
Attestation Statement  
 
 
 
 
I attest that _____________________________________  , DOB _____ /_____ /________  

                      Patient Name                                              M           D              Y 
 
was provided the AHCA Hospital Quality Measures/Patient Information Sheet for the  
 
 
applicable Baptist Health hospital location upon scheduling of the surgery/procedure. 
 
 
 
 
 
 
_____________________________________________________     
Surgical Coordinator/Practice Representative Name (Print) 
 
 
______________________________                   ____________________ 
Signature                      Date 
 


