














 
 

 

      PATIENT RESPONSIBILITIES  

At Southwest Pain Management, we believe patients and families are partners in ensuring that the best 
possible care is provided in a healthful, safe environment. We count on you to participate in your care in 
the following ways:  

1. When requested by SPM staff, present your insurance card(s) and present picture identification. 
At each appointment your co-payments and balances due must be paid. SPM accepts cash, 
money orders, travelers’ checks, Visa, MasterCard, Discover, bank cards and checks. SPM has 
sanctions associated with returned checks and non-payment of accounts.  

2. Know what your health plan benefits are so we can appropriately provide medical care to you 
and refer you, when necessary, to an outside medical provider; such as, laboratory, pharmacy, 
x-ray, etc. Talk with your insurance company to determine if SPM is a contracted or network 
provider.  

3. You are required to have a Primary Care Physician (PCP) and provide SPM with your PCP’s 
current Name, Address and Phone number.  

4. Don’t be late for your appointment. Be at this office at least fifteen (15) minutes prior to your 
scheduled appointment time to check in, provide your medical information and complete the 
patient interval questionnaire. If you are late you may be rescheduled.  

5. Provide the physician with the most accurate and complete information regarding present 
complaints, past illnesses, hospitalizations, medications, allergies and unexpected changes in 
your condition.  

6. Follow the plan of care, if agreed upon, or express concerns with compliance.  
7. If you are prescribed medications, you MUST maintain compliance with laboratory studies as 

well as all conditions of the narcotic contract or you WILL be discharged.  
8. You and your family are responsible for following the pre-operative and post discharge plan of 

care. You are responsible for the outcomes if you do not follow the plan of care. Ask questions 
when you do not understand what you are told or what you are expected to do.  

9. Provide an adult to transport you home from after a procedure, and remain with you for 24 
hours, if required by the physician.  

10. At each appointment, and prior to your treatment or examination, you are responsible for 
completing a patient interval questionnaire which includes a complete listing of all your 
medications including over-the-counter products and dietary supplements as well as any 
allergies or sensitivities.  

11. Sign all forms pertinent to medical treatment, authorization, billing agreement and release of 
medical information.  

12. Your medications must be taken as prescribed. Medication refills are made during your visit. Be 
sure to review all your medication needs with your attending medical provider during your 
appointment.  

13. Inform SPM about any living will, medical power of attorney, or other directive that could affect 
your care  

14. Be respectful of all the health care providers and staff as well as other patients. You and your 
family are responsible for following the practice’s rules and regulations concerning patient care 
and conduct.  



 
 

 

Financial Policies 
 
At Southwest Pain Management, we have implemented to following financial policies to ensure you understand 
the financial expectations we have of our patients.  
 
PAYMENT: 
We are in network with most health plans. When requested by SPM staff, present your insurance card(s) and 
present picture identification. Your benefits and eligibility will be verified before your appointments. Once your 
out of pocket estimate for your visit is determined, payment is expected at the time of your appointment for 
services rendered. If you do not present your insurance information prior to your visit, you will be expected to 
pay for your visit in full. 
 
At each appointment, your estimated out-of-pocket portion including deductible and co-payments will be 
collected. All outstanding balances due must also be paid in full before each visit. Our office accepts cash, 
checks or credit cards (MasterCard, Visa, Discover and American Express. Health savings accounts (HSA). 
Health reimbursement accounts (HRA) and flexible spending accounts (FSA) may also be used to pay for your 
appointments.  

A CREDIT CARD MUST BE KEPT ON FILE. 
 
CANCELLATION OF APPOINTMENTS: 
We have set aside time for you and as a specialized practice, there is no double booking. A credit card on file 
is required upon scheduling your Initial Appointment and an updated credit card is kept on file for the term of 
your treatment with the Practice. A 48-hour notice of cancellation is required for all office visits and procedures. 
All cancellations must be made by telephone by calling our office at 214-560-2000. 
 
A fee of $50 will be charged for late cancellations of office visits and a fee of $150 will be charged for late 
cancellations of procedures.  

 
____________________________________  _________________________ 
Patient Name      Date of Birth 
 
____________________________________  _________________________ 
Card Holder Name      Phone Number 
 
____________________________________  _________________________ 
Credit Card Number      Expiration Date 
 
_________ _________________________________________________________ 
SEC  Billing Address 
 
I acknowledge the polices as stated above and authorize Southwest Pain Management to charge my 
credit card above for all fees associated with these policies.  
 
 
_____________________________________  _________________________ 
Signature       Date 



HIPAA NOTICE OF PRIVACY PRACTICES 
As required by the Privacy Regulations Promulgated Pursuant to the 
Health Insurance Portability and Accountability Act of 1996 (HIPAA) 

 
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. 
 
This Notice of Privacy Practices describes how we may use and disclose your protected health information (PHI) 
to carry out treatment, payment or health care operations (TPO) and for other purposes that are permitted or 
required by law. It also describes your rights to access and control your protected health information. “Protected 
Health Information” is information about you, including demographic information that may identify you and that 
relates to your past, present or future physical or mental health or condition and related health care services. 
 
Uses and Disclosures of Protected Health Information: Your protected health information may be used and 
disclosed by our organization, our office staff and others outside of our office that are involved in your care and 
treatment for the purpose of providing health care services to you, to pay your health care bills, to support the 
operation of the organization, and any other use required by law. 
 
Treatment: We will use and disclose your protected health information to provide, coordinate, or manage your 
health care and any related services. This includes the coordination or management of your health care with a 
third party. For example, we would disclose your protected health information, as necessary, to a home health 
agency that provides care to you. For example, your protected health information may be provided to a physician 
to whom you have been referred to ensure that the physician has the necessary information to diagnose or treat 
you. 
 
Payment: Your protected health information will be used, as needed, to obtain payment for your health care 
services. For example, obtaining approval for equipment or supplies coverage may require that your relevant 
protected health information be disclosed to the health plan to obtain approval for coverage. 
 
Healthcare Operations: We may use or disclose, as‐needed, your protected health information in order to support 
the business activities of our organization. These activities include, but are not limited to, quality assessment 
activities, employee review activities, accreditation activities, and conducting or arranging for other business 
activities. For example, we may disclose your protected health information to accrediting agencies as part of an 
accreditation survey. We may also call you by name while you are at our facility. We may use or disclose your 
protected health information, as necessary, to contact you to check the status of your equipment. 
 
We may use or disclose your protected health information in the following situations without your 
authorization: as Required by Law, Public Health issues as required by law, Communicable Diseases, Health 
Oversight, Abuse or Neglect, Food and Drug Administration requirements, Legal Proceedings, Law Enforcement, 
Criminal Activity, Inmates, Military Activity, National Security, and Workers’ Compensation. Required Uses and 
Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the 
Department of Health and Human Services to investigate or determine our compliance with the requirements of 
Section 164.500. 
 
Other Permitted and Required Uses and Disclosures Will Be Made Only with Your Consent, Authorization or 
Opportunity to Object, unless required by law. 
You may revoke this authorization, at any time, in writing, except to the extent that your physician or this 
organization has taken an action in reliance on the use or disclosure indicated in the authorization. 
 
 
 
 
 



 
 
 
 
Your Rights: Following is a statement of your rights with respect to your protected health information. 
 
 
You have the right to inspect and copy your protected health information. Under federal law, however, you may not 
inspect or copy the following records; psychotherapy notes; information compiled in reasonable anticipation 
of, or use in, a civil, criminal, or administrative action or proceeding, and protected health information that is 
subject to law that prohibits access to protected health information. 
 
You have the right to request a restriction of your protected health information. This means you may ask us not to use 
or disclose any part of your protected health information for the purposes of treatment, payment or 
healthcare operations. You may also request that any part of your protected health information not be disclosed 
to family members or friends who may be involved in your care or for notification purposes as described in this 
Notice of Privacy Practices. Your request must state the specific restriction requested and to whom you want the 
restriction to apply.  Our organization is not required to agree to a restriction that you may request. If our organization 
believes it is in your best interest to permit use and disclosure of your protected health information, your protected 
health information will not be restricted. You then have the right to use another Healthcare Professional. 
 
You have the right to request to receive confidential communications from us by alternative means or at an 
alternative location. You have the right to obtain a paper copy of this notice from us, upon request, even if you have 
agreed to accept this notice alternatively, e.g., electronically. 
 
You may have the right to have our organization amend your protected health information. If we deny your request 
for amendment, you have the right to file a statement of disagreement with us and we may prepare a 
rebuttal to your statement and will provide you with a copy of any such rebuttal. 
 
You have the right to receive an accounting of certain disclosures we have made, if any, of your protected health 
information.  We reserve the right to change the terms of this notice and will inform you by mail of any changes. You 
then have the right to object or withdraw as provided in this notice. 
 
Complaints: You may complain to us or to the Secretary of Health and Human Services if you believe your privacy 
rights have been violated by us. You may file a complaint with us by notifying our privacy contact of your 
complaint. We will not retaliate against you for filing a complaint. 
 
We are required by law to maintain the privacy of, and provide individuals with, this notice of our legal duties and 
privacy practices with respect to protected health information, if you have any questions concerning or objections 
to this form, please ask to speak with our Office Manager in person or by phone at 214-560-2000. 
 
Associated companies with whom we may do business, such as an answering service or delivery service, are 
given only enough information to provide the necessary service to you. No medical information is provided. 
 
We welcome your comments: 
Please feel free to call us if you have any questions about how we protect your privacy.  Our goal is always to provide 
you with the highest quality services. 
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