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 PATIENT LABEL
 Patient Name:

Height: Weight: 

I received the
and grievance policy,
I received the information on patient rights, responsibilities, physician disclosure, notice of patient privacy and HI-
PAA, advance directive information and grievance policy, in advance of my surgery. I understand that if an adverse 
event occurs during my treatment at the surgery center, the personnel at the surgery center will initiate resuscitative 
or other stabilizing measures and transfer me to an acute care facility for further evaluation.
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 PATIENT LABEL

RN Initial 
Reviewed

Continue on 
Discharge

GREY AREAS FOR 
STAFF USE ONLY

Reason for 
Taking

Date & Time
of Last Dose

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Yes  ■ No  ■ New Med

■ Allergies Reviewed 
■ NKDA

Recovery RN: ________________________________________  RN

Surgeon Signature ____________________________________  MD
■ Copy given to patient on discharge
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