Franklin Surgery Center


I have received information on the Center’s Advanced Directive policy, Ownership of the facility, Patient Rights & Responsibilities and Privacy Policy and have had the opportunity to ask questions.
Signed: ____________________________

Date:   _____________________________

The State of Tennessee collects the following statistical data from all ambulatory surgery centers and office based centers. Selecting one is optional.

____     White____     Black____     American Indian, Eskimo or Aleut

____     Hispanic____     Other Race

____     I decline to select.

Signature ____________________________________
(Affix Patient Label)

