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For your future references, please keep the first and second pages of this packet. 

Complete the remaining pages as updates to your previous chart. Though some of 

the forms may seem familiar, there have been minor changes to most of our 

documents. Please be sure to everything is filled out and/or signed before turning 

this pack in. Thank you for your care and meticulousness. 

12422 Highway 6 

Santa Fe, Texas 77510 

409-939-7726 

www.plweightlossclinic.com 

PL Weight Loss MA
Text box
stapled portion
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Text box
Please be sure that each page was completed and/or signed
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PL Weight Loss Clinic 
Lena R. Bruce,, M.D. 

Pam Pixley, RMA 
12422 Hwy 6 Santa Fe 77510 

Phone (409) 316-9298  Fax  (409)  316-9336 

 

 
Appointment Cancellation/No Show Policy 

 
Due to the nature of our business and the limited time available for 

patients to be seen, we request that all patients give at least a 24-hour 
notice to our office for appointment cancellations. While we realize it is 
not always possible to give notice within those guidelines, we also feel 

compelled to meet the needs of all patients who need medical attention. 
 

Therefore, any neglected appointment OR cancellation without proper 
notification after a patient has signed this notice, will be charged as 

“No-Shows”.  
The charges are as follows: 

 
$50.00 FOR NEW PATIENT VISITS 

 
 

$25.00 FOR ESTABLISED PATIENT VISITS 
 
 
 

Thank you for your continued understanding cooperation. 
 
 
 
 
 

PATIENT SIGNATURE                                DATE 
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PL Weight Loss Clinic 

      Lena R. Bruce, M.D. 
Pam Pixley, RMA 

12422 Hwy 6 Santa Fe 77510 
Phone (409) 316-9298  Fax (409)  316-9336 

 

CONSENT FOR USE AND DISCLOSURE OF HEALTH INFORMATION 

TO THE PATIENT - PLEASE READ THE FOLLOWING STATEMENTS CAREFULLY 

Purpose of Consent: By signing this form, you will consent to our use and disclosure of your protected health information to carry out treatment, payment 
activities, and healthcare operations. 

Notice of Privacy Practices: You have the right to read our Notice of Privacy Practices before you decide whether to sign this Consent. Our Notice provides a 
description of our treatment, payment activities, and healthcare operation, of the uses and disclosures we may make of your protected health information, and 
other important matters about your protected health information. A copy of our Notice accompanies this Consent. We encourage you to read it carefully and 

completely before signing this Consent. 

We reserve the right to change our privacy practices as described in our Notice of Privacy Practices. If we change our privacy 
practices, we will issue a revised Notice of Privacy Practices, which will contain the changes. Those changes may apply to any 

of your protected health information that we maintain. 

You may obtain a copy of our Notice of Privacy Practices, including any revisions of our Notice by contacting: 

Contact Person: Pamela Pixley 

Telephone: 409-939-7726 

Address: 12422 Hwy 6 Santa Fe, Texas 77510  

Right to Revoke: You will have the right to revoke this Consent at any time by giving us written notice of your revocation submitted to the Contact Person 
listed above. Please understand that revocation of this Consent will not affect any action we took in reliance on this Consent before we received your 

revocation, and that we may decline to treat you or to continue treating you in your revoke this Consent. 

SIGNATURE 

I have had full opportunity to read and consider the contents of this Consent form and your Notice of Privacy Practices. I 
understand that, by signing this Consent form, I am giving my consent to your use and disclosure of my protected health 

information to carry out treatment, payment activities and health care operations. 

Signature: ______________________________ Date: ________________________ 

If signed by a personal representative on behalf of the patient, complete the following: 

Personal Representative's Name: ____________________________________________ 

Relationship to Patient: _____________________________________________________ 

 

 

 

 

YOU MAY REQUEST A COPY OF THIS CONSENT AFTER YOU HAVE SIGNED IT. 
Include completed Consent in the Patient's chart. 
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PL Weight Loss Clinic Lena R. Bruce, M.D. Pam Pixley, RMA 12422 Hwy 6 Santa Fe 77510 Phone (409) 316-9298 

 
REQUEST OF MEDICAL RECORDS (409) 316-9336 

 
Patient Name: ___________________   Health Record#_____________________ 
 
D.O.B.: _______________________ 
 
   I authorize the use or disclosure of the above named individual’s health information as directed below. 
 
The following individual or organization is authorized to make the disclosure: 
 
Name:  _____________________________________________________________________________________ 
 
Address:   ___________________________________________________________________________________ 
 
   The type and amount of information to be used or disclosed is as follows: (include dates where appropriate.) 
 
( ) Problem List 
( ) Medication List 
( ) List of allergies 
( ) Immunization Record 
( ) Most Recent History and Physical 
( ) Most recent Discharge summary 
( ) Laboratory results                      From (Date) __________to ___________ 
( ) X-ray and imaging reports          From (Date) __________to ___________ 
( ) Consultation reports                   From (Doctor’s name) _________________ 
( ) Entire record 
 
Other: _____________________________________________________________________________________ 
 
___________________________________________________________________________________________ 
  
I understand that the information in my health record may include information relating to sexually transmitted disease, 
Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV).  It may also include information 
about behavioral or mental health services and treatment for alcohol or drug abuse. 
 
   This information may be disclosed to and used by the following individual organization. 
 
Name: _____________________________________________________________________________________ 
 
Address: ___________________________________________________________________________________ 
 
For the Purpose of: _____________________________________________________________________________ 
 
   I understand I have right to revoke this authorization at any time.  I understand that if I revoke this authorization, I must 
do so in writing and present my written revocation to the health management department.  I understand the revocation will 
not apply to information that has already been released in response to this authorization.  I understand the revocation will not 
apply to my insurance company when the law provides my insurer with the right to contest a claim under my policy.  Unless 
otherwise revoked, this authorization will expire on the following date, event or condition _____________ (optional).  With 
absence of specific expired date, this authorization will expire in six (6) months. 
 
   I understand that authorizing the disclosure of this health information is voluntary. I can refuse to sign this authorization.   
You need to sign this form in order to assure treatment.  I understand that I may inspect or copy the information that may be 

used or disclosed, as provided in CFR 164 524. I understand any disclosure of information carries with it the potential for an 

unauthorized re-disclosure and the information may not be protected from federal confidentiality rules.  If I have questions 

about the disclosure of my health information, I can contact Medical Records at (409) 316-9298. 

 

Print Patient’s Name        Date 

 

Patient‘s Signature/or Signature of Legal Guardian                                                Date 

                                                                                       
Witness        Date 
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PL Weight Loss Clinic 

Lena R. Bruce, M.D. 
Pam Pixley, RMA 

12422 Hwy 6 Santa Fe 77510 
Phone (409) 316-9298  Fax  (409)  316-9336 

 
 

Patient’s Name:  ___________________________   DOB: _____________________________ 
 
AUTHORIZATION TO RELEASE INFORMATION__ 
 

 
   The U.S. Department of Health and Human Services has set a deadline of October 12th, 2003 for all 
healthcare facilities to be in compliance with HIPPA9 (Health Insurance Portability and Accountability 
Act). HIPPA requires the Department of Health and Human Services to establish national standards for 
electronic healthcare transactions and national identifiers for providers, health plans and employers.  It 
also addresses the security and privacy of health data. 
 
Please read carefully, and INITIAL each and SIGN below. 
 
I, _______________________________, give Dr. Lena Bruce’s staff permission to release information  
                                  

 (Print Name)                                                                                        

 in the following matter. 
 
____ (initial) I give Dr. Lena Bruce’s staff permission to mail my clinical notes, lab work and radiology 
reports to my home address, post office box or assigned address. 
 
____ (initial) I give Dr. Lena Bruce’s referral clerk permission to leave requested referral information on 
my home answering machine, cell phone, personal work voicemail or email.  (I.E., Name of physician, 
telephone number and any pertinent information regarding my referral). 
 
____ (initial) I give Dr. Lena Bruce permission to leave any other personal pertinent medical information 
on my home answering machine or voicemail. 
 
___ (initial) I give Dr. Lena Bruce’s office permission to request any and all medical records from any 
entities I have previously seen or been treated by; this is my consent. 
 
___ (initial) I give Dr. Lena Bruce’s office permission to send any and all of my medical records to 
ancillary services or physicians that I am referred to during the course of my treatment in order to provide 
continuity of care. 
 
Email address: (optional) _______________________________________________________________ 
 
 
 
 

Patient Signature                                                                      Date 
 
 

Witness                                                                                     Date 
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PL Weight Loss Clinic 

Lena R. Bruce, M.D. 
Pam Pixley, RMA 

12422 Hwy 6 Santa Fe 77510 
Phone (409) 316-9298  Fax, (409)  316-9336 

 

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 

*You May Refuse to Sign this Acknowledgement if Applicable* 

 

   

 

 
Signature and Date: ___________________________________________________ 

 

Guardian Signature and Date: ___________________________________________________ 
(If the Patient is unable to sign or under 18 years old.) 
 

 

For Office Use Only: 
(To be used if Signature was not obtained.) 

   We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, 
however, acknowledgement could not be obtained because: 

 

___ Individual refused to sign 

___ Communications barriers prohibited obtaining the acknowledgement 

___ An emergency situation prevented us from obtaining acknowledgement 

___ Other (Please Specify) : _____________________________________________ 

 

 

 

 

 
  

þ I have received a copy of this office's Notice of Privacy Practices and understand the document(s). 
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PL Weight Loss Clinic 
Lena R. Bruce, M.D.  

Pam Pixley, R.M.A. 

12422 Highway 6 

Santa Fe, Texas 77510 

Phone Number: (409) 939-7726                                                                            Fax: (409) 316-9336 

 

Date: ____________________________                                                                

Address: 

_____________________________________________________________ 

_____________________________________________________________ 

_____________________________________________________________ 

 

Home Phone Number: 

_____________________________________________________________ 

Email (Home): 

_____________________________________________________________ 

Date of Birth: 

_____________________________________________________________ 

Sex: _____________________ 

Drug Allergies: 

_____________________________________________________________

 

Name: ____________________________________________________ 

_____________________________________________________________ 

City: ______________________________________________________ 

State: _______________________________________ 

Cell Number: 

_____________________________________________________________ 

Alternate Number (if any): 

_____________________________________________________________ 

Age: _________________________ 

Marital Status: _______________________________________ 

Current Medications: 

_____________________________________________________________ 

 

 

 

  
Which pharmacy do you use? (Please include the phone number if known.) 

Pharmacy:   __________________________ 

Location:    ___________________________ 

Phone Number:   (___) ____-____________ 

 

Are you experiencing any problems with the program, medication or diet? 

_________________________________________________________________________________________________

_________________________________________________________________________________________________ 

 

Do you have any questions for Dr. Bruce or Pam Pixley? If so, please list them. 

_________________________________________________________________________________________________ 

_________________________________________________________________________________________________ 

 


