
 

 

 

Patient Acknowledgment Form  

 

 

                                                                                     Patient Name : ___________________________ 

 

 

 

I have received the following information prior to my procedure being scheduled at “MNH GI 

Surgical Center” that includes the following : 

 

1. Disclosure of Ownership 

2. Policy on Advanced Directives 

3. Patients Rights and Responsibilities  

4. Method of communicating grievance or complaints as applicable  

 

 

 

 

__________________________________                    Date : _______________________ 

Patient or Guardian Signature  

 

 

 

__________________________________  

Witness Signature 


