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AA PATIENT RIGHTS AND RESPONSIBILITIES
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s a patient of Indiana Spine Hospital you have the right to:

e Receive high quality, individualized care within the hospital's capacity and mission without regard to race, creed, color, ethnic origin, nationality, gender, handicap,
i age, affiliation with fraternal or religious organizations, culture, economic or educational background.

e Receive considerate and respectful care in a safe setting free from all forms of abuse or harassment.
e Know the professional status of any person providing care or services.

e Receive the necessary information from your provider concerning your diagnosis, treatment options, prognosis, and possible risks and side effects associated with the
proposed procedure/ surgery which allows you to give informed consent. In the event of an emergency, this information shall include the specific procedure and/or
treatment, the medically significant risks involved, an alternative course of treatment or non-treatment, and the name of the provider performing that treatment.

\

p ~

A'O__ Refuse treatment to the extent permitted by law and to be informed of the medical consequences of such a refusal. You accept responsibility for your actions should
you refuse treatment or not follow the instruction of the physician or facility.

e Actively participate in decisions regarding your treatment. If you are unable to participate in those decisions, then your designated or legal representative shall do so
on your behalf.

e Every consideration of privacy concerning your medical / surgical care program. Case discussion, consultation, examination, and treatment are confidential and
shall be conducted discreetly.

Confidential treatment of all communications and records pertaining to your care. Except as directed by law, your written permission shall be obtained before your
medical records are made available to anyone not concerned with your care.

e Be fully informed before any transfer from the hospital to another healthcare facility.

e Be advised if the hospital proposes to engage in or perform human experimentation affecting your care or treatment. You have the right to refuse to participate in
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xpect reasonable continuity of care. You have the right to know in advance the time and location of appointment(s), as well as, the practitioner providing the care.

e Know fees in advance and receive an explanation of your bill regardless of the source of payment.

e Have in effect advanced medical directives concerning such issues as living wills and durable power of attorney that will be identified to the hospital and followed as

ap%roprlate under State and Federal Regulations.

e |Inqu about or to obtain a second opinion.
e Have information regarding your case presented in a language and manner, written and verbally, that you or your designated or legal representative understands.
mplaint or concern, without recrimination, regarding your care, to have those complaints reviewed and, when possible, resolved.

at group of physicians. This group includes physicians and surgeons who may belong to Goodman Campbell Brain and Spine and
e at the front desk upon your request.

2nces of these decisions if complications occur.




