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Southern Coos Hospital & Health Center 
900 11th St. SE – Bandon, OR 97411 
541-347-2426  
southerncoos.org 

TERMS AND CONDITIONS OF SERVICE 

CONSENT TO HOSPITAL SERVICES: By signing below, the undersigned consents to the procedures and medical 
treatment that may be performed during this hospitalization or on an outpatient basis, including emergency services for 
treatment. This may include, but is not limited to, laboratory procedures, x-ray examinations, medical / surgical treatments or 
procedures, anesthesia, and hospital services rendered to the patient under the general and special instructions of the patient’s 
physician or surgeon.  

NURSING CARE: the hospital provides only general duty nursing care unless otherwise ordered by the physician or surgeon. 

PHOTOGRAPHS: the hospital may take photographs of me for identification purposes. The hospital may take photographs 
of appropriate parts of my body in order to provide supporting documentation of my medical condition. Any photographs 
taken will be placed in and remain part of the medical record.  

PRESCRIPTION HISTORY: I authorize Southern Coos Hospital & Health Center and its affiliated providers to view my 
external prescription history via electronic exchange. I understand that prescription history from multiple other unaffiliated 
medical providers, insurance companies, and pharmacy benefit managers may be viewable by my providers and staff here, and 
it may include prescriptions back in time for several years.  

PHYSICIAN SERVICES AND BILLINGS: The patient will be under the care and supervision of his or her attending 
physician (or the hospitalist) and it will be the responsibility of the hospital and its staff to carry out the instructions of such 
physician. It is the responsibility of the patient’s physician or surgeon to obtain the patient’s informed consent when required 
for medical or surgical treatment, special diagnostic or therapeutic procedures and hospital services rendered to the patient 
under the general and special instructions of the physician.  

FINANCIAL AGREEMENT: I agree to pay Southern Coos Hospital & Health Center (SCH) for services received. I 
understand I am financially responsible to the hospital for charges not covered by my insurance or other payers, which may 
include a deductible and co-payment that are expected to be paid at the time of service. If insurance payment is not received, 
the balance in full becomes my responsibility. I agree to promptly pay any charges not immediately (within 30 days) covered by 
insurance(s). If this account is referred to collection, I agree to pay reasonable attorney fees and collection expenses, including 
any accrued interest.  

LATE PAYMENT FEES: The hospital computes its late payment fees at an annual periodic rate of 9% on unpaid balances 
commencing ninety (90) days from the date of self-pay billing. Such fees may be added to each subsequent monthly statement. 
The account balances may be prepaid in full at any time without penalty.  

ASSIGNMENT OF INSURANCE BENEFITS: I assign insurance benefits to the hospital. I transfer my right to payments 
due to me from the insurance to the hospital.  

INSURANCE: PRE-CERTIFICATION/AUTHORIZATION: Many insurance companies require that hospital services, 
Inpatient or Outpatient, are pre-certified and/or authorized in advance. Some insurance companies require the INSURED to 
notify the insurance carrier to obtain the pre-certification and/or authorization prior to admission (Inpatient, observation, 
outpatient or day/ambulatory surgery). Failure to do so may result in a reduction or rejection of benefits by your insurance. As 
a courtesy to our patients, SCH makes every attempt to ensure these requirements are met, as well as verify coverage; however, 
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this does not constitute a guarantee of payment. Please direct questions regarding these requirements to your insurance 
company’s benefit representative.  

RELEASE OF INFORMATION: By signing, the patient or their legal representative consents to the release of any 
information from the patient’s medical record and billing record that may be needed by third party payers and agents of the 
hospital for payment of hospital and physician charges. The hospital will otherwise obtain specific written consent as required 
by state and federal law from the patient for release of information including HIV, alcohol and drug abuse obtained in the 
course of diagnosis and Information except in those circumstances when the hospital is permitted or required by law to release 
information for purposes of continuing medical care or medical emergency care. Patient consents to release medical records 
from this visit to their primary care provider.  

HEALTH INFORMATION EXCHANGE: As part of your continuum of care, Southern Coos Hospital & Health Center 
participates in CommonWell, a service that allows participants to securely identify, send, and receive your accurate and 
approved medical information. This free service is offered so that your health information may be quickly and securely 
available to your doctors who participate in the CommonWell/Care Quality network. By signing below, you agree to allow 
your protected health information to be available to participants of CommonWell and to allow SCHHC to disclose 
information related to your visit to the CommonWell network. I understand that this authorization is revocable by me at any 
time if I provide a written, signed notice except to the extent that action has been taken on this release.  

FOR MEDICARE BENEFICIARIES ONLY: I certify that the information given by me in applying for payment under Title 
XVIII for the social security act is correct. I authorize any holder of medical or other Information about me to release to the 
Social Security Administration or its intermediaries or carriers any information needed for this or a related Medicare claim. I 
request that payment of authorized benefits be made on my behalf, I assign the benefits payable for physician services to the 
physician or organization furnishing the services or authorize such physician or organization to submit a claim to Medicare for 
payment to me.  

MEDICARE NON-COVERED SEVICES: Medicare will only pay for services determined to be reasonable and necessary 
under section 1862 (a) (1) of the Social Security Act. If Medicare determines that a particular service ls not reasonable and 
necessary, although it would otherwise be covered under the Medicare program standards, Medicare will deny payments for 
that service. Medicare does not pay for Outpatient oral medications, dental services, personal items, take-home prescriptions 
and/or personal telephone conferences.  

PERSONAL VALUABLES: The hospital encourages patients to leave valuables at home or with a family member. The 
hospital maintains a safe for storing patient valuables during their stay. The hospital will be responsible ONLY for those items 
documented and committed to safekeeping.  

TOBACCO-FREE POLICY: No Tobacco products may be used on district property. 

I HAVE READ, FULLY UNDERSTAND, AND AGREE TO THE ABOVE STATEMENTS. 

Printed Patient Name or Parent/Legal Guardian Name Date 

Patient/Legal Representative Signature Date 

______________________________________________                  ______________________________

_______________________________________________                ______________________________
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I, ________________________________________ have received and had an 
opportunity to ask questions on the Welcome Packet.  
 
 
____________________________________________________       

Signature of Patient or Representative   

 

 

_____________________________________    

Date 
 



Where are the records being released from?
Facility Name:
Address:
City: State: Zip:

Patient Information

Name: DOB:
Email:
Address: City: State: Zip:
Phone: Fax:

Records being released to: 
Name:  Southern Coos Hospital & Health Center
SECURE Email:  medicalrecords@southerncoos.org
Address: 900 11th St SE City: Bandon State: Oregon Zip: 97411
Phone: 541-347-2426 Fax: 541-347-7324

Medical Records last 2 
yrs (industry standard)

Operative Reports

Other: 

If you do not want certain portions of your medical records released, please check the categories listed below you would like excluded. 

Mental Health Information
Drug/alcohol diagnosis, 
treatment, or referral Info AIDS/HIV Information

Continuation of Care Transfer to New Physician

Patient’s Signature
I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer be protected under federal 
law. However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS information, mental health information, genetic testing 
information and drug/alcohol diagnosis, treatment or referral information. 

You do not need to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health care services or 
reimbursement for services. The only circumstance when refusal to sign means you will not receive health care services is if the health care services are 
solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure. You may revoke this 
authorization in writing at any time, by sending a written authorization to: Southern Coos Hospital & Health Center, c/o Medical Records, 900 11th Street, SE, 
Bandon, OR 97411. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this 
written authorization. The only exception is when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a 
condition of obtaining insurance coverage. This authorization will expire in 6 months from the date sign. 

Authorization for Use and Disclosure of Health Information

What would you like released? Check all that apply.

Purpose of Disclosure: 

Patient’s Signature: Date:

Relationship to Patient:

rev: 07142023

Genetic Testing Information

Southern Coos Hospital & Health Center
900 11th Street, SE
Bandon, OR 97411

Phone: (541) 347-2426
Fax: (541)  347-7324

medicalrecords@southerncoos.org

Immunization Records 

Office/Clinic Notes

Phone: Fax:

ED / Inpatient Visit

Lab/Pathology Results Radiology Reports 

Dates:     to

All Records
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Patient’s Signature
I understand that the information used or disclosed pursuant to this authorization may be subject to re-disclosure and no longer be protected under federal 
law. However, I also understand that federal or state law may restrict re-disclosure of HIV/AIDS information, mental health information, genetic testing 
information and drug/alcohol diagnosis, treatment or referral information. 

You do not need to sign this authorization. Refusal to sign the authorization will not adversely affect your ability to receive health care services or 
reimbursement for services. The only circumstance when refusal to sign means you will not receive health care services is if the health care services are 
solely for the purpose of providing health information to someone else and the authorization is necessary to make that disclosure. You may revoke this 
authorization in writing at any time, by sending a written authorization to: Southern Coos Hospital & Health Center, c/o Medical Records, 900 11th Street, SE, 
Bandon, OR 97411. If you revoke your authorization, the information described above may no longer be used or disclosed for the purposes described in this 
written authorization. The only exception is when a covered entity has taken action in reliance on the authorization or the authorization was obtained as a 
condition of obtaining insurance coverage. This authorization will expire in 6 months from the date sign. 
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What would you like released? Check all that apply.

Purpose of Disclosure: 
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Relationship to Patient:

rev: 07142023

Genetic Testing Information

Southern Coos Hospital & Health Center
900 11th Street, SE
Bandon, OR 97411

Phone: (541) 347-2426
Fax: (541)  347-7324

medicalrecords@southerncoos.org

Immunization Records 

Office/Clinic Notes

Phone: Fax:

ED / Inpatient Visit
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