Surgery Center of Weston, LLC

2300 N. Commerce Parkway, Suite 206

Weston, FL 33326

Phone: 954-217-3101 Fax: 954-217-3152
ACKNOWLEDGEMENT RECEIPT OF 
PATIENT BILL OF RIGHTS AND PATIENT RESPONSIBILITIES 

AND DISCLOSURE OF PHYSICIAN FINANCIAL REPONSIBILITY
Date: _____________________________

I hereby acknowledge that I have received and had an opportunity to ask questions concerning the above named center’s Patient Bill of Rights and Patient Responsibility.
In addition, I understand that as a requirement for medical staff membership, all physicians performing surgery or procedures at Surgery Center of Weston, LLC have demonstrated financial responsibility to cover potential claims for medical malpractice per Florida Statue.

Print Patient’s Name:_____________________________________________________________

Patient Signature: _______________________________________________________________
If signed by Representative, write name of Representative: _______________________________

Relationship to Patient: ___________________________________________________________

Patient’s Representative: _________________________________________
