HUDSON O
H E ﬂ DWQT E RS Reprgsaetlnetgtti?/re I;g?uaéled to

HEALTH NETWORK sign/complete this document.

AUTHORIZATION TO RELEASE BILLING INFORMATION

l, : authorize the release of any medical or other
(Patient’s name) (date of birth)

information necessary to my health care insurer(s) in order to process any claims associated with services
that | have received from Hudson Headwaters Health Network (HHHN). *

Furthermore, | authorize payment of medical benefits to HHHN from my health care insurer(s) for any claims
associated with services that | have received from HHHN. 2

| understand that my refusal to sign this form may prevent my health care insurer(s) from paying HHHN for
my services. | understand that | will be personally responsible for any charges associated with any service(s)
rendered if this occurs.

Signature of Patient or Representative Print Name Date
Authorized by Law

1 This is a requirement of CMS 1500 form, box 12.
2 This is a requirement of CMS 1500 form, box 13.

Last updated: 3/20/2023



	Release of Medical Information 8.25
	New Medical Patient Packet 4.2025
	New Medical Patient Packet 4.2025
	Authorization for Release of Health Information_FINAL
	New Medical Patient Packet 1.31.25
	1.22.2025 General Consent Agreement - Medical
	Determination of Family Size and Income_HHHN.org 1.31.2025


	HIXNY Fact Sheet and Consent
	New-Patient-Packet-WH-3.29.2024
	2022.03.24.-New-Patient-Packet_WH.pdf
	2022.03.22. - New Patient Packet_WH.pdf
	2020.07.21. - New Patient Packet_WH.pdf
	2020.07.21. - New Patient Packet_Peds 12-17.pdf
	2020.07.21. - New Patient Packet.pdf
	2020.07.16. - New Patient Packet.pdf
	HIXNY_ COMMONWELL PATIENT CONSENT.pdf












