
 
  PATIENT INFORMATION 

 . 

                                                                              
 
 
 
 

 

 

 

 

 

 

 

  

 

CONSENT FOR MEDICAL TREATMENT AND ASSIGNMENT RELEASE 
I, give permission for Hoskins Medical Center and Hometown Clinic to give me medical treatment. 
I understand (or my dependent) herby assign to Hoskins Medical Center/Hometown Clinic all insurance 
benefits, if any otherwise payable to me for medical services rendered to myself or my dependents.  I 
understand that I am financially responsible for all charges whether paid by insurance.  I hereby authorize 
Hoskins Medical Center and Hometown Clinic staff to release all information necessary concerning my 
illness to secure payment of benefits.  I authorize the use of this signature on all insurance submissions.   
 
Signature of patient: _________________________________________________  
 
Parent or guardian Signature: __________________________________________ 
(Children under 18) 
 
Date: __________________________ 

First Name: Last Name: MI: DOB: 

Address: City: State Zip 

Home Phone: Work Phone: 
Work Address: 
 

Cell Phone: 

Birth Gender        Male        Female  SSN: 

Occupation:      Employed     Unemployed      Disabled     Retired      Homemaker    Occupation Type:       

Primary Policy Holder: 
 
Insurance Company Name/Address: 
 
Member ID:                                                                                            Group Number: 
 
 

Email: 

Marital Status  
       Married 
       Single 
       Divorced 
       Separated 
       Widowed 
 
 
 

Ethnicity 
       Non-Hispanic  
       Hispanic 
  ___________ 
Language: 
 
____________________ 

Race  
        American Indian  
        Asian  
        Black or African American 
         Native Hawaiian 
        White         
        Other  
 
  


