PATIENT DISCHARGE ACKNOWLEDGEMENT

The Gastroenterology Center of Virginia, PLLC



PATIENT NAME:  

DATE OF BIRTH:  
DATE OF PROCEDURE:  



This document certifies that I have been previously informed of the sedation I will receive for my procedure here at The Gastroenterology Center of Virginia, PLLC (GCV).

I understand that I cannot operate a moving vehicle for the remainder of the day.

I have made arrangements for a responsible adult to drive me home after my procedure.  A GCV employee will accompany me out of the facility after I have been discharged.  

The name of the adult accompanying me home is _____________________ and this person 

· will remain in the waiting room throughout my procedure.  

· will leave the suite for the duration of my procedure but can be reached at ___________________.  He/she will return to GCV at _________________.

       (phone number)





         (time)
-OR-

I have made arrangements for Graceful Care to escort me home.  They have been notified to pick me up at GCV after my procedure.  The phone number for Graceful Care is (703) 904-3994.

Date:___________

Patient Signature:________________________________________________________

Witness Signature:_______________________________________________________

