THE BONE & JOINT CLINIC OF LAKE JACKSON
PATIENT INFORMATION

Patient’s Name: 
_________________________________________________________________________________________________



        Last                                                  First                                                   Middle Initial
Age _______Date of Birth ____________Gender _________Language ____________Race________________

Primary Contact phone _______________________ Alternate Phone _____________________
Mailing Address: __________________________________________________________________________________

                                                                   Street or PO                              City                              State                    Zip

Spouse’s Name: _________________________________Contact Number: __________________________________
Responsible Party Information If Patient Is a Minor or Student:
Mother’s Name: __________________________________________________Wk Phone: ________________________

Father’s Name: __________________________________________________ Wk Phone: ________________________

Patient’s Employer:_______________________________________________ Wk Phone: _______________________

Emergency Contact: ______________________________________________Phone: ___________________________
	Primary Insurance
	Secondary Insurance

	Subscriber’s name as it is listed on insurance card: 
	Subscriber’s name as it is listed on insurance card: 



	Subscriber’s Date of Birth:
	Subscriber’s Date of Birth:



	Insured ID:


	Insured ID:




Medical Authorization and Consent for Treatment
I hereby give consent for medical treatment for myself or for the patient for whom I am the parent or a

legal authorized representative. I authorize and request Samuel L. Hudson, MDPA, to carry out diagnostic and/or orthopedic procedures which now or during the course of my or my dependent’s treatment or advisable.
Signature of Patient or Legal Authority: _____________________________________________Date: _______________

Notice of Privacy Practices
I have read the Notice of Privacy Practices and authorize Samuel L. Hudson, MDPA, to release any medical information including diagnosis, x-rays, test results, reports, and records pertaining to any treatment or examination rendered to me. I understand that this medical information may be used for any of the following purposes: diagnostic, insurance, legal, and at times when the Doctor deems it necessary in order to ensure the best medical care on my behalf. I further understand that any person(s) that receive these medical records will not release any of the medical information obtained by this authorization to any other person or organization without further authorization singed by me for release of the information. 

I authorize Samuel L. Hudson MD, to disclose my protected health information to the following person(s):
________________________________________________________________/Phone___________________________
Signature of Patient or Legal Authority: _____________________________________________Date: _______________
