
  

1 
 

 

Patient Information 
Last Name First Name Middle Initial DOB 

 
Gender     □  Male     □  Female  Social Security Number 

 
Marital Status  □ Married  □ Single  □ Divorced  □ Separated  □ Widowed 

Home Phone Cell Phone Email Address 
 

Physical Address 
 

City State Zip Code 

Mailing Address (If different from above) 
 

City State Zip Code 

Race (please select): 
□ White    □ American Indian or Alaska NaƟve    □ Asian    □ Hispanic    □ Black or African American   □ NaƟve Hawaiian or Pacific Islander   □ Other   □ Decline 
Ethnicity (please select one):   
□ Hispanic or Latino       □ Not Hispanic or Latino      □ Decline 

Preferred Language (please select one):  
 □ English     □ Spanish     □ Other: _______________________________ 

Primary Care Physician 
 

Phone Number Fax Number 

Referring Physician 
 

Phone Number Fax Number 

Preferred Pharmacy 
 

Phone Number Fax Number 

 

Responsible Party/Guarantor                                                                                                                                                        □    Same as Patient 
If the patient is a minor (under the age of 18), the parent/guardian accompanying the patient will be listed as the responsible party/guarantor. 

Last Name 
 

First Name Middle Initial Relationship to Patient 

DOB Social Security Number 
 

Phone Number Email Address 

Address (If different from patient address) 
 

City State Zip Code 
 

Emergency Contact  
If the patient is a minor (under the age of 18), this section may be used for another parent/guardian. 

Last Name 
 

First Name Phone Number Relationship to Patient 

 

Insurance Information 
Please present insurance cards at time of check in – if you do not have your insurance cards at the time of your appointment, please complete the following: 

Primary Insurance Name: 
 

Secondary Insurance Name: 

Claims Mailing Address: 
 

Claims Mailing Address: 

Phone Number: 
 

Phone Number: 

Policy Holder Name: 
 

Policy Holder Name: 

Policy Holder DOB: 
 

Policy Holder DOB: 

Policy Holder Social: 
 

Policy Holder Social: 

ID Number: 
 

ID Number 

Group Number: 
 

Group Number 

 

Advanced Directives  
□  None  □  Do Not Resuscitate  □  Durable Power of Attorney  □ Living Will  □  Healthcare Proxy 

 

I hereby authorize employees and agents of HCM Medical Group (HCMMG) (including physicians, physician assistants, nurse practitioners, and other employees) to render medical 
evaluations and care to the patient indicated.  I understand that by not signing this consent, the patient will not be provided medical care except in a case of emergency.  I hereby authorize 
payment directly to HCMMG for any surgical and/or medical benefits, if any, otherwise payable to me.  I authorize HCMMG to release medical information to my insurance carrier or third 
party payer to facilitate processing my insurance claims.  I understand such records may include information regarding HIV/AIDS testing, substance abuse and/or mental health issues.  I 
understand that I am financially responsible for all charges incurred for medical services which may include services not covered by the patient's insurance companies.  I agree that all 
amounts are due upon request and are payable to Hill Country Memorial Medical Group. I understand that this authorization will be effective for one year from signing.   

Signature Date Relationship to Patient 
 



  

2 
 

 

Patient Name 
 

DOB 
 

Consent to Treat/Financial Responsibility/Privacy Practice Acknowledgement/Patient Portal 
I hereby authorize employees and agents of HCM Medical Group (HCMMG) (including physicians, physician assistants, nurse 
practitioners, and other employees) to render medical evaluations and care to the patient indicated.  I understand that by not 
signing this consent, the patient will not be provided medical care except in a case of emergency. I understand that this 
authorization will be effective until revoked by me. 
          Initial _________  Date _____________ 
I hereby assign all medical and/or surgical benefits, to which I am entitled, including Medicare, private insurance, and other plans to 
HCMMG for medical services rendered.  Authorization is hereby granted to release information contained in the patient's medical 
record to the patient's medical insurance company (or its employees or agents) as may be necessary to process and complete the 
patient's medical insurance claim.  I understand that I am financially responsible for all charges incurred for medical services which 
may include services not covered by the patient's insurance companies.  I agree that all amounts are due upon request and are 
payable to HCMMG. I understand that this authorization will be effective until revoked by me. 
 
                                                                                                                                                               Initial _________  Date _____________ 
I acknowledge that I have received HCMMG’s Notice of Privacy Practices, which describes the ways in which the practice may use 
and disclose my healthcare information for its treatment, payment, healthcare operations and other described and permitted uses 
and disclosures.  I understand that I may contact the Privacy Officer designated on the notice if I have a question or complaint.  To 
the extent permitted by law, I consent to the use and disclosure of my information for the purposes described in the practice's 
Notice of Privacy Practices. I understand that this authorization will be effective until revoked by me. 
          Initial _________  Date _____________ 
I understand that HCMMG will automatically register me for a secure patient portal account using the email address provided. I 
understand that this authorization will be effective until revoked by me.                                                                                                                    
Initial _________  Date _____________ 
 

No-Show Policy 
“No-Shows” have a significant negative impact on our practice and the healthcare we provide to our patients. When a patient “no-shows” a 
scheduled appointment it potentially jeopardizes the health of the “no-showing” patient, is unfair (and frustrating) to the other patients that would 
have taken the appointment slot, and disrespects not only the provider’s time, but also the time of the entire clinic staff. 
 
To Avoid Getting a “No-Show” 

 Confirm your appointment – HCM Medical Group will attempt to contact you three business days prior to your appointment to confirm, 
cancel, or reschedule your appointment. 

 Arrive 5-10 minutes early – Please arrive 5-10 minutes prior to your appointment to allow time for completion of your check-in. 
 Give 24 hour notice to cancel or reschedule your appointment – Please contact our office no later than 24 hours before the scheduled 

visit.   
 

After three or more “no-shows” within a one year period, you may be dismissed from the care of your medical provider. 
 If you are dismissed from the care of your medical provider, your remaining scheduled appointments will be cancelled. 
 Only emergency medical treatment will be offered within the first 30 days of dismissal. 

 
I certify that I have read the HCM Medical Group “No Show” Policy, understand its contents, and agree to the terms outlined above. I understand 
that this authorization will be effective until revoked by me. 
  
                                                                                                                                                               Initial _________  Date _____________ 
 

Prescription History 
I voluntarily consent to provide HCM Medical Group access to and use of my prescription medication history from other healthcare 
providers or third party pharmacy benefit payers for treatment purposes. I understand that my prescription history (which includes 
but is not limited to prescriptions, labs, and other health care drug historical information) from unaffiliated medical providers, 
insurance companies, and pharmacy benefit managers may be viewable by my medical provider.  I acknowledge that HCM Medical 
Group may use health information exchange systems to electronically transmit, receive and/or access my prescription history. I 
understand that this authorization will be effective until revoked by me.                                                      
Initial _________  Date _____________ 
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Patient Name 
 

DOB 
 

Request for Confidential Communication 
I authorize HCM Medical Group (HCMMG), and its assignees, including and not limited to its authorized agents, affiliates, 
and contractors, to utilize all contact information I have provided to communicate with me.  I hereby grant permission 
and consent to HCMMG, and its assignees, including and not limited to its authorized agents, affiliates, and contractors 
to communicate with me via phone call or text messaging. I understand that this authorization will be effective until revoked 
by me.                                                                                                                                        Initial _________  Date _____________ 
 

I wish for the following individuals to be allowed to access my information verbally: 
 
Name: ___________________________ Phone Number: _________________________ Relationship to Patient: ________________ 
Authorized to Access:   □  Billing Information  □  Medical CondiƟon InformaƟon 
 
Name: ___________________________ Phone Number: _________________________ Relationship to Patient: ________________ 
Authorized to Access:   □  Billing Information  □  Medical CondiƟon InformaƟon 
 
Name: ___________________________ Phone Number: _________________________ Relationship to Patient: ________________ 
Authorized to Access:   □  Billing Information  □  Medical Condition Information 
                                                                                                                                                                   Initial _________  Date _____________  

 

                 

Designation of Authorized Adult to Consent to Medical Treatment for Minor Patients 
I do hereby state and represent that I have legal custody of the minor patient listed below and that I have the authority to consent 
to any and all medical/surgical care of said minor.  By signing below, I grant my authorization and consent for the Designated 
Adult(s) listed below to accompany the minor to HCM Medical Group (HCMMG) locations for medical care and treatment.  I state 
that the Designated Adult(s) listed below are at least 18 years of age and competent to make decisions on my behalf.  I authorize the 
Designated Adult(s) to consent to any treatment for the minor that is covered under HCMMG’s consent to treat that I have 
previously signed, including, but not limited to, routine medical examination and treatment, immunizations, and counseling.  I agree 
to assume financial responsibility for all expenses of the minor’s medical care authorized by the Designated Adult(s).  I understand 
that the healthcare provider, at his or her discretion, may require a parent or legal guardian to be present for certain non-emergent 
medical treatments, and in such cases, I may be required to accompany the minor.  I further understand that this authorization does 
not authorize the Designated Adult(s) to give written consent to the use or disclosure of the minor’s protected health information, 
as those terms are defined by federal law.  
 
I understand that I may change or revoke this authorization at any time by notifying HCMMG in writing. 
 
Patient Name: _______________________________ Patient DOB: _________________________ 
 
Designated Authorized Adult(s): 
 
Name: ________________________ Phone Number: __________________ Relationship to Patient: ________________ 
 
Name: ________________________ Phone Number: __________________ Relationship to Patient: ________________ 
 
Name: ________________________ Phone Number: __________________ Relationship to Patient: ________________ 
 

Parent/Legal Guardian Signature 
 

Printed Name Date 

                                                                                                                                                                                                                            


