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MEDICAL CENTER 05/01/1956 6
A Member of Cayuga Health System

| hereby release Cayuga Medical Center from all liability resulting from loss or damage tc ¢ iy
me on admission or subsequently received by me while | am a patient in this medical center. This includes money, jewelry, electncal
devices, clothing, prosthetic devices (dentures, limbs, etc.) and any other personal items.

All valuables and personal items not needed by the patient while in the hospital should be taken home by the family. If the patient elects
to keep valuables in the hospital, it is recommended that said valuables be stored in the hospital safe in the Admissions Office.

If the patient elects to keep said valuables with them (in their room or on their person), these valuables must be itemized below
(including anything the patient considers to be of value).

PERSONAL EFFECTS RETAINED BY PATIENT  Listed By: [ Patient [J Family \% Employee

YES NA

Dentures: [JPartial [JFull [OUpper [Lower

Glasses

Contact Lenses

Hearing Aide (OJR L [ Both)

Jewelry: [JRing - Color Stone Color
[0 Watch - Color
[ Other:

OO0doggao
RaRgH

O
s

Money: Amount

O 4\ MEDICATION RETAINED BY PATIENT [J Sent to Pharmacy [J Sent home with patient’s family
(In-patient units please complete form 17122 if patient’s medications need to be sent to pharmacy)

% = kg:,:?f - Description: b\(z\di SU H, @smn Dfscnptlon Y\\O\( Y ‘\QY\ k /‘TY)
O\OCL NOWN ALl

'Shoes - Description: Socks Y\C]
Jacket - Description: Purse - Description:
O CellPhone [ Charger J Computer
[ Other Personal Effects:

The undersigned certifies that s/he has read the foregoing and is the patient or duly authorized by the patient as the patient’s agent to
execute the above and accepts its terms.

Signatures:

UWNEble s\m i

ﬂa A Al e wo

tal Efmployee Withes$’ Date / Time /

Di chargeIT ransfer: [ Taken to ED Flex or Behavioral Services Unit ] Taken with Patient to Room #:

The undersigned certifies that s/he is the patient or duly authorized by the patient as the patient’s agent and agrees that all
items are accounted for upon discharge/transfer.

Patierﬁ Date / Time

Hospital Employee Witness ' Date / Time
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A Member of Jayuga Health System

| hereby release Cayuga Medical Center from all liability resulting from loss or damage tc 1 | LI ) ;o
me on admission or subsequently received by me while | am a patient in this medical center. This in¢ludes money, jewelry, eleq:rﬁcal
devices, clathing, prosthetic devices (dentures, limbs, etc.) and any other personal items. ‘

All valuables and personal items not needed by the patient while in the hospital should be taken| homk by the family. If the palihﬁl elects
to keep valuables in the hospital, it is recommended that said valuables be stored in the hospita| safd in the Admissions Office.

If the patient elects to keep said valuables with them (in their room or on their person), these ualuab!#s must be itemized below
(including anything the patient considers to be of value).

PERSONAL EFFECTS RETAINED BY PATIENT  Listed By: (1 Patient [ Family ‘% Efnplojee
YES NA '

Dentures: [ Partial [JFull [J Upper [ Lower ‘
Glasses
Contact Lenses |
Hearing Aide (JR L [ Both)

O0O00Ooo
B2 REH

Jewelry: [ Ring - Color Stone Color
[ Watch - Color
[J Other:
O L Money: Amount
O Ay MEDICATION RETAINED BY PATIENT [J Sent to Pharmacy [J Sent home with patient's family

(In-patient units please complete form 17122 if patient’s medications need to he sent to pharmacy)

W D) g e DUCE S E ﬁs I (W TV
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Jacket - Description:
UJCell Phone [ Charger [ Computer
[ Other Personal Effects:

The undersigned certifies that s/he has read the foregoing and is the patient or duly authorized by the patient as the patient's aghnt to
execute the above and accepts its terms.

Signatures:

Unable t Sin o

NN/ P

-~

Hojyﬂal Efnployee Withes< \-/[ — T Datel/ Time

Discharge/Transfer: [] Taken to ED Flex or Behavioral Services Unit [] Taken with Ttlerﬂt to Rdom #:

The undersigned certifies that s/he is the patient or duly authorized by the patient as the patient(s ageljrt and agrees tha*all!
items are accounted for upon discharge/transfer.

Patient Date { Time

Hospital Emplpyee Witness ' Date / Time
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A Member of Cayuga Health System

I hereby release Cayuga Medical Center from all liability resulting from loss or damage tc gt bt

me on admission or subsequently received by me while | am a patient in this medical center. This includes money, jewelry, electncal
devices, clothing, prosthetic devices (dentures, limbs, etc.) and any other personal items.

All valuables and personal items not needed by the patient while in the hospital should be taken home by the family. If the patient elects
to keep valuables in the hospital, it is recommended that said valuables be stored in the hospital safe in the Admissions Office.

If the patient elects to keep said valuables with them (in their room or on their person), these valuables must be itemized below
(including anything the patient considers to be of value).

PERSONAL EFFECTS RETAINED BY PATIENT Listed By: [J Patient [ Family \% Employee

YES NA

Dentures: (O Partial [Full [ Upper [JLower

Glasses

Contact Lenses

Hearing Aide (O R L [J Both)

Jewelry: [JRing - Color Stone Color
[0 Watch - Color
O Other:

O 0O0oauogaog
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Money: Amount

d 4\ MEDICATION RETAINED BY PATIENT [J Sent to Pharmacy [J Sent home with patient’s family
(In-patient units please complete form 17122 if patient’s medications need to be sent to pharmacy)

% - klz’tgri't? - Description: b\(}d: SMHV @smn-o scription:muﬂm

Shoes - Description: Socks Wm <
Jacket - Description: Purse - Description:

O Cell Phone [ Charger [J Computer
[ Other Personal Effects:

The undersigned certifies that s/he has read the foregoing and is the patient or duly authorized by the patient as the patient’s agent to
execute the above and accepts its terms.

Signatures:

Wable S i

/\AQ‘/\A / %W Qﬂq//g@ o3

fﬂtal Efnployee Withes$’ Date/ Time !

Discharge/Transfer: []Taken to ED Flex or Behavioral Services Unit [J Taken with Patient to Room #:

The undersigned certifies that s/he is the patient or duly authorized by the patient as the patient’s agent and agrees that all
items are accounted for upon discharge/transfer.

Patient Date / Time

Hospital Employee Witness ' Date / Time
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