
 

 

 
 

 
Dear Patient: 
 
Welcome to the International Pain Center!  An appointment has been scheduled for your initial 
evaluation on: 
 
 _________________________________ @ _________________________ am / pm ____________ . 
 
Please arrive 30 minutes prior to your appointment to turn in your paperwork.  If you are late for your 
appointment or you do not have your paperwork you will have to be rescheduled due to the delay it 
would cause our clinic. 
 
If you can not make your appointment and you want reschedule, please give us 48 hour notice so we 
can get you scheduled back in at the earliest appointment available.   
 
Please use the following checklist to make sure all of your materials are in order for your initial 
evaluation.  Failure to have ALL these will result in rescheduling your appointment. 
 
_____I have read and understand the New Patient Packet 
 
_____I have mailed or hand carried with me ALL records and x-rays about my pain condition to the 

International Pain Center 
 
_____I have made financial arrangements in advance 
 
_____I have obtained a referral number from my Primary Care Physician if my insurance requires one 
 
_____I have all insurance cards with me 
 
_____I have ALL paperwork filled out prior to my appointment 
 
**It is the policy of the International Pain Center that our physicians will not write for any pain 
medications on the first visit or take over management of routine medications.  The initial appointment 
is for evaluation purposes, and will not consist of procedures or pain medication prescriptions.** 
 
Please keep this information packet.  You may find it useful during the course of your treatment.  We 
look forward to treating you at the Pain Center.  If you have any questions please feel free to call our 
Coordinator at 806-743-7246 ext.225 Thank you. 
 
 
Patient Signature: ___________________________________________________________________  
By Signing above, I agree that I have read, understand, and consent to all material, including 
clinic policies contained in the New Patient Packet. 
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Map to clinic 
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Financial Policy 
 

 
We are committed to providing you with the best possible medical care; if you have special needs; we are here to 
work with you.  The following information is provided to avoid any misunderstanding or disagreement concerning 
payment for professional services. 
 

1. The total patient balance due is required to be paid at the time services are provided.  For your 
convenience, we accept cash, checks, Visa, MasterCard, and Discover. 

 
2. Our office participates with a variety of insurance plans.  It is your responsibility to: 

a. Bring your insurance card to every visit. 
b. Be prepared to pay your co-payment at each visit.  Payment can be made by cash, check, or 

credit card. 
c. For medical care not covered under your insurance, payment in full is due at the time of the visit. 
 

3. If we do not participate in your insurance plan, our office is happy to file the claim upon request; however, 
payment in full is required at the time of service. 

 
4. If you are unable to pay for necessary medical care, you may be eligible for financial assistance.  It is 

your responsibility to inform us prior to the visit.  We will be pleased to refer you to the TTUHSC financial 
assistance office prior to scheduling you for a visit.  

 
5. Referrals:  It is your responsibility to bring any required referrals for treatment at, or prior to the visit.  If 

you do not have the referral, your visit may be rescheduled or you may be held financially responsible. 
 
6. If the patient is a minor (18 years or younger), the parent or guardian must sign below.  The parent, 

guardian or unaccompanied minor is responsible for any payment due at time of service, bringing the 
necessary referrals and insurance card. 

 
7. If you have questions about your insurance, we are happy to help you.  Specific coverage issues, 

however, should be directed to your insurance company member services department (number is on the 
insurance card). 

 
8. If you fail to make payment in full for the services that are rendered to you, your outstanding balance will 

be sent to a collections agency.  If you consistently refuse to pay for services rendered, the pain clinic 
may choose to cease providing services to you. 

 
Our practice firmly believes that a good physician/patient relationship is based upon understanding and good 
communications.  Questions about financial arrangement should be asked prior to services provided.  Please sign 
that you have read and agree to this Financial Policy.   
 
 
______________________________________________________________________________ 
Signature of Patient or Responsible Party     Date 
 
 
______________________________________________________________________________ 
Signature of Co-Responsible Party      Date 
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Patient Information Sheet 
 

Please Print: Today’s Date: ___________________________________________  
 
First Name: _____________________________ Middle: __________________________ Last Name: ___________________________  
 
Street Address: __________________________ City: _____________________________ St: ________ Zip: ______________________  

Home Phone: ____________________________ DOB ____________________________ Marital Status:  _________________________  

Spouse Name: ___________________________ Social Security: ____________________ Male: ______ Female: __________________  

Race: __________________________________ Employer: ______________________________________________________________  

City: ___________________________________ State: ___________________________ Zip: ________ Phone: ___________________  

In case of emergency who may we contact? 

Name: _________________________________ Relationship: ______________________ Phone: _______________________________  
 
Is your visit with us related to an injury that you incurred on the job? __________________  

If so, is this visit to be billed as Worker’s Compensation? ___________________________  

Primary Insurance Company: ______________________________________________________________________________________  

Policy# _________________________________ Group# ________________________________________________________________  

Billing Address: __________________________ City: _____________________________ State: ______ Zip: ______________________  

Phone#: ________________________________ Policy Holder: ___________________________________________________________  

Secondary Insurance Company: ____________________________________________________________________________________  

Policy# _________________________________ Group# ________________________________________________________________  

Billing Address: __________________________ City: _____________________________ State: ______ Zip: ______________________  

Phone#: ________________________________ Policy Holder: ___________________________________________________________  

How did you hear about our clinic? __________________________________________________________________________________  

Please circle highest education level completed 

Some high school High school  
 

Some college 
 

Associates Degree Bachelor’s Degree Master’s Degree 
 

Professional Degree 
 

When was your last medical evaluation? ________________________________________ By whom? ____________________________  

Who is your Primary Care Physician (PCP)? ____________________________________ Phone: _______________________________  

Who may we thank for your referral? ___________________________________________ Phone: _______________________________  
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New Patient Form 
 

New Patient Form Rev.11/2007 

Your current age: _______________________________________________________________________________________  

What is the reason for your visit? __________________________________________________________________________  

Where on your body is your pain localized? __________________________________________________________________  

Does your pain spread? If so, to what other part of your body? ___________________________________________________  

How long ago did your pain begin? _________________________________________________________________________  

Was there an inciting event? (e.g., Is your pain a result of a fall or accident?) ________________________________________  

Is your pain the result of a work related injury? ________________________________________________________________  

Is your pain interfering with your ability to work? _______________________________________________________________  

If yes, are you currently involved in a lawsuit? ________________________________________________________________  

On a scale of 0 to 10 (zero being no pain and ten representing the worst imaginable pain), what number would you assign to 

your pain on average? ___________________________________________________________________________________  

Is there any numbness accompanying your pain? _____________________________________________________________  

Is your pain, on average, sharp or dull? _____________________________________________________________________  

Is your pain constant or intermittent? _______________________________________________________________________  

What worsens your pain? ________________________________________________________________________________  

What relieves your pain (e.g., medications, heat/ice, massage, stretching)? _________________________________________  

Please list all medications you are currently taking (include amount and times per day): 

 ________________________________   ____________________________   ________________________________  

 ________________________________   ____________________________   ________________________________  

 ________________________________   ____________________________   ________________________________  

 ________________________________   ____________________________   ________________________________  

 ________________________________   ____________________________   ________________________________  

Does your pain interfere with your sleep? ____________________________________________________________________  

Does your pain limit your activities of daily living? _____________________________________________________________  

Does your pain affect your mood? __________________________________________________________________________  

Is your pain worsening? __________________________________________________________________________________  

How frequent is your pain and when does it occur? (i.e. worse in the morning or evening) ______________________________  

 _____________________________________________________________________________________________________ 
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New Patient Form 

Have you previously sought help from other pain management physicians?   ________________________________________  

If yes, please name them: ________________________________________________________________________________  

Have you participated in physical therapy? If yes, did your pain improve? ___________________________________________  

Please list all radiographic work up related to your pain (e.g., x-rays, MRI, CT) ______________________________________  

 _____________________________________________________________________________________________________  

Are you allergic to any medication?         If yes, please list medication and describe type of allergic reaction: 

 _____________________________________________________________________________________________________  

Have you ever been treated by a mental health professional for a psychiatric disorder?  _______________________________               
 
If yes, please describe and identify physician who treated you: ___________________________________________________   

Use BLUE to 
indicate areas of 

numbness 
Use RED to indicate 

areas of pain 



 

 

 

New Patient Form 
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Past Medical/Surgical History 
 
Surgeries (Please include dates of procedures): ______________________________________________________________  

 _____________________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

Illnesses: ____________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

Injuries: ______________________________________________________________________________________________  

 _____________________________________________________________________________________________________  

Immunizations: _______________________________________________________________________________________  

 _____________________________________________________________________________________________________  

Family History 
 
(Please list any disease(s)/illness affecting your family members) 

Father:       □ Living                  □Deceased Mother:              □Living        □Deceased    

Disease(s)/Illness _______________________________  Diseases(s)/Illness ___________________________________  

Siblings:   Number Living __________________________  Number Deceased ___________________________________  

Disease(s)/Illness   _____________________________________________________________________________________  

Social History 
 
Are you currently employed; what kind of work? _______________________________________________________________  

Do you use any tobacco products? Yes  No If so, how often? __________________________  

Do you use alcohol? Yes  No If so, how often? __________________________  

Do you use recreational drugs? Yes  No If so, how often? __________________________  

Do you live in a home or apartment, and with whom? __________________________________________________________  

Are there any stairs in your home or apartment? ______________________________________________________________  

 
Patient’s Name: ______________________________________________________ Date: ____________________________   
 
Reviewed by: ___________________________________________________ ,R.N.   Date:  ____________________________  
 
Reviewed by: ___________________________________________________ ,M.D.  Date: ____________________________  
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WHAT IS AN ADVANCE DIRECTIVE? 
 

Advance Directive – a written document that tells your doctor and your family members what kind of care 
you would like to have if you become unable to make medical decisions.  
 
An advance directive can be a: 
 
 Directive – a written instruction from you to either give, not give or withdraw life-sustaining 
   treatment if you have a terminal or irreversible condition.  
 
 Medical Power of Attorney – designates someone else (your spouse, family member, or friend) to  
   make health care decisions for you if you lose the ability to decide for yourself.  
 
 Out of Hospital Do Not Resuscitate Order – a written instruction from you directing health care  
   professionals in an out of hospital setting not to begin or continue with certain life- 
   sustaining treatment.  
 
Making decisions in advance about what treatments you would or would not want in certain difficult times 
can make it easier on you and your family.  
 
An advance directive to stop (or never start) life support goes into effect only if you have a terminal illness 
and lose decision-making capacity.  
 
After you have made an advance directive, you can change it or cancel it at any time.  
 
If you make or change an advance directive, you should give your physician and the health care facility a 
copy so your wishes will be respected.  
 
The form must be signed in front of two or more persons (witnesses) over the age of 18.  One of the 
witnesses may not be: 
 
 1.  Your spouse or a family member; 
 2.  The person you chose to make decisions for you; 
 3.  Your doctor or an employee of the clinic; 
 4.  Anyone who may be named in your will or deed; or 
 5.  Creditors or persons who have a claim against you.  
 
You may request additional information and seek assistance from your attorney or your pastor.  You should 
discuss your concerns or issues with these professionals and your family.  Your physician may be able to 
answer your questions regarding the meaning of certain treatments which may be life-sustaining or life-
prolonging.  
 
You may also get copies of advance directive forms from your hospital, by copying them at a library, or you 
may buy them from a book store or an office supply store.  
 
If you would like more information about preparing an advance directive, you may call the Texas State 
Attorney General’s office at 1-512-834-6740.  
 
 
Please be sure you answer the question on the consent form asking whether you have an advance 
directive, and if you do have one, please provide a copy to your doctor or clinic.  
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¿Qué es La Directiva Anticipada? 
 

La Directiva Anticipada – un documento escrito donde usted puede aclarar sus deseos perteneciente al 
tratamiento médico si se presenta el caso que usted no puede hacer decisiones médicas. 
 
Tipos de directivas anticipadas: 
 La Directiva Anticipada – un documento escrito, también referido como “el testamento vivo,”  
  que permite dejar instrucciones para detener o retirar el tratamiento  
  de sustenamiento de vida si se encuentra con una enfermedad terminal. 
 
 Poder Legal Para Salubridad -  un documento, firmado por un adulto competente, designando a  
  alquien en quién confía como el agente que hará las decisiones  
  en caso que el paciente no puede hacer las decisiones por si mismo. 
 
 Fuera de Hospital/Orden de No Resucitar – instrucción escrita donde usted instruye a   
  proveedores de salud, en sitio fuera del hospital, a no usar métodos 
  artificiales para sustentación de la vida.  
 
Esta información les ayudará a usted y a su familia para hacer decisiones informadas por anticipada 
sobre tratamientos apropiados.  
 
La directiva anticipada, donde el uso de medios para detener o retirar el tratamiento de sustanamiento 
de vida, entrará en vigor en caso de encontrarse incapacitado para tomar decisiones para el cuidado de 
su salud por si mismo. 
 
Después de ejecutar una directiva anticipada, usted puede efectuar cambios o revocar tal directiva.  
 
Usted debe indicar cuáles persones e instituciones tienen copias de la directiva firmada asegurando sus 
deseos y decisiones.  
 
Este formulario no es válido a menos que se firme en presencia de dos testigos mayores de 18 años.  
Una de personas siguientes no pueden estar: 
 
 1)  Su esposo(a) o miembro de su familia; 
 
 2)  La persona designada como apoderado; 
  
 3)  Su médico u otro proveedor de servicios de salud; 
 
 4)  Sus herederos legales o beneficiarios nombrados en su testamento: o 
 
 5)  Acreedores o personas que tienen alguna demanda en contra de usted.  
 
Es importante que usted discuta este documento con su abogado o su cura para información adicional.  
Comuniquese con estos profesionales y su familia si desea discutir asuntos concernientes a su cuidado.  
Si tiene alguna pregunta, acerca de tratamientos de sustentación de vida, comuniquese con su médico. 
 
Usted puede conseguir copias de la directiva anticipada en el hospital y hacer copias en la biblioteca, o 
se puede comprar en una librería o tienda que vende materiales de oficina. 
 
Para más información sobre la directiva anticipada, se puede llamar a la Oficina del Procurador General 
del Estado de Texas al número de teléfono (512) 834-6740.  
 
En el formulario de consentimiento, favor de contestar la pregunta sobre ‘La Directiva 
Anticipada’ y si usted tiene una en efecto, proveer una copia al médico o a la clínica.  
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Texas Tech University Health Sciences Center 
 

Confidential Communication Request Form 

Patient Name:_____________________________ 
 

MRN:___________________________________ 
 

DOB:____________________________________ 

      
Patient Contact information:  
 
Street Address __________________________ 
 
City, State, ZIP __________________________ 
 
Phone number  __________________________ 
 
TTUHSC values the privacy of its patients and is committed to operating our practice in a manner that promotes 
patient confidentiality while providing high quality patient care. 
 
TTUHSC will accommodate reasonable requests. TTUHSC may condition the reasonable accommodation 
regarding information as to how payment, if any, will be handled and specification of an alternative address or other 
method of contact. TTUHSC does not require an explanation as to the basis for the request as a condition of 
providing confidential communications. 
 
Although TTUHSC cannot leave specific test results on answering machines due to our concern for your privacy, 
we are willing to communicate with you as you specify: (or direct) 
 

 Permission to give protected health information or leave messages with the following person or persons: 
 
Name:        Relationship:    Phone #:   
   
Name:        Relationship:    Phone #:    

 
Name:        Relationship:    Phone #:    
 

 Permission to call the following numbers to leave messages (without disclosing protected health information) : 
 
Location:         Phone #:      
  
Location:         Phone #:      

 
Location:         Phone #:      
 

 Please note any additional special accommodations needed: 
               
 
               
 
               

 
____________________ ________________________  __________________________________ 
Date    Time    Patient/Other legally authorized person 
 
___________________  ________________________   __________________________________ 
Witness    Print Name   Print name and relationship to patient 



Patient Label (Name, DOB, MRN)  
 
Texas Tech University Health Sciences Center 
Ambulatory Clinics 
 
CONSENT TO TREATMENT: 
 
I voluntarily consent to receive medical and health care services provided by TTUHSC physicians, employees and 
such associates, assistants, and other health care providers, as my physicians deem necessary.  I understand that 
such services may include diagnostic procedures, examinations, and treatment.  I understand that TTUHSC is a 
teaching institution and I agree to be a part of the teaching programs.  I acknowledge that no warranty or guarantee 
has been made to me as to result or cure.  
 
I understand that this consent to treatment will be valid and remain in effect as long as I attend the TTUHSC 
Ambulatory Clinics unless revoked by me in writing with such written notice provided to each clinic attended by me. 
 
CONSENT TO DISCLOSURE OF PROTECTED HEALTH INFORMATION: Your protected health information 
pertains to your diagnosis and/or treatment at TTUHSC, including but not limited to information concerning mental 
illness (except for psychotherapy notes), use of alcohol or drugs or communicable diseases such as Human 
Immunodeficiency Virus (“HIV”) and Acquired Immune Deficiency Syndrome (“AIDS”), laboratory test results, medical 
history, treatment progress or any other such related information. 
 
By signing this form, you consent to TTUHSC’s use and/or disclosure of protected health information about you for 
treatment, payment, health care operations and as otherwise allowed by law. Our Notice of Privacy Practices 
provides information about how TTUHSC and its workforce may use and/or disclose protected health information 
about you for treatment, payment, health care operations and as otherwise allowed by law. 
 
 RELEASE FROM LIABILITY:  I release and agree to hold harmless TTUHSC and its agents, 
 representatives, and employees from any and all liability associated with the release of confidential patient 
 information in accordance with this authorization. I understand TTUHSC cannot be responsible for use 
 or redisclosure of information by third parties. 
 
FINANCIAL RESPONSIBILITY AND ASSIGNMENT OF BENEFITS:  In consideration for receiving medical or health 
care services, I hereby assign my right, title, and interest in all insurance, Medicare/Medicaid, or other third-party 
payer benefits for medical or health care services otherwise payable to me to TTUHSC physicians and/or Medical 
Practice Income Plan.  I also authorize direct payments to be made by Medicare/Medicaid and/or my insurance 
company or other third-party payer, up to the total amount of my medical and heath care charges, to TTUHSC 
physicians and/or Medical Practice Income Plan.  I certify that the information I have provided in connection with any 
application for payment by third-party payers, including Medicare/Medicaid, is correct.  
 
I agree to pay all charges for medical and health care services not covered by or which exceed the amount estimated 
to be paid or actually paid by Medicare/Medicaid, my insurance company, or other third-party payer and agree to 
make payment as requested by TTUHSC.  
 
I certify that this form has been fully explained to me, that I have read it or had it read to me*, and that I understand its 
contents.  
 
ADVANCE DIRECTIVE: 
I have signed an Advance Directive.  ____ YES  ____  NO; 
If yes, is it still in effect?   ____YES  _____ NO;  I have provided a signed copy to TTUHSC.  _____ YES  _____ NO 
 
NOTICE OF PRIVACY PRACTICES:  
I have received a paper copy of TTUHSC’s Notice of Privacy Practices. ______________ 
        (Patient’s Initials) 
 
 
_______________________ ________________________  ________________________________ 
Date    Time    Patient/Other legally authorized person 
 
_______________________ ________________________  ________________________________ 
Witness *   Print Name   Print name and relationship to patient 
 

TTUHSC Consent to Treatment    Revised April 14, 2003 
Approved by the HIPAA Forms Committee 04-02-2003 



• Organizations that obtain organs-If you are an organ donor, after your death we may use or disclose your PHI to organizations that help get, locate, 
store, and transplant organs to help with organ, eye, or tissue donation and transplantation. 

• Research- For research purposes under certain limited circumstances.  We must obtain a written authorization to use and disclose PHI about you for 
research purposes except in situations where a research project meets specific, detailed criteria established by the HIPAA privacy rule. 

• To stop a serious threat to health or safety- In limited circumstances when necessary to help stop a threat to the health or safety of a person or to the 
public.  This disclosure can be made only to a person who is able to help stop the threat. 

• National Security; Intelligence Activities; and Protective Services-To federal officials for intelligence, counterintelligence, and other national 
security activities authorized by law, including activities related to the protection of the President, other authorized persons or foreign heads of state, or 
related to the conduct of special investigations. 

• Correctional institutions-Of inmates or other individuals under lawful custody to a correctional institution or law enforcement officer for the provision 
of health care, health and safety matters, law enforcement purposes or security of the correctional institution. 

• Worker’s compensation- To comply with workers’ compensation programs or other similar programs that provide benefits for work-related injuries or 
illness without regard to fault. 

• Limited data set-We may use and disclose limited PHI that does not fully identify you only for purposes of research, public health, or health care 
operations. 

• Parental access- To your parents or legal guardian if you are under the age of 18, unless it is prohibited by Texas law.  Other than the categories 
mentioned above, TTUHSC will not disclose your PHI without your written authorization.  You may revoke your written authorization at any time in 
writing; however, your written revocation will only apply to PHI that has not already been used or disclosed by TTUHSC under your written 
authorization.  

YOUR PRIVACY RIGHTS 
• Right to inspect and copy-You have the right to inspect and request a copy of your PHI that is in a designated record set.  This includes your insurance 

and billing records but not counseling notes of a mental health professional, information prepared by or for our attorneys to defend TTUHSC, or where 
prohibited by law.  You may be charged a reasonable fee to obtain a copy of your PHI.  TTUHSC reserves the right to deny your request to access or 
receive a copy of your PHI as provided by law.  All requests must be in writing using the TTUHSC authorization for release of patient information 
form.   

• Right to request restrictions- You have the right to request TTUHSC limits its use or disclosure of your PHI for treatment, payment, or health care 
operations.  You may also request that TTUHSC limit its disclosure of your PHI to family members, relatives, close personal friends or others you have 
identified as being involved in your care.  We are not required to agree to your request.  If we agree to your request, we will limit use or disclosure of 
your PHI except in certain cases, including where the information is needed to treat you or to verify coverage in the case of an emergency.  To request 
restrictions, you must make your written request to a TTUHSC privacy official.  Your request must include: 1) the information that you want to limit, 2) 
how you want to limit the information, and 3) to whom you want those limitations to apply. 

• Right to request confidential communication- You have the right to request other means or locations to receive communications about your PHI.  All 
requests must be in writing using a TTUHSC confidential communication request form.  TTUHSC will agree to readable requests for other means or 
locations to receive communications about your PHI. 

• Right to request a change in your PHI-You have the right to request TTUHSC change information in your PHI for as long as TTUHSC keeps your 
PHI.  TTUHSC can deny your request to change your PHI as provided by law.  All requests must be in writing using a TTUHSC amendment request 
form.   

• Right to an accounting of disclosures- You have the right to request an accounting of certain uses and disclosures of your PHI by TTUHSC.  This is a 
use of disclosures made by TTUHSC during the past six years; except for uses or disclosures made: 
• For treatment, payment, and health care operations; 
• To family members or friends involved in your care; 
• To you directly; 
• Pursuant to a written authorization; 
• For certain notification purposes (including national security, intelligence, correctional, and law enforcement purposes); or 
• Before April 14, 2003 
If you wish to make a request for an accounting contact the privacy official to obtain a TTUHSC accounting request form.  The first list of accounting 
that you request in a 12-month period will be free, but we may charge you for any additional ones requested during the same 12-month period.  We will 
tell you about these costs, and you may cancel your request at any time before costs are incurred. 

• Right to a paper copy of this notice-You have the right to receive a paper copy of this notice of privacy practices upon request.  Even if you have 
agreed to receive this notice electronically, you can still receive a paper copy of this notice. 

COMPLAINTS:  If you believe your privacy rights have been violated, you may file a complaint in one of the following ways: 
• The TTUHSC privacy official at the address indicated below  
• Call our confidential Toll Free number at 1-866-294-9352  
• Use our confidential website at www.Ethicspoint.com 
• The Office of Civil Rights: 

United States Dept. Of Health and Human Services 
1301 Young Street, suite 1169 
Dallas, Texas 75202 

We will not retaliate or take action against you for filing a complaint. 
QUESTIONS:  If you have any questions about this notice or would like additional information, please contact the privacy official at the address and 
telephone number listed below or you may visit our web site at www.ttuhsc.edu/hipaa 
 

PRIVACY OFFICIAL CONTACT INFORMATION 
SHAUNA BAUGHCUM 

TTUHSC INSTITUTIONAL PRIVACY OFFICER 
3601 4TH STREET, MS 8165●LUBBOCK, TX 79430 

(806) 743-4007 
www.Ethicspoint.com 

TTUHSC Provides For Program Accessibility To Members Of The Public.  Those Who Need Materials In Braille, Large Print, Tape Format, Or Who Need 
An Interpreter Or Telecommunications Device For The Deaf Are Asked To Contact The Clinic Manager. 



Effective:  April 14, 2003 
Revised: November 1, 2008 

NOTICE OF PRIVACY 
PRACTICES 

 

Limited data set-We may use and disclose limited PHI 
that does not fully identify you only for purposes of 
research, public health, or health care operations. 
Parental access- To your parents or legal guardian if 
you are under the age of 18, unless it is prohibited by 
Texas law.  Other than the categories mentioned 
above, TTUHSC will not disclose your PHI without your 
written authorization.  You may revoke your written 
authorization at any time in writing; however, your 
written revocation will only apply to PHI that has not 
already been used or disclosed by TTUHSC under your 
written authorization.  
 
YOUR PRIVACY RIGHTS 
Right to inspect and copy-You have the right to inspect 
and request a copy of your PHI that is in a designated 
record set.  This includes your insurance and billing 
records but not counseling notes of a mental health 
professional, information prepared by or for our  
attorneys to defend TTUHSC, or where prohibited by 
law.  You may be charged a reasonable fee to obtain a 
copy of your PHI.  TTUHSC reserves the right to deny 
your request to access or receive a copy of your PHI as 
provided by law.  All requests must be in writing using 
the TTUHSC authorization for release of patient  
information form.   
Right to request restrictions- You have the right to 
request TTUHSC limits its use or disclosure of your PHI 
for treatment, payment, or health care operations.  
You may also request that TTUHSC limit its disclosure 
of your PHI to family members, relatives, close  
personal friends or others you have identified as being 
involved in your care.  We are not required to agree to 
your request.  If we agree to your request, we will limit 
use or disclosure of your PHI except in certain cases, 
including where the information is needed to treat you 
or to verify coverage in the case of an emergency.  To 
request restrictions, you must make your written  
request to a TTUHSC privacy official.  Your request 
must include: 1) the information that you want to limit, 
2) how you want to limit the information, and 3) to 
whom you want those limitations to apply. 
Right to request confidential communication- You have 
the right to request other means or locations to re-
ceive communications about your PHI.  All requests 
must be in writing using a TTUHSC confidential com-
munication request form.  TTUHSC will agree to read-
able requests for other means or locations to receive 
communications about your PHI.  
Right to request a change in your PHI-You have the 
right to request TTUHSC change information in your 
PHI for as long as TTUHSC keeps your PHI.  TTUHSC 
can deny your request to change your PHI as provided 
by law.  All requests must be in writing using a TTUHSC  

THIS NOTICE DESCRIBES 
HOW YOUR MEDICAL  

INFORMATION MAY BE USED 
AND DISCLOSED AND HOW 
YOU CAN GET ACCESS TO 

THIS  
INFORMATION. 

 
PLEASE REVIEW IT  

CAREFULLY 

Amendment request form. 
Right to an accounting of disclosures- You have the right to  
request an accounting of certain uses and disclosures of your PHI 
by TTUHSC.  This is a use of disclosures made by TTUHSC during 
the past six years; except for uses or disclosures made:   
• For treatment, payment, and health care operations; 
• To family members or friends involved in your care; 
• To you directly; 
• Pursuant to a written authorization; 
• For certain notification purposes (including national security, 

intelligence, correctional, and law enforcement purposes); or 
• Before April 14, 2003 
If you wish to make a request for an accounting contact the  
privacy official to obtain a TTUHSC accounting request form.  The 
first list of accounting that you request in a 12-month period will 
be free, but we may charge you for any additional ones requested 
during the same 12-month period.  We will tell you about these 
costs, and you may cancel your request at any time before costs 
are incurred. 
Right to a paper copy of this notice-You have the right to receive 
a paper copy of this notice of privacy practices upon request.  
Even if you have agreed to receive this notice electronically, you 
can still receive a paper copy of this notice. 

 
COMPLAINTS:  If you believe your privacy rights have been  
violated, you may file a complaint in one of the following ways: 
• The TTUHSC privacy official at the address indicated below  
• Call our confidential Toll Free number at 1-866-294-9352  
• Use our confidential website at www.Ethicspoint.com 
• The Office of Civil Rights: 

United States Dept. Of Health and Human Services 
1301 Young Street, suite 1169 
Dallas, Texas 75202 

We will not retaliate or take action against you for filing a com-
plaint. 

QUESTIONS:  If you have any questions about this notice or would 
like additional information, please contact the privacy official at 
the address and telephone number listed below or you may visit 
our web site at www.ttuhsc.edu/hipaa 
 

PRIVACY OFFICIAL CONTACT INFORMATION 
SHAUNA BAUGHCUM 

INSTITUTIONAL PRIVACY OFFICER—LUBBOCK 
3601 4TH 1BS113●LUBBOCK, TX 79430 

(806) 743-4007 
www.Ethicspoint.com 

TTUHSC Provides For Program Accessibility To Members 
Of The Public.  Those Who Need Materials In Braille, 

Large Print, Tape Format, Or Who Need An Interpreter 
Or Telecommunications Device For The Deaf Are Asked 

To Contact The Clinic Manager. 



ABOUT THIS NOTICE:  Texas Tech University Health 
Sciences Center (TTUHSC) is dedicated to maintaining 
the privacy of your Protected Health Information (PHI).  
TTUHSC provides health care services and items 
through its Schools of Medicine, Nursing, Pharmacy 
and Allied Health Sciences.  TTUHSC provides services 
at its main community hospitals, primary care  
specialty clinics, pharmacies, research units and  
several community service outreach centers through-
out West Texas.  TTUHSC is required by law to  
maintain the privacy of your PHI and provide you with 
notice of its legal duties and privacy practices.  This 
notice of privacy practices describes how TTUHSC may 
use or disclose your PHI.  PHI includes any information 
that relates to (1) your past, present, or future physical 
or mental health or condition; (2) providing health care 
to you; and (3) the past, present, or future payment for 
your health care.  This notice also tells you about your 
privacy rights and TTUHSC’s legal duties with respect 
to your PHI.  The terms of this notice shall apply to 
TTUHSC’s privacy practices until it is changed by 
TTUHSC. 
CHANGE IN NOTICE OF PRIVACY PRACTICES:  TTUHSC 
reserves the right to change this notice of privacy  
practices at any  time.  Any changes will apply to all 
PHI that TTUHSC created or maintained for you.  If this 
notice is changed, it will be posted at our clinics and 
on our website (www.ttuhsc.edu/hipaa) and you can 
request a copy of this notice.  
 
TTUHSC PERMITTED USES AND DISCLOSURES OF PHI 
FOR TREATMENT, PAYMENT AND HEALTH CARE  
OPERATION:  TTUHSC may use or disclose your PHI 
without your written authorization for the following: 
TREATMENT:  Your PHI may be used and disclosed to 
provide, coordinate or manage your health care and 
related services.  This may include talking with other 
health care providers about your treatment or  
coordinating and managing your health care with oth-
ers.  For example, when your family physician refers 
you to another doctor your family physician may tell 
the other doctor about any drug allergies you may 
have so the other doctor can diagnose or treat you. 
PAYMENT:  Your PHI may be used and disclosed to 
obtain payment for your health care services.  For  
example, TTUHSC may share your PHI with your health 
insurance plan for payment of health care items or 
services provide to you. 
HEALTH CARE OPERATIONS:  Your PHI may be used 
and disclosed to support our business activities.  
These includes, but are not limited to, quality  
evaluation, work force reviews, education and training 
of students and physicians in training, licensing, fund-
raising, and conducting or arranging for other business 

activities.  For example, TTUHSC may use your PHI to evaluate 
the performance of our staff in caring for you. 
 
OTHER USES AND DISCLOSURES : OPPORTUNITY FOR YOU TO 
AGREE OR OBJECT:  TTUHSC may use or disclose your PHI  
without your authorization for the following purposes unless you 
object: 
 
Involvement in patient care and notification purpose -To a family 
member, other relative, close personal friend or other person you 
have identified as involved with your treatment or payment for 
health care services.  We may also use your PHI to notify or assist 
in notifying such persons of your location or health. 
Disaster relief efforts- To public or private relief agencies to assist 
in disaster relief efforts. 
Appointment reminders-We may contact you to remind you of 
your health care appointments or to provide you with information 
about treatment alternatives or other health related benefits and 
services that may be of interest to you. 
Fundraising- Limited PHI about you to a business associate or 
foundation related to TTUHSC to raise funds for TTUHSC.  Fund-
raising materials will contain information on how you can refuse 
to receive any further fundraising materials for TTUHSC. 
 
USES AND DISCLOSURES OF PHI WITHOUT YOUR WRITTEN  
AUTHORIZATION OR OPPORTUNITY TO AGREE OR OBJECT 
TTUHSC may be allowed or required to use or disclose your PHI 
without your authorization or opportunity for you to agree or  
object for the following reasons: 
 
Required or authorized by law- As required by federal, state, or 
local law.  Any disclosure must comply with the law and is limited 
to the requirements of the law. 
Public health activities-To public health authorities or other  
authorized persons to carry out certain public heath activities, 
including the following:  
• To report, prevent, or control disease, injury or disability; 
• To report vital statistics, such as birth or death; 
• To report child abuse or neglect; 
• To report bad reactions to medications or problems with prod-

ucts or devices regulated by the food and drug administration; 
• To locate and notify you of recalls or products you may be  
    using; 
• To notify a person who may have been exposed to a contagious 

disease in order to control who may be at risk of contracting or 
spreading the disease; or 

• To report to your employer, under limited circumstances,  
    information related primarily to workplace injuries or illness, or 

workplace medical surveillance. 
Abuse, neglect, or domestic violence- In certain cases to proper 
government authorities if we have reason to believe that you 
have been the victim of domestic violence, abuse, or neglect. 
Health oversight activities- To a health oversight agency for over-

sight activities authorized by law such as audits,   
Investigations, inspections, and licensure activities or as  
necessary for certain government agencies to monitor the 
health care system, government programs, and compliance 
with civil rights laws. 
Judicial, administrative and law enforcement purposes-Where 
requested by law enforcement, and as authorized or required 
by law, we may disclose your PHI: 
• In response to a court order, subpoena, warrant,  
 summons or similar process; 
• In response to requests for limited information necessary 

to identify or locate a suspect, fugitive, material witness, 
or missing person; 

• If we suspect that you are a victim of a crime and if you 
agree to the disclosure, or under certain circumstances, 
where we are unable to obtain your permission; 

• About your death if we suspect it is the result of criminal 
conduct; 

• About criminal conduct that occurs at TTUHSC; and 
• In emergency circumstances to report a crime; the  
      location of the crime or victims; or the identity, descrip-

tion or location of the person who committed the crime. 
Decedents- To a coroner or a medical examiner to identify you 
and determine the cause of your death in addition, we may 
disclose your PHI to funeral directors, as authorized by law, so 
that they may do their jobs. 
Organizations that obtain organs-If you are an organ donor, 
after your death we may use or disclose your PHI to organiza-
tions that help get, locate, store, and transplant organs to 
help with organ, eye, or tissue donation and transplantation. 
Research- For research purposes under certain limited  
circumstances.  We must obtain a written authorization to use 
and disclose PHI about you for research purposes except in 
situations where a research project meets specific, detailed 
criteria established by the HIPAA privacy rule. 
To stop a serious threat to health or safety- In limited circum-
stances when necessary to help stop a threat to the health or 
safety of a person or to the public.  This disclosure can be 
made only to a person who is able to help stop the threat. 
National Security; Intelligence Activities; and Protective Ser-
vices-To federal officials for intelligence, counterintelligence, 
and other national security activities authorized by law,  
including activities related to the protection of the President, 
other authorized persons or foreign heads of state, or related 
to the conduct of special investigations. 
Correctional institutions-Of inmates or other individuals under 
lawful custody to a correctional institution or law enforcement 
officer for the provision of health care, health and safety  
matters, law enforcement purposes or security of the  
correctional institution. 
Worker’s compensation- To comply with workers’ compensa-
tion programs or other similar programs that provide benefits 
for work-related injuries or illness without regard to fault. 

Continued 













• Seguridad Nacional; Actividades del Servicio de Inteligencia; y Servicios de Protección-  A funcionarios federales del servicio de inteligencia, contraespionaje, y otras 
actividades de seguridad nacional autorizadas por la ley, que incluyen actividades relacionadas a la protección del Presidente, a otras personas autorizadas, o jefes de estado 
extranjeros, o relacionados con las conducta de investigaciones especiales. 

• Sistema Penitenciario y Correccional-  PHI de internos u otro individuo bajo custodia legal a penitenciarias o agentes de la ley para proporcionar atención médica, por 
asuntos de salud o seguridad, imposición de cumplimiento de la ley, o la seguridad de la institución. 

• Reclamos de indemnización-  Para cumplir los requisitos de los programas de indemnización del trabajador o programas similares que proporcionan beneficios por 
lesiones o enfermedades relacionadas con el trabajo sin tomar en cuenta de quien es la culpa.  

• Datos limitados- Podemos usar y divulgar  datos limitados de su PHI que no le identifican detalladamente sólo para fines de investigación, salud pública o gestiones de 
atención médica. 

• Acceso de información a los padres-  A sus padres o tutor legal si usted es menor de 18 años, a menos que lo prohíba la ley de Texas.  Con excepción de las razones 
mencionadas anteriormente, TTUHSC no divulgará su PHI si su autorización por escrito.  Usted puede revocar esta autorización, si lo desea.  Sin embargo, su revocación 
se aplicará solamente a información de su PHI que no fue usada o divulgada por TTUHSC bajo previa autorización suya por escrito.  

SUS DERECHOS DE PRIVACIDAD 
• Usted tiene derecho a revisar y copiar su expediente- Usted tiene derecho a revisar y solicitar una copia de su PHI que es parte de un archivo designado.  Los datos 

incluyen información de su seguro medico y facturas, excluyendo apuntes de asesoramiento de un profesional de psiquiatría o psicología, información legal redactada por 
nuestros abogados en defensa de TTUHSC, o si lo prohíbe la ley.  Puede cobrarse una suma módica para obtener copias de su PHI. TTUHSC se reserva el derecho de negar 
su petición de acceso a, o copiar la información de su PHI conforme a la ley.  Toda petición debe ser por escrito usando el formulario de TTUHSC Autorización para 
divulgar información médica. 

• Derecho a solicitar restricciones-  Usted tiene derecho a solicitar que TTUHSC limite el uso o divulgación de su PHI para tratamiento,  pago o actividades relacionadas 
con su atención médica. Usted también puede pedir que TTUHSC limite el la divulgación de su PHI a miembros de su familia, parientes, amigos personal de entera 
confianza, u otras personas que usted identifique como involucradas en su tratamiento.  No estamos obligados a aceptar su petición. Si aceptamos su petición, limitaremos 
el uso o divulgación de su PHI excepto en ciertos casos, que incluyen información necesaria para su tratamiento o verificar cobertura de seguro médico en caso de 
emergencia. Su solicitud de restricciones debe ser por escrito al funcionario encargado de la privacidad en TTUHSC.  Su petición debe incluir: 1) la información que usted 
quiere limitar, 2) cómo desea limitar la información, y  3) a quien se debe aplicar las restricciones. 

• Derecho a solicitar comunicación confidencial- Usted tiene derecho a solicitar otros medios o lugar para recibir información sobre su PHI.  Toda petición debe ser por 
escrito usando el formulario de TTUHSC, Petición para comunicación confidencial.  TTUHSC aceptará cualquier petición legible para que usted reciba información de su 
PHI por otros medios o en otro lugar. 

• Derecho a solicitar cambios en su PHI-  Usted tiene derecho a solicitar que TTUHSC modifique  información en su PHI por el  tiempo que lo conserve.  TTUHSC puede 
negar su petición de modificar información de acuerdo con la ley.  Toda petición debe ser por escrito usando el formulario de TTUHSC, Petición de enmienda.   

• Derecho a recibir un reporte de las divulgaciones-  Usted tiene el derecho pedir un reporte de ciertos usos y divulgaciones de su PHI efectuadas por TTUHSC.  Este es 
un reporte de la divulgaciones efectuadas por TTUHSC durante los últimos seis años; a excepción de usos o divulgaciones por razones de: 
- Para tratamientos. Pagos, y gestiones administrativas de atención médica; 
- A miembros de su familia o amistades involucradas en el cuidado de su salud; 
- Directamente a usted; 
- Conforme a una autorización por escrito; 
- Para ciertos propósitos de notificación (incluyendo la seguridad nacional, el Servicio de Inteligencia, , institución penitenciaria, sistema penitenciario, y en 

cumplimiento de la ley); o 
- Fechas anteriores al 14 de abril de 2003 

Si usted desea solicitar un reporte póngase en contacto con el funcionario encargado de la privacidad para recibir la forma Petición de reporte de divulgaciones.  El 
reporte que solicite los primeros 12 meses es gratuito; después podremos cobrarle una suma módica por cada reporte que solicite durante el mismo periodo.  Le 
informaremos acerca del precio y usted tiene la opción de cancelar su petición antes de incurrir el costo. 

• Derecho a recibir una copia de este aviso-  Usted tiene el derecho de recibir una copia de este aviso cuando lo solicite.  Usted puede recibir una copia impresa de este 
aviso aún cuando haya estado de acuerdo en recibir este aviso por correo electrónico. 

QUEJAS:  Si usted cree que sus derechos de privacidad has sido violados puede presentar una queja de las siguientes formas: 
• Con el funcionario de privacidad de TTRUHSC a la dirección que se indica al final de este aviso. 
• Llamada confidencial gratuita al número 1-866-294-9352  
• Usando nuestro sitio de Internet confidencial www.Ethicspoint.com 
• El Departamento de Derechos Civiles: 

Departamento de Salud y Servicios Humanos (United States Dept. Of Health and Human Services) 
1301 Young Street, suite 1169 
Dallas, Texas 75202 

No se tomarán represalias en su contra por presentar una queja. 
PREGUNTAS:   Si usted tiene preguntas relacionadas con este aviso, por favor comuníquese con el funcionario de privacidad a la dirección y telefono que se indican en esta 
pagina o puede visitar nuestro sitio de Internet www.ttuhsc.edu/hipaa 
 

INFORMACION PARA COMUNICARCE CON EL FUNCIONARIO DE PRIVACIDAD 
SHAUNA BAUGHCUM 

TTUHSC INSTITUTIONAL PRIVACY OFFICER 
3601 4TH STREET, MS 8165●LUBBOCK, TX 79430 

(806) 743-4007 
www.Ethicspoint.com 

TTUHSC provee programas de fácil acceso a miembros del público: Le pedimos que las personas que necesitan materiales en Braille, letra grande, en formato de cartucho, o que 
necesitan un interprete o dispositivos de comunicación para personas con problemas auditivos comuniquen con el/la gerente de la clínica. 
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