RELEASE FOR VISITOR IN THE OPERATING ROOM

TO: SARASOTA MEMORIAL HOSPITAL

l, , have requested to be present in the

Print name of visitor
Operating Room during the performance of a surgical procedure to observe only. The purpose of this visit
is:

| am not observing for or acting on behalf of any institution, organization, or corporate entity, or

representing a product or service that might be used in the Operating Room.

a) All health care industry representatives or agents must comply with Sarasota Memorial Health Care System policy 00.PUR.22
Sales Representative/Service Technician Access to SMHCS for access to Sarasota Memorial Hospital or any department
within Sarasota Memorial Hospital; and must comply with Perioperative Department policy 139.0717 Sales Representatives in
the OR for access to the Operating Room.

b)  All students (healthcare or other) must comply with Perioperative Department Policy 139.1501 Students in the Operating Room
for access to the Operating Room.

e | acknowledge that in an Operating Room, the various instruments, devices, equipment, furnishings,
pharmaceuticals, chemicals, as well as blood and body fluids, can present serious hazards, including,
but not limited to, exposure to potentially infectious or lethal materials, fire, explosion, slip and fall,
crush injury, electric shock, and machinery malfunction.

e | am aware that any and all information that | may obtain during my visitation is confidential as stated
on the Medical Information Confidentiality Statement signed by me.

e | understand to the best of my knowledge that | am to be in good health and must report any
sign/symptoms of iliness to the Operating Room management personnel.

¢ |understand | must follow all rules and regulations of the hospital and Operating Room.

e | also understand that my failure to follow any and all rules, regulations, policies, procedures, and/or
specific direction from Operating Room personnel may result in the termination of my visitation
privileges.

e | agree that my presence in the Operating Room is at my own risk, and | agree not to hold Sarasota
Memorial Health Care System, Sarasota Memorial Hospital, or any of their staff members liable for
any injury | may sustain during, or as a consequence of, my presence in the Operating Room or the
surrounding area.

Signature of Visitor Date Signature of Witness (must be an adult) Date
Printed name of Visitor Printed Name of Witness
Signature of parent (s) or legally authorized Date

representative if Visitor is a minor

Printed Name of parent (s) or legally authorized representative



MEDICAL INFORMATION STATEMENT OF CONFIDENTIALITY
FOR STUDENT, VISITOR, OR HEALTH CARE INDUSTRY REPRESENTATIVE

It is the policy of Sarasota Memorial Health Care System (SMHCS) to strictly maintain
the confidentiality of all patient medical information including, but not limited to, medical
record information and documentation and to protect each patient’s right to privacy.

Except as provided by Hospital policy (SMHCS policy #00.PER.14,
Confidential/Privileged Information), without the prior proper written and signed
authorization from the patient, the patient’s guardian or the patient’s legal representative
or as otherwise allowed by law, patient medical information shall not be inappropriately
accessed, discussed, disclosed or revealed to anyone.

| clearly understand and fully agree that | shall never inappropriately access, discuss,
disclose, reveal, or in any way use, either directly or indirectly, any information from a
patient’s medical record or medical information relating to the care and treatment of any
patient treated at the Hospital. | understand that disclosure of such information may give
rise to irreparable injury to Sarasota Memorial Hospital or to the owner of such
information and that accordingly Sarasota Memorial Hospital or the owner of such
information may seek any legal remedies available against me. | agree to indemnify and
defend Sarasota Memorial Hospital against any and all liability, in the event | violate this
agreement.

| also understand and agree that any violation of any portion of this Medical Information
Statement of Confidentiality, applicable Policies and Procedures of Sarasota Memorial
Hospital, or of state and federal laws and regulations governing confidentiality of patient
medical records, medical information, or a patient’s right to privacy may be cause for
corrective action, including immediate termination of my experience at Sarasota
Memorial Hospital, and may result in punitive damages.

My signature on this form confirms that | have carefully read, fully understand, and agree
with the Medical Information Statement of Confidentiality.

U student

Signature of student, visitor, or representative Date O visitor
L Health care Industry Representative

Printed name of student, visitor, or representative Printed Name of Organization or Company (or N/A)

Signature of parent (s) or legally authorized Date
representative if Visitor is a minor

Printed Name of parent (s) or legally authorized representative
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