
 

 

Patient Information 
Please Print 

Last Name:        First Name:      MI:    

DOB:     SSN:      Gender: Male/Female (circle one) 

Email address:         Driver’s License #:     

Address:                 City:     State:    Zip:    

Primary Phone #:      Home or Cell (circle) 

Employer:        Employer Phone #:       

Emergency Contact:       Emergency contact phone:     

Parent or Legal Guardian:      DOB:    SSN:      

Mailing Address:       City:     State:    Zip:    

Preferred Communications: Email    Telephone              Text     

Primary Care Provider (name and phone number):          

Preferred Pharmacy:        Mail order (if applicable):     

Marital Status (circle): Declined   Married   Single    Widowed    Divorced 
Race (circle): Declined   Native Hawaiian/Pacific Islander    Caucasian/White   Asian   Native American             
         American Indian/Alaskan Native    African American/Black    Other 
Sexual Orientation (circle): Declined    Heterosexual    Lesbian or Gay    Bisexual   Pansexual 

     Something else: please specify:      
Ethnicity (circle): Not Hispanic/Latino     Hispanic/Latino Other:    

 
Person Responsible for Bill: 
Primary Insurance:       Subscriber ID:     Group ID:    
Name of Subscriber/Policy Holder:        DOB:      
Secondary Ins:       Subscriber ID:     Group ID:    
Name of Subscriber (if different):         DOB:      
 
Consent to Contact regarding your care: 
 
Contact Name & Phone Number:             
How is this person related to you?            
 
Contact Name & Phone Number:             
How is this person related to you?            
 
I give permission to HCMC Clinics to disclose my Protected Health Information to the person I have 
listed above. I understand that I can revoke this authorization any time, in writing. 
 
Signature:           Date:       



 

 
Consent for Treatment and Financial Responsibility 

 
Patient Authorization for treatment and financial responsibility at a West Tennessee Medical Group (“WTMG”) facility: 
1. I consent to West Tennessee Healthcare (“WTHC”), West Tennessee Medical Group (“WTMG”), and WTHC and WTMG providers 

(collectively “Provider”) to provide the treatment necessary for the care of the below named patient. 
2. I authorize the release of all medical records to the referring provider, my primary care provider, and my insurance company, if applicable. 
3. I allow fax or another appropriate electronic method to transmit my medical records. 
4. I understand that payment is due for charges at the time of service unless other definite financial arrangements have been made before 

treatment. 
5. If the charges are not paid in full when due, I agree to be responsible for and to pay in addition to the charges for services and treatment 

received. If  I fail to pay those charges, I agree that I am will also pay all costs associated with such collection activity, including, but not 
limited to, reasonable collection agency fees, attorneys fees, and court costs. 

6. I consent to Provider or its agents communicating with me by phone or email. By giving this consent, I understand that Provider may call, 
text, or email me by any method for any account-related purpose and to request my participation in patient satisfaction surveys. I understand 
that standard text and data rates may apply to the calls or texts.     

7. I have been made aware and understand the medical practices and offices may use an electronic prescription system that allows prescriptions 
and related information to be electronically sent between my providers and my pharmacy. Further, I have been informed and understand that 
my providers using the electronic prescribing system will see information about medications I am already taking, including those prescribed 
by other providers. I give my consent to my providers to see this protected health information. 

8. I have been made aware of and understand that Provider may provide certain treatments via telehealth. I further understand and acknowledge 
that I may refuse telehealth services and instead request an in-person visit. I understand that if I refuse to participate in telehealth services, 
such refusal will not affect my right to future care or treatment. I acknowledge that if I participate in telehealth services I am consenting to 
the use of telehealth.    

9. I further authorize and request that insurance payments be made directly to Provider. 
10. I agree to take full financial responsibility for services rendered by Provider. 
11. I have read and fully understand the above consent for treatment and financial responsibility, release of medical information, and insurance 

authorization. 
__________________________________       ___________________ _______________________________    ___________________ 
 
Patient (or Guardian) Signature             Date          Witness                                                  Date 

 
Acknowledgment of Receipt of Notice of Privacy Practices 

By signing this document, I acknowledge that I have received a copy of The Clinic’s Joint Notice of Privacy Practices. 
 
________________________________           
Name (Print)      Signature  (Relation, if other than patient)             Date 

 Patient unable to sign/ No family available 
 Patient refused to sign 
 Other: 

___________________________________________________________________________________________________________________ 
 

 Employee 
Signature:__________________________________________________________________________________________________________ 
The Clinic’s Use Only  (Do not write below this line) 
 
Date acknowledgment mailed:        
Date acknowledgment received:        
 

Advanced Directives: 
Do you have a living will or durable power of attorney?            � No                     � Yes           

If you do have a durable power of attorney, please identify: 
_______________________________________________________________________________ 

Would you like us to give you a packet of information regarding advance directives: 
� No                        � Yes (Packet distributed) 

____________________________        _____________   ___________________________        _________________ 

             Patient Signature      Date                     Witness                                 Date                                                                      
                  



 
Discrimination is Against the Law 

 
Title VI of the Civil Rights Act of 1964 requires that federally assisted 
programs be free of discrimination.  The Tennessee Department of 
Health also requires that its services be offered to all eligible persons.  
Jackson-Madison County General Hospital District (“the District”) 
complies with applicable Federal civil rights laws and does not 
discriminate on the basis of race, color, national origin, age, disability, 
or sex (consistent with the scope of sex discrimination described at 45 
CFR § 92.101(a)(2)). The District does not exclude people or treat 
them differently because of race, color, national origin, age, disability, 
or sex. 
The District: 
 Provides people with disabilities reasonable modifications and free 

appropriate auxiliary aids and services to communicate effectively 
with us, such as qualified sign language interpreters and written 
information in other formats (large print, audio, accessible 
electronic formats, other formats). 

 Provides free language services to people whose primary language 
is not English, such as qualified interpreters and information written 
in other languages. 

If you need reasonable modifications, appropriate auxiliary aids and 
services, or language assistance services, contact Interpreter Services 
at (731)541-4676 or page them at (731)935-5690.  They are available 
from 8:00 a.m. to 4:30 p.m., Monday – Friday.  After hours and 
weekends, please call the operator at (731)541-5000. 
If you believe that the District has failed to provide these services or 
discriminated in another way on the basis of race, color, national 
origin, age, disability, or sex, you can file a grievance in person or by 



mail, fax, or email with the Civil Rights Coordinator:  Amy Garner, 
VP/Chief Compliance Officer 

Jackson-Madison County General Hospital District 
620 Skyline Drive, Jackson, TN 38301 

Telephone:  (731)541-2970          Fax: (731)541-9404          Email: 
Amy.Garner@WTH.org 

If you need help filing a grievance, the Civil Rights Coordinator is 
available to help you.   
You can also file a civil rights complaint with the U.S. Department of 
Health and Human Services, Office for Civil Rights, electronically 
through the Office for Civil Rights Complaint Portal, available at 
https://ocrportal.hhs.gov/ocr/portal/lobby.jsf, or by mail or phone 
at:  U.S. Department of Health and Human Services 
200 Independence Ave., SW Room 509F, HHH Building Washington, 

D.C. 20201 
1-800-368-1019, 800-537-7697 (TDD) 

Complaint forms are available at 
http://www.hhs.gov/ocr/office/file/index.html. 
 
This notice is available at WTH’s website:  wth.org. 
 
Patient/representative signature: _________________________ 
Date:_______________________________________________________ 
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