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Thank you for choosing Prescott Outpatient Surgical Center! 

We know you have choices in your healthcare, and it’s an honor and privilege to serve you! 

To expedite your check in and admissions process, please have this packet completed upon arrival for 

your procedure in black or blue ink: 

1. Medication Reconciliation: Please handwrite all medications you are currently taking; an attached

list will not be accepted.  Please include the dosage and the last time each medication was taken.

This form will be signed by your surgeon.

2. Important Information Regarding Your Surgery: Please read and follow all instructions on what

and what not to do. Sign and date that you have read and will follow instructions.

3. Pre-Surgery History: We understand this takes time and that most patients have completed similar

forms at several doctors’ offices, but it is critical for the anesthesia provider to have this readily

available before he/she administers anesthesia.

4. Financial Liability Statement: This information provides what we need to correctly and accurately

send a claim to your insurance provider and calculate estimated out of pocket fees.

5. Acknowledgement of Patient Rights, Privacy Notice, Advance Directives and Consent to

Resuscitate: You will also be able to review or receive information on patient rights and

responsibilities, advanced directives. Our privacy policy (HIPAA) is available at POSC to read. Please

complete the directions for Advance Directives and Blood Transfusion, then sign and date. This

form acknowledges that you have read and understand the documents covered.

A day or two prior to your surgery, a POSC nurse will call you to confirm your scheduled surgery time, 

review additional medical information, and answer questions you may have. This is important to 

provide our staff adequate time to check in and prepare for 

your procedure with our pre-op nurses. 

We hope this helps you understand and prepare for your 

surgery. Please call if you have questions and be sure to call as 

soon as possible if you anticipate any problems being here at 

your scheduled time. 

Again, thank you for choosing POSC! 

POSC is behind YRMC at the corner of 

Ainsworth Dr. & Division St. 





Prescott Outpatient Surgical Center MEDICATION RECONCILIATION

PATIENT NAME: ____________________________

ALLERGIES:  Drugs/Foods Latex allergy or sensitivity?   Yes No

Allergy to iodine?  Yes No

Allergy to radiocontrast agents?  Yes No

If yes, describe reaction: 

No Known Allergies (NKA)  

Drug Name Dose
Route (e.g. 

oral, inject.) Last Taken Date/Time YES NO

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

* Medications are not reviewed for dose accuracy or interactions

Reviewing RN _____________________________

Physician Signature ____________________________

Reactions/Side Effects

Continue Medications as 

ordered by Primary Care 

Physician 

PHYSICIAN USE ONLY

Home and Current Medications on Admission (Prescriptions, Over-the-Counter, Patches, Inhalers, Eye 

Drops, Vitamins & Herbal Supplements)

PATIENT LABEL

Frequency

Revised 12/13/2016 Ref D053





PRESCOTT OUTPATIENT SURGICAL CENTER 
815 Ainsworth • Prescott, AZ 86301 • Telephone 928-778-9770 • Fax 928-778-9028 

Revised 08/21/2018 REF:  D011 

 

IMPORTANT INFORMATION REGARDING YOUR SURGERY 
DO’S 

1. A nurse will call you a day or two before your procedure to confirm your arrival and procedure time. 

2. Complete ALL forms enclosed in this packet and bring it with you on the day of your procedure. 

3. Arrive at the facility at least one (1) hour before your scheduled surgery time.  During this time, you will 
complete additional paper work, a nurse will give you instructions about your procedure, and you will have 
an interview with your anesthesiologist. 

4. Bring your insurance card(s) [e.g. Medicare and a secondary insurance card] and your photo ID.  *We will 
send a copy of your patient information and insurance cards with your anesthesiologist for their billing 
office. 

5. Payment is required at the time of service for any co-pay, deductible or co-insurance that may be due. 
Payments accepted are: cash, all major debit and credit cards, HSA card, cashier’s check or a personal 
check up to $400.00. 

6. If you desire, you may bring Advance Medical Directives (Living Will) with you.  

7. Arrange for an adult to stay with you for the first 24 hours after you leave the surgical center. 

8. Arrange for an adult to drive you from the surgical center.  You will not be allowed to drive for 24 hours, 
or longer depending on your surgery.  If your driver is not waiting at the surgery center for you, please 
provide the driver’s name and phone number where we may contact them to make arrangement for them 
to pick you up. 

9. Take medicines for your heart, blood pressure, lungs or antibiotics on schedule with a small sip of water.  
Any other medicines should be held until after your surgery, unless otherwise instructed by your surgeon 
or anesthesiologist. 

10. Be sure to shower or bathe the evening before, or the morning of your surgery and remove any nail polish 
on the surgical limb. 

11. Wear simple clothing that will accommodate a dressing on your surgical site.  You will be required to 
change into a hospital gown prior to surgery and change back into your own clothes when you leave. 

12. If there is any possibility that you could be pregnant, you MUST inform your surgeon as soon as possible. 

13. Be sure you eat a light meal the evening before your surgery. EXCEPTION:  patients having a colonoscopy 
are to follow the instructions from the office for their procedure prep. 

 

DO NOT’S 

1. Do NOT eat or drink anything after midnight the night before your surgery.  It is very important that you 
have an empty stomach prior to receiving anesthetic.  This is for your safety.  Nothing should be taken by 
mouth for at least 8 hours before your procedure including candy, gum, etc. 

2. Do NOT eat or drink in the lobby. Please inform your companions of this rule as a courtesy to ALL of our 
surgical patients. 

3. Do NOT smoke the morning prior to your surgery. 

4. Do NOT bring any valuables with you to the surgical center (e.g. jewelry, contact lenses, etc.). 
 
 

 
PATIENT SIGNATURE         DATE       





Do You Have a History of: YES NO

1. Heart disease, such as: YES NO 13. Do You Smoke? ⃝ ⃝

Heart attack ⃝ ⃝ What? ______________________

Angina / Chest Pain ⃝ ⃝ Quantity? ___________________

Coronary Disease ⃝ ⃝

Rheumatic Fever ⃝ ⃝ 14. Do You Drink Alcohol? ⃝ ⃝

Skipped Heartbeat or ⃝ ⃝ How Much? __________________

Abnormal Rhythm ⃝ ⃝ How Often? __________________

Pacemaker / AICD ⃝ ⃝

High Blood Pressure ⃝ ⃝ 15. Do You Use, or Have You Used

I.V. Illicit Drugs? ⃝ ⃝

2. Lung Disease, such as: YES NO

Asthma or Wheezing ⃝ ⃝ 16. Do You Wear Contact Lenses? ⃝ ⃝

Emphysema ⃝ ⃝ Removable Dentures? ⃝ ⃝

Tuberculosis ⃝ ⃝ Capped or Broken Teeth? ⃝ ⃝

Chronic Cough ⃝ ⃝ Loose Teeth? ⃝ ⃝

Shortness of Breath ⃝ ⃝

17. How long has it been since you:

3. Kidney Disease ⃝ ⃝ Ate solid food? __________________

Drank liquids, including water? ______

4. Liver Disease, such as: YES NO

Hepatitis / Yellow Jaundice ⃝ ⃝ 18. Past History of Surgery (Procedure and Date):

Cirrhosis ⃝ ⃝

5. Diabetes ⃝ ⃝

6. Thyroid Disease ⃝ ⃝

19. Kind of Anesthesia:

7. Drug Therapy, such as: YES NO

Insulin ⃝ ⃝

Heart pills; kind _____________ ⃝ ⃝ 20. Have you ever had: YES NO

Cortisone, Hydrocortisone, or ⃝ ⃝ High fever during or after surgery? ⃝ ⃝

Prednisone ⃝ ⃝ Any immediate family member with

Narcotics ⃝ ⃝ complications after surgery? ⃝ ⃝

8. Blood Disease, such as: YES NO

Leukemia ⃝ ⃝ 21. When was the first day of your last

Anemia ⃝ ⃝ menstrual period? _________________

YES NO

9. Are you at risk for any blood borne 22. Are you doing anything for contraception? ⃝ ⃝

diseases? (i.e. hepatitis, HIV, etc.) ⃝ ⃝

23. Do you have reason to suspect that you

10. Have you ever had a blood transfusion? ⃝ ⃝ are pregnant? ⃝ ⃝

11. GI Ulcer ⃝ ⃝ I certify that the information provided herein is true

Hiatal Hernia ⃝ ⃝ to the best of my knowledge.

GERD / Gastric Reflux ⃝ ⃝

Use Antacids ⃝ ⃝ X

Colitis ⃝ ⃝ PATIENT SIGNATURE DATE

Sleep Apnea ⃝ ⃝

History of Blood Clot (i.e. Pulmonary, DVT) ⃝ ⃝

Preop Evaluation:

12. Emotional, Neurological, or Brain Disease ⃝ ⃝

Stroke ⃝ ⃝

Seizures ⃝ ⃝

Fainting ⃝ ⃝
Frequent / Severe Headaches ⃝ ⃝ Anesthesia Provider Signature

Depression / Anxiety ⃝ ⃝

Diseases of the Muscle ⃝ ⃝

Arthritis ⃝ ⃝

Pain or Difficulty Opening Your Mouth? ⃝ ⃝

Pain or Difficulty Tilting Your Head Back? ⃝ ⃝ REF: D014-A

WOMEN ONLY

PRE-SURGERY HISTORY
Please answer the following questions

OFFICE USE ONLY

PATIENT LABEL

Revised 1/10/2017





 PRESCOTT OUTPATIENT SURGICAL CENTER 
815 Ainsworth • Prescott, AZ 86301 • Telephone (928) 778-9770 • Fax (928) 778-9028 • www.posc-az.com 

FINANCIAL LIABILITY STATEMENT 

A. PATIENT INFORMATION: 
Name:  _______________________________________ Date of Birth    

Address   _______________________________________________________________________________ 

City:  ________________________________________ State:  __________  Zip:  _____________________ 

Phone #1:  _______________________________  Phone #2: ____________________________________ 

Employer: _________________________________ Work Phone: ________________________________ 

E-mail ____________________________________ 

Marital Status: Single___ Widowed ___ Married___ Spouse Name_________________________________ 

Emergency Contact Name  ___________________________________ Phone  _______________________ 

B. PRIMARY INSURANCE 

Insurance Company  ______________________________________________________________________ 

Policy Holder Name  ___________________________________  Date of Birth  _______________________ 

Policy #  _________________________ Group #  __________________  

C.  SECONDARY INSURANCE 

Insurance Company  ______________________________________________________________________ 

Policy Holder Name  ___________________________________  Date of Birth  _______________________ 

Policy #  _________________________ Group #  __________________  

D. WORKER'S COMPENSATION CLAIM 

Employer  _________________________________________  Date of Injury  ________________________ 

Name of Carrier  ____________________________________  Claim #  _____________________________ 

FINANCIAL AGREEMENT  
I authorize the release of any and all information necessary (including financial/billing, mobile device numbers and 

medical records), to my insurance carrier(s), bankruptcy courts, billing and/or collection agencies or any other third party, 
whether requested or not, necessary to secure payment of benefits, and the use of any of this data, including cell phone 

numbers, to contact me to secure and satisfy any and all existing financial obligations on my account(s). I recognize that 

auto dialers may be used to contact me and authorize their use. 

I authorize payment of medical benefits to the Prescott Outpatient Surgical Center (POSC) and anesthesia billing for 

services rendered. I understand that even though I may be covered by insurance, this does not relieve my personal 
obligation to pay POSC balances. I understand that as a courtesy, POSC will file my primary insurance. POSC provides and 
collects estimated out-of-pocket expenses and these prepayments are under no circumstances to be considered payment 
in full. If additional balances are due after insurance has paid POSC, you will be billed for the balance. If a refund is due 
you will promptly receive a refund check from POSC. 

If my account becomes over 30 days past due, I will be responsible for additional fees not to exceed 50% of the total bill. 

The fees will be added to my unpaid balance. 

I remain responsible for ANY charges related to my healthcare rendered to me by Prescott Outpatient 
Surgical Center including late fees, interest, penalties, court costs, collection agency costs, legal fees, etc., 

which result from my failure to notify POSC, timely, of such changes. 

 

Signature of Patient or Patient Representative:  ___________________________________________  

Print Name:  ______________________________________  Date:  __________________________  

Revised 08/20/2018 





ACKNOWLEDGEMENT OF PATIENT RIGHTS, PRIVACY NOTICE, 
ADVANCE DIRECTIVES AND CONSENT TO RESUSCITATE 

Investor Information: 
The Prescott Outpatient Surgical Center is an Arizona Limited Partnership between Yavapai Regional Medical Center and 
Prescott Outpatient Surgical Center, Inc.  POSC, Inc.stockholders include:  Dr. Daniel Burchfield, Dr. Katie Campuzano, Dr. 
Thomas Hirasa, Dr. Melinda Martin, Dr. Bertrand Kaper, Dr. Richard Ohanesian, Dr. Jeffrey Osburn, Dr. Judah Pifer, Dr. 
Jeanette Pilotte, and Dr. Mark Strasser. 

Revised 08/21/2018 REF# D013 

 

 
Patient Rights / Privacy:  I have reviewed  a printed copy of my Patient Rights and Privacy Notice and will be 
provided copies upon request.   
 
Advance Directives:  Information on Advance Medical Directives (i.e. Living Will or Durable Healthcare Power of 
Attorney) has been made available to me. 
  
 Advance Directives: 
  ___ I do NOT have an Advanced Medical Directive. 
  ___ I do have an Advanced Medical Directive. 
   I have NOT provided a copy to POSC at this visit. 
   I have provided a copy to POSC at this visit. 
   I have a copy on file at YRMC. 
 
 Blood Transfusion: 
  ___ I will accept a blood transfusion 
  ___ I will NOT accept a blood transfusion 
  
Resuscitation:  Resuscitative measures, or other stabilizing measures, will be initiated at this facility and the 
Patient will be transferred to a higher level of care in the event of an adverse outcome.  At that time, further 
treatment or withdrawal of treatment measures will be carried out in accordance with your wishes, advance 
directive or health care power of attorney and hospital policy. 
 
Transfer to Hospital:  If I am transferred to the hospital, I authorize release of my medical records from Prescott 
Outpatient Surgical Center for the related hospitalization. 
 
By signing this document, I acknowledge that I have read and understand the information as written above 
and that any questions were explained to my satisfaction. 
 
 
        
Patient’s Printed Name  
 
 
           
Patient or Legal Representative’s Signature  Date  
 
 
           
Legal Representative’s Printed Name    Relationship to Patient 
 
 
           
Facility Representative     Date 
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INFORMATION REGARDING PATIENT FACILITY FEES  
AND FINANCIAL RESPONSIBILITIES 

 
 

There will be separate billings for facility, anesthesia, surgeon, X-ray, and pathology fees if 
applicable.  Of these, the only one POSC bills is for facility charges. 

If you have questions regarding your bill from Prescott Outpatient Surgery Center, please 
contact our billing department at 443-6560. 
 
INSURANCE:  
Please bring your insurance card(s) to the facility on the day of your procedure – both primary 
and secondary insurance. 
     

ALL co-payments, unmet deductibles, and estimated co-insurance payments are 
required to be paid prior to the procedure. Your prepaid out-of-pocket expenses 
are estimates only. You will be billed for any additional fees not paid in advance. 
If you paid more than your final charges, you will receive a refund for the 
difference. Your procedure may be cancelled if these out-of-pockets expenses 
are not paid in full prior to the procedure. 
 
• Insurance authorization for your procedure is done through your surgeon’s office.  

Please make sure that this has been completed prior to surgery. 
 

• Questions regarding your deductible, co-pays, and preferred provider status should be 
directed to your insurance company. 

 
If your account is over 30 days past due and you have not made a reasonable attempt 
to pay the account in full, you will be responsible for collection agency or legal costs up to 
50% of the outstanding balance. These fees will be added to your unpaid balance. 

 
NON-INSURANCE/SELF PAY PATIENTS: 
The facility fee and anesthesia fee must be prepaid in full prior to any procedures. 
Procedures that are not pre-paid may be cancelled. 
 
Anesthesia billing questions, including preferred provider status, should be directed to 
their individual billing offices: 
• Arizona Anesthesia Solutions (Nurse Anesthetist group), call (480) 420-4027  

• Dr. George Sara, call ABC Medical Billing at (602) 273-6770 
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ADVANCE DIRECTIVES Q & A 

Published by the Health Care Financing Administration U.S. Dept of Health and Human 
Services www.hcfa.gov/pubforms/advdir.htm 
 
You can decide in advance what medical treatment you want to receive in the event you become physically or 

mentally unable to communicate your wishes. 

 
Your Rights as a Patient 

All adults in hospitals, skilled nursing facilities, and health care settings have certain rights.  For example, you 
have a right to confidentiality of your personal and medical records and to know what treatment you will receive.   

You also have another right.  You have the right to prepare a document called an “advance directive,” In one 

type of advance directive, you state in advance what kind of treatment you want or do not want if you ever 

become mentally or physically unable to choose or communicate your wishes.  In a second type, you authorize 

another person to make those decisions for you if you become incapacitated.  Federal law requires hospitals, 

skilled nursing facilities, hospices, home health agencies and health maintenance organizations (HMOs) serving 

persons covered by either Medicare or Medicaid to give you information about advance directives and explain 

your legal choices in making decisions about medical care. 

The law is intended to increase your control over medical treatment decisions.  Be mindful, however, that state 

laws governing advance directives do differ.  The health care provider is required to give to you information about 

the laws with respect to advance directives for the state in which the provider is located.  If you reside in another 

state, you may wish to gather information about your state laws from another source such as the office of the 

state attorney general. 

What is an Advance Directive? 

Generally, an advance directive is a written document you prepare stating how you want medical decisions made 

if you lose the ability to make decisions for yourself.  The two most commonly prepared advance directives are: 

“A living will; and A Durable Power of Attorney for Health Care.”   

The value of an advance directive is that it allows you to state your choices for health care or to name someone 

to make those choices for you, if you become unable to make decisions about your medical treatment.  In short, 

an advance directive ensures your right to accept or refuse medical care.  You can say “yes” to treatment you 

want, or “no” to treatment you don’t want. 

Living Will 

A living will generally states the kind of medical care you want (or do not want) if you become unable to make 

your own decision.  It is called a living will because it takes effect while you are still living.  Most states have their 

own living will forms, each somewhat different.  It may also be possible to complete and sign a preprinted living 

will form available in your own community, draw up your own form, or simply write a statement of your 

preferences for treatment.  You may also wish to speak to an attorney or your physician to be certain you have 

completed the living will in a way that your wishes will be understood and followed. 

Durable Power of Attorney for Health Care 

In many states, a durable power of attorney for health care is a signed, dated, and witnessed paper naming 

another person, such as a husband, wife, daughter, son, or close friend, as your authorized spokesperson to 

make medical decisions for you if you should become unable to make them for yourself.  You can also include 

instructions about any treatment you want to avoid.  Some states have specific laws allowing a health care power 

of attorney, and provide printed forms. 
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Which is Better: a Living Will or a Durable Power of Attorney for Health Care?  

In some states, laws may make it better to have one or the other. It may also be possible to have both, or to 

have one or the other. It may also be possible to have both, or to combine them in a single document that 

describes treatment choices in a variety of situations (ask your doctor about these) and names someone (called 

your “agent” or “proxy”) to make decisions for you, should you be unable to make decisions for yourself.  

The law on honoring an advance directive from one state to another is unclear. However, because an advance 

directive specifies your wishes regarding medical care, it may be honored where ever you are, if you make it 

known that you have an advance directive. But if you spend a great deal of time in a state other than your home 

state, you may wish to consider having your advance directive meet the laws of both states, as much as possible.  

Advance Directives are not required and may be canceled at any time  

You do not have to prepare an advance directive if you do not want one. If you do prepare one, you have the 

right to change or cancel it at any time. Any change or cancellation should be written, signed, and dated in 

accordance with state law, and copies should be given to your doctor, or to others to whom you may have given 

copies of the original. In addition, some states allow you to change an advance directive by oral statement.  

If you wish to cancel an advance directive while you are in the hospital you should notify your doctor, your 

family, and others who may need to know. Even without a change in writing, your wishes stated in person 

directly to your doctor generally carry more weight than a living will or durable power of attorney, as long as you 

can decide for yourself and can communicate your wishes. But be sure to state your wishes clearly and be sure 

that they are understood.  

Make sure that someone, such as your lawyer or a family member, knows that you have an advance directive 

and knows where it is located. You might also consider the following:  

1. If you have a durable power of attorney, give a copy or the original to your agent or proxy.  

2. Ask your physician to make your advance directive part of your permanent medical record.  

3. Keep a copy of your advance directive in a safe place where it can be found easily, if it is needed.  

4. Keep a small card in your purse or wallet stating that you have an advance directive, where it is located and 

who your agent or proxy is, if you have named one.  

Who should prepare an Advance Directive?  

You may want to consider preparing an advance directive if:  

1. You want your physician or other health care provider to know the kind of medical care you want or don’t 

want if you become incapacitated.  

2. You want to relieve your family and friends of the responsibility, for making decisions regarding life-

prolonging actions.  

Additional Information  

If you need help in preparing an advance directive, or if you would like more information, you may want to 

contact a lawyer, a nearby hospital, hospice or long-term care facility, or your state attorney general’s office. 
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PATIENT RIGHTS AND RESPONSIBILITIES 
 

The policy of POSC, the physicians, nurses, and entire staff is a commitment to meet your 

needs as our patient. We believe that a patient who understands and participates in his health 

care will achieve the best results possible. 

It has always been our policy to respect your individuality and your dignity. We have a 

responsibility to give you the best medical care available, to respect your rights and to help 

you recognize your responsibilities as a patient. This information has been prepared to help 

you understand these rights. 

 

PATIENT RIGHTS 

1. To be treated with consideration, respect and full recognition of the patient’s dignity 
and individuality, including privacy in treatment and personal care needs including 
access to a public telephone if a bedside phone is not available. 

2. To be free from medical, chemical, physical and psychological abuse or neglect and 
physical restraints with the exception of an emergency when a restraint is necessary 
to protect the patient from injury to self or others and is authorized by the attending 
physician. 

3. To refuse or withdraw consent for treatment or give conditional consent for 
treatment; 

4. To have medical and financial records kept in confidence and the release of such 
records shall be by written consent of the patient or the patient’s representative 
except as otherwise required or permitted by law; 

5. To be informed of the following: 

a. Proposed surgical procedures and the risks involved; 
b. Policy on advanced directives; 
c. Upon request a general estimate of costs for services; 
d. Notice of third party coverage, including Medicare and Arizona Health Care 

Cost Containment System coverage; and 
e. The patient grievance process. 
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PATIENT RESPONSIBILITIES 

1. The responsibility for providing complete and accurate information related your medical 
history, insurance coverage, and pertinent financial information. 

2. The responsibility to participate in your treatment plan and to advise those treating you 
whether or not you can and will cooperate with the treatment. You are responsible for 
your actions for refusing to follow the treatment plan. 

3. The responsibility to notify the treating physician or nurse of any symptoms, changes, or 
occurrences in your physical condition or in your life which may affect your medical 
treatment plan. 

4. The responsibility to be considerate of others (patients and their family members and 
the healthcare team caring for you). 

5. The responsibility to respect the privacy of others and their property and maintain the 
confidentiality of information. 

6. The responsibility for seeking an explanation from any treatment team member 
regarding any questions you have about your rights and responsibilities as defined 
above and letting us know of any concerns. 

7. The responsibility for taking care of the financial obligations for your care as promptly as 
possible. 

8. The responsibility for following the rules and regulations of the surgery center relating to 
patient care and conduct which includes control of noise, number of visitors, and 
maintaining a smoke-free environment.  

9. Unresolved complaints against the facility can be addressed to the Administrator 
Director at POSC at (928) 778-9770. If a complaint remains unresolved the issue can 
be further addressed to one of the following agencies: 

 
Arizona Department of Health Services:   (602) 542-1025 

Medicare beneficiary Ombudsman  1-800-633-4227 

www.medicare.gov/Ombudsman/resources.asp 
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