Advance Patient Notice Form
Your physician is referring you to, or arranging for you to receive services from, a non-participating physician,
provider or facility for certain healthcare services. You have the right to receive services at a participating facility
or by a participating physician or provider in order to obtain full benefits under your health coverage. If you
have questions or would like to locate an in-network physician, provider or facility to provide the service or
procedure, please contact your customer service provider on the back of your insurance card.
To be completed by the patient or patient’s legal guardian:
By placing my signature on this waiver form below, I acknowledge the following:
1. I am aware that the non-participating facility/provider that will be involved in my care does not participate
with my insurance company.
2. I understand that I may be responsible for additional costs for all services provided by the non-participating
facility/provider, as specified in my benefit contract.
3. I was given an opportunity to contact my insurance company before obtaining these services to confirm my benefits for
these non-network services and to obtain names of participating facilities and/or participating providers that can
provide the recommended service or procedure.
4. I understand that absent special circumstances (e.g., financial hardship), the non-participating facility/provider
is prohibited from waiving co-payments, deductibles, coinsurance or other member cost sharing amounts.
5. I am voluntarily choosing on behalf of myself or my child/legal guardian to obtain the service or procedure
from the non-participating facility and/or physician.
To be completed by the referring physician:
Please check the type of referral (check all that apply):
o Non-Par Physician or Provider o Non-Par Facility o Both

Referring Physician:

NPI #:

Patient Name:

Member ID#:

Non-Participating Facility: Crystal Outpatient Surgery
Center
Reason for Non-par Referral:

Type of Facility: Ambulatory Surgery Center
Date of Service:

____________________________________________
Signature of Patient, Parent (if under age 18) Guardian

_____________________________________________
Printed name of Patient, Parent (if under age 18) Guardian

___________________________________________
Date

_____________________________________________
Daytime Phone Number

DISCLOSURE AND CONSENT - ANESTHESIA and/or PERIOPERATIVE PAIN MANAGEMENT
(ANALGESIA)
TO THE PATIENT: You have the right, as a patient, to be informed about your condition and the recommended
anesthesia/analgesia to be used so that you may make the decision whether or not to receive the
anesthesia/analgesia after knowing the risks and hazards involved. This disclosure is not meant to scare or alarm
you; it is simply an effort to make you better informed so you may give or withhold your consent to the
anesthesia/analgesia.
I voluntarily request that anesthesia and/or perioperative pain management care (analgesia) as indicated below be
administered to me (the patient). I understand it will be administered by an anesthesia provider and/or the
operating practitioner, and such other health care providers as necessary. Perioperative means the period shortly
before, during and shortly after the procedure.
I understand that anesthesia/analgesia involves additional risks and hazards but I request the use of
anesthetics/analgesia for the relief and protection from pain during the planned and additional procedures. I
realize the type of anesthesia/analgesia may have to be changed possibly without explanation to me.
I understand that serious, but rare, complications can occur with all anesthetic/analgesic methods. Some of these
risks are breathing and heart problems, drug reactions, nerve damage, cardiac arrest, brain damage, paralysis, or
death.
I also understand that other complications may occur. Those complications include but are not limited to:
a
Check planned anesthesia/analgesia method(s) and have the patient/other legally responsible person initial.
_____ GENERAL ANESTHESIA – injury to vocal cords, teeth, lips, eyes; awareness during the procedure;
memory dysfunction/memory loss; permanent organ damage; brain damage.
_____ REGIONAL BLOCK ANESTHESIA/ANALGESIA - nerve damage; persistent pain; bleeding/hematoma;
infection; medical necessity to convert to general anesthesia; brain damage.
_____ SPINAL ANESTHESIA/ANALGESIA - nerve damage; persistent back pain; headache; infection;
bleeding/epidural hematoma; chronic pain; medical necessity to convert to general anesthesia; brain damage.

_____ EPIDURAL ANESTHESIA/ANALGESIA - nerve damage; persistent back pain; headache; infection;
bleeding/epidural hematoma; chronic pain; medical necessity to convert to general anesthesia; brain damage.
_____ MONITORED ANESTHESIA CARE (MAC) or SEDATION/ANALGESIA - memory
dysfunction/memory loss; medical necessity to convert to general anesthesia; permanent organ damage; brain
damage.
Additional comments/risks:
______________________________________________________________________________
I (we) understand and agree that non physician health care providers (such as Certified Registered Nurse
Anesthetists and Anesthesia Assistants), and residents and fellows who administer anesthesia and/or
sedation/analgesia will perform tasks within their scope of practice or skill set and under the supervision of
responsible anesthesiologist or physician.
I understand that no promises have been made to me as to the result of anesthesia/analgesia methods.
I (we) understand my anesthesia will be administered by an Anesthesiologist / or CRNA.
I have been given an opportunity to ask questions about my anesthesia/analgesia methods, the procedures to be
used, the risks and hazards involved, and alternative forms of anesthesia/analgesia. I believe that I have sufficient
information to give this informed consent.
This form has been fully explained to me, I have read it or have had it read to me, the blank spaces have been
filled in, and I understand its contents.

Assignment of Benefits Form
Name of Insured:______________________________________ dob:_______________
Policy Holder:________________________________________ dob:_______________
Relationship to the Patient:_________________ Employer:________________________
Insurance Carrier:_____________________ ID#:_______________ Group#:__________
I request that payment of authorized insurance benefits, including Medicare, if I am a Medicare
beneficiary, be made on my behalf to the organizations listed below for any equipment or
services provided to me by that organization. I authorize the release of any medical or other
information necessary to determine these benefits or the benefits payable for related equipment
or services to the organization, my insurance carrier or other medical entity.
I understand that I am financially responsible to the organization for any charges not covered by
health care benefits. It is my responsibility to notify the organization of any changes in my
health care coverage. In some cases exact insurance benefits cannot be determined until the
insurance company receives the claim. I am responsible for the entire bill or balance of the bill
as determined by the organization and/or my health care insurer if the submitted claims or any
part of them are denied for payment. I understand that by signing this form I am accepting
financial responsibility as explained above for all payment for products received.
In conjunction with the assignment of benefits I also hereby authorize the organization to appeal
to the above mentioned insurance company on my behalf, as my Designated Representative,
and as part of the appeal, I hereby authorize the insurance company in its decision letter and in
connection with the processing of my appeal, to communicate with my Designated
Representative in ALL aspects of the appeal, including copies of the policy guidelines.
A copy of this authorization will be sent to my insurance company or other entity if requested.
The original authorization will be kept on file by the organization.

By signing this document, I also acknowledge that I have received a copy of the organization’s
Notice of Privacy Practices. This acknowledgement is required by the Health Insurance
Portability and Accountability Act (HIPAA) to
ensure that I have been made aware of my privacy rights.

Name of person signing below (print): ____________________________________________
Signature of Insured or Parent/Guardian: __________________________________________
Date: __________________
For questions regarding this document, please contact he business office at:
Crystal Outpatient Surgery Center
950 Threadneedle, #250
Houston, TX 77079
713-467-2453
Crystal Anesthesia Services
950 Threadneedle, #250
Houston, TX 77505
713-467-2453

CONSENT AND AUTHORIZATION FOR ELECTRONIC COMMUNICATION
(E-mail/bi-directional texting)
E-mail communication provides for a fast and easy way to communicate with your healthcare provider for those issues that are nonemergent, non-urgent or non-critical. It is not a replacement for the interpersonal contact that is the very basis of the patient-healthcare
provider relationship; rather it can support and strengthen an already established relationship.
The following summarizes the information you need to determine whether you wish to supplement your healthcare experience at our
practice by electronically communicating with staff members.
General Considerations
• E-mail communication will be considered and treated with the same degree of privacy and confidentiality as written medical records.
• Standard e-mail services, such as Gmail, AOL, Yahoo, and HotMail are not secure. This means that the e-mail messages are not
encrypted and can be intercepted and read by unauthorized individuals.
• Transmitting e-mail that contains protected health information through an e-mail system that is not encrypted does not meet the
security guidelines as required by the Health Information Protection and Accountability Act (HIPAA).
• Your E-mail address will not be used for external marketing purposes without your permission. You may receive a group mailing
from the practice, however, the recipients e-mail addresses will be hidden.
Provider Responsibilities
• The Provider will attempt to electronically confirm your e-mail address by requesting a return response to all e-mail messages.
• Your provider may route your e-mail messages to other members of the staff for informational purposes or for expediting a response.
• Designated staff may receive and read your e-mail.
• The provider will make every attempt to respond to your email message within 2 business days. If you do not receive a response from
the provider within 2 business days, please contact the office.
• Copies of e-mails sent and received from and to you will be incorporated into your medical record.
You are advised to retain all electronic correspondence for your own files.
Patient Responsibilities
• E-mail messages should not be used for emergencies or time sensitive situations. In event of a medical emergency, you should contact
911. For emergent or time sensitive situations, you should contact your healthcare provider through the office.
• E-mail messages should be concise. Please arrange for an office appointment if the issue is too complex or sensitive to discuss via email.
• Please key in your first initial and last name and the topic, i.e., medication question, in the subject line. This will serve to identify you
as the sender of the e-mail.
• Please acknowledge that you received and read the provider’s message by return e-mail to the provider.
CONSENT AND AUTHORIZATION FOR ELECTRONIC COMMUNICATION (E-MAIL)
I have read and understood the above description of the risks and responsibilities associated with electronic
communication with my healthcare provider. I acknowledge that commonly used e-mail services are not secure and fall outside of the
security requirements set forth by the Health Insurance Portability and Accountability Act for the transmission of protected health
information. I have been given the opportunity to discuss electronic communication with my healthcare provider and have had all
my questions answered. In consideration of my desire to use electronic communication as supplement to in-person office visits with
my provider, I hereby consent to electronic communication via non-secure e-mail services. I understand that I may revoke my consent
to communicate electronically at any time by notifying Crystal Outpatient Surgery Center in writing, but if I do, the revocation will not
have any effect on actions my healthcare provider has already taken in reliance on my consent. I agree to release my provider and the
practice from any and all liability that may occur due to electronic communication over a non-secure network.
I further agree to be held accountable for the patient responsibilities as outlined above.
PATIENT_________________________________________ Guardian (if minor)________________________________________
Authorized E-mail Address_____________________________________ Date___________________________________________
Patient Guardian Signature_____________________________________________

State Reporting for Ethnicity
Crystal Outpatient Surgery Center is required by the Texas Department of State Health Services
to report outpatient data in regards to ethnicity. Please check the box that best indicates your
race/ethnic background and complete the bottom portion.
American Indian/Eskimo/Aleut
Asian or Pacific Islander
African American
Caucasian
Hispanic/Latino
Other (includes all others not listed above including mixed race or multicultural)

______*Please provide us with your drivers license and insurance card for copies
Initials

Patient Signature:________________________ Printed Name:__________________________
Witness:________________________________ Date:_________________________________

Lab Billing Consent
Crystal Outpatient Surgery Center is required by state licensing authorities to send most surgically
removed tissue to a pathology laboratory for examination. There are a few exceptions, but for your
protection and ours, we follow this regulatory policy.
Charges will not be covered by your surgeon or Crystal Outpatient Surgery Center, but will be billed
to any available insurance by the lab itself. Should you receive a statement from the lab, it will be your
responsibility to contact them and to arrange for payment. Most simple examinations cost between
$100 and $150, but charges vary with the complexity of the exam (e.g. cancer detection, infection,
etc.). Any grievances you may have should be addressed with the laboratory or your insurance
company, as appropriate.
Since tissue removal is generally unpredictable and is determined by the surgeon at the time of the
procedure, we regret that we have no way of knowing in advance what the charges will be.

Patient Name: ______________________________ Patient Signature: ____________________________

Witness signature: _________________________________ Date: ________________________________

Crystal Outpatient Surgery Center
950 Threadneedle St., Suite 250, Houston, Texas 77079 | 713-467-2453

Notice of Privacy Practices
THIS NOTICE DESCRIBES HOW PROTECTED MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND
HOW YOU CAN GAIN ACCESS TO THIS INFORMATION. PLEASE REVIEW IT CAREFULLY.
1.

Crystal Outpatient Surgery Center is permitted to make uses and disclosures of protected health information for treatment, payment
and health care operations, as described in the following examples:
a. For treatment – consultation, lab work, pharmacy, x-ray, etc.
b. For payment – claim filing, collection of payment due, etc.
c. For health care operations – chart maintenance, regulatory requirements, accounting, HIPAA compliance activities, etc.

2.

Crystal Outpatient Surgery Center is permitted or required, under specific circumstances, to use or disclose protected health
information without the individual’s written authorization. These situations include: as Required By Law, Public Health issues required
by law, Communicable Diseases: Health Oversight: Abuse or Neglect: Food and Drug Administration requirements: Legal Proceedings:
Law Enforcement: Coroners, Funeral Directors, and Organ Donation: Research: Criminal Activity: Military Activity and National
Security: Workers’ Compensation: Inmates: Other uses and disclosures will be made only with the individual’s written authorization,
and the individual may revoke such authorization in writing at any given time.

3.

Crystal Outpatient Surgery Center may engage in the following activities:
a. Crystal Outpatient Surgery Center may contact the individual or other immediate adult family members to provide
appointment reminders or information about treatment alternatives or other health-related benefits and services that may
be of interest to the individual or patient. These mean may be by telephone call or other electronic means of
communication.

4.

The individual has the following rights regarding protected health information:
a. The right to request restrictions on certain uses and disclosures of protected health information. Crystal Outpatient Surgery
Center is not required to agree to a requested restriction, however it will follow the process of review as stated in our
Policies and Procedures.
b. The right to receive confidential communications of protected health information, as applicable.
c. The right to inspect and copy protected health information, as provide in the Privacy Regulation.
d. The right to request amendments to protected health information, and have processed as provided in the Privacy
Regulation.
e. The right to receive an accounting of disclosures of protected health information.
f. The right to obtain a paper copy of the Notice from the covered entity upon request. This right extends to an individual
who has agreed to receive the Notice electronically.

5.

Crystal Outpatient Surgery Center is required by law to maintain the privacy of protected health information and to provide
individuals with notice of its legal duties and privacy practices with respect to protected health information.

6.

Crystal Outpatient Surgery Center abides by the terms of the Notice currently in effect.

7.

Crystal Outpatient Surgery Center reserves the right to change the terms of this Notice. The new Notice provisions will be effective
for all protected health information that it maintains.

8.

Crystal Outpatient Surgery Center will provide individuals or patients with a revised Notice as requested.

9.

Individuals may complain to Crystal Outpatient Surgery Center or to the Secretary of the Department of Health and Human Services,
without fear of retaliation by the organization, if they believe their privacy rights have been violated.

10. Crystal Outpatient Surgery Center contact for matters relating complaints is:
950 Threadneedle, Suite 250, Houston, TX 77079
Telephone # 713-467-2453
11. This Notice is first in effect on February 16, 2016.
12. Crystal Outpatient Surgery Center elects to limit the uses or disclosures that it is permitted to make by law.

Disclosure of Ownership
Crystal Outpatient Surgery Center is a physician owned facility and your physician may have a
financial interest in the center. You have the right to choose where you receive medical
and surgical services including an entity in which your physician may have a financial
relationship. You will not be treated differently by your physician if you choose to use a different facility. If
desired, your physician can provide information about alternative providers. If you have any questions regarding
this information, please feel free to ask your physician or any of our staff members. We welcome you as a
patient and value our relationship with you.
By signing this Acknowledgment of Disclosure, you acknowledge that you have read and understand the
foregoing Notice to Patients regarding physician ownership and patient safety measures.
___________________________________
Signature of Patient
____________________________________
Type or Print Name of Patient
___________________________________
Signature of Parent or Guardian (if applicable)
____________________________________
Type or Print Name of Parent or Guardian (if applicable)
Date: ______________________________

Patient Rights and Responsibilities
Each patient shall have right to:
•
Respect, consideration and dignity.
•
Freedom from discrimination on the basis of race, religion, handicap, medical condition, sex, age, or ethnicity and the right to impartial access to
treatment(s) and/or accommodations that is available within the facilities capacity, its states mission and applicable law and regulation.
•
Personal and informed privacy.
•
Be treated with confidentiality and, except when authorized by law, patients shall be given the opportunity to approve or refuse the release of
disclosures and records.
•
Safe, efficient, cost-effective treatment.
•
Appropriate information concerning their diagnosis, treatment and prognosis within a reasonable timeframe. When it is medically inadvisable to
give such information to a patient, the information shall be provided to a person designated by the patient or to a legally authorized person.
•
Be given the opportunity to participate in decisions involving their health care, except when such participation is contraindicated for medical
reasons.
•
Include his/her family in care decisions and/or to delegate decision-making to specific persons and/or appoint a surrogate to make healthcare
decisions on his/her behalf (to the degree permitted by State Law).
•
Give informed consent prior to the start of a procedure and/or treatment.
•
Appropriate assessment and management of pain.
•
Change primary or specialty physicians if other qualified physicians are available.
•
Have an advanced directive (such as a living will, health care proxy, or durable power of attorney for health care) concerning treatment or
designating a surrogate decision maker with the expectation that the facility will honor the intent of directive as allowed by facility policy and to
the extent permitted by law. A copy of Crystal Outpatient Surgery Center’s policy concerning advanced directives can be provided upon request
prior to the date of your scheduled procedure.
•
Be free from restraints or seclusion that are not medically necessary or used as a means of coercion, discipline, staff convenience, or retaliation.
•
Information shall be available to patients and staff concerning:
→ Patient rights;
→ Payment policies;
→ Patient conduct and responsibilities;
→ Patient’s rights to refuse to participate in experimental research;
→ Services available and professional status of care givers;
→ Methods for expressing complaints and suggestions to the ASC; and,
→ Provisions for after-hours and emergency care;
→ Disclosure regarding physician financial interest or ownership in the ASC.
→ Fees for services and explanation of benefits;
Each patient shall have the RESPONSIBILITY to:
•
Conduct themselves in a quiet and orderly manner. Be considerate to the rights of other patients and facility personnel and for assisting in the
control of noise, unauthorized smoking and the number of visitors. Respect the property of other patients and the health care organization.
•
Follow and participate in the treatment plan he/she develops with his/her health care provider and in cooperation with the healthcare team and
assume the consequences resulting from non-compliance and his/her actions if he/she refuses treatment.
•
Make it known whether he/she clearly comprehends the course of his/her medical treatment and what is expected of him/her.
•
Communicate honestly and directly and provide, to the best of your knowledge, accurate and complete information about present complaints,
past illness, hospitalizations, prescription and over-the-counter medications, herbal remedies, dietary supplements and other matters relating to
your health.
•
Follow the organization’s rules and regulations affecting patient care and conduct.
•
Assure that the financial obligation of his/her care is fulfilled as promptly as possible.
•
Tell their doctors/facility about any living will, power of attorney, or other advanced directive.
•
Inform the facility of a violation of patient rights
•
Communicate any safety concerns including perceived risks in his/her care, and unexpected change(s) in their condition.
•
Provide a responsible adult to transport him/her home from the facility and remain with him/her for 24 hours, if required by his/her provider.
ON BEHALF OF CRYSTAL OUTPATIENT SURGERY CENTER, your physician has informed you whether he or she has financial ownership in this facility.
ON BEHALF OF CRYSTAL OUTPATIENT SURGEY CENTER, on the basis of good conscience, the center does not honor Advanced Directives. The facility will
always attempt to resuscitate and transfer the patient to a nearby hospital in the event of deterioration. If a patient arrives with an Advance Directive, it will
be considered VOID at Crystal Outpatient Surgery Center. A copy will be made and placed within the patient’s chart. In the event of an emergency, the
patient will be transferred to an acute healthcare facility. A copy of the Advance Directive will be forwarded with the patient’s medical record.

GRIEVANCES- Any complaints, suggestions or concerns may be directed to the Administrator of Crystal Outpatient Surgery Center at 713-467-2453. If this
venue does not provide you with acceptable resolution, the Department of State Health Services is the responsible agency for ambulatory surgical center
complaint investigations. Any complaints may be submitted to: Director, The Department of State Health Services, Health Facility Compliance Division, 1100
West 49th Street, Austin, Texas 78756, 1-888-973-0022.

Payments and Billing Guidelines
What makes Crystal Outpatient Surgery Center stand out from the rest is that we cater to both insurance and selfpay/elective patients. We offer competitive self pay rates and accept most insurance plans when permitted by
your policy. We make every effort to contact you prior to surgery regarding your financial responsibility.
However, if we fail to reach you within 48 hours, please call us at 713-467-2453.
•
•

•
•
•

•

•

•

•

The quoted fees include standard pre-op, intra-operative and PACU times
The quoted fees are good for 30 days from the issue date and only include the procedures quoted by the
surgeon’s office. Any procedures added before or during the surgical case will result in increased
charges to the patient and/or insurance company.
Less than 24-hour cancelation notice, will result in $500 cancelation charge, unless rescheduled within
the same month.
No discounts will be given in conjunction with the use of any financial assistance or hardship
adjustments.
Payment is due in full 2 weeks prior to the procedure date when possible. If scheduling prohibits this and
payment is made less than 7 business days prior to surgery we will only accept cash, credit cards,
cashier’s check or money order as a form of payment. If paying on the day of the procedure we will not
accept credit card or checks, only cash, cashier’s check or money orders.
In the event that a self-pay/elective procedure requires additional OR time, that time will be charged at a
rate of $87.50 per 15 minute intervals. Anesthesia charges will vary. Patients will be responsible and
billed for any overage charges incurred.
Crystal Outpatient Surgery Center will bill your insurance company on your behalf as a courtesy.
However, if your insurance company does not pay your claim within 60-days, the total charges will
become your full responsibility. Please be assured that we will pursue payment from your insurance
company and will keep you informed of the status of your claim. Please note that we do not bill for
professional services such as the Surgeon, Radiologist, Pathologist and in some cases the
Anesthesiologist. Expect to receive separate bills from these professionals for services rendered by them.
To ensure proper filing of claims, please bring valid insurance cards and driver’s license with you on the
date of surgery.
In some instances, implanted devised are not a covered service or are poorly covered by your policy and
may require payments from the patient or their responsible party. You will be notified of this in advance
when possible.

•

We have a Hardship Program that is designed for uninsured or underinsured patients. Qualifying patients
will receive benefits of the Hardship Program. These patients are required to make all payments prior to
their procedure. Our business office personnel will review your financial obligation prior to the date of
surgery. We accept cash, personal checks, cashier’s checks, money orders and all major credit cards to
assist you in paying for your services.

I have read the payment and billing guidelines provided to me and understand I will ultimately be responsible for
all payments for services provided by Crystal Outpatient Surgery Center.
Patient or Patient Representatives Signature: ________________________________________________
Printed Name: ______________________________________________

Date:__________________

Release of Information
By placing a name and contact number on this document, you are authorizing Crystal Outpatient
Surgery Center and its employees to release information pertaining to your medical diagnosis,
treatment and care. Crystal Outpatient Surgery Center upholds confidentiality to the highest of
standards and enforces HIPAA (Health Insurance Portability and Accountability Act) in order to
protect your privacy. Thank you for your confidence and trust.

Name:_____________________ Contact Number:(____)______________
Name:_____________________ Contact Number:(____)______________
Name:_____________________ Contact Number:(____)______________
Name:_____________________ Contact Number:(____)______________

Patient Signature:_____________________ Printed Name:_____________________________
Date:______________________________ Witness:__________________________________
This document expires one year from the date of signature

