Texas Oncology, P.A.

Surgical Specialists
214-826-9797 or 214-826-9873

In an effort to better help you understand your insurance benefits and introduce our office staff.

Practice Manager
Jan Pinkston

Physician Assistant
Jessica Howard, MPAS, PA-C

RN
Emily Brown

LVN
Sara Jasso

Medical Assistants
Melissa Cox-Bridgewater
Yesennia Baza

Insurance Coordinator
Our insurance coordinator will contact your insurance prior to a procedure being perform and
obtain your benefits. She will check if pre-authorization is required for in or out patient
procedures and obtain the authorization if require or a referral.

What to expect before Surgery

Before your surgery you will be contacted by your physician’s assistant regarding any instructions
prior to the surgery. You will also receive a phone call from our practice manager regarding your
co-insurance or deductible. If your insurance deductible or co-insurance has not been met you
will be expected to pay the required amount prior to your surgical procedure.

When do you need to alert us of a change?

New insurance policies
Any changes of benefits
Transitioning to Cobra
Termination

New employment
Retirement
Medicare/Medicaid Eligible



Options for Paying your bill

Please note that all copayments and estimates for office visits, services provided in the office or
surgeries are due at time of your visit or prior to your surgical procedure. We can only give a
cost estimate prior to surgical procedures. In the event that you over paid on a surgical
procedure you will be issued a refund. In the event that an additional amount is due by you
after your insurance has processed the claims(s), the following payment options are available:

e Payin person
e Call our office and make a payment by check or credit card
e Mail a check or credit card information to

Texas Oncology, P.A.
Lock Box 732175
Dallas, TX 75391

e Go to www.texasoncology.com once on the website: click the
“Patients” tab. On the left side, toward the bottom, click “Billing and
Online Payment” Follow the instructions to make your payment.

| have read the follow information and agree to the terms and conditions of these policies set forth
by Texas Oncology in regards to payment(s).

Patient signature Date


http://www.texasoncology.com/
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Assignment of Benefits and Financial Responsibilities

Patient Name;

Last First M.l Date of HIth Age
Home Phone: | } Cell: ( } Work:  ( )
Home Address;
Siresl Clty State Zip Code
Maifing Address:
Sirent Cily Slale Zip Code

Email Address:

Gender: [ Male [ Female Marital Status: [ Married [0 Single O Divorced [0 Widowed

In 2009, Congtess passed the HITECH Act lo create uniformily among slectronle health records. Asking for language enstires you and your
healtheare providers will be able to communicate clearly. Race and ethniolfy are asked because soma groups are at a higher 1isk of-
developlng verlain diseases. This Information will be In your medical record and will remain contidential. Oplions/Valies vere selectod by
HITECH Aet and Texas State Tumor Registry. E
Race: U1 Caucaslan 11 Afrlcan American O Hispanic O Asian/Indian/Pakistani/Sri Lankan O Chamorran £ Chinese [ Fi,]i Islander O Fiflpino
O Guamanlan NOS O Hawailan 0] Hmonhg 3 Japanese O Kampuchean / Cambodian [0 Kerean O Laplian [T Melaneslan NOS
0 Microneslan NOS O Native American [ New Guinean O Cther Asian, including Asian NOS and Oriental NQS CiPachlo istander NOS

B Polynesian NOS O Samoan £ Tah#lian I Thal O Tongan O Viethamese O Cther

Preferred Language: O English O Spanish O American Sign Language O Other

Etheicity: O Hispanic or Latine O Not Hispanic or Latino

Employer:
Respensible Party: {

Nante Relatienship Tekphone
Emergency Contact/Spousga/Next of Kin: { )

Name Refatlonship Telephona
Altemate Emergency Conlact: {

Neine Folationship Telephore
Referring Physician: Primary Care Physician:
Phone # Phone #
Primary Insurance; Telephone: { )
Subscribers Name: DOB: Employer:
Policy Mumber: Group Number:
Secondary nsurance: Telephone: { 1
Subscribers Name: _DOB; Employer:
Policy Number: Group Numbar:
Terliary Insurance: Telephone: { }
Subscribers Name: DoB: Employer:

Policy Number; Group Number:
3. | undessiand that i am responsible for charges not eovered or reimbursed by the above agents. |agres, in the event of non-payment, to assume the

costs of interast, collaction, and fegal action (i required),

2, | authorize my insurance carrier to release Information regarding my coverage to Texas Oncology P.A.

4. My right to payment for all pharmaceuticals, procedures, tests, medical equipment rentals, supplies and nurs_inglphysiclan gservices Including major
madleal benefils are hersby asslgned to Texas Oncology P.A. This assignment covers any and all benefits under_ Medicare, other govarnement
sponsored programs, private insurance and any other health plans. | acknowledge this document as a !ega_\lly biqding assignment to collect my benefits
as payment of claims for services. In the event my insurance cander does not aceept Assignment of Benefits, or if payments are made directly to me or
my representalive, | will endorse such payments to Texas Oncology P.A,

4, 1 undorstand that | have the rght to request and receive a Notice of Privacy Practices from Texas Oncology P.A,

Notice to Patients: By submitting your check for payment, you are authorizing Texas Oncalogy, PA, or its agent, upon recelpt of your cl}eck {o convert the

sheck to an electronic payment item or draft and to submit it for payment as an ACH debit entry or draft to your account, i accordance with the same torms

and conditions as your check,
THIS AGREEMENT/CONSENT WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING.

i have road and received a copy of the above stalements and accept the terms, A duplicate of the statement Is censidered the same as original.

Pationt Sianature Date/Time AM or PM (¢ircle onel
Responsible Parly Signalure Relationship Date/TIme AMOF #M @f{:fq f"f’.‘.g)..
AGOT# 195 EMPLOYEENMIALS: .. T ;l

PHYSIGIAN;




CONFIDENTIALITY FORM
WHO REFERRED YOU TO QUR OFFICE?

o Doctor/Address/phone

o Friend

g Other Source,

The “Texas Oncology- Surgical Oncology office @ Baylor Summons Dallas /has my
permission to send correspondence to the following PHYSICIANS (MD’s or D.O.’s only)

concerning my medical information:

PHYSICIAN’S Full Name  Specialty Address Phone

1.

2.

3.
I give my permission allowing “Texas Oncology- Surgical Oncology office @ Baylor Sammons
Dallas” to discuss my medical information with the FOLLOWING INDIVIDUALS:

Name Relationship Phone

2.

3.

I give my permission to contact me via email regarding my medical information.

BEmail Address:

May we leave a voice message at the following locations?

Home |
Work U
Mobile ]
Patient or Legal Guardian Signature Relationship

Printed Name Date




Texas Oncology, P.A.
Surgical Oncology
3410 Worth Sireef

Ste. 160
Dallas, Texas 75246
214-826-9797
Fax: 214-828-2089

Date:

NAME:

| give my permission for the Surgical Oncology office with Texas Oncology to check with my
pharmacy concerning my medication history. Yes No

Name of Pharmacy:

Address: City State __Zip___

Phone;

Fax:

Patient Signature:




Patient; No.

Date of Request: - Date of Birth:

Social Security Number:

To Whom It May Concern:
T hereby authotize:

to release to
Any medical, surgical, psychiatvic andfor substance {(drug or alcohol) abuse information on the above named

patient for the following hospitalizations:

T also authorize you to furnish the above named party or partics, franscripts or photocopies of the
medical records (written or verbal).
Information to be released:

Outpatient Records X-Ray Reports and/or Filim

Operative Reports Consultations

History & Physical Exam Psychologioal Evaluation
Fact Sheet Lab

Pathology Reporis Discharge Sumimary
Emergency Records EKG Interp.

I understand that my records are protected under the Federal Confidentiality Regulations and cannot
be disclased without my written authorization unless otherwise provided for in the regulations.

I understand that I may revoke this authorization at any time except to the extent that action has been taken
in reliance on it (e.g. probation, parole, efc.) and that in any event this authorization expires automatically
as described helow. The purpose for which this information is being released is for medical care of pationt.

This authorization will expire in one year from the date of my signature otherwise specified by date, event or
condition as follows:

Date: Sigped:
am
Time: pm Wiiness!
Relationship fo Patient:
Texas Oncology, P.A,
Surgical Cncology
3410 Worth St
Ste. 160

Dallag, TX 75246
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ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES

Texas Oncology is committed ta protecting your privacy and ensuring that your ligalth
information is used and disclosed appropriately. This Notice of Privacy Practices identifies all
potential uses and disclosures of your health Information by our practice and outlines your rights
with regard to your health information. Please slgn the form below fo acknowledge that you
have received oy Notice of Privacy Practices,

Tacknowledge that I have reccived a copy of the Notice of Privacy Practices of Texas Oncology.

Name (Please Print);

Signafuze:

Name of Pevsonal Representative (if approprinte):

Signature of Personal Representative (if appropriate)s

Dale;

(Texas Oncology) Use Only

Dato acknowledgement received;

-OR-

Reason acknowledgement was not obtained:




NOTICE OF PRIVACY PRACTICES

Effective Date:

THES NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE
USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO THIS
INFORMATION. PLEASE REVIEW IT CAREFULLY,

Ahout Us

In this Notice, we nse terms like “we,” “048” or Your” to refer to Texas Oneology, its physiclans,
employess, staff and other personnel, Al of the sites and locations of Texas Oncology follow
the terms of this Notice and may share health informatlon with each other for freatment, payment
ar health care aperations putposes as described in this Notice,

Purpose of this Notice

This Motice desctibes how we may use and disclose your health information fo carry out
woatment, payment ot health care operations and for other purposes that are permitled or
requlred by faw. This notice also outlines our legal duties for protecting the privacy of your
health information and explalng your rights to have your health information protooted. Wo will
ereate a recotd of the services we provide you, and this record will include your health
information. Wa tieed to mafntain this information {o ensure that you recefve quallty oave and to
meet certain legal requirements related to providing you care. We understand that your health
information is personal, and we are committed to protecting your privacy and ensuring that your

heaith information is not used inappropriately.

Owr Respousibilities

We are required by law to maintain the pelvacy of your health information and provide you
notice of our legal duties and privacy practices with respect to yowr healih information, 'We will
abide by the terms of this Notice.

How We May Use or Disclose Your Health Informaiion

The following eategories describe examples of the way we use and diselose health information:

For Treatment: We muay use your health information to provide you with medical treatment ot
services. For example, your health information will be disclosed to the oncology nurses who

participate In your care, We may disclose your health information to another oncologist for the
purposs of a consultation, We may also disclose your health information to your physician o
another healthcare provider to be sure those parties have all the information necessary to

diagnose and treat you.

For Pyment; We may use and disclose your health information o others so they will pay us ot
reimbutse you for your treatment. For example, a bill may be sent fo you, your insurance




company or a third party payer. The bill may contain information that identifies you, your
diagnosis, and treatment or supplies used in the course of freatment,

With your permission, we may shave your health information with pharmaceutical company
patient assistance programs and patient support organizations in order to assist you in obfaining
payitent for your cars or payment for certain parts of your care,

PFor Health Care Operations: We may yse and disclose your health information in order toe— - { Formateed: Buflots and Numbering )
support our business activities, For example, we may use your health information for quality
assessment activifies, training of medical students, necessary credentialing, and for other

essential activities.

We may ask you to sigit your name fo a sign-in sheet at the registration desk and we may call
your name in the waiting room when we call you for your appointment,

We may diselose your health information to a third party that performs services, such ag billing
and collection, on our behalf, In these oases, we will enfer into 2 written agreement with the
third party to ensure they protect the privacy of yonr health information.

Appoiniment Reminders: We may use and discluse your health information in order to contact
you and remind you of an upeoming appointment for treatiment ot health care services.

Treatment Alternatives and Health-Related Benefits and Setviges: We may use your health
information to inform you of services or programs that we believe would be beneficial to you.

We may call, mail or e-mall you information about these services or goods, For cxample, we
may contact you to make you aware of new products, supply product information, or & new
patient assistance program that may be available to you,

Pundraising Actlvities: We may use your domogtaphic information, such as name, address and
phone number, and the dates you received services from us, to contact your in an offort to ralse
monsy for the practice. We may afso disclose this information fo a foundation related fo the
practice so that the foundation may contact you fo raise money for the practice. If your do nof
want the practice or foundation fo confact you for fundvaising activities, please notify the

practice,

Individuals Tnvolved in Your Care or Paynient for Your Cate: We may release your health
Information, including Information abont your condition, to a family member or filend who is
involved it your medical care or who helps pay for your care, If you would like us fo refrain
from relensing your health information to a family member or frjend, please nolify finvest
anme/tile and phone pumber of a depariment or person fo confecif, We may also disclose
your health information to disaster rolief organizations so that your family can be notified about

your condition, status and location,

We are also allowed by law to use and disclose your health Information without your
authorlzatian for the following purposes:




As Required by Law: We may use and disclose your health information when required to do so+ - - { Parmatted: Bullats and Numbering )
by federal, state or local faw,

Tudicial and Admiolstrative Proceedings: If you are involved in a legal proceeding, we may
disclose your health information in response to a court or administrative order, We may also
release your health Information In response to a subpoena, dlscovery request, o ofher lawful
process by someone else involved it the dispute, but only if efforts have been made to tell you
about the request or to obtaln an order protecting the information requested,

Health Oversipht Activities: We may use and disclose your health information to health
oversight agencies for activities authotized by law. These oversight activities are necessary for
the government to monitor the health care system, government benefit programs, compliance
with goverisnent regulatory programs, and comphiance with civil rights laws,

Law Bnforcement We may disclose your heaith information, within limitations, fo law
enforcement offlcials Tor several different purpases!

« To comply with a court order, warrani, subpostia, summons, or other similar process;
To identity or locate a suspeot, fugitive, material witness, ot missing petson;
Ahout the victim of a crime, i unate to obtain the vietim's agreement;
About a death we suspect may have resulted from criminal conduct;
About eriiminal conduct we believe in good faith to bave occuired on our prethises; and
To roport & crimo, the location of a orime, and the identity, description and location of
the individual who committed the crime, in an emergency situation,

- & + ¢ »

Public Health Activitles: We may use and disclose your health information for publio health
activities, including the following:
s To prevent or contro! disease, injury, ot disabiHty;
To report births or deaths;
To report ohild abuse or neglect;
To report adverse events, product defeots or problems;
To track FDAvegulated products;
To hotify people and enable product recalls; aud
To notify a person who 1may have been exposed to 8 communicable disease or may be at
tisk for contracting or spreading a disease or sondition,

- & & o = =

Serious Threat to Health or Safety: If there s a serfous threat to your health and safety or the
health and safety of the public or another person, we may use and disclose your health
inforination to someone able fo help prevent the threat,

Organ/Tissue Donation: If you are an organ donor, we may use and disclose yout health
tnformation fo organizations that handle organ procurement or organ, ¢ye, or tfissue

transplantatiot oi to an organ donation bank.

Coroners, Medical Examiners, and Funeral Direotors: Weo may use and disclose health
information fo a cotoner or medical examiner, This disclosure may be necessary to identlfy a




deceased person or defermine the cause of death, We may also dlsclose health information, as
necessary, fo funeral directors to assist them in performing their dutles,

Workers' Compengation: We may diselose your health Information for workers’ compensation
or similar programs. These programs provide benefits for work-related injuries or illness,

Yictimg of Abuse, Negleet, or Domestie Violence: We may disclose heaith information to the
appropriate government aushority if we believe a patient has been the victim of abuse, neglect, or
domestic violence. We will only make this disclosure if you agree, or when required or
authorlzed by law,

Military and Veterans Agtivities: If you are a momber of the Armed Forces, we may disclase
your heatth information to milltary command authorities. Health nformation about foreign

military personnel may be disclosed to foreign military authorities,

Nationnl Seowrity and_Intelligence Activities: We may disclose your health information to

authorized federal officials for intelligence, counterintelligence, and other nationa seearily
activities authorized by law,

Proteotive Services for the President and Others: We may disclose your health information to
authotlzed federal officials so they may provide protective services for the President and others,

including forelgn heads of state.

[ninates: If you are an inmate of a correctional Institution or under the custody of a law
enforcoment officlal, we may disclose your health information to the correctional institution or
law enforcement official fo assist them in providing you health care, protecting your health and
safely ot the health and safely of others, or for the safety of the correctional institution,

Rogearch:  We may use and disclose your health information for certain lhnited teseatch
purposes, All research projects, however, are subject to 4 special approval process, This process
evaluates a proposed research project, assesses a number of specific issues, and determines that
appropyiate privacy safeguards are in place to allow the use of health information in the research
project, We may, howevet, disclese your health jnformation to peopls preparing to conduct a
- tesearch project; for example, to help them look for patients with specific medical needs, so long
as the health information they review does not leave the practice,

Othor Uses and Disclosures of Your Health Information; Other uses and dlsclosures of your
health information not covered by this Notice or the laws that apply to us will be made only with
your autharization, If you authorize us to use or disclose your health information, you may
tevoke that authorlzation, in writing, at any time. Tf you revoke your authorization, we will no
tonger use or disclose your health information as specified by the vevoked authotization, except
to the extent that we have taken action in reliance on your sutherlzation,

Your Rights Regarding Your Healtli Information

You itave the following rights regarding health information we maintain about you:

« - - [ Formattad: Bullets and Numberlng ]




Right to Request Restrictions: You have the right to request restrictions on how we use and
disclose your health information for treatment, payment or health care operations. We are not
requived fo ngree to your request. If we do agree, we will comply with your request unless the
information is needed to provide you emergency treatment. To request resteictions, you must
imake your request in writing and submit it to your practice,

Right to Request Confidential Communications: You have the right to request that we
conununicate with you in a certain manner or at s certain location regarding the services you
raceive from s, For example, you may ask that we only contact you at work or only by mail,
To request confidential conmnunications, you must malke your request in writing and submit it to
your practice, Wewill not ask you the reason for your request. We will altempt to
accommodaie all reasonable requests.

Right to Inspect and Copy: You have the right to inspect and copy health information that may
be used to make decisions about your care. Usually, this includes medical and billing records,

but does not include psychotherapy notes or information that is compiled in reasonable
anticipation of, or use in, a civil, criminal, or administrative action or proceeding, To inspect and
copy your health Information, you must make your request in writing by filling out the
appropriate form provided by ug and submitting it to your practice. If you request a copy of yaur
health informatlon, we may charge a fee for the costs of copying, mailing or preparing the
requested documenis,

We may deny your request te inspect and copy in certain very limited clroumstances, If you are
denied access to your health information, you may request that the denial be reviewed by a
Heensed health care professional chosen by us. The person conducting the review will not be the
petson who denied your request. We will comply with the cutcome of the yeview,

Right to Amend; [fyou feel that your health information is incortest ar incomplete, you may
request that we amend your information. You have the right to request an amendrment tor ag
long as the information is kept by or farus, To request an amendment, you must imake your
request In writing by filling out the appropriate form provided by us and submiiting it to your

practice,

Wo may deny your request for an amendment, If'this ocours, you will be notifted of the reason
for the denial and given the opportunity to file a written statement of disagreoment with us,

Right to an Accounting of Disclosures: You have the right to request an accounting of certain
disclosures we make of your health information, Please note that certaln disclosures, such as

those mads for freatment, payment or health care operations, need not be included in the
accounting we provide to you,

T'o request an accounting of disclosures, you must make your tequest in writing by filllog out the
appropriate form provided by us and submitting it. Your request must state  time period which
may tot be longer than six years, and which may not include dates before April 14, 2003, The
first accounting you vequest within a 12-inonth period will be free. For additional accountings,




we may charge you for the costs of providing the accounting. We will notify you of the cosis
lnvolved and give you an opportunity to withdraw or modify your request before any costs have

been iscnrred,

Right to a Paper Qopy of This Notlee: You have the right to a paper copy of this Notlce at any
time, even if you previously agreed to recelve this Notice electronically, To obtain a paper copy
of this Notice, please confact your practice. You may also obtain & paper capy of this Notice at
our webstie, www texasoncology.com,

Right ta Complain: If you have any questions about this Notice or would like to file a complaint
about our privacy practices, please direct your Inquiries fo your practice, You may also file a
complaint with the Secretary of the Department of Health and Human Services,

Changes to this Notice

We reserve the right fo change the terms of this Notice at any time, We reservo tho vight to make
the new Notice provislons effective for all health Informaticn we currently maintain, as well as
any health Information we receive in the futwe, If we make material or important changes o our
privacy practices, we will promptly revise our Motlee, We will post a copy of the surrent Notice
in patient arens. Each version of the Notice will have an effective date listed on the first page.
Updates to this Notice ate also available at our websile, www. lexasoncology.con,






