
 
 

DISCLOSURE STATEMENT 

 

PENALTY CLAUSE, CONFIRMATION STATEMENT AND AUTHORIZATION FOR 
RELEASE OF INFORMATION 
I certify that the information provided to complete this application is true. Additionally, I understand that in 
accordance with statute 817.50, providing false information to defraud a hospital for the purpose of 
obtaining goods and services, including pharmacy items, is a misdemeanor in the second degree. Florida 
Statute 817.5685 makes it illegal to unlawfully and knowingly possess another person's personal 
identification information. Possession of information belonging to four or fewer people is a first-degree 
misdemeanor. Florida Statute 817.2341 prohibits knowingly filing or signing a materially false or misleading 
financial statement or document with the Department of Financial Services. A violation of this statute is a 
third-degree felony, punishable as provided in Florida law.  

 

A. Authorization to verify Employment, Credit history and other financial 
information 

1. I authorize Jackson Health System to obtain verification of my employment, 
credit history and any other financial information, e.g., bank statements, 
annuities, etc., for purpose of determining eligibility and continuity for charity, 
grant and other available government benefit programs. 

2. I certify that the information provided to complete this application is true. 
Additionally, I understand that in accordance with statute 817.50 that providing 
false information to defraud a hospital for the purpose of obtaining goods and 
services, including pharmacy items, is a misdemeanor in the second degree. 

This authorization will remain in effect throughout the duration of my application and 
eligibility period. 

B. Consent to cell phone, email or text communication 

1. I authorize Jackson Health System, its providers (including service providers 
contacting me about obtaining potential financial assistance for my account(s) 
and/or for collection service(s) and their successors, assigns, affiliates, or agents 
to contact me at any telephone number associated with my account(s), including 
wireless telephone numbers or other numbers that result in charges to me, whether 
provided in the past, present, or future. I agree that methods of contact may include 
using pre-recorded or artificial voice messages and/or automatic telephone dialing 
system, as applicable. 

 



 
Do you consent to receiving calls by telephone as directed above? 

              ____   Yes    ____   No 

2. I acknowledge I am financially responsible for any and all charges not covered by 
this authorization. 
 

3. Consent to Email or Text Communications: By my consent below, I authorize the 
use of any email address or cellular telephone number I provide for the receiving 
information relating to discharge instructions, other healthcare communications, 
and my financial obligations, including but not limited to: post-operative 
instructions, physician follow-up instructions, dietary information, prescription 
information, appointment reminders, payment reminder, patient portal, and links to 
billing information. 

 

May we contact you via email?  Yes _____    No _____ 

 

May we contact you via text communications?  Yes _____   No _____ 

 

______________________________       ____________________________________    
        Patient or Representative Signature                            Patient or Representative Printed Name/Date 
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