
Date: ___________________   Home Phone#: ___________________ 

Cell Phone#:______________________ 

Work Phone#:_____________________ 

E-mail: ___________________________ 

Date of Birth: ________ Age: _______ Marital Status: ________   Sex At Birth: _________ 

Patient Last name: ____________________ First: _______________________Middle: ______________  

Address: _____________________________City:_________________    State: ______   ZIP:_________ 

Patient Employer: _______________________________________ Occupation: ___________________ 

Ok to release medical information? YES    NO                 To the following person(s): 

1. _________________________    2. ___________________________ 3. _______________________

Parent Name: _____________________________ Parent Name: __________________________ 

**Applies only to parents of minor children or children insured under the parents’ insurance** 

Referring Doctor: ______________________________________ Phone:__________________________ 

Primary Care Doctor: ___________________________________ Phone: _____________________________ 

Pharmacy Name/Location: ______________________________ Phone: ______________________________ 

Emergency Contact: __________________________________Phone: ______________________________ 

Race:  ________________________ 

I understand that I am financially responsible for all the charges incurred including office 
expenses, laboratory fees, pathology fees, and outpatient/inpatient procedure charges. This 
is to include all charges not covered by my medical insurance. I also understand that if my 
insurance requires a referral, I am responsible for obtaining the referral and keeping up with 
the expiration dates. 

Patient’s signature or Guardian’s signature Date 

____________________________________  _______________________ 



Medical History Form 

Today’s Date: ______________________   Height: _______________  Weight: __________________ 

Name: _________________________________________ DOB: __________________________ 
   (First)     (Last)  

UROLOGICAL HISTORY: (PLEASE CHECK ALL THAT APPLY)

  Any pain or burning when voiding/urinating?
  Any urgency or need to run to the bathroom?
  Any urinary frequency or need to void many times during the night?
  Any sense of incomplete emptying of your bladder?
  Any leakage of urine? 

  Any blood in urine?
  Any pain? If yes, where is your pain located? __________________  
Have you tried any medicine / treatment for this problem / pain?        Yes

CURRENT MEDICATIONS: LIST ALL MEDICATIONS – INCLUDING OVER THE COUNTER MEDS. 

Drug Name Strength Directions/How you take it:

DRUG ALLERGIES:       □  YES   □  NO   (If yes, please describe below)

______________________________________________________________________________

______________________________________________________________________________ 



Name: ____________________________ DOB: _________________ 

Review Of Systems:  Please check all problems you are currently having: 

CONSTITUTIONAL CARDIOVASCULAR GENITOURRINARY/
UROLOGY 

ENDOCRINE

Appetite Changes Chest Pain/Angina  Back Pain Diabetes

Anorexia 
Shortness of Breath on 
Exertion 

Bedwetting Excessive Thirst

Aches and Pains Edema Blood in Urine Pituitary Disease
Chills Heart Attack Urinary Dribbling Thyroid Disease
Easy bruising Heart Failure Burning on Urination Tired/Sluggish
Fever Heart Murmur Erection Problems Too hot/cold
Fatigue High Blood Pressure Flank Pain MUSCULOSKELETAL

Generalized 
Weakness 

Irregular Heartbeat 
Hesitancy

Arthritis 

Insomnia Mitral Valve Prolapse Kidney Failure Back Pain 

Night sweats Palpitation Kidney Infections Gout 

Sleep Apnea Skipped Heart Beats Kidney Stones Joint Pain 

Swollen Glands Swelling Leak after voiding Muscle Cramps 

Weight Gain 
Pain/Cramp Hips- Legs 
w/Exercise 

Nocturia Muscle Weakness 

Weight Loss GI Nocturnal Bedwetting Neck Pain/Stiffness 

EYES Abdominal Cramps Not Emptying SKIN

Blind Abdominal Pain Painful Ejaculation Acne

Blurred Vision Acid Reflux 
HEMATOLOGICAL/ 
LYMPHATIC

Boils

Double Vision Bloody Stools Swollen Glands Changing Moles

Glaucoma Change in Bowel Habits Blood Clotting Problem Persistent Itch

Pain Constipation Bleeding Problem Pigment Change

Worsening Eyesight Diarrhea Hepatitis Skin Rash

Neurological
Gas HIV (AIDS)

ALLERGIC/
IMMUNOLOGIC

Balance Problems Hemorrhoids Sickle Cell Animal Allergies

Disoriented Indigestion/Heartburn RESPIRATORY Drug Allergies

Dizzy Spells 
Irregular Bowel 
Movements 

Asthma 
Environmental 
Allergies 

Headache Nausea/Vomiting Emphysema-Bronchitis Food Allergies

Lack of Alertness Rectal Bleeding Environmental Allergies Seasonal Allergies

Leg or Arm Weakness Tarry Stool Frequent Cough PSYCHOLOGIC

Memory Loss EAR/NOSE/THROAT Pneumonia Anxiety

Numbness/Tingling Ear infection Shortness of Breath Depressed

Stroke Sinus Problem Tuberculosis Generally satisfied w/ 
life Speech Problems Sore Throat Wheezing



Name: ____________________________ DOB: _________________ 

Past Medical History:  Please indicate if you have or have had any of the following conditions: 

CARDIOVASCULAR HEAD EYE ENT NEUROLOGICAL/
PSYCHOLOGICAL 

RESPIRATORY

Anemia Blindness 
Attention Deficit 
Hyperactivity Disorder 

Asthma

Angina Alcoholism Bronchitis
Aortic Aneurysm Cataracts Alzheimer’s Disease COPD
Arrythmia Deafness Anxiety Emphysema
Atrial Fibrillation Ear Infections Chronic Fatigue Syndrome Pneumonia
Bleeding Disorder Glaucoma Depression Pulmonary Embolism
Cardiomyopathy Mumps Eating Disorder Tuberculosis
Cerebrovascular Heart 
failure 

Sinusitis Epilepsy GU- Urological

Tinnitus Herniated Disc AIDS 

Congestive Heart 
Failure 

Vertigo Migraine Bladder Outlet Obstruction 

Coronary Artery 
Disease 

ENDOCRINE Multiple Sclerosis Bladder Stone 

Deep Vein Thrombosis 
Diabetes Mellitus, insulin 
dependent 

Parkinson’s Bladder Infection 

Endocarditis 
Diabetes Mellitus, non-
insulin dependent 

Seizures Chronic Renal Disease 

Enlarged Heart Goiter Spinal Cord Injury Chronic Renal Failure 

Heart Attack Gout Stroke Hematuria 

Heart Disease Hyperthyroidism GI Impotence of Organic Origin 

Heart Murmur Hypothyroidism Cholecystitis Interstitial Cystitis 

Hemophilia GENERAL Cholelithiasis Radiation Therapy 

Hypertension Allergies Chronic Liver Disease Kidney Cancer 

Mitral Valve Prolapse Hepatitis A Colitis Kidney Infection 

Sickle Cell Anemia Hepatitis B Constipation Kidney Stones

Stroke Hepatitis C Crohn’s Disease Sleep Apnea 

Thrombophlebitis Hypercholesterolemia Diarrhea Libido Decreased 

Varicose Veins Hyperlipidemia Diverticulosis Nephrolithiasis 

Ventricular Arrythmia Lipid Disorder Obesity GERD Neurogenic Bladder 

OBGYN Polycystic Kidney Disease Hemorrhoids Orchitis 

Breast Cancer Polycystic Ovary Syndrome Hepatic Failure Penile Discharge 

Endometriosis Raynaud’s Syndrome Hepatitis Polycystic Disease 

Menopause MUSCOLOSKETAL Inflammatory Bowel Disease Prostate Cancer 

Menstrual Problems Arthritis Liver Disease Recurrent UTI 

Osteoporosis Back Pain Pancreatitis Renal Cell Cancer 

Ovarian Cancer Carpal Tunnel Syndrome Peptic Ulcer (Duodenal) Renal Failure 

Uterine Fibroids Fibromyalgia Rectal Fissure Renal Insufficiency 

Morton’s Neuroma Stomach Ulcer Testicular Cancer 

Ulcerative Colitis Transplant Recipient 



Surgical History:  If YES, please list all surgeries including dates (Month/Year) 

Name Of Procedure Date (Month/Year) 

Family History: If YES,  please check the box and indicate with family member has/had any of the 

following:  (i.e. Mother, Father, Siblings, Grandmother, Grandfather, Uncle, Aunt, Etc.) 

□ Adrenal Disease _______________________          □ Kidney Cancer ___________________________

□ Bedwetting        _______________________          □ Kidney Disease ___________________________

□ Bladder Cancer _______________________          □ Kidney Stones  ___________________________

□ Crohn’s Disease _______________________          □ Multiple Sclerosis _________________________

□ Diabetes  _______________________ □ Prostate Cancer___________________________

□ Gout  _______________________ □ Stroke  ___________________________ 

□ Heart Attack     _______________________          □ Thyroid Disease___________________________

□ Heart Disease  _______________________          □ Tuberculosis     ___________________________

□ Hypertension  _______________________

TUMORS 

Brain Cell Carcinoma Lung Cancer Testicular Cancer 

Brain Tumor Lymphoma Transitional Cell CA  Bladder 

Breast Cancer Melanoma Transitional Cell CA 

Cervical Cancer Ovarian Cancer Uterine CA 

Colon Cancer Pancreatic Cancer 

Gastric Cancer Rectal Cancer 

Laryngeal Cancer Sarcoidosis 



Social History: 

 Dependents – Please indicate umber of each, if you have:

_____ Daughters     _____ Sons   ______Stepchildren  _____Adopted  _____ Foster _____Grandparents 

Alcohol Consumption:   _____________         # of Drinks Per Day _____________________  

Tobacco:  ______________   # Packs Per Day ____________  Type: ____________________ 

Have you previously stopped?   ________    If yes, when: ______________________ 

Recreational Drugs:  ________________     

Please List: ___________________________________________________________________________ 

Caffeinated Beverages:  _______________ 



Patient Name: ______________________________  DOB: _______________________  MRN: _______________

Copyright 2024 Texas Oncology. All rights reserved.   CONFIDENTIAL 
Please return completed form to the appropriate physician’s office.         Version TUS 1.0.2

TREATMENT & PRESCRIPTION CONSENT 

I consent to evaluation, testing and treatment as directed by my physicians or his/her designee. I understand that this 
includes all Texas Oncology locations. 

Telemedicine: 
You have the right, as a patient, to be informed about your treatment options, including whether to receive telemedicine 
services. This disclosure is to make you more knowledgeable to decide whether to give or withhold your consent to 
receive telemedicine services. 

I understand that my treating provider believes it would be beneficial for me to receive services from the Telemedicine 
Provider through a live, interactive video conference without having to travel to the Telemedicine Provider’s location. 
Telemedicine involves the real-time evaluation, diagnosis, consultation on, and treatment of a health condition using 
telecommunications technology, which may include the use of interactive audio, video, or other electronic media. As 
such, telemedicine allows the Telemedicine Provider to see and communicate with the patient in real-time. 

Treatment via telemedicine consultation is similar, but not identical, to an in-person consultation, but unlike an in-
person visit, the Telemedicine Provider can only see my image and hear my voice and does not have the benefit of 
his/her other senses, so a limited physical examination will take place during the video conference. I understand that 
persons other than the Telemedicine Provider may be present at the telemedicine site in order to operate the video 
equipment, and they will take reasonable steps to maintain confidentiality of the information obtained. I may choose 
to: (1) omit specific details of my medical history/physical examination that are personally sensitive to me; (2) ask the 
non-medical personnel to leave the telemedicine room; and/or (3) terminate the video conference at any time. 

Potential Benefits of Telemedicine Services: 
1. Access to care is improved by enabling me to obtain the Telemedicine Provider’s expertise without having to

travel to the Telemedicine Provider’s location.
2. Medical services can be delivered more efficiently.

Possible Risks of Telemedicine Services: 
1. The video connection may not work or may stop working during the visit.
2. The audio or video transmission may not be clear enough to be relied upon.
3. My medical data may be intercepted by an unauthorized party during transmission.
4. Technical failures may cause delays in medical evaluation and treatment or loss of information.

If any of these issues occur, the services may be stopped. Texas Oncology will attempt to reestablish the service or, if 
that is not possible, reschedule the visit. No warranty or guarantee is made as to the outcome of receiving telemedicine 
services. 

I understand that the responsibility for operation of the technology involved in a telemedicine consultation occurring at 
my home (if applicable) remains with me, and the responsibility for operation of the technology involved at the 
Telemedicine Provider’s site remains with Texas Oncology. 



Patient Name: ______________________________  DOB: _______________________  MRN: _______________

Copyright 2024 Texas Oncology. All rights reserved.   CONFIDENTIAL 
Please return completed form to the appropriate physician’s office.         Version TUS 1.0.2

I acknowledge I will receive a bill from the Telemedicine Provider. I understand (check one): 

  My health plan(s) cover(s) telemedicine services, but I am still responsible for and agree to pay my portion of the 
charges for covered services under my health plan(s), including deductibles and co-payments. 
 My health plan(s) do(es) not cover telemedicine services. I have previously received and signed a form 
acknowledging my financial responsibility for the Telemedicine Provider’s services. 

I have read this document and understand the risks and benefits of telemedicine services. Ihave had the opportunity 
to have my questions answered, and I consent to receive telemedicine services from the Telemedicine Provider. I 
authorize the release of any relevant medical information about me to the Telemedicine Provider, staff of the 
Telemedicine Provider, and my healthcare plan/payer (if applicable). 

 I consent to the sharing of the results/notes from my Telemedicine appointment with my Primary Care and/or 
Referring physician(s). 

Prescriptions: 
In addition, I voluntarily consent to provide Texas Oncology access to and use of my prescription medication history 
from other healthcare providers or third-party pharmacy benefit payors for treatment purposes. I understand that my 
prescription history (which includes but is not limited to prescriptions, labs, and other health care drug historical 
information) from multiple other unaffiliated medical providers, insurance companies, and pharmacy benefit managers 
may be viewable by my providers and staff here, and it may include prescriptions dating back for several years. 

I acknowledge that Texas Oncology may use health information exchange systems to electronically transmit, receive 
and/or access my prescription history. 

I understand that this consent will be valid and remain in effect as long as I attend or receive services from Texas 
Oncology, unless revoked by me in writing with such written notice provided to each practice site I attend or from 
which I receive services. 

I certify that I have read this for, or I has been read to me. 

Signature of Patient/Legally Authorized Representative: _____________________________ Date:_______________ 

Relationship to Patient (if Patient not signing): ________________________________________________________ 

For patients requiring translation or verbal reading of this document, the person reading or translating should document 
and sign below: 

Reader/Translator Signature: ________________________________________________   Date: ________________ 



Patient Name: ______________________________  DOB: _______________________  MRN: _______________
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AUTHORIZATION TO RELEASE INFORMATION 

I consent to the verbal release of information about my health with the people listed below. This may include 
any information about my health status, including my condition, symptoms, test results, medications, billing, 
and scheduling. 

Contact Name: ____________________________________________________ 

Relationship to patient: ______________________________________________ 

Phone Number: ____________________________________________________ 

Check this box to make this your emergency contact  

Contact Name: ____________________________________________________ 

Relationship to patient: ______________________________________________ 

Phone Number: ____________________________________________________ 

Check this box to make this your emergency contact 

I understand this authorization will remain in effect until revoked by me in writing. I am aware that my 
revocation is not effective to the extent that the persons I have authorized to use and/or disclose my health 
information have acted in reliance on this authorization. 

__________________________________________________________ _____________ 
Signature of Patient / or Personal Representative  Date 

If this authorization is signed by a patient’s personal representative on behalf of the patient, please complete 
the following: 

___________________________________________   ________________________________ 
Name of Personal Representative       Relationship to Patient  

For patients requiring translation or verbal reading of this document, the person reading or translating should 
document and sign below: 

__________________________________________________________ _____________ 
Reader/Translator Signature Date 



Patient Name: ______________________________  DOB: _______________________  MRN: _______________
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ASSIGNMENT OF BENEFITS / FINANCIAL RESPONSIBILITIES 

1. I understand that I am responsible for charges not covered or reimbursed by my insurance carrier
and/or benefits provider at the time of service. I agree, in the event of nonpayment, to assume the costs
of interest, collection and legal action (if required).

2. I authorize my insurance carrier and/or benefits provider to release information regarding my coverage
to Texas Oncology P.A.

3. My right to payment for all pharmaceuticals, procedures, tests, medical equipment rentals, supplies,
and nursing/physician services including major medical benefits are hereby assigned to Texas Oncology
P.A. This assignment covers all benefits under Medicare, other government sponsored programs,
private insurance, and any other health plans. I acknowledge this document as a legally binding
assignment to collect my benefits as payment of claims for services. In the event my insurance carrier
and/or benefits provider prohibits an assignment of benefits, I hereby instruct and direct my insurance
carrier and/or benefits provider to make benefits checks payable to me and mail it to the attention of
my name “in care of” to the following address:

c/o Texas Oncology, P.A. 
12221 Merit Dr., Ste. 500 
Dallas, TX 75251 

4. I authorize Texas Oncology to pursue administrative appeals and file suit for payment and all other
causes of action, including but not limited to ERISA claims, and to pursue legal action against me if I fail
to endorse any payment(s) I receive to Texas Oncology.

THIS AGREEMENT/CONSENT WILL REMAIN IN EFFECT UNLESS REVOKED BY ME IN WRITING. 

I have received a copy of the above statements and accept the terms. A duplicate of the statement is 
considered the same as the original. 

Signature of Patient/Legally Authorized Representative: _____________________________ Date:_______________ 

Relationship to Patient (if Patient not signing): ________________________________________________________ 

For patients requiring translation or verbal reading of this document, the person reading or translating should document 
and sign below: 

Reader/Translator Signature: ________________________________________________   Date: ________________ 

-------------------------------------------------------------------------------------------------------------------------------------------- 
Texas Oncology Use Only 
Date Acknowledgement Received: _____________ 
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PATIENT BILLING 

Texas Oncology provides both quality medical and financial care to our patients. Patient confidentiality is maintained 
while receiving appropriate payment for the medical care provided. The following is a detailed summary of our policies 
and procedures regarding patient billing. 

1. Patients must pay co-pays at the time of service.
2. Patients will receive a cost estimate from a Business Office representative upon request if the insurance will not

fully cover all services and/or the patient is underinsured or declared indigent.
3. Primary, secondary, and tertiary insurance claims for services rendered will be filed by the Business Office.
4. After a payment is made by the insurance company, the Business Office will reconcile the explanation of payment.

The patient will be billed for the unpaid amount unless a contract with an insurance carrier prohibits it.
5. Any claim denied due to patient ineligibility, benefit limits, or services not covered will be billed directly to the

patient unless a contract with the insurance carrier prohibits it.
6. Patients should promptly notify the Business Office of any changes in insurance coverage, billing address, legal

name, or referring physician.
7. Patients receiving treatment should inform the office when admitted to a Skilled Nursing Facility.
8. Patients may request an alternative billing address.
9. Patient billing statements will be mailed out every 30 days with a return envelope.
10. A patient may request a patient statement of billed charges and payments at any time.
11. All payments received will be electronically processed.
12. Any patient balance over 45 days may receive a letter or phone call to collect or to arrange a payment plan.
13. Any patient may receive text notifications, regarding their outstanding balance, to their mobile device. A patient

may request to opt in or out of text notifications at any time by contacting their physician’s Business Office.
Message and data rates may apply.

14. Any patient may receive email notifications, regarding their outstanding balance, to their email on file. A patient
may request to opt in or out of email notifications at any time by contacting their physician’s Business Office.

15. Patients may pay balances online using the secure Online Bill Pay portal at www.texasoncology.com. For questions
regarding statements, billing, or online payments, please call toll free 1-855-425-9808.

16. Texas Oncology does not charge interest for amounts past due; however, we reserve the right to submit any unpaid
accounts over 120 days to a third-party collection agency. The third-party collection agents may utilize all
demographic information provided in manual or automated efforts to communicate regarding unpaid balances.
This includes, but is not limited to, home telephone, cellular telephone, employment telephone, and any form of
digital communications including, but not limited to, text messages, emails, and/or automatic telephone dialing
systems.

17. If a patient receives direct payment from an insurance company or a patient advocacy program, specifically
indicated as payment for services rendered, Texas Oncology reserves the right to submit the balance due to an
outside collection agency.

18. Any billing questions regarding oral medications are addressed by the pharmacist/pharmacy staff.
19. Patients may receive notifications if their insurance plan offers a value-based care (VBC) program in which Texas

Oncology participates. All Medicare eligible beneficiaries may be provided with a copy of Medicare’s Enhancing
Oncology Model (EOM) Beneficiary Notification Letter (BNL).

20. A patient may consent to release financial information to others acting on their behalf. Consent may be updated at
any time by contacting their physician’s Business Office.

Questions or complaints should be directed to the Texas Oncology main Business Office at 1-800-758-7608. 

http://www.texasoncology.com/
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FINANCIAL RELEASE OF INFORMATION 

As the patient, you are in control of the financial records pertaining to your medical care. We will not disclose 
financial information without your consent unless there is evidence of legal authority for another individual 
to act on your behalf or the law otherwise permits the disclosure.  

Texas Oncology may disclose and discuss financial matters of your account with the individuals recorded on 
the Authorization to Release Information form. Please note that staff will ask for key identifying elements 
that assist in establishing the individual’s identity. This may include the patient’s full legal name, date of birth, 
address, telephone number, guarantor, subscriber, or other unique personal identifiers. To revoke consent 
at any time for authorized individuals please contact your physician’s Business Office directly. You shall be 
required to complete another Financial Release of Information form. 

Texas Oncology collects Social Security Numbers (SSNs) for claims and reimbursement purposes. Your 
personal information is maintained securely and accessed only to complete essential business functions. 
OPTIONAL: By indicating your government-issued Social Security Number in the field below, you consent 
to Texas Oncology’s collection and use of this information:  

- - 

Please acknowledge the following statements: 

 I consent to receive email communications of my financial statements.  

 I consent to receive text communications of my financial statements. 

 I acknowledge receipt of the Patient Billing form and understand the terms and conditions. 

Please sign and date below: 

Signature of Patient/Legally Authorized Representative: __________________________ Date: __________ 

Relationship to Patient (if Patient not signing): _________________________________________________ 

For patients requiring translation or verbal reading of this document, the person reading or translating should 
document and sign below: 

Reader/Translator Signature: _______________________________________________ Date: __________ 



CANCELLATION & NO-SHOW POLICY 

We strive to render excellent medical care to you and the rest of our patients, so we 

understand that situations arise in which you must cancel your appointment. To provide 

all our patients with the highest level of care and access we request that all patients that 

need to cancel their appointment provide more than 24-hours’ notice. This will enable us 

to better utilize available appointments for our patients. 

Appointments cancelled with less than 24-hours or if the patient no-shows without 

notification may be subject to a cancellation fee. Excessive cancellations may lead to 

termination from the practice.   

Please contact our office should you have any questions regarding the cancellation and 

no-show policy and we will be glad to assist. 

Patient’s signature or Guardian’s signature Date 

Patient Representative Signature  Date 

Relationship 



NOTICE OF PRIVACY PRACTICES 

Effective Date: September 23, 2013 

THIS 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. 

About Us 
In this Notice, we use terms like “we,” “us,” “our,” or "Practice" to refer to Texas Oncology, its physicians, employees, staff and other personnel.  All of the sites and locations of Texas 
Oncology follow the terms of this Notice and may share health information with each other for treatment, payment or health care operations purposes and for other purposes as described 

in this Notice. 

Purpose of This Notice 
This Notice describes how we may use and disclose your health information to carry out treatment, payment, or health care operations and for other purposes that are permitted or required 
by law.  This Notice also outlines our legal duties for protecting the privacy of your health information and explains your rights to have your health information protected.  We will create a 
record of the services we provide you, and this record will include your health information.  We need to maintain this information to ensure that you receive quality care 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 health 
information is not used inappropriately. 

Our Responsibilities 
We are required by law to maintain the privacy of your health information and to provide you notice of our legal duties and privacy practices with respect to your health information.  We are 
also required to notify you of a breach of your unsecured health information.  We will abide by the terms of this Notice. 

How We May Use or Disclose Your Health Information 

The following categories describe examples of the way we use and disclose health information without your written authorization: 
For Treatment:  We may use and disclose your health information to provide you with medical treatment or services.  For example, your health information will be shared with your oncology 
doctor and other health care providers who participate in your care.  We may disclose your health information to another oncologist for the purpose of a consultation.  We may also disclose 
your health information to your primary care physician or another health care provider to be sure they have all the information necessary to diagnose and treat you.  

For Payment:  We may use and disclose your health information to others so they will pay us or reimburse you for your treatment.  For example, a bill may be sent to 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 treatment.  We may also tell your 
health plan about a treatment you are going to receive to obtain prior approval or to determine whether your health plan will cover the treatment.   

For Health Care Operations:  We may use and disclose your health information in order to support our business activities.  These uses and disclosures are necessary to run the Practice 
and make sure our patients receive quality care.  For example, we may use your health information for quality assessment activities, training of medical students, necessary credentialing, 
and for other essential activities.  We may also disclose your health information to third-party “business associates” that perform various services on our behalf, such as transcription, 
billing, and collection services.  In these cases, we will enter into a written agreement with the business associate to ensure they protect the privacy of your health information.   

We may ask you to sign your name to 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. 

Appointment Reminders:  We may use and disclose your health information in order to contact you and remind you of an upcoming appointment for treatment or health care services. 

Individuals Involved in Your Care or Payment for Your Care and Notification:  If you verbally agree to the use or disclosure and in certain other situations, we will make the following uses 
and disclosures of your health information.  We may disclose to your family, friends, and anyone else whom you identify who is involved in your medical care or who helps pay for your 
care, health information relevant to that person’s involvement in your care or paying for your care.  We may also make these disclosures after your death.   

If you would like us to refrain from releasing your health information to a family member or friend who is involved in your care, you must make your request in writing and 
submit it to the Medical Records Manager of your local Texas Oncology office.  

We may use or disclose your information to notify or assist in notifying a family member, personal representative, or any other person responsible for your care regarding your physical 
location within the Practice, general condition, or death.  We may also use or disclose your health information to disaster-relief organizations so that your family or other persons 
responsible for your care can be notified about your condition, status, and location.   

We are also allowed to the extent permitted by applicable law to use and disclose your health information without your authorization for the following purposes: 

As Required by Law:  We may use and disclose your health information when required to do so by federal, state, or local law. 

Judicial and Administrative 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, discovery request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you 
about the request or to obtain an order protecting the information requested. 

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

Law Enforcement:  We may disclose your health information, within limitations, to law enforcement officials for several different purposes: 

 To comply with a court order, warrant, subpoena, summons, or other similar process;

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

 About the victim of a crime, if the victim agrees or we are unable to obtain the victim’s agreement;

 About a death we suspect may have resulted from criminal conduct;

 About criminal conduct we believe in good faith to have occurred on our premises; and

 To report a crime not occurring on our premises, the nature of a crime, the location of a crime, and the identity, description, and location of the individual who committed the
crime, in an emergency situation. 

Public Health Activities:  We may use and disclose your health information for public health activities, including the following: 

 To prevent or control disease, injury, or disability;

 To report births or deaths;

 To report child abuse or neglect;

 Activities related to the quality, safety, or effectiveness of FDA-regulated products;

 To notify a person who may have been exposed to a communicable disease or may be at risk for contracting or spreading a disease or condition as authorized by law; and

 To notify an employer of findings concerning work-related illness or injury or general medical surveillance that the employer needs to comply with the law if you are provided 
notice of such disclosure.

Serious Threat to Health or Safety:  If there is a serious threat to your health and safety or the health and safety of the public or another person, we may use and disclose your health 
information to someone able to help prevent the threat or as necessary for law enforcement authorities to identify or apprehend an individual. 

Organ/Tissue Donation:  If you are an organ donor, we may use and disclose your health information to organizations that handle procurement, transplantation, or banking of organs, eyes, 
or tissues. 



Coroners, Medical Examiners, and Funeral Directors:  We may use and disclose health information to a coroner or medical examiner.  This disclosure may be necessary to identify a 
deceased person or determine the cause of death.  We may also disclose health information, as necessary, to funeral directors to assist them in performing their duties. 

Workers’ Compensation:  We may disclose your health information as authorized by and to the extent necessary to comply with laws related to workers’ compensation or similar programs 
that provide benefits for work-related injuries or illness. 

Victims of Abuse, Neglect, or Domestic Violence:  We may disclose health information to the appropriate government authority 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 authorized by law. 

Military and Veterans Activities:  If you are a member of the Armed Forces, we may disclose your health information to military command authorities.  Health information about foreign 
military personnel may be disclosed to foreign military authorities. 

National Security and Intelligence Activities:  We may disclose your health information to authorized federal officials for intelligence, counterintelligence, and other national security activities 
authorized by law. 

Protective Services for the President and Others:  We may disclose your health information to authorized federal officials so they may provide protective services for the president and 
others, including foreign heads of state. 

Inmates:  If you are an inmate of a correctional institution or under the custody of a law enforcement official, we may disclose your health information to the correctional institution or law 
enforcement official to assist them in providing your health care, protecting your health and safety or the health and safety of others, or for the safety of the correctional institution. 

Research:  We may use and disclose your health information for certain research activities without your written authorization.  For example, we might use some of your health information 
to decide if we have enough patients to conduct a cancer research study.  For certain research activities, an Institutional Review Board (IRB) or Privacy Board may approve uses and 
disclosures of your health information without your authorization. 

Other Uses and Disclosures of Your Health Information that Require Written Authorization:  

Other uses and disclosures of your health information not covered by this Notice will be made only with your written authorization. Some examples include: 

 Psychotherapy Notes:  We usually do not maintain psychotherapy notes about you.  If we do, we will only use and disclose them with your written authorization except in 
limited situations.  

 Marketing:  We may only use and disclose your health information for marketing purposes with your written authorization. This would include making treatment communications 
to you when we receive a financial benefit for doing so.

 Sale of Your Health Information:  We may sell your health information only with your written authorization.

If you authorize us to use or disclose your health information, you may revoke your authorization, in writing, at any time.  If you revoke your authorization, we will no longer use or disclose 
your health information as specified by your revocation, except to the extent that we have taken action in reliance on your authorization.   

Your Rights Regarding Your Health Information 
You have the following rights regarding the health information we maintain about you: 

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.  In most 
circumstances, we are not required to agree 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 restrictions, you must make your request in writing and submit it to your local Texas Oncology office.  We are required to agree to a request that we restrict a disclosure made to 
a health plan for payment or health care operations purposes that is not otherwise required by law, if you, or someone other than the health plan on your behalf, paid for the service or item 
in question out-of-pocket in full.   

Right to Request Confidential Communications:  You have the right to request that we communicate with you in a certain manner or at a certain location regarding the services you receive 
from us.  For example, you may ask that we only contact you at work or only by mail.  To request confidential communications, you must make your request in writing and submit it to your 
local Texas Oncology office.  We will not ask you the reason for your request.  We will attempt to accommodate 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.  To inspect and copy your health information, 
you must make your request in writing by filling out the appropriate form provided by us and submitting it to your local Texas Oncology office.  You may request access to your medical 
information in a certain electronic form and format if readily producible or, if not readily producible, in a mutually agreeable electronic form and format.  Further, you may request in writing 
that we transmit a copy of your health information to any person or entity you designate.  Your written, signed request must clearly identify such designated person or entity and where you 
would like us to send the copy.  If you request a copy of your health information, we may charge a cost-based fee for the labor, supplies, and postage required to meet your request. 

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

Right to Amend:  If you feel that your health information is incorrect or incomplete, you may request that we amend your information.  You have the right to request an amendment for as 
long as the information is kept by or for us.  To request an amendment, you must make your request in writing by filling out the appropriate form provided by us and submitting it to your 
local Texas Oncology office. 

We may deny your request for an amendment.  If this occurs, you will be notified of the reason for the denial and given the opportunity to file a written statement of disagreement with us 
that will become part of your medical record.   

Right to an Accounting of Disclosures:  You have the right to request an accounting of disclosures we make of your health information.  Please note that certain disclosures need not be 
included in the accounting we provide to you. 

To request an accounting of disclosures, you must make your request in writing by filling out the appropriate form provided by us and submitting it to your local Texas Oncology office.  Your 
request must state a time period which may not be longer than six years, and which may not include dates before April 14, 2003.  The first accounting you request within a 12-month period 
will be free.  For additional accountings, we may charge you for the costs of providing the accounting.  We will notify you of the costs involved and give you an opportunity to withdraw or 
modify your request before any costs have been incurred. 

Right to a Paper Copy of This Notice:  You have the right to a paper copy of this Notice at any time, even if you previously agreed to receive this Notice electronically.  To obtain a paper 
copy of this Notice, please contact your local Texas Oncology office.  You may also obtain a paper copy of this Notice at our website, www.TexasOncology.com   

Changes to This Notice 
We reserve the right to change the terms of this Notice at any time.  We reserve the right to make the new Notice provisions effective for all health information we currently maintain, as well 
as any health information we receive in the future.  If we make material or important changes to our privacy practices, we will promptly revise our Notice.  We will post a copy of the current 
Notice in the waiting area of your local Texas Oncology office.  Each version of the Notice will have an effective date listed on the first page.  Updates to this Notice are also available at our 
website, www.TexasOncology.com 

Complaints  
If you have any questions about this Notice or would like to file a complaint about our privacy practices, please direct your inquiries to:  Texas Oncology at 1-888-864-ICAN (4226) and 
ask for the Privacy Officer.  You may also file a complaint with the Secretary of the Department of Health and Human Services.  You will not be retaliated against or penalized for 
filing a complaint. 

Questions 
If you have questions about this Notice, please contact Texas Oncology at 1-888-864-ICAN (4226) and ask for the Privacy Officer. 

http://www.texasoncology.com/
http://www.texasoncology.com/


Patient Name: ______________________________  DOB: _______________________  MRN: _______________

Copyright 2024 Texas Oncology. All rights reserved.   CONFIDENTIAL 
Please return completed form to the appropriate physician’s office.         Version TUS 1.0.2

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

Texas Oncology is committed to protecting your privacy and ensuring that your health 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 sign the form below to acknowledge that you have received our Notice of Privacy Practices. 

I acknowledge that I have received a copy of the Notice of Privacy Practices of Texas Oncology. 

Patient Name (Please Print): ______________________________________________________ 

Signature of Patient/Legally Authorized Representative: _________________________________ 

Date: _______________ 

Relationship to Patient (if Patient not signing): ________________________________________ 

For patients requiring translation or verbal reading of this document, the person reading or 
translating should document and sign below: 

Reader/Translator Signature: ________________________________  Date: ________________ 

-------------------------------------------------------------------------------------------------------------------------------------------- 
Texas Oncology Use Only 
Date Acknowledgement Received: _____________ 

-OR-  
 
Reason acknowledgment was not obtained: 

_____________________________________________________________________________________________

_____________________________________________________________________________________________

_____________________________________________________________________________________________ 



Patient Name: ______________________________  DOB: _______________________  MRN: _______________

Copyright 2024 Texas Oncology. All rights reserved.   CONFIDENTIAL 
Please return completed form to the appropriate physician’s office.    Version TUS 1.0.2

ELECTRONIC SIGNATURE DISCLOSURE AND CONSENT 

This Electronic Signature Disclosure and Consent sets forth the terms and conditions governing my consent to sign 
documents electronically through, and my use of, the Texas Oncology, P.A. electronic registration or portal software. 

1. I acknowledge and agree that my electronic signature, which shall be considered as an original signature for all
purposes and shall have the same force and effect as an original signature in a non-electronic form.

2. I understand that the electronically stored copy of my signature, any written instruction or authorization, and any
other document provided to me by Texas Oncology, P.A. is considered to be the true, accurate, and complete
record, legally enforceable in any proceeding to the same extent as if such documents were originally generated
and maintained in printed form.

3. I agree not to contest the admissibility or enforceability of the electronically stored copy of this document and any
other documents.

4. I may decline to electronically sign this document and withdraw my consent to sign this document electronically
by contacting Texas Oncology, P.A. directly.

5. I may contact Texas Oncology, P.A. separately to request to sign these documents on paper or to receive a paper
copy of the signed documents.

6. I agree to the terms and conditions of this document on behalf of myself or as the representative or legal guardian
of the patient on whose behalf I am signing this document.

By signing below, I acknowledge that I have read and agree to the information above. 

Signature of Patient/Legally Authorized Representative: _____________________________ Date:_______________ 

Relationship to Patient (if Patient not signing): ________________________________________________________ 

For patients requiring translation or verbal reading of this document, the person reading or translating should document 
and sign below: 

Reader/Translator Signature: _________________________________________________  Date: ________________ 

-------------------------------------------------------------------------------------------------------------------------------------------- 
Texas Oncology Use Only 
Date Acknowledgement Received: _____________ 
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