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Patient and Family Advisory Council 

The McBride Orthopedic Hospital Patient & Family Advisory Council (PFAC) is a partnership between patient 
and family member advisors and hospital leadership, dedicated to advancing comprehensive and compassionate 
patient- and family- centered health care for the diverse populations served by McBride Orthopedic Hospital.  

SCREENING APPLICATION 

FIRST NAME LAST NAME 

ADDRESS 

CITY STATE ZIP 

HOME PHONE CELL PHONE 

EMAIL 

How did you hear about our program? _____________________________________________________ 

 Yes  No   Are you over 18 years of age?

 Yes  No   Have you been a patient or are you a family member of a patient of McBride within the
past 2 years?   If yes, please select:  Patient   Family Member

 If yes, please provide approximate date and physician that applies: __________________ 

____________________________________________________________________________________ 

 Yes  No   Have you ever been convicted of, plead guilty to, or pled no contest/”nolo contendre” to a
felony, or received a deferred sentence? if yes, please provide date(s), location(s), and explanation(s).

____________________________________________________________________________________ 

 Yes  No   Have you ever been or currently in process or pending, either on a voluntary or involuntary 
basis: denied, revoked, suspended, reduced, limited, canceled, sanctioned, placed on probation, not 
renewed, or relinquished for disciplinary reasons excluded from participation in the Medicare or Medicaid 
program or other governmental health benefits program?

 I declare the following to be true: I, the undersigned person, declare that I am not currently required to 
register under the provisions of the  Oklahoma Sex Offenders Act or the Mary Rippy Violent Crime 
Offenders Registration Act.

Signature: __________________________________________________________ Date: _____________ 

RETURN COMPLETED SCREENING FORM TO PFAC@mcboh.com. 
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