
Notice Regarding Legal Venue for Disputes 
To ensure fairness and continuity of care, AMS Cardiology requests that any legal claims or civil actions related to 

your treatment be filed only in Montgomery County, Pennsylvania, where the care was provided and where our 

practice operates. 

This request is in response to recent changes by the Pennsylvania Supreme Court that may increase legal and 

insurance burdens on healthcare providers. Litigating outside Montgomery County could disrupt patient care and 

impose undue hardship on you and our practice. 

By signing below, you agree that any legal action related to care received from AMS Cardiology or its staff will be 

filed exclusively in Montgomery County, and if necessary, resolved in Montgomery County courts. 

We remain committed to providing excellent care and welcome any questions you may have. 

Patient Acknowledgment and Signature 

I, the undersigned patient, acknowledge although Pennsylvania law may permit filing lawsuits or legal action in other 

places, that I have read and understood the above notice regarding the legal venue for disputes. I agree that any 

lawsuit or legal action which is in any way related to healthcare I receive from AMS Cardiology and/or its agents/

employees must be filed exclusively in Montgomery County, Pennsylvania. 

Signature of Patient: ________________________________________________________________________ 

Printed Name: _______________________________________________________________________________ 

Date: ___________________ 

Authorized Representative Acknowledgment and Signature 

I, the undersigned authorized representative, acknowledge that I have read and understood the above notice 

regarding the legal venue for disputes on behalf of the patient. I agree that any lawsuit or legal action related to 

healthcare received from AMS Cardiology and/or its agents/employees  must be filed exclusively in Montgomery 

County, Pennsylvania. 

Signature of Authorized Representative: ____________________________________________________ 

Printed Name: _________________________________________________________________________________ 

Date: _____________________ 

Relationship to Patient: _______________________________________________________________________ 
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