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skin care specialty physicians

1447 York Road
Suite 301

MOHS & SKIN
SURGERY CENTER Lutherville, Maryland 21093

Phone: 410-252-9090 Fax: 410-494-7064

Please CAREFULLY REVIEW all of your information below and CORRECT OR FILL OUT any missing areas.

ID # Address
Last Name City
First Name State & Zip
Birthdate Cell Phone
Email Home Phone
Age Marital Status
Hipaa Race Ethnicity: Language:_
Contact
Name &
Relationship
PLEASE LET US KNOW IF YOU ARE INTERESTED IN COSMETICS YES or NO
EMERGENCY CONTACT
NAME
NUMBER
RELATIONSHIP
REFERRING PRIMARY
PHYSICIAN PHYSICIAN
PRIMARY Health Ins Company Policy Number Group Number
Info
Insured Party (Policy Holder) Insured Party D.O.B. Patient’s Relationship to Insured Party
Info
SECONDARY Health Ins Policy Number Group Number
Info

l,

, have received, read and agree with the Notice of Privacy

Practice and the Office and Financial Policies.

Patient Signature:

Date:
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skin care specialty physiciens
Office Policies (Updated JULY 2026)

These policies may change without notice. Please call the office for updated information or if you have questions.

A 3% processing fee will be applied to payments made by credit card: Payments made by debit card, HSA/FSA card, cash, or
check are not subject to the 3% processing fee. Medicare patients will not be charged a processing fee, as required by
law. If you are a Medicare patient, please contact our office to make your payment.

48 HOUR NOTICE REQUIRED FOR CANCELLATION: If an appointment must be cancelled or rescheduled, the patient is required to
provide at least 48 hours’ notice. Each time a patient misses an appointment without providing proper notice, another patient is
prevented from receiving care.

FEE & PENALTY FOR LESS THAN 48 HOUR NOTICE: Failure to do so will result in a $50 (FIFTY DOLLARS) fee for each missed
appointment. If this is a Surgical or a Cosmetic appointment without at least a 48 hours’ notice it will result in a $100 (ONE
HUNDRED DOLLARS) fees. This fee is not covered by insurance and must be paid prior to scheduling your next appointment.
Excessive no shows/same day cancelations could result in dismissal from the practice.

LATE ARRIVALS: If a patient arrives more than 15 minutes after the scheduled appointment time, the appointment may need to
be rescheduled and may result in a NO SHOW fee. Please call the office if you believe that you will not arrive in time for your
appointment.

OFFICE CODE OF CONDUCT: Disrespectful or derogatory language or conduct on the part of either physicians, staff or patients
can undermine trust and compromise the integrity of the patient-physician relationship. This can result in an immediate
dismissal from our practice.

PATIENT IS RESPONSIBLE FOR THE INFORMATION WE HAVE: It is the patient’s responsibility to notify the office of any changes,
including insurance information, phone number, address, and email.

PATIENT RESPONSIBILITY FOR REFERRALS: If an insurance policy requires the patient to obtain a referral, it will be the patient’s
responsibility to do so. Please note that follow-up visits are considered separate visits and may require a separate referral.

APPOINTMENT RESCHEDULING REQUIRED IF REFERRAL NOT VALID: If you do not have a valid referral, you must reschedule your

appointment. If you choose to be seen, we will not submit your claim to your insurer, and you will be held financially responsible
for the full amount at the time of the visit.

Financial Policies (Updated JUNE 2026)

PAYMENT AT TIME OF SERVICE: Copayments and account balances must be paid at the time of service.
CREDIT POLICY: Any credit on patient accounts will be applied to future visits or refunded per patients request.

LAB SERVICES: If lab services such as biopsies and/or bloodwork are required, you will receive a separate bill from the lab.
Questions regarding your lab bills must be directed to the lab.

FINANCIAL HARDSHIP ARRANGEMENTS: If you are experiencing financial hardship and are unable to pay your balance in full,
please contact the billing department for payment arrangements. Accounts that remain past due for 120 days will be turned
over to a collection agency unless payment arrangements are made.
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COLLECTION AGENCY FEES: Accounts turned over to a collection agency will be charged a $30 collection fee and be reported to
the credit bureau. There will be a $50 fee for all returned checks.

DISPUTING A CREDIT CARD PAYMENT: If you dispute your credit card payment to our office you will be charged a $25 fee.
PAYMENT FOR COSMETIC PROCEDURES: Payment for cosmetic consultations, services and products will be collected in full at
the time of service. Cosmetic procedures and products will not be billed to your insurance company. Cosmetic consultations,
services and products are non-refundable and non-returnable.

INSURANCE PAYMENT FOR COSMETIC PROCEDURES: If you believe that your insurance company will pay for cosmetic services,
the office will provide you with any necessary documentation that may help you receive reimbursement. Requesting
reimbursement for cosmetic services is the responsibility of the patient.

SELF PAY POLICY: Patients who do not have insurance coverage will be required to pay for their visit prior to seeing the Clinician.
Fees for office visits & procedures performed will vary & will be quoted at the time of service at the discretion of our Clinicians.
These charges must be paid at the time of visit.

SELF PAY FOR OUTSIDE LAB SERVICES: If lab services such as biopsies and/or bloodwork are required, you will receive a separate
bill from the lab. Questions regarding your lab bills must be directed to the lab.

INSURANCE PAYMENT DENIALS: If your insurance company denies payment of your visit for any reason, including failure to
obtain a referral, you will be held responsible for the balance due. Payment arrangements may be made by contacting the billing
department.

PATIENT RESPONSIBILITY FOR ACCURATE INSURANCE INFORMATION: It’s your responsibility as a patient to provide our office
with your current up to date insurance information. Failure to do so could result in the full balance owed as your responsibility.
FORMS COMPLETION POLICY: FMLA, Short- & Long-Term Disability forms, Aflac, and any additional forms that need to be
completed; there will be a $30 fee per form for completion. We will complete the form and fax it to the designated recipient (or
return it to you if you prefer) within 3 business days of receipt of payment. This cannot be billed to your insurance company.

***SIGNATURE: | have read and agree with the notice of the Abridged Privacy Practices (HIPAA) and the above Office and
Financial Policies for Skin Care Specialty Physicians. A complete copy of either form is available on our website;
www.scsphysicians.com, or in the office. | have read the above and understand that all account balances which | incur at Skin
Care Specialty Physicians are ultimately my responsibility.

Patient Acknowledgement
Please check the applicable boxes and enter your name in the signature box below:

| have read and agree with the Notice of Privacy Practices and the Office and Financial Policies.

| consent to receiving text messages from Skin Care Specialty Physicians regarding appointment reminders and confirmations,
billing and financial notifications, and other communications related to my care. Standard message and data rates may apply.
Message frequency may vary.

| have read the above and understand that all account balances which I incur at Skin Care Specialty Physicians are ultimately my
responsibility.

| have read and agree with the notice of the Abridged Privacy Practices (HIPAA) and the above Office & Financial Policies for Skin
Care Specialty Physicians. A complete copy of either form is available on our website www.scsphysicians.com or in the office.

I agree to the above Office & Financial Policy.
print name

Email:

Signature: DATE:
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FRONT DESK FORMS

Abridged Notice of Privacy Practices - Please read through

A. OUR COMMITMENT TO YOUR PRIVACY

We will create records regarding you and the treatment and services we provide to you. We are required by law to maintain the
confidentiality of health information that identifies you. Our practice will always post a copy of our current Notice of Privacy
Practices in our offices in a visible location, and you may request a full version paper copy of our most recent Notice at any
time.

B. WE MAY USE AND DISCLOSE YOUR PHI IN THE FOLLOWING WAYS

The following categories describe the different ways in which we may use and disclose your PHI: Treatment, Payment, Health Care
Operations, Appointment Reminders, Treatment Options, Health-Related Benefits and Services, Release of Information to
Family/Friends, Disclosures Required by Law

C. USE AND DISCLOSURE OF YOUR PHI IN CERTAIN SPECIAL CIRCUMSTANCES

Our practice may disclose your PHI to public health authorities that are authorized by law to collect information for the purpose of:
Public Health Risks, Health Oversight Activities, Lawsuits and Similar Proceedings, Law Enforcement, Deceased Patients, Organ and
Tissue Donation, Research, Serious Threats to Health or Safety, Military, National Security, National Security, Inmates, Workers'
Compensation

D. YOURRIGHTS REGARDING YOUR PHI

You have the following rights regarding the PHI that we maintain about you: Confidential Communications, Requesting Restrictions,
Inspection and Copies, Amendment., Accounting of Disclosures, Right to a Paper Copy of This Notice, Right to File a Complaint,
Right to Provide an Authorization for Other Uses and Disclosures

If you have questions regarding this notice or our health information privacy policies, please contact:

SKIN CARE SPECIALTY PHYSICIANS
HIPAA Security Officer
1407 - 1447 York Road, Suite 100A & 301
Lutherville, MD 21093
(410) 252 9090
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MOHS & SKIN

STTIFRGERY €CENTER

Dear Patient,

Enclosed in this packet is necessary information you will need for your procedure at
Mohs and Skin Surgery Center, LLC. Please ensure the paperwork is complete prior to your
procedure and bring all the completed paperwork with you on the day of your
appointment. Please read all the instructions on preparing for your surgery day.

Thank you for your cooperation as we attempt to ensure a smooth and comfortable
experience for you. If you have any questions or concerns, do not hesitate to contact the office
at 410-252-9090.

Sincerely,

Office Staff



How to prepare for your surgery:

Clean the surgical site with antibacterial soap and water daily up until the day of surgery.

Stop taking the following supplements and drugs 14 days before your surgery: fish oil, vitamin E,
vitamin C, turmeric, ginger, ibuprofen (Advil/Motrin), naproxen (Aleve), Excedrin, and alcohol.

If you take Aspirin for PREVENTION ONLY (no history of stroke, heart attack, blood clots, atrial
fibrillation), please stop taking it 14 days before your surgery.

CONTINUE TO TAKE ALL YOUR OTHER MEDICATIONS, including blood thinners, unless otherwise
directed by your physician.

DO NOT WEAR ANY MAKEUP ON YOUR SURGERY DAY IF YOUR SURGICAL SITE IS ON YOUR FACE
Please remove all jewelry (earrings, rings, necklaces, piercings, etc) on the day of surgery

Please continue to wear all hearing aids. These can be removed in the surgery room if needed.
Arrange to have someone either accompany you or drive you to your appointment. This is not
mandatory, but recommended, especially if your site is in an area that may impact your ability to

see or drive.

Eat a full breakfast before coming to our office. You may also bring snacks, lunch and/or drinks with you.
Fill out all paperwork that is enclosed in this packet.

If you normally require antibiotics before surgical procedures (with a history of heart valve surgery or
recent joint replacement), take them as directed by your physician.

What to expect on the day of your surgery:

IF YOU ARE HAVING A MOHS PROCEDURE: Prepare to spend ALL DAY in our office. DO NOT PLAN ANY OTHER
APPOINTMENTS OR IMPORTANT ACTIVITIES ON THE SAME DAY. We cannot predict how long you will be in the
office because we cannot predict how many layers will be required to remove the cancer. On average, patients
spend between 3 and 5 hours at our office, but it may be longer or shorter.

Lidocaine is used for local anesthesia unless you have an allergy. You will be awake for the entire
surgery and able to communicate with the surgeon and clinical team.

Most of the time you spend in our office will be spent waiting for the lab to process your tissue. The
lab takes about one hour to process each layer of tissue, but it may be longer or shorter.

During the time you are waiting, you will be in our surgical waiting room. You will also be free to

leave our office to get food or coffee. There are food options within walking distance.

Depending on the size and location of the cancer, we often use stitches to close the wound. The length
of the scar line will be much longer than the size of the cancer, but we do everything in our ability to
give you a great long-term result. You will have a follow-up visit throughout the wound healing
process until both you and the physician are satisfied with the result.

What to expect after your surgery:

Written wound care instructions will be given to you and explained in detail before you leave.

You will have heavy pressure dressing over the surgical site that will need to stay in place and dry for at
least 2 days.

After the initial 2 days, gently wash the surgical site with soap and water and dress it twice daily. In
preparation for your surgery, you might consider purchasing antibacterial soap (Dial or any other
brand), nonstick dressings (Telfa), medical paper tape, and Vaseline/Aquaphor. These can be found

at drug stores in the first aid aisle.

YOU WILL NOT BE ABLE TO EXERCISE OR PERFORM HEAVY LIFTING FOR A MINIMUM OF 1-2 WEEKS.
Additional restrictions may be added depending on specific patient situations.

DO NOT PLAN ANY TRAVEL FOR THE FIRST 1-2 WEEKS AFTER YOUR SURGERY. Stitches may need to be
removed in this time frame, and rare complications such as bleeding, infection, pain, etc may occur in
the first 1-2 weeks after the surgery. We would prefer that you remain in town in case these occur, so
we can give you the best care possible.



Dear Patient,

Thank you for entrusting our staff with the opportunity to provide your care. We
are consistently looking for ways to improve our patients’ experiences and
would like to know how well you've been treated. To help us review our
processes, know what we’ve done well, and identify areas of improvement we
need to hear from our patients.

In the near future, you may receive an email, letter, or call for a patient
experience survey. So that we can ensure patient privacy and trust, we have
contracted with an independent research firm, Arbor Associates in Petoskey,
Michigan, to conduct the survey on our behalf. While our staff does their
utmost to provide the best experience, we want to know if there are
opportunities for us to make it even better.

We hope you'll take the opportunity to share your outpatient surgery or
procedure experience with Arbor Associates. If you receive an email from
survey@arbor-associates.com, there will be a link to the online survey. If they
do not have your email address, you will receive a letter and reminder letter
inviting you to complete the survey online. If a survey isn’t completed online,
they will call you. Caller ID will display Arbor Associates or the 231 area code.

Thank you for helping us improve health care for everyone we serve.

Sincerely,

Dr. Saif Syed
Mohs and Skin Surgery Center LLC
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MOHS AND SKIN SURGERY CENTER, LLC.
1447 York Road
Suite 301
Lutherville, Maryland 21093
Phone: 410-252-9090 Fax: 410-494-7064

Dear Patient,

The purpose of this letter is to provide you with some information regarding the services offered to you by Mohs and Skin
Surgery Center, LLC.

Mohs and Skin Center, LLC. is one of the few Medicare certified surgical facilities in Baltimore County. Medicare certification
of our facility indicates that the facility is in compliance with the strict standards of care established by Medicare for ambulatory
surgical facilities. Most insurance companies and HMOQ's use the rigorous standards of Medicare certification as their own criteria for
excellence in this area. The facility is constructed in compliance with life safety requirements and appropriately equipped for the types
of surgeries performed in the center. The center has equipment necessary for anesthesia services and emergency equipment and
drugs to respond to emergencies which may arise in the facility. The staff is appropriately trained and fully oriented to the policies and
procedures of the facility.

Having your surgical procedure completed at Mohs and Skin Surgery Center, LLC. provides many advantages to you. It is
normally more convenient for you to have your surgery completed here in a familiar setting with familiar faces. Your choice of
having your surgical procedure completed at Mohs and Skin Surgery Center, LLC. may prove to be more cost effective to you and
your insurance carrier. In addition to your surgeon bill for the Mohs surgery, there will be a charge from our facial reconstructive
surgeon for the repair. Your insurance company will be billed for each along with the facility fee, just as a hospital or ambulatory
surgical facility does, but in many instances our fee is less than the fees charged in other settings. After your insurance processes
your claim, you will be responsible for any deductibles, copays, and coinsurances. Mohs and Skin Surgery Center, LLC. will only bill
you the amount due per your Insurance company’s explanation of benefits.

We hope you find using Mohs and Skin Surgery Center, LLC. both comfortable and convenient. We encourage you to ask
any questions you may have regarding our facility.

My options have been explained to me and | agree to have my surgical procedure completed at Mohs and Skin Center,
LLC.

Signature of Patient or Guardian Witness

Date



MOHS AND SKIN SURGERY CENTER, LLC.
1447 York Road
Suite 301
Lutherville, Maryland 21093
Phone: 410-252-9090 Fax: 410-494-7064

PATIENT NAME: DATE OF BIRTH:

I know that | have a health problem that requires diagnosis and/or treatment or surgery. Therefore, | voluntarily
consent to my admission and treatment at Mohs and Skin Surgery Center, LLC.

| authorize the release of any medical information to process insurance claims related to this admission.

| am aware that my physician may have an ownership interest in Mohs and Skin Surgery Center, LLC. If | choose to go to
another health care facility for this procedure, it will not adversely affect my relationship with my surgeon.

For the purpose of quality and peer review, | authorize Mohs and Skin Surgery Center, LLC. to allow its
representative to review my surgical chart and associated documents.

ASSIGNMENT OF INSURANCE BENEFITS

| hereby authorize payment directly to Mohs and Skin Surgery Center, LLC. of the health insurance benefits otherwise
payable to me during this or any future hospitalization. | acknowledge that | can reverse this authorization at any time.
Within 24 hours, a claim will be filed with your health insurance carrier. You will be notified when final action (payment,
denial, etc.) has been received.

I have read and understand the terms of the above policy statement.

Patient or Authorized Signature Date

Relationship Witness



PATIENT NAME:

MOHS AND SKIN SURGERY CENTER, LLC.

DATE OF BIRTH:

| hereby acknowledge | have been advised of the following surgery center practices and policies:

1.

| have received a verbal explanation and have been offered
a written copy of the Patient Bill of Rights.

| have received information regarding facility financial policies
and | was offered a copy of the Facility Financial Policy.

| have received information regarding the facility Privacy
And Confidentiality Policy. | was offered a written copy.

| have received information regarding the surgery center
advance directives policy. | was advised | could receive a
copy of the official State advance directives form.
Additionally, | have been advised that should | have advance
directives, | may bring them to the surgery center, and they
will be placed in my medical record. | was advised the surgery
center does not recognize advance directives.

Do you have advance directives?

Patient provided the surgery center with a copy of their
Advance Directives.

| have been advised that Saif Syed, M.D. has ownership or
financial interest in the surgery center.

Initial

Initial

Initial

Initial

Yes

Yes

Initial

Signature Date

Witness Date

No

No



HEALTH HISTORY

NAME: AGE: SEX: HEIGHT: WEIGHT:
NAME, ADDRESS & PHONE NUMBER OF PRIMARY CARE PHYSICIAN:
PRESCRIPTION AND OVER-THE-COUNTER MEDICATIONS TAKEN:
NAME OF MEDICATION AMOUNT (DOSAGE) HOW OFTEN
1. 5.
2. 6.
3. 7.
4. 8.
Additional medications:
DO YOU HAVE ANY DRUG ALLERGIES? YES NO
LIST ALLERGIES
DO YOU SMOKE? YES NO HOW MUCH HOW MANY YEARS SMOKELESS TOBACCO? YES__ NO___
FORMER SMOKER? YES NO YEAR QUIT
DO YOU DRINK ALCOHOL? YES NO HOW MUCH HOW MANY YEARS
DO YOU HAVE ANY BLEEDING RISKS OR ARE ON BLOOD THINNERS? YES NO
FAMILY HISTORY:
DO YOU HAVE A HISTORY OF ANY OF THE FOLLOWING? (PLEASE CIRCLE THOSE THAT APPLY)
High blood pressure Asthma Stroke/TIA Kidney stones Gout
Atrial fibrillation COPD Seizures Kidney disease Osteoporosis
Anemia Emphysema Parkinson’s Kidney transplant Multiple Sclerosis
Congestive heart failure Sleep apnea Alzheimer’s Prostate cancer Arthritis/RA
Heart attack/MlI Lung cancer Dementia Frequent UTI's Diabetes
Angina Pneumonia Dizziness Bladder Cancer Thyroid disease
High Cholesterol Bronchitis Paralysis Liver disease Lupus
Swollen legs/ankles Tuberculosis Crohn’s Hepatitis Fibromyalgia
Blood clot(s) Chronic cough Diverticulosis Liver transplant Sepsis
Pacemaker/Defibrillator Hay Fever Irritable bowel Sickle cell disease
Bleeding disorder Shortness of breath Reflux Carpal Tunnel
Varicose veins Ulcers
Hernia

HAVE YOU HAD SURGERY BEFORE? YES NO

IF YES, LIST BY PROCEDURE & DATE:

(LIST OTHERS ON BACK OF FORM)

DO YOU HAVE ANY IMPLANTED DEVICES? YES NO

IF YES, PLEASE LIST

HERE

HAVE YOU OR ANY MEMBER OF YOUR IMMEDIATE FAMILY HAD AN UNUSUAL REACTION TO ANESTHESIA? IF YES, PLEASE

DESCRIBE:

PATIENT SIGNATURE

DATE

RN SIGNATURE

DATE

MD SIGNATURE

DATE




PATIENT'S RIGHTS AND RESPONSIBILITIES

The services of the ambulatory surgery center shall be available to all individuals regardless of race, color, creed, sex, religion,
or national origin. All patients and their families shall be treated with respect, consideration and dignity.

All patients are encouraged to actively participate in their medical and surgical treatment plan. Patients shall be provided
with all relevant information concerning their diagnosis, treatment and prognosis. When necessary or appropriate this information
will be available and discussed with an appropriate patient designee or legally authorized patient representative.

Representatives from the ambulatory surgery center will ensure the following information has been made available
to each patient, both verbally and in writing, in a language and manner that the patient or the patient’s representative
understands:

1. Mohs and Skin Surgery Center, LLC. provides dermatologic and plastic surgical and diagnostic services. Patients shall be
advised should the facility fail to maintain malpractice insurance.

2. The provisions regarding the normal hours of operation of the ambulatory surgery facility and specific directions to address
after hours emergency concerns or issues which may arise. The patient, or the patient's representative, shall receive both
written and oral discharge instructions providing guidance and appropriate telephone numbers to accomplish after hours
contact.

3. The patient shall receive clear and concise information regarding the procedures planned, the anticipated outcome or results,
and the consequences of refusing treatment or not complying with the established treatment plan. There shall be a written,
signed and witnessed surgical consent obtained prior to each surgical or diagnostic procedure performed in the facility.

4, The ambulatory surgery center shall not provide treatment to unemancipated minors not accompanied by an adult. The
minor’s parent, legal guardian or properly designated and pre-authorized representative must be present at the facility prior
to an unemancipated minor receiving treatment in the facility. A pre-authorized patient representative must be designated
in writing by the minor’s parent or legal guardian prior to the date of surgery.

5. The patient shall be advised if the proposed treatment is experimental research. The patient shall be provided full and
complete explanation regarding the procedure, the prognosis for success and alternatives. The patient shall have the right to
refuse experimental research procedures, as well as any course of treatment with which they do not agree or approve.
Patients may change their primary or specialty physician.

6. Each patient shall receive information regarding the fees associated with the use of the facility prior to the date of their
procedure. The patient shall be advised of the ambulatory surgery center's policy regarding the processing of insurance forms,
the payment of patient co-pays and deductibles and the policy concerning balance billing for services rendered. Patients shall
be provided with appropriate privacy throughout the delivery of healthcare services.

7. All information provided to the patient concerning the ambulatory surgery center shall accurately reflect the facilities
competence, capabilities, licensure, certification, and accreditation.

8. I have been advised that Saif Syed, M.D. has a financial interest or ownership of Mohs and Skin Surgery Center,
LLC.

1 of 2



10.

11.

12.

13.

14,

15.

Patients, or the patient’s representative, will be advised in advance of the date of the procedure with information
concerning the facility policies on advance directives, including a description of applicable State health and safety laws, and,
if requested, a copy of the official State advance directive forms. Patients may have advance directives regarding their
healthcare. Surgical center staff will inquire as to whether a patient has advance directives and discuss the impact of such
Advanced Directives on the patient’s healthcare services to be provided by the surgery center. In the event of an emergent
medical event occurring during your surgical procedure, you will be stabilized and 911 will be called to transport you to the
closest hospital. The surgery center does not recognize Advance Directives.

The surgery center has a grievance policy which provides a mechanism for the filing of grievances or complaints with the
facility management. All alleged grievances or complaints will be addressed by the Medical Director within forty-eight
hours. Any grievance or complaint relating, but not limited to, mistreatment, neglect, verbal, mental, sexual, or physical
abuse, will be documented. The individual filing the alleged grievance or compliant will receive a written response within
one week. Substantiated allegations will be reported to the State authority or the local authority, or both. All grievances
made by a patient or the patient’s representative regarding treatment or care that is (or fails to be) furnished will be
immediately investigated and documented. The surgery center will document how the grievance was addressed, as well
as provide the patient with written notice of its decision. The decision will contain the name of the surgery center
contact person, the steps taken to investigate the grievance, the results of the grievance process and the date the
grievance process was completed.

Grievances or complaints may be directed to the administrator, in writing or by telephone at 410-252-9090.

Grievances or complaints regarding the surgery center may also be directed to the Maryland State Department of Health
and Mental Hygiene, Office of Health Care Quality, Program Manager, Ambulatory Care Services, 7120 Samuel Morris
Drive, 2nd Floor, Columbia, Maryland 21046 or at 800-492-6005 or 410-402-8040 by email at
www.dhmh.maryland.gov/ohcg or by completing a written Compliant Report Form available from the ambulatory surgery

center management.

Additionally, grievances or complaints may be filed on the Web site for the Office of the Medicare Beneficiary
Ombudsman at www.medicare.gov/claims-and-appeals/medicare-rights/get-help/ombudsman.html.

The patient has the right to exercise his or her rights without being subjected to discrimination or reprisal; to voice
grievances regarding treatment or care that is (or fails to be) furnished; to be fully informed about a treatment or
procedure and the expected outcome before it is performed.

If a patient is adjudged incompetent under applicable State health and safety laws by a court of proper jurisdiction,
the rights of the patient are exercised by the person appointed under State law to act on the patient’s behalf.

If a State court has not adjudged a patient incompetent, any legal representative designated by the patient in
accordance with State law may exercise the patient’s rights to the extent allowed by State law.

The patient has the right to personal privacy, receiving care in a safe manner, and being free from all forms of abuse or
harassment.

The surgery center will comply with the Department’s rules for the privacy and security of individually
identifiable health information, as specified at 45 CFR, parts 160 and 164.

Information regarding provider credentialing will be maintained by the surgery center and shall be available to patients
upon request.
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ADVANCE DIRECTIVES INFORMATION SHEET - What You Should Know About Advance Directives

Everyone has the right to make personal decisions about health care. Doctors ask whether you will accept a treatment by discussing the risks
and benefits and working with you to decide. But what if you can no longer make your own decisions? Anyone can wind up hurt or sick and
unable to make decisions about medical treatments. An advance directive speaks for you if you are unable to and helps make sure your
religious and personal beliefs will be respected. It is a useful legal document for an adult of any age to plan for future health care needs. While
no one is required to have an advance directive, it is smart to think ahead and make a plan now. If you don't have an advance directive and
later you can't speak for yourself, then usually your next of kin will make health care decisions for you. But even if you want your next of kin
to make decisions for you, an advance directive can make things easier for your loved ones by helping to prevent misunderstandings or
arguments about your care.

What can you do in an advance directive?

An advance directive allows you to decide who you want to make health care decisions for you if you are unable to do so yourself. You can
also use it to say what kinds of treatments you do or do not want, especially the treatments often used in a medical emergency or near the end
of a person's life.

1. Health Care Agent. Someone you name to make decisions about your health care is called a "health care agent" (sometimes also called a
"durable power of attorney for health care," but, unlike other powers of attorney, this is not about money). You can name a family member or
someone else. This person has the authority to see that doctors and other health care providers give you the type of care you want, and that
they do not give you treatment against your wishes. Pick someone you trust to make these kinds of serious decisions and talk to this person to
make sure he or she understands and is willing to accept this responsibility.

2. Health Care Instructions. You can let providers know what treatments you want to have or not to have. (Sometimes this is called a
"living will," but it has nothing to do with an ordinary will about property.) Examples of the types of treatment you might decide about are:

a. Life support -- such as breathing with a ventilator
b. Efforts to revive a stopped heart or breathing (CPR)
c. Feeding through tubes inserted into the body

d. Medicine for pain relief

Ask your doctor for more information about these treatments. Think about how, if you become badly injured or seriously ill, treatments like
these fit in with your goals, beliefs, and values.

How do you prepare an advance directive?

Begin by talking things over, if you want, with family members, close friends, your doctor, or a religious advisor. Many people go to a lawyer
to have an advance directive prepared. You can also get sample forms yourself from many places, including the ones given as examples at the
end of this information sheet. There is no one form that must be used. You can even make up your own advance directive document. To make
your advance directive valid, it must be signed by you in the presence of two witnesses, who will also sign. If you name a health care agent,
make sure that person is not a witness. Maryland law does not require the document to be notarized. You should give a copy of your advance
directive to your doctor, who will keep it in your medical file, and to others you trust to have it available when needed. Copies are just as valid
as the originals. You can also make a valid advance directive by talking to your doctor in front of a witness.

When would your advance directive take effect?

Usually, your advance directive would take effect when your doctor certifies in writing that you are not capable of making a decision about

your care. If your advance directive contains health care instructions, they will take effect depending on your medical condition at the time. If
you name a health care agent, you should make clear in the advance directive when you want the agent to be able to make decisions for you.

Can you change your advance directive?
Yes, you can change or take back your advance directive at any time. The most recent one will count.

Where can you get forms and more information about advance directives?

There are many places to get forms, including medical, religious, aging assistance, and legal organizations. Three places are shown
below, but these are just examples. Any of these forms are valid in Maryland, but not all may be in keeping with your beliefs and values.
Your advance directive does not have to be on any particular form.

Call The Maryland Attorney General's Office Call Caring Connections (NHPCO) Call Aging with Dignity
410-576-7000 or 1-888-734-0023 1-800-658-8898 1-800-594-7437

www.oag.state.md.us/healthpol/adirective.pdf www.caringinfo.org www.agingwithdignity.org



http://www.oag.state.md.us/healthpol/adirective.pdf
http://www.caringinfo.org/
http://www.agingwithdignity.org/
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