THE ORTHOPAEDIC CENTER AT SPRINGHILL
3610 Springhill Memorial Drive North

Mobile, Alabama 36608

251-410-3800

ADVANCE DIRECTIVES

All Patients have the right to participate in their own health care decisions and to make advance directives or to execute powers of attorney that authorize others to make decisions on their behalf based on the patient’s expressed wishes when the patient is unable to make decisions or unable to communicate decisions. This surgery center respects and upholds those rights. 

Due to the requirements of the “Medical Treatment Act,” we have developed a policy that, regardless of the contents of any advance directive or instructions from a health care surrogate or attorney of fact, if an adverse event occurs during your treatment at this facility we will initiate resuscitative OR other stabilizing measures and transfer you to an acute care hospital for further evaluation (“Policy Section 1 Organizational”). At the acute care hospital further treatment or withdrawal of treatment measures already begun will be ordered in accordance with your wishes, advance directive or Medical Durable Power of Attorney. Your signature below is you agreement to our Policy and changes any Medical Durable Power of Attorney you may have to be the same as the Policy stated above for the current procedure or treatment to be performed on this visit to this surgery center.

If you do not agree to this policy, we are pleased to assist you to reschedule the procedure.


Please check the appropriate box an answer to these questions. Have you executed an advance health care directive, a living will, or a power of attorney that authorizes someone to make health care decisions for you?

____
Yes, I have an Advance Directive or health care power of attorney.

____
No, I do not have an advance directive or health care power of attorney.

____
I would like to have information on advance directives.

If you answered yes, please provide us a copy of that document so that it may be made part of you medical record.

By signing this document, I acknowledge that I have read and understand its contents and agree to the policy as describe.  If I have indicated I would like additional information, I acknowledge receipt of that information.

BY:_________________________________  DATE:_____________________


Patient’s Signature

      __________________________________ DATE:_____________________

            Witness
