
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

   

   

 

BAPTIST HOSPITAL, INC. – CONSENT FOR TREATMENT  

AND CONDITIONS OF ADMISSION 

1.  Medical and Surgical Consent.  

  a.  I recognize that I have a condition requiring medical care, and I hereby consent to such medical care and treatment and  
    such  diagnostic  tests  at  Baptist  Hospital,  Inc.  (the  “Hospital”),  as  the  physicians  and  staff  at  the  Hospital may  deem  
    necessary or advisable.  I hereby consent  to photographs, videos, digital  images  that may be recorded  to document my  
    care, any x‐ray examination, laboratory procedures, urine drug screen, blood drug screen, anesthesia, medical, surgical or  
    dental treatment or Hospital services rendered to me under the general and special instructions of the physician/dentist. 

  b. I understand  that  if  I am pregnant, my physician may determine  that  it  is necessary  to  take urine or blood samples  to 
perform drug screens, and I consent to both the taking of the samples and the performance of the screens. 

  c.  I understand and acknowledge that this facility participates  in the education of health care personnel and that students  
may be involved in the care I receive. 

  d. I understand that an explanation of the risks, benefits and alternatives of any medical or surgical procedure performed by  
    my physician will be explained to me by my physician except in an emergency situation. 

  e.  I UNDERSTAND AND AGREE THAT, AS A PATIENT, MY ATTENDING PHYSICIAN  IS DIRECTING MY CARE, AND  I RECOGNIZE  
    THAT  NONE  OF  THE  PHYSICIANS  PROVIDING  CARE  TO  ME  INCLUDING,  BUT  NOT  LIMITED  TO,  EMERGENCY  ROOM  
    PHYSICIANS,  SURGEONS,  RADIOLOGISTS,  PATHOLOGISTS  AND  ANESTHESIOLOGISTS,  ARE  EMPLOYED  BY  THE  
    HOSPITAL.    PHYSICIANS HAVE  PERMISSION  TO USE  THE HOSPITAL  FACILITIES AND MAY  TAKE  EMERGENCY CALLS  FOR  
    THE  HOSPITAL  BUT  ARE  INDEPENDENT  CONTRACTORS  AND  NOT  AGENTS  OR  EMPLOYEES  OF  THE  HOSPITAL  EVEN  
    THOUGH  THEY  MAY  WEAR  GARMENTS  OR  IDENTIFICATION  THAT  INCLUDE  THE  HOSPITAL’S  NAME  OR  LOGO.  
    I  EXPRESSLY  AGREE  TO  RELEASE  AND  DISCHARGE  THE  DUTY  OF  THE  HOSPITAL  AS  TO  SERVICES  THAT  MAY  BE  
    PERFORMED  BY  PHYSICIANS WHO  ARE  INDEPENDENT  CONTRACTORS,  BUT  NOT  EMPLOYEES,  OF  THE  HOSPITAL.  I  
    UNDERSTAND  THAT  BY  RELEASING  AND  DISCHARGING  THE  HOSPITAL  OF  ITS  DUTY  AS  TO  THESE  SERVICES,  I  AM  
    GIVING UP THE RIGHT TO HOLD THE HOSPITAL LIABLE FOR THE POTENTIAL NEGLIGENCE OF THE PHYSICIANS. 

2.  Release of Information. I authorize the Hospital to disclose all or any part of my record, including my medical records, to any  
  person or entity that may be liable to the Hospital or me for all or part of the Hospital’s charges, including, but not limited  
  to:  a)  hospital  or medical  service  companies;  b)  insurance  companies;  c) workers’  compensation  carriers;  d) welfare  or  
  social services agencies; e) my employer;   f) any entity that provides pharmaceutical products or services to the Hospital for  
  my  benefit  and  that  offers  reimbursement  to  the  Hospital  for  the  provision  of  those  products  and  services.  All  such  
  disclosures will be  conducted  in  accordance with  applicable  laws.  I  further  agree  to  release  the Hospital,  its  employees,  
  agents  and  assigns,  and  representatives  from  any  and  all  liability  arising  out  of  the  release  of my  records  pursuant  to  
  this paragraph. 

3.  Consent for Testing and Sharing of Test Results. If, in the course of my medical care, a health care worker is exposed to my 
blood  or  other  bodily  fluids,  I  give  consent  for  a  sample  of my  blood  to  be  tested  for HIV  or Hepatitis  B  antibodies.  I  
understand  and  acknowledge  that  the  health  care  worker  will  be  notified  of  the  results  for  purposes  of  his  or  her 
treatment. I will also be notified of the results.  

4.  Personal Valuables.  I  understand  the Hospital  is  not  responsible  for  the  safekeeping  of my  personal  belongings  such  as  
  money, jewelry, dentures, hearing aids, eyeglasses, watches, credit cards, or phones. 

5.  Assignment of Insurance Benefits. I assign payment of all applicable  insurance payments directly to the Hospital and agree  
  that the Hospital may receive any such payment, and  I further understand and agree that  I will be responsible for charges  



 

6.  Medicare‐Medicaid Patients Certification.  I certify that the  information given by me  in applying for payment under Titles  
  XVIII and XIX of the Social Security Act is correct. I authorize the release of all records, including but not limited to medical  
  records. required to act on this request and that payment of authorized benefits be made directly to the Hospital and the  
  physicians involved in my care for any services furnished me by the Hospital and said physicians. 

7.  Indigent Drug Program. If I qualify and accept assistance, I agree to comply with the policies of the Hospital’s drug program  
  for indigents, which may provide me with replacement of certain medications. 

8.  Patient  Information  Packet.  I  acknowledge  that  I  have  been  offered  Hospital’s  Patient  Admission  Packet,  which  
  includes the notice of patients’ rights and the Notice of Privacy Practices. 

9.  Emergency Care.  I understand  that  if  I  come  to  the Hospital’s dedicated emergency department  seeking  care,  I will be  
  screened  for  an emergency medical  condition  and,  if  I have  an emergency medical  condition,  the Hospital will provide  
  stabilizing treatment, admit me to the Hospital as an inpatient, or transfer me if medically needed. The screening and the  
  stabilization will  be  provided  regardless  of my  ability  to  pay.  I  certify  that  the Hospital  has  not withheld,  delayed,  or  
  conditioned  screening  or  stabilizing  care  based  upon my  signing  or  refusing  to  sign  this  paragraph or  based  upon  any  
  payment related concerns. 

10. Obligation to Pay My Hospital Bill.  I acknowledge that  I am  financially responsible for my Hospital bills  (or,  if signed by a  
  guarantor, the guarantor is responsible) which are not paid for by my health insurance, and I agree to pay them promptly. If  
  my insurance does not pay my claim after reasonable attempts by the Hospital, I may be responsible for paying my entire  
  bill to the Hospital. 

11.  Financial Assistance. I understand the Hospital has financial assistance programs available to those  individuals who are  
  unable  to pay  for  their  care, based upon a determination of  financial need. By  signing below,  I acknowledge  that  the  
  Hospital’s  financial assistance policy  is available to me on the Hospital’s webpage or, will be made available to me upon  
  request  from  the  person who  provided me  this  form.  I  understand  I may  be  asked  to  provide my  personal  financial  
  information and/or submit to a credit check in order to qualify for the financial assistance program. If I do not qualify for a  
  financial assistance program, I understand that I may be able to enter into a payment plan with the Hospital. 

12.  Patient Contact.  I authorize the Hospital,  its service providers  (including service providers contacting me about obtaining 
potential  financial assistance  for my account(s) and/or  for collection services) and  their successors, assigns, affiliates, or 
agents to contact me at any telephone number associated with my account(s),  including wireless  telephone numbers or  
other numbers  that  result  in  charges  to me, whether provided  in  the past, present or  future.  I  agree  that methods of  
contact  may  include  using  prerecorded  or  artificial  voice  messages  and/or  an  automatic  telephone  dialing  system,  
as applicable. 

____________________________________________________________________________________________________ 
Patient or Patient’s Representative (if patient is minor or unable to sign)  Relationship to Patient  Date and Time 
 
____________________________________ 
Witness 
 

If patient is a minor, the parent must also complete the following: 

The undersigned guarantees and agrees to pay to the Hospital on demand for any and all  indebtedness of the patient to the  
Hospital relating to services provided pursuant to this consent form. 

____________________________________________________________________________________________________ 
Guarantor                                                                                                                                                     Date   and Time 
____________________________________ 
Guarantor (Print Name) 

Revised 6/2019 

 

 



PATIENT REGISTRATION FORM 

PATIENT INFORMATION: THIS SECTION REFERS TO THE PATIENT ONLY 

Last Name: First Name: Ml: Social Security #: 

Address: City: State: Zip: 

Email: Occupation: 

Date of Birth: Sex: M F Marital Status: Married Single Divorced Widowed Preferred Language: 

Race: D American Indian or Alaska native □ Asian D Black or African American 

D Native Hawaiian or other Pacific Islander □ White D Unknown/Declined to answer 

Ethnicity: D Hispanic or Latino D Not Hispanic or Latino D Unknown/Declined to answer 

Home phone: I ) cell phone: I ) work phone: I ) 

Best daytime number to reach you: D home D work D cell Is it ok to leave a message at any of the numbers? D Yes D No 

If no, please designate which ones, if any: 

Primary Care Physician's Name (if applicable): How did you hear about us? 

Spouse's Name: Date of Birth: Spouse's SS#: 

RESPONSIBLE PARTY: THIS SECTION REFERS TO THE PERSON/PARTY WHO SHOULD RECEIVE THE BILL 

Relationship to Patient: D Self (skip to next section) D Parent D Spouse D Other (skip to next section) 

Last Name: First Name: Ml: 

Social Security Number: Birth date lmm/dd/yyyy): Sex: D Male D Female 

Address: City: State: Zip: 

Home phone: ( __ ) Cell phone: ( __ ) Work phone: ( __ ) 

INSURANCE INFORMATION 

Primary Insurance Coverage: Copay:$ 

Policy effective date: Deductible: $ Met? □ Yes D No If no, amount met: $ 

Address: City: State: Zip: 

Policy Number: Group Number: Subscriber: 

Subscriber's DOB: Subscriber's SS #: 

Secondary Insurance Coverage: 

Address: City: State: Zip: 

Policy Number: Group Number: Subscriber: 

Subscriber's DOB: Subscriber's SS #: 

124288
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PRINT: FO/D0H/Whi/1P 

Communication with Family Members and Friends Involved In Patient Care 

This form documents my request to allow family members and/or friends to be involved in relevant 
verbal discussions regarding my health care. By signing this form, I permit Baptist Medical Group 
(“BMG”) staff to discuss information about me with the people listed below. This information may 
include diagnoses, test results, treatments, and payment information, but shall be limited to only the 
information that, in the professional judgment of your provider, needs to be shared. 

• I understand that signing this form is voluntary and that I am not required to sign this form in order to
receive health care.

• I understand that information may be released to family members or others without this form, if allowed by
federal and state law.

• I understand that listing a person on this form does not give them the right to receive or copy my written
medical records. It does not allow them to consent for health care services on my behalf.

• I understand that my health care provider will discuss only the information that the person involved needs
to know about my care or treatment.

• I can update this form at any time by completing a new form and giving it to BMG staff.

• I understand that BMG staff will verify the identity of the people below (if not known to the staff) prior to
discussing this information.

• I understand that this is not a Health Insurance Portability and Accountability Act (HIPAA)
authorization form that would allow the people below to have access to my written Protected
Health Information.

Name: Phone #: Relationship: 

Name: Phone #: Relationship: 

Name: Phone #: Relationship: 

Name: Phone #: Relationship: 

Signature: ___________________________________________________________________ 

Print Name: __________________________________________________________________ 

Date: ______________________________________ Time:_____________________________ 

Relationship to Patient:  
□ Self
□ Legal Representative or Guardian (proof of power of attorney or legal guardianship required)

Baptist Medical Group 
Family Members and Friends Involved in Patient Care (08-16) 
FM-0430 Pg. 1 of 1 




