
  

Santiam Hospital & Clinics  

CONDITIONS OF ADMISSION 
 
MEDICAL CONSENT:  I consent, as is necessary, to procedures, treatment, and admission at Santiam Memorial Hospital (“Hospital”) for 
medical conditions that have been explained to me by my provider. I give permission to Hospital providers and staff members to administer 
procedures and treatment (such as emergency treatment or services, diagnostic imaging, laboratory testing, medical treatment, nursing 
care, physical therapy, or surgical and anesthetic procedures) that have been ordered by the attending provider or associates of that 
provider. For an obstetric admission, I agree that conditions listed on this form apply to the baby. If I need help to communicate with 
Hospital staff members, to make medical decisions, or, because of disability, to do daily activities, I may designate at least three support 
people and have one such person with me in the hospital. I also understand that I am responsible for my own safety during any time that I 
leave Hospital property. 
 
TREATMENT RISKS AND OUTCOMES:  I agree that the Hospital cannot guarantee results or outcomes of care or treatment provided. I 
understand that there is risk associated with any medical care, treatment, or diagnostic activity; such risk may include death or disability. 
 
INDEPENDENT PROVIDERS:  I understand that some providers involved in my care may be independent contractors who are not Hospital 
agents or employees. When they are involved, such providers are solely responsible for the care they order or provide, will exercise 
independent judgment on my behalf, and are not under Hospital direction or control. 
 
AUTHORIZATION FOR HEALTH INFORMATION DISCLOSURE:  I authorize the Hospital to release pertinent health information, in accord 
with the Patient Privacy Notice, to healthcare facilities, healthcare officials, healthcare providers, insurance companies, the Oregon Health 
Plan, skilled nursing facilities, and the Social Security Administration. 
 
DISEASE  REPORTING:  I understand that the Hospital is required by law to disclose, to state and federal public health agencies, diagnosis of 
particular communicable diseases that may include, but are not limited to HIV, meningitis, and tuberculosis. 
 
PHOTOGRAPHS, AND AUDIO OR VIDEO RECORDING:  I consent to photography or video recording that is done to document my medical 
conditions, for safety, or for Hospital quality review. I understand that photography, audio recording, and video recording initiated by me, 
my family, or my visitors are privileges and not rights, and that I must get permission from my provider before any part of my care or 
treatment is photographed or recorded in that way. 
 
FINANCIAL AGREEMENT AND INSURANCE BENEFITS ASSIGNMENT:  I agree to pay for all services and supplies rendered to me in accord 
with Hospital rates and policy in effect on the days that I receive care. Unless there is valid insurance coverage, all accounts are payable in 
full at time of billing. I assign the Hospital all rights to receive, for rendered Hospital or provider services, benefit payments directly from my 
health insurance or health plan. I also authorize payment directly to providers and laboratories that bill for similar charges. If I am entitled 
to Medicare or Medicaid benefits, I certify that information I provide for benefits payment is correct, request that benefits be directly 
assigned to the Hospital, and understand that such assignment will be final. I understand I am responsible for charges not covered by 
my insurance or plan, including deductible, co-pay, co-insurance, and charges that may apply (including applicable collections and legal 
fees) if my insurance or plan requires, for particular treatment or testing, primary provider referral that I do not obtain. I understand 
that financial assistance or payment arrangements may be available to me through contact with the Hospital Patient Accounts Service or 
the Hospital website. 
 
CONSENT FOR CONTACT:  I consent to receipt of telephone calls, emails, text messages, and other communications from the Hospital, its 
agents, or its contractors. Such contact may include requests for evaluations, surveys, or social media reviews of Hospital services, and I 
recognize that my compliance with such requests will be completely voluntary. 
 
I HAVE READ, UNDERSTAND, AND AGREE TO THE STATEMENTS ABOVE. 
 

                                                                                                                                                                                                                                                                        
Patient or representative signature Patient or representative printed name Patient or representative signature date and time 

Relationship to patient:    ⎕ self    ⎕ spouse    ⎕ parent    ⎕ legal guardian    ⎕ adult child    ⎕ healthcare power of attorney 

                                                                                                                                                                                                                                                                            
Witness signature Witness printed name Witness signature date and time 

                                                       I received copies of the documents “Important Message from Medicare”, “Patient Privacy Notice”, and “Patient Rights and 
Responsibilities”, and information about advance directive was offered to me. Patient or rep. initials 

                                                         I have an advance directive.                                                                         I choose to opt out of anonymous 
and coded genetic research. Patient or rep. initials Is the advance directive on file?   ⎕ Yes    ⎕ No Patient or rep. initials 

 

https://santiamhospital.org/patients-visitors-info-2/patient-billing-financial-assistance/
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