Informacion de AHCA

La agencia proporciona un sistema telefénico gratuito para que los consumidores puedan llamar y dar sus
quejas, recibir publicaciones, informacién y niimeros de referencias. Pueden tener acceso a este sisteraa
llamando al (888)419-3456 entre las horas de 8:00 A.M y a las 6:00 P.M. hora del Este de Lunes a Viernes.
Las quejas sobre instalaciones médicas son tomadas durante horas de oficina, 8:00 A.M hasta las 5:00 P.M.,
hora del Este. Las quejas en cuanto a MEDICARE son dirigidas a 1a pagina de internet :
www.cms.hbs.gov/center/ombudsman.asp



PATIENT’S BILL OF RIGHTS AND RESPONSIBILITIES

The staff of this health care facility recognizes you have rights while a patient receiving medical care. In return, there are
responsibilities for certain behavior on your part as the patient. These rights and responsibilities include:

A patient has the right to

(]

Exercise his or her rights without being subject to discrimination or reprisal with impartial access to medical treatment or
accommodations, regardless of race, national origin, religion, physical disability, or source of payment.
Voice complaints and grievances, without reprisal, regarding treatment or care that is furnished or fails to be furnished.

Exercise of rights and respect for property and persons.

Receive care in a safe setting, be treated with respect, consideration, with appreciation of individual dignity and with
protection of his or her need for privacy.

Be free from all forms of abuse, neglect or harassment.

Refuse treatment to extent permitted by law and be informed of medical consequences of this action.

Know if medical treatment is for purposes of experimental research and to give his consent or refusal to participate in such
experimental research.

Have the right to change primary or specialty physicians or dentists if other qualified physicians or dentists are available.
A prompt and reasonable respense to questions and requests,

Know what patient support services are available, including whether an interpreter is available if he or she does not speak
Engiish.

Receive, upon request, prior to treatment, a reasonable estimate of charges for medical care and know, upon request and
prior to treatment, whether the facility accepts the Medicare assignment rate.

Receive a copy of a reasonably clear and understandable, itemized bill and, upon request, to have charges explained.
Formulate advance directives and to appoint a surrogate to make health care decisions on his/her behalf to the extent
permitted by law and provide a copy to the facility for placement in his/her medical record.

Know the facility policy on advance directives.

Be informed, when requested, the names of physicians who have ownership in the facility.

A patient is responsible for

Providing a responsible adult to transport him/her home from the facility and remain with himyher for 24 hours, tinless
specifically exempted from this responsibility by histher provider,

Providing to the best of his or her knowledge, accurate and complete information about present complaints, past illnesses,
hospitalizations, medications, and other matters relating to his or her health.

Reporting to his health care provider whether he or she comprehends a contemplated course of action and what is expected
of him.

Following the treatment plan recommended by his health care provider.

His/her actions if he/she refuses treatment or does not follow the health care provider's instructions.

Reporting unexpected changes in his or her condition {o the health care provider,

Be respectful of all the heaith providers and staff, as well as other patients.

Keeping appointments.

Assuring that the financial obligations of his health care are fulfilled as promptly as possible.

Providing information about a durable power of attorney, health care surrogate, or other advance directive that you desire us

to know about.

COMPLAINTS

Please contact us if you have a question or concern about your rights or responsibilities. You can ask any of
our staff to help you contact the Administrative Director at the surgery center. Or, you can call 407-370-3272

We want to provide you with excellent service, including answering your questions and responding to your

concerns.

You may also choose to contag! the licensing agency of the state,
Agency for Health Care Administration
2727 Mahan Drive, Tallahassee, FL 32308
1-888-419-3456

If you are covered by Medicare, you may choose to contact the Medicare Ombudsman at
1-800-MEDICARE (1-800-633-4227) or on line at www.Med%care‘gov/ombudsman/resources.asp



DECLARACION DE LOS DERECHOS Y LAS RESPONSABILIDADES DEL PACIENTE

El personal de esta instalacion medica reconoce que usted tiene derechos mientras recibe cuidados de salud en nuestra instalacion. A cambio, esta
instalacion espera ciertas normas de conducta de su parte como el paciente. Estos derechos y responsabilidades incluyen:

Un paciente tiene el derecho a:

que se le trate con respeto y cortesia, reconociendo su dignidad individual y protegiendo su necesidad a la privacidad.

que se le contesten sus preguntas y se responda a sus deseos rapida y razonablemente,

saber quién le provee servicios médicos y quién se responsabiliza por su cuidado,

saber queé servicios de apoyo existen para el paciente, incluso el saber si hay un intérprete a su disposicién si no habla inglés.

saber qué reglas y reglamentos conciernen su conducta.

que su proveedor de cuidados de salud le dé informacion respecto al diagnostico, planes de curso de tratamiento, alternativas, riesgos y
pronosticos.

rehusarse a recibir tratamiento, excepto en casos prescritos por Ia ley.

recibir, si lo pide, informacion completa y el asesoramiento necesario sobre la existencia de recursos financieros conocidos para ayudar

¢on su cuidado
saber, si lo solicita y, antes de recibir tratamiento, si su proveedor de cuidados de salud o la instalacion de cuidados de salud aceptan la

tasa de pagos establecida por Medicare.

recibir, si lo solicita y, antes de recibir tratamiento, un estimado razonable de lo que se le va a cobrar por el cuidado medico.

recibir una copia razonablemente clara y comprensible de una cuenta detallada y, si lo solicita, una explicacion de los cobros,

tener acceso a fratamiento medico o a instalaciones para recibirlo de forma imparcial sin que se considere raza, origen nacional, religion,
impedimento fisico o proveniencia del pago.

que se le dé tratamiento de emergencia para cualquier estado de salud que puede deteriorarse si no se le da tratamiento.

saber si el tratamiento que se le ofrece tiene como propésito llevar a cabo investigaciones experimentales y consentir o rehusarse a
participar en dicho tratamiento.

expresar sus quejas sobre cualquier violacion de sus derechos, tal como aparece en las leyes de la Florida, a través del proceso de
quejas del proveedor de cuidados de salud o del lugar que proveyo esos cuidados y con la agencia del estado que expide fas licencias

apropiadas.
cambiar su medico primario, especialista, o dentistas si otros médicos calificados o dentistas estan disponibles.

Un paciente es responsable de:

tener disponible a un adulto que lo transporte de nuestra instalacion a la casa y quedarse con el/ella por un periodo de 24 horas, al menos
que el proveedor de cuidados de salud especifigue fo contraric.

proporcionarle al proveedor de cuidados de salud, al limite de sus mejores conocimientos, informacion completa y correcta sobre sus
quejas presentes, enfermedades pasadas, estadias en el hospital, medicamentos y otras cuestiones relacionadas con su salud.

informar al proveedor de cuidados de salud de cambios inesperados en su condicion fisica.

informar al proveedor de cuidados de salud si comprende la manera en que se procedera y lo que se espera que él o ella haga.

seguir el plan de tratamiento recomendado por el proveedor de cuidados de salud
ir a sus citas y, si no puede ir por cualquier razon, notificar al proveedor de cuidados de salud ¢ a |a instalacion de cuidados de salud.

aceptar los resultados de sus acciones si rehlsa tratamiento o si no sigue las instrucciones del proveedor de cuidados de salud.

respetar a fodos los proveedores de salud y personal, al igual que a los otros pacientes.
asegurarse de que las obligaciones financieras relacionadas con sus cuidados de salud se cumplan tan pronto como sea posible
proporcionar informacion sobre algln poder legal permanente para el cuidado de la salud, subregado del cuidado de Ia salud u otras

directivas de avance de las cuales usted desee informarnos.

QUEJAS

Por favor comuniquese con nosotros si tiene alguna pregunta o inquietud sobre sus derechos Yy responsabilidades. Usted puede
preguntarle a cualquier persona de nuestro personal que lo ayude a contactar a nuestro(a) Director(a) Administrativo(a). Usted también

puede llamar al 407-370-3272.

Nosotros deseamos ofrecerle un servicio excelente, el cual incluye responder todas sus preguntas e inquietudes.

Usted también puede comunicarse con la agencia de estado AHCA.
Agency for Health Care Administration
2727 Mahan Drive, Tallzahassee, FL 32308
1-888-419-3456

Sitiene seguro medico a través de Medicare, usted puede comunicarse con Medicare Ombudsman al
1-800-MEDICARE (1-800-633-4227) 0 por la pagina de internet www.Medicare gov/ombudsman/resources.asp



