SURGERY CENTER OF WESTON, LLC
2300 North Commerce Parkway • Suite 206 • Weston, FL 33326
Tel (954) 217-3101     Fax (954) 217-3152

CONDITIONS FOR COVERAGE

I, ___________________________________, will be undergoing a surgical procedure on 
___________________, 2014 and hereby affirm that I have been provided the following documents submitted by Surgery Center of Weston, LLC:

· Patient’s Rights and Responsibilities;

· Notice of Policy Regarding Advance Directives; and

· Notice of Disclosure of Ownership Interest.

Should you have any questions regarding the aforementioned documents, please contact our Scheduling Department at Surgery Center of Weston, LLC (954) 217-3105.  

I understand that any questions concerning the necessity or appropriateness of the proposed procedure/surgery, as well as any available alternative treatment techniques have been discussed with me by my physician.

_____________________________________

______________________________

Patient Signature





Witness

_____________________________________

______________________________

Parent or Legal Guardian




Witness

_____________________________________

______________________________

Date







Date

NOTICE TO SCHEDULERS:
PLEASE ATTACH THIS FORM SIGNED BY THE PATIENT TO THE COMPLETED SCHEDULING REQUEST FORM AND FAX TO SURGERY CENTER OF WESTON, LLC.
