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PRE-OPERATION/PROCEDURE PATIENT ACKNOWLEDGEMENT FORM
The Orthopaedic Surgery Center will be referred to as “TOSC” through the remainder of this form.
I (or my representative) acknowledge that: 

1. I have received verbal and written notice about my rights and responsibilities as a patient of The Orthopaedic Surgery Center (“TOSC”), including my right to voice grievances regarding my treatment by contacting TOSC’s Privacy Officer @ 262-522-8888.  I understand these rights and all my questions about these rights have been answered to my satisfaction.
2. Most of the Orthopaedic Associates of Wisconsin physicians on the medical staff of TOSC have an ownership interest in the facility and I understand that I have a right to have my operation or procedure performed elsewhere.

3. I acknowledge and understand that Advance Directives and Living Wills will be suspended during treatment at TOSC and that I have been verbally informed of alternative facilities that I may use.  
4. I acknowledge that I have been verbally informed that TOSC will provide me with Advance Directive papers upon my request during admission.  

Upon my request, TOSC and or its associates will provide;

a) TOSC policy on Advance Directives 

b) Advance Directive / Living Will paperwork  
For further information on Advance Directives from the State of Wisconsin visit website www.wisconsin.gov.  
5. I understand that in the event of an emergency or life threatening situation, advanced cardiac life support or other life sustaining measures will be instituted and I will be transported to a higher level of care. I understand that if I have created an Advance Directive or Living Will it will be placed in my medical record and provided to the facility to which I am transferred.  
6. I have received, read and understand TOSC’s Notice of Privacy Practices related to the Health Insurance Portability and Accountability Act of 1996 (“HIPAA”). 
