VAC Westbrook Clinic
Application for Services
Welcome to the Westbrook Clinic. Our goal is to provide qualified persons in this community. If the Clinic is
enrolling new patients, you may be eligible to become our patient. Part of the enrollment requirements is attesting
to have at least an HIV infection as shown by an HIV Antibody Test. You also attest to being a bona fide resident of
Texas and reside in the county of Cameron, Hidalgo, or Willacy.
Necessary documents are described below, in order to apply for and continue to receive services.


I do not claim residency in any other state, and I intend to remain in the above stated counties,
while receiving services, for an indefinite time.



I will notify the agency when I have completed my stay in this area.



I will provide documentation, including proof of income and insurance on a yearly basis or as necessary.

The above statements are true and correct. I understand that any misrepresentation of these facts may disqualify
me from further services.

Case Manager signature:

Applicant's signature:

Agency Use Only
Confirmation has been obtained. Proof of income (or lack of) and insurance information, if applicable, have been
provided. Documentation of any two of the following Texas residency has been provided. All documents are in the
applicant's name and have a physical address in the counties listed above. A post office box will not be permissible.
Valley AIDS Council reserves the right to request additional documentation.


Texas driver's license



Current Texas Voter Registration Card



Copy eligibility notice for Govt. Programs (AFDC, SNAP, etc.)



Recent payroll check stub (if it includes applicant's name and address)



Lease agreement or rental receipts



Recent utility bill (gas, electric, water)



Resident alien card or L.U.P.E. card in applicant's name




A letter postmarked to a Texas address in the applicant's name in the last 30 days
A letter of identification and verification of residency from a verifiable homeless shelter
or community center serving homeless individuals



Identification card/letter from the Dept. of Homeland Security



Identification card/letter from Cameron, Willacy, or Hidalgo County Detention Center



Notarized supporter letter




HIV Confirmation (Type): ______
Proof of income (Type):
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VAC Westbrook Clinic
HIPAA Consent Form
1.

Permission to Use and Disclose My Health Information. By signing this form, I give Valley AIDS
Council, permission to use and/or disclose my health information to carry out treatment, payment or health
care operations.

2.

Right to Refuse. I have the right not to sign this consent. If I refuse to sign this consent, Valley AIDS Council,
will not provide me with treatment until I consent. However, treatment required by law, such as emergency
care, can be provided to me whether or not I sign this consent.

3.

Right to Review Notice of Privacy Practices. Valley AIDS Council has provided me with a copy of their
Notice of Privacy Practices which describes how Valley AIDS Council, may use and disclose my health
information. I have the right to review this Notice before signing this consent.

4.

Changes to the Privacy Notice. Valley AIDS Council, may change the Notice of Privacy Practices as
needed. I may obtain a current copy of Valley AIDS Council, Notice of Privacy Practices by contacting
Valley AIDS Council.

5.

Right to Request Restrictions on Use/Disclosure. I have the right to request that Valley AIDS Council,
restrict how he uses and/or discloses my protected health information for the purpose of providing treatment,
obtaining payment for services, and/or conducting health care operations. Valley AIDS Council is not
required to agree to any restriction I request. If Valley AIDS Council, does decide to agree to my
request, he must restrict their use and/or disclosure of my health information the way I asked. Because of
the number, complexity, and nature of the services they deliver, Valley AIDS Council, will rarely agree
to requests to restrict uses and disclosures of my health information for the purposes of treatment,
payment, and healthcare operations. If I wish to request restrictions I can contact Valley AIDS Council.
Valley AIDS Council, will notify me of his decision to accept or decline my restrictions.

6.

Right to Withdraw Consent. I have the right to withdraw this consent at any time. I must do this in
writing. If I want withdraw this consent I can contact Valley AIDS Council at 2306 Camelot Plaza
Circle, Harlingen TX, 78550. Note that my withdrawal of this consent will not be effective for uses
and/or disclosures that have already been made based on my prior consent. If I withdraw this
consent, then Valley AIDS Council, by law, is unable to provide to me further treatment or follow-up,
other than required emergency services.

7.

Effective Period. This consent will be update annually or unless withdrawn by a written consent.

8.

References to "I" or "me". References to "I" or "me" in this Consent include the individual for whom the
signing party is authorized to sign. If I am signing this consent on behalf of another person, it is because I
am the legal guardian, parent, or agent under an active Power of Attorney for Health Care, and am legally
authorized to sign this Consent on behalf of the individual.

Patient Signature:

Case Management Signature:
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Notice of Privacy Practices
This notice describes how medical information about you may be used and disclosed and how you can gain
access to this information. Please review it carefully.
Protected health information about you is maintained as a record of your contacts or visits for healthcare
services with our practice. Specifically, "protected health information" is information about you, including
demographic information (i.e., name, address, phone, etc.), that may identify you and relates to your past,
present or future physical or mental health condition and related health care services.
Our practice is required to follow specific rules on maintaining the confidentiality of your protected health
information, using your information, and disclosing or sharing this information with other healthcare
professionals involved in your care and treatment. This Notice describes your rights to access and control your
protected health information. It also describes how we follow applicable rules, and use and disclose your
protected health information to provide your treatment, obtain payment for services you receive, manage our
health care operations and for other purposes that are permitted or required by law.
We are required to abide by the terms of this Notice of Privacy Practices. We reserve the right to change the
terms of our notice, at any time. The new notice will be effective for all protected health information that we
maintain at that time. A revised Notice of Privacy Practices may be obtained by calling the office and requesting
that a copy be mailed to you, or asking for one at the time of your next appointment.
If you have any questions about this Notice, please contact our Privacy Manager.

Your Rights under the Privacy Rule
Following is a statement of your rights, under the Privacy Rule, in reference to your protected health
information. Please feel free to discuss any questions with our staff.


You have the right to receive, and we are required to provide you with, a copy of this Notice of Privacy
Practices: We are required to follow the terms of this notice. We reserve the right to change the terms of
our notice, at any time. If needed, new versions of this notice will be effective for all protected health
information that we maintain at that time. Upon your request, we will provide you with a revised Notice of
Privacy Practices if you call our office and request that a revised copy be sent to you in the mail or ask for
one at the time of your next, appointment.



You have the right to authorize other use and disclosure: This means you have the right to authorize or
deny any other use or disclosure of protected health information that is not specified within this notice. You
may revoke an authorization, at any time, in writing, except to the extent that your Healthcare Provider or
our office has taken an action in reliance on the use or disclosure indicated in the authorization.



You have the right to designate a personal representative: This means you may designate a person with
the delegated authority to consent to, or authorize the use or disclosure of protected health information.



You have the right to inspect and copy your protected health information: This means you may inspect and
obtain a copy of protected health information about you that is contained in your patient record. We have
the right to charge a reasonable fee for copies as established by professional, state, or federal guidelines.



You have the right to request a restriction of your protected health information: This means you may ask
us, in writing, 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. In certain cases, we may deny your
request for a restriction.
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You may have the right to request an amendment to your protected health information: This means you may
request an amendment of your protected health information for as long as we maintain this information. In
certain cases, we may deny your request for an amendment.



You have the right to request a disclosure accountability: This means that you may request a listing of
disclosures that we have made, of your protected health information, to entities or persons outside of our
office.

How We May Use or Disclose Protected Health Information
Following are examples of uses and disclosures of your protected health care information that we are permitted
to make. These examples are not meant to be exhaustive, but to describe the types of uses and disclosures that
may be made by our office.


Treatment: We may use and disclose your protected health information to provide, coordinate, or manage
your healthcare and any related services. This includes the coordination or management of your healthcare
with a third party that is involved in your care and treatment. For example, we would disclose your protected
health information, as necessary, to a pharmacy that would fill your prescriptions. We will also disclose
protected health information to other Healthcare Providers who may be involved in your care and treatment.



We may also call you by name in the waiting room when your Healthcare Provider is ready to see you. We
may use or disclose your protected health information, as necessary, to contact you to remind you of your
appointment. We may contact you by phone or other means to provide results from exams or tests and to
provide information that describes or recommends treatment alternatives regarding your care. Also, we may
contact you to provide information about health related benefits and services offered by our office.



Payment: Your protected health information will be used, as needed, to obtain payment for your healthcare
services. This may include certain activities that your health insurance plan may undertake before it
approves or pays for the healthcare services we recommend for you such as; making a determination of
eligibility or coverage for insurance benefits, reviewing services provided to you for medical necessity,
and undertaking utilization review activities.



Healthcare Operations: We may use or disclose, as-needed, your protected health information in order to
support the business activities of our practice. This includes, but is not limited to business planning and
development, quality assessment and improvement, medical review, legal services, and auditing functions.
It also includes education, provider credentialing, certification, underwriting, rating, or other insurancerelated activities. Additionally, it includes business administrative activities such as customer service,
compliance with privacy requirements, internal grievance procedures, due diligence in connection with the
sale or transfer of assets, and creating de-identified information.

o Regional Information Organization: The practice may elect to use a regional information organization or
other such organization to facilitate the electronic exchange of information for the purposes of treatment,
payment, or healthcare operations.



Other Permitted and Required Uses and Disclosures: We may also use and disclose your protected health
information in the following instances as outlined below. You have the opportunity to agree or object to the
use or disclosure of all or part of your protected health information.
o

To Others Involved in Your Healthcare: Unless you object, we may disclose to a member of your
family, a relative, a close friend or any other person, that you identify, your protected health
information that directly relates to that person's involvement in your healthcare. If you are unable to
agree or object to such a disclosure, we may disclose such information as necessary if we determine
that it is in your best interest based on our professional judgment. We may use or disclose protected
health information to notify or assist in notifying a family member, personal representative or any
other person that is responsible for your care general condition or death. If you are not present or
able to agree or object to the use or disclosure of the protected health information, then your
Healthcare Provider may, using professional judgment, determine whether the disclosure is in your
best interest. In this case, only the protected health information that is relevant to your healthcare will
be disclosed.
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o

As Required By Law: We may use or disclose your protected health information to the extent that
is required by law.

o

For Public Health: We may disclose your protected health information for public health activities and
purposes to a public health authority that is permitted by law to collect or receive the information.

o For Communicable Diseases: We may disclose your protected health information, if authorized by
law, to a person who may have been exposed to a communicable disease or may otherwise be at
risk of contracting or spreading the disease or condition.

o For Health Oversight: We may disclose protected health information to a health oversight agency for
activities authorized by law, such as audits, investigations, and inspections.

o In Cases of Abuse or Neglect: We may disclose your protected health information to a public health

authority that is authorized by law to receive reports of child abuse or neglect. In addition, we may
disclose your protected health information if we believe that you have been a victim of abuse, neglect
or domestic violence to the governmental entity or agency authorized to receive such information. In
this case, the disclosure will be made in a manner that is consistent with the requirements of
applicable federal and state laws.

o

To The Food and Drug Administration: We may disclose your protected health information to a person
or company required by the Food and Drug Administration to report adverse events, to monitor
product defects or problems, to report biologic product deviations, to track products, to enable product
recalls, to make repairs or replacements, or to conduct post-marketing surveillance, as required.

o

For Legal Proceedings: We may disclose protected health information in the course of any judicial or
administrative proceeding, in response to an order of a court or administrative tribunal (to the extent
such disclosure is expressly authorized), in certain conditions in response to a subpoena, discovery
request or other lawful process.

o

To Law Enforcement: We may also disclose protected health information, as long as applicable legal
requirements are met, for law enforcement purposes.

o

To Coroners, Funeral Directors, and Organ Donation: We may disclose protected health information
to a coroner or medical examiner for identification purposes, determining cause of death or for the
coroner or medical examiner to perform other duties authorized by law. We may also disclose
protected health information to a funeral director, as authorized by law, in order to permit the funeral
director to carry out his/her duties. Protected health information may be used and disclosed for
cadaveric organ, eye or tissue donation purposes.

o

For Research: We may disclose your protected health information to researchers when an institutional
review board has reviewed and approved the research proposal and established protocols to ensure
the privacy of your protected health information.

o

In Cases of Criminal Activity: Consistent with applicable federal and state laws, we may disclose your
protected health information if we believe that the use or disclosure is necessary to prevent or lessen
a serious and imminent threat to the health or safety of a person or the public. We may also disclose
protected health information, if it is necessary for law enforcement authorities, to identify or apprehend
an individual.

o

For Military Activity and National Security: When the appropriate conditions apply, we may use or
disclose protected health information of individuals who are Armed Forces personnel: (1) for activities
deemed necessary by appropriate military command authorities; (2) for the purpose of a
determination by the Department of Veterans Affairs of your eligibility for benefits; or (3) to foreign
military authority if you are a member of that foreign military service.

o

For Workers' Compensation: Your protected health information may be disclosed as authorized to
comply with workers' compensation laws and other similar legally-established programs.

o

When an Inmate: We may use or disclose your protected health information if you are an inmate of a
correctional facility and your Healthcare Provider created or received your protected health
information in the course of providing care to you.
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o

Required Uses and Disclosures: Under the law, we must make disclosures about you when required
by the Secretary of the Department of Health and Human Services to investigate or determine our
compliance with the requirements of the Privacy Rule.

Complaints: If you believe that your privacy rights have been violated, you may file a complaint with the agency
or with the Secretary of the Department of Health and Human Services. All complaints must be submitted in
writing, and all complaints will be investigated.
Contact Information: If you have any questions about this Notice or wish to submit a request, please contact the
agency Executive Director, Dean G. Hall.
VAC Westbrook Clinic
2306 Camelot Plaza Circle
Harlingen, TX 78550
956-428-2653

COPIES MUST BE GIVEN TO PATIENT
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ARIES URN Data Form
The following information will be used to create a Unique Reporting Number (URN) for
each client within ARIES. The URN is comprised of the first and third letters from a
client's first and last name and mother's maiden, their date of birth, and their sex. This
jumbled collection of letters and numbers helps protect our client's privacy as their data
is transmitted in the system and to other reporting sources.
Please emphasize with clients the importance of giving the identical data to each agency
from which they receive services. Their first name and last name should be their legal
names only; no nicknames. Their mother's maiden name should be the same at every
agency. If a client "creates" a mother's maiden name to give you because they do not know
it or do not recall it, please be sure to ask that client to continue to use that created name at
every agency to ensure they are found in the system when a new agency registers them.
You may provide a copy of this form to the client so they can have it as a reminder.
Client First Name:
Client Last Name:
Client Mother's Maiden Name:
Client Date of Birth:
Client Sex:
Male

Female

M – F Transsexual

F – M Transsexual

Other

Unknown

I confirm that the above information is true and accurate to the best of my knowledge;

Client's Signature

(Today's Date)

Case Manager/Intake Coordinator Signature

(Today's Date)
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Formulario ARIES de Datos del Cliente
La información siguiente se utilizara para crear un número único (URN) para reportaje de cada
cliente dentro de ARIES. El URN se compone de la primera y tercera letras del primer nombre y
apellido del cliente y el apellido soltero de la madre, su fecha del nacimiento, y de su género. Esta
colección mezclada de letras y números protege la privacidad de nuestros clientes en
transmitiendo información personal en el sistema y a otras fuentes de reportaje.
Por favor acentúe con clientes la importancia de dar los datos idénticos a cada agencia de que
ellos reciben los servicios. Su primer nombre y apellido debe ser sus nombres legales solo;
ningunos apodos. El apellido de soltera de su madre debe ser el mismo en cada agencia. Si un
cliente "crea" un apellido de soltera para su madre porque ellos no lo saben ni no lo recuerdan,
por favor seas seguro de pedir que ese cliente continúe a utilizar el nombre creado en cada
agencia para asegurar que ellos sean encontrados en el sistema cuando una agencia nueva los
registra. Usted puede dar una copia de esta forma al cliente mismo como un recordatorio.
El primer nombre del cliente:
El apellido del cliente:
Apellido soltero de la madre:
Fecha del Nacimiento:
Género del cliente:
Hombre
M – F Transexual
Otro

Mujer
F – M Transexual
Desconocido

Confirmo que la información anterior es verdadera y exacta a lo mejor de mi conocimiento.

Firma del cliente

Fecha actual

Firma del manejador de Caso

Fecha actual
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ARIES Consent Form
I, __________________________________ , have been provided a copy of the Texas Health
and Safety Code, Chapter 81, subsections 046 (§ 81.046) and 103 (§ 81.103). I understand my
rights and obligations and the rights and obligations of healthcare and social service
professionals in regard to the gathering and sharing of my information.
I understand that by checking "YES" and signing below I am agreeing to share information
contained within the AIDS Regional Information and Evaluation System (ARIES) with the agencies
and/or personnel who provide services throughout the Ryan White Title IV Project. It is not
possible to opt out of sharing your data with relevant health authorities.
I understand that even though I consent to share information within the ARIES system, that at no
time will counseling or legal progress notes be shared with anyone but those personnel engaged
in providing those services.
I understand that I may elect to discontinue sharing my data at any time by requesting and
filling out a new ARIES Consent Form and filling it out appropriately.
I understand that this consent form is solely for the purpose of consent to sharing data within the
ARIES system, and this form does not supersede nor supplant any existing release of information
documentation I may have on file with this or any other agency.
ARIES is designed to provide its data with the greatest level of confidential and security possible.
Data in the AIDS Regional Information and Evaluation System (ARIES) is encrypted and secure
before being transmitted. Each user must also have a signon and security certificate that grants
the ability to create, change, or view only information on those screens appropriate to their job
function. Medical information is protected at the highest level. Only medical and appropriate
support personnel are granted access to create, change, or view medical data.
I understand that this form will need to be updated once per year.

☐ Yes, I wish to share my Data in ARIES
☐ No, I do not wish to share my Data in ARIES*
Client/Parent/Guardian Signature

Date

Case Manager/Intake Coordinator Signature

Date

I understand that by checking "No", my data will still be shared with Special Health Resources for Texas Inc., the Texas Department of
State Health Services, and other legally required entities for surveillance and reporting purposes, or as required by state and federal
law. Checking "No" only excludes me from sharing my demographic and service data with other agencies from which I may or may not
be receiving HIV/AIDS related services.
ESTAB.060320

ID Number:
9

LAWS COVERNING THE CONFIDENTIALITY OF YOUR INFORMATION
From Chapter 81 of the Texas Health and Safety Code
Sec. 81.046. CONFIDENTIALITY. (a) Reports, records, and
information received from any source, including from a federal
agency or from another state, furnished to a public health
district, a health authority, a local health department, or the
department that relate to cases or suspected cases of diseases
or health conditions are confidential and may be used only for
the purposes of this chapter.
(b) Reports, records, and information relating to cases
or suspected cases of diseases or health conditions are not
public information under Chapter 552, Government Code, and may
not be released or made public on subpoena or otherwise except as
provided by Subsections (c), (d), and (f).
(c) Medical or epidemiological information may
be released:
(1) for statistical purposes if released in a manner
that prevents the identification of any person;
(2) with the consent of each person identified in the
information;
(3) to medical personnel treating the individual,
appropriate state agencies in this state or another state, a
health authority or local health department in this state or
another state, or federal, county, or district courts to comply
with this chapter and related rules relating to the control and
treatment of communicable diseases and health conditions or
under Another state or federal law that expressly authorizes the
disclosure of this information;
(4) to appropriate federal agencies, such as the
Centers for Disease Control and Prevention of the United States
Public Health Service, but the information must be limited to the
name, address, sex, race, and occupation of the patient, the date
of disease onset, the probable source of infection, and other
requested information relating to the case or suspected case of a
communicable disease or health condition; or
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(5) to medical personnel to the extent necessary in a
medical emergency to protect the health or life of the person
identified in the information.
(d) In a case of sexually transmitted disease involving
a minor under 13 years of age, information may not be released,
except that the child's name, age, and address and the name of
the disease may be released to appropriate agents as required by
Chapter 261, Family Code. If that information is required in a
court proceeding involving child abuse, the information shall be
disclosed in camera.
(e) A state or public health district officer or employee,
local health department officer or employee, or health authority
may not be examined in a civil, criminal, special, or other
proceeding as to the existence or contents of pertinent records
of, or reports or information about, a person examined or
treated for a reportable disease by the public health district,
local health department, or health authority without that
person's consent.
(f) Reports, records, and information relating to cases or
suspected cases of diseases or health conditions may be released
to the extent necessary during a public health disaster to law
enforcement personnel solely for the purpose of protecting the
health or life of the person identified in the report, record, or
information. Only the minimum necessary information may be
released under this subsection, as determined by the health
authority, the local health department, or the department.
Sec. 81.103. CONFIDENTIALITY; CRIMINAL PENALTY. (a) A
test result is confidential. A person that possesses or has
knowledge of a test result may not release or disclose the test
result or allow the test result to become known except as
provided by this section.
(b) A test result may be released to:
(1) the department under this chapter;
(2) a local health authority if reporting is
required under this chapter;
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(3) the Centers for Disease Control and Prevention
of the United States Public Health Service if reporting is
required by federal law or regulation;
(4) the physician or other person authorized by law
who ordered the test;
(5) a physician, nurse, or other health care
personnel who have a legitimate need to know the test result in
order to provide for their protection and to provide for the
patient's health and welfare;
(6) the person tested or a person legally
authorized to consent to the test on the person's behalf;
(7) the spouse of the person tested if the person
tests positive for AIDS or HIV infection, antibodies to HIV, or
infection with any other probable causative agent of AIDS;
(8) a person authorized to receive test results under
Article 21.31, Code of Criminal Procedure, concerning a person who
is tested as required or authorized under that article;
(9) a person exposed to HIV infection as provided
by Section 81.050; and
(10) a county or district court to comply with this
chapter or rules relating to the control and treatment of
communicable diseases and health conditions.
(c) The court shall notify persons receiving test results
under Subsection (b)(8) of the requirements of this section.
(d) A person tested or a person legally authorized to
consent to the test on the person's behalf may voluntarily
release or disclose that person's test results to any other
person, and may authorize the release or disclosure of the test
results. An authorization under this subsection must be in
writing and signed by the person tested or the person legally
authorized to consent to the test on the person's behalf. The
authorization must state the person or class of persons to whom
the test results may be released or disclosed.
(e) A person may release or disclose a test result for
statistical summary purposes only without the written consent of
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the person tested if information that could identify the person
is removed from the report.
(f) A blood bank may report positive blood test results
indicating the name of a donor with a possible infectious
disease to other blood banks if the blood bank does not disclose
the infectious disease that the donor has or is suspected of
having. A report under this subsection is not a breach of any
confidential relationship.
(g) A blood bank may report blood test results to the
hospitals where the blood was transfused, to the physician who
transfused the infected blood, and to the recipient of the
blood. A blood bank may also report blood test results for
statistical purposes. A report under this subsection may not
disclose the name of the donor or person tested or any
information that could result in the disclosure of the donor's
or person's name, including an address, social security number,
a designated recipient, or replacement information.
(h) A blood bank may provide blood samples to
hospitals, laboratories, and other blood banks for additional,
repetitive, or different testing.
(i) An employee of a health care facility whose job
requires the employee to deal with permanent medical records may
view test results in the performance of the employee's duties
under reasonable health care facility practices. The test
results viewed are confidential under this chapter.
(j) A person commits an offense if, with criminal
negligence and in violation of this section, the person releases
or discloses a test result or other information or allows a test
result or other information to become known. An offense under
this subsection is a Class A misdemeanor.
Sec. 85.040. EVALUATION OF FUNDED PROGRAMS. (a) The
department shall develop evaluation criteria to document
effectiveness, unit-of-service costs, and number of volunteers
used in programs funded with grants under this subchapter.
(b) An organization that receives funding under the
program shall:
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(1) collect and maintain relevant data as required
by the department; and
(2) submit to the department copies of all
material the organization has printed or distributed relating
to HIV infection.
(c) The department shall provide prompt assistance to
grantees in obtaining materials and skills necessary to collect
and report the data required under this section.
Sec. 85.041. RECORDS AND REPORTS. (a) The department
shall require each program receiving a grant under this
subchapter to maintain records and information specified by the
department.
(b) The board may adopt rules relating to the information
a program is required to report to the department and shall
adopt procedures and forms for reporting the information to
prevent unnecessary and duplicative reporting of data.
(c) The department shall review records, information, and
reports prepared by programs funded under this subchapter.
Before December 1 of each year, the department shall prepare a
report that is available to the public and that summarizes data
regarding the type, level, quality, and cost-effectiveness of
services provided under this subchapter.

Please discuss and questions you may have regarding the
statues above with your Case Manager Intake Coordinator
prior to signing the ARIES Consent Form on the
following page.

COPIES MUST BE GIVEN TO PATIENT
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VAC Westbrook Clinic Consents
Patient Rights
The following list of patient rights is not intended to be all inclusive. Every patient has the right to:











Be treated with dignity and respect
Privacy and confidentiality concerning their medical care - the patient has the right to be advised as
to the reason for the presence of any individual directly involved or observing their care
Have their questions, concerns or complaints addressed in good faith in language you will understand.
Be provided with complete information about their diagnosis, indications for tests and procedures,
treatment and alternatives, prognosis, and both normal and abnormal test results. Such communication
will be in a timely manner.
Make choices and decisions regarding their medical care to the extent permitted by law - this
includes the right to refuse treatment
Change physicians if other qualified physicians are available
Receive, on request, information about fees and charges, and receive an explanation of their bill,
regardless of source of payment
Receive, on request, and at a reasonable fee established by Medical Records Department
Have an advance directive concerning treatment or designation of a surrogate decision maker
Exercise these rights without regard to gender, cultural, economic, educational or religious background

Patient Responsibilities
The care a patient receives depends partially on the patient himself. Therefore, in addition to these rights, a
patient has certain responsibilities as well. These responsibilities shall be presented to the patient in the spirit of
mutual trust and respect.
The patient has the responsibility to:













Provide accurate and complete information concerning his/her present complaints, past medical history,
and other matters relating to his/her health
Make it known whether he/she clearly comprehends the course of his/her medical treatment and
what is expected of him/her
Follow the treatment plan established by his/her physician, including the instructions of nurses and
other health professionals, as they carry out the physician's orders
Keep appointments and notify Clinic when unable to do so
Accept responsibility for his/her actions should he/she refuse treatment or not follow his/her
physician's orders
Assure that financial obligations of his/her care are fulfilled as promptly as possible
Follow.our facility's policies and procedures
Be considerate of the rights and property of other patients and facility personnel
For the supervision of children you bring to the clinic. You are responsible for their safety and the
protection of others and our property.
Follow TB Policy: Patients are expected to receive their TB skin test with controls every six months,
or more frequently if indicated. Patients who do not comply are placing other persons at risk and will be
refused services until the tests are completed.
Case Management: If receiving case management services, you are to contact your case manager at
least once every 3 months and update necessary documents as needed.
You are expected to behave in a considerate, respectful manner toward staff and other agency
patients. You will not behave in a manner that disrupts or endangers agency staff or patients.
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Grievances
If you are not satisfied with our services, please tell us. We want suggestions so we can improve our
services. We will not punish you for filing a grievance and will continue to provide services regardless of the
outcome. In order to achieve a satisfactory resolution at the lowest administrative level, complaints and
grievances will normally be routed through the chain of command starting with the administrator responsible
for the service or staff member about whom the complaint or grievance is made.
Level 1: the case Manager must schedule an appointment to discuss the complaint with the complainant
within 2 weeks of written request. The case manager will then respond within 5 working days. If a
resolution has not been reached, matters will be referred to the;
Level 2: Director of client services which will meet with the complainant within 5 days. Response must be
documented within 5 working days after meeting.
Level 3: If the satisfaction has not been reached, the complainant will be referred to the Executive Director
for review within 5 working days.
Level 4: The final review level within the agency is the administrative board. The board shall convene a hearing date
within 10 working days of receipt of the written request. The response shall be documented in writing within 15
days of the hearing. Any remedies beyond that point may require representation by an attorney in a court of law.
A complainant always has the option to refer matters to the Special Project and Clinical Resources Program of
Department of State Health Services (DSHS). This option would be exercised if there is a conflict of interest in
having a member of the agency staff review the complaint or grievance. Note: the identity of the complainant
shall not be revealed if so requested. After resolution has been achieved, all documentation will be a part of the
patient's permanent file and be kept confidential.

Termination
If we decide that we must stop treating you as a patient, you have a right to advance notice that explains
the reason for this decision and where to find other health care services. Reasons that we may stop seeing
you include: 1) Failure to obey out rules; 2) Intentional failure to report accurately your financial status; 3)
Intentional failure to provide accurate information regarding health, and 4) Intentional failure to follow the
health care program, such as instructions for taking medications, personal health practices or follow-up
appointments.
If we decide to stop seeing you as a patient, you have a right to appeal the decision to the Board of
Directors or through the courts. Unless there is an emergency, we will not continue to see you as a
patient while you are appealing the decision.

Confidentiality
All professionals with VAC Westbrook Clinic are bound by ethical codes that govern their professions. Each
volunteer is required to sign a pledge of confidentiality to protect your right to privacy. All information as to
the personal facts and circumstances of the patient's case will be confidential and will not be divulged
without the patient's written consent, except as expressed in the acknowledgment and review of the Notice
of Privacy Practices. All signed forms, including release of information documentation, will be documented
and the signed consent will become a part of the patient's file.
ID Number
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General Informed Consent and Disclosure
The information in the consent form is given so that you will be better informed about the health care services you
receive. After you are sure you understand the information which you will be given about the services and, if you
agree to receive the services, you must sign the form to indicate you understand and consent to the services and
associated requirements and limitations.
VAC Westbrook Clinic, while providing limited health care to HIV+ patients, and other selected groups of patients,
requires patient acknowledgement and acceptance of the following regulations, restrictions, and limitations.
1) VAC uses Ryan White grant monies and they are payors of last resort. .All services performed at the
clinic are charged on a published sliding fee schedule based on the patient's ability to pay. You are
responsible for providing accurate information about your present financial status and any changes that
may occur, including insurance status. Payment plans may be allowed.
2) You will be asked to provide information on medical history, drug use, sexual life style and life history
information. The most accurate information is needed so that appropriate education and measures can
be taken. The clinic, its designated staff, and other medical personnel will provide services to include
performance of physician assessments or examinations, conducting laboratory and other tests,
administration of injections, medications, and other treatments.
3) Please understand that VAC Westbrook Clinic is not an emergency facility, nor is it intended to assume
the role of a comprehensive primary care for patients. If your condition deteriorates or becomes too
difficult to manage within the clinic, the clinic cannot assume the responsibility for follow up care and
will therefore, be referred to outside resources i.e. cardiologist, neurologists, etc.

I certify that this form has been fully explained to me, and that any questions or concerns have been answered to my
satisfaction.

Patient's Signature:

Case Management Signature:

Person Authorized to Consent: __________________________________ Date: ___________________

Relationship to Patient: ______________________________________

ID Number
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VAC Westbrook Clinic
Food Voucher Consent Form
Service:
Qualifying patient of the VAC Westbrook Clinic is to receive a Food Voucher once a month until program
and funds are available.
Policy:
As per State Services regulations we can only offer food services to the patients who meet the required
criteria which include:
1.

Must be at a poverty level below 100% according to our financial scale.

2.

Patients who are receiving SNAP (Supplemental Nutrition Assistance Program), which is
commonly known as "food stamps," will not be eligible for food pantry services with the
Marcos Duran Food Pantry. This includes any member in the household.

3.

Patients will need to apply for SNAP benefits and bring a letter of denial of services to show proof
that the patient is not receiving SNAP benefits.

4.

Patient must also bring in their financial documentation to update their eligibility status.

5.

If two or more patients in the same household can demonstrate their individual income (not shared)
they both qualify for food pantry services.

6.

If income is shared by two or more patients that household will only be eligible for one food pantry
voucher.

7.

In accordance to these policies the Social and Medical Case Managers will provide the
patient, who is not eligible for the Food Voucher, with referral assistance to other food
pantries across the Rio Grande Valley.

☐ Eligible
☐ Not Eligible
☐ Receiving SNAP benefits
☐ Over 100% poverty level
☐ Has not applied for SNAP benefits
☐ Food Pantry Service already provided to a member of the household (shared income)
☐ Patient refused services
☐ Patient incarcerated
☐ No citizenship status
☐ Refused
Patient Signature:

Case Management Signature:

ID Number
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VAC/Westbrook Clinic Services
Client Transportation
In order to assure the health and safety of agency clients and staff when providing efficient
transportation services in agency, vans, the following requirements must be observed:
1. Clients must obtain approval for transportation services through his/her medical case
manager at least 24 hours before services are desired.
2. Clients must notify his/her medical case manager in advance (minimum of two hours
notice required) if canceling transportation services.
3. VAC van drivers are authorized to transport clients only to and/or from previously agreed
upon destination(s) as set by the client's medical case manager. No additional stops and/or
detours may be requested of the van driver.
4. Absolutely NO SMOKING or USE OF ALCOHOL will be allowed in the vehicles
5. Clients under the influence of alcohol and/or drugs will not be allowed in VAC vehicles.
6. VAC is not responsible for stolen or lost items in VAC transportation vehicles.
7. All occupants must wear seat belts at all times while the vehicle is in motion.
8. During VAC trips van driver (or other specified staff) is responsible for all decision
making to ensure compliance with VAC Policies and Procedures
9. Passengers must show courtesy and respect to all passengers and staff at all times.
☐ Eligible
☐ Not Eligible
☐ Over 100% Poverty Level
☐ Own Vehicle
☐ Available "Medicaid" Transportation
☐ Incarceration (Jail)
Refused

The VAC Transportation service have been explained to me.
Patient Signature:

Case Management Signature:

ID Number:
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VAC Westbrook Clinic
Cancelation or Late Arrival of Appointments
In order to insure quality care, it is very important that our patients understands the manner in
which we schedule our appointments. We value your time and Valley AIDS Council strives to make
every effort to stay on or ahead of schedule.

Please plan to arrive 5 minutes or more before your scheduled appointment. This will allow time
to complete any additional office procedures. If you fail to arrive on time for your appointment and are
less than 15 minutes late, we will try to see you as a walk in; although your visit may be delayed. If you
are more than 15 minutes late, you will be rescheduled for a later date. However, if here are extenuating
circumstances or if the doctor is available, you may possibly be seen as soon as we are able to fit you in
the schedule.
Again, please call at least 24 hours in advance if a cancellation is unavoidable so that we may give the
appointment to another patient. If at any time you have questions, please feel free to ask our staff or call
our office. We are here to help in any way we can. We appreciate your collaboration.
Thank You!

Patient Signature:

Case Mangement Signature:

ID Number:
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VAC Westbrook Clinic
Affected Persons in the Household
Complete the following for all persons living in the household. This includes children, spouse,
partner, relatives, friends, and roommates.

Name

Age and Date of Birth

ID Number
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Relationship

VAC-Westbrook Clinic
Social Support Services Referral

Patient’s Name:

Date of Birth:

Race:

Ethnicity:

Phone:

Gender: ☐ Male ☐ Female ☐ Transgender

Email Address:

Reason for Referral
_____ New Patient
_____ New Diagnosis
_____ Adherence
_____ Support Group
McAllen

Harlingen

_____Next Step Appointment Date:
I agree to enroll in the Peer Mentor Program. Peer Mentors are to provide peer support and help improve
the patients care. I understand that the Peer Mentors are not licensed professional counselors or therapists. By
agreeing to participate in the Peer Mentor Program you give your permission for the Peer Mentor and program
coordinator to share and exchange information with your health care providers and medical case managers for the
purpose of providing quality services to promote your health and wellness. Participants of the support groups or
educational programs agree to confidentiality of participation of other individuals. I agree not to disclose any
personal or medical information of other participants in the supports groups or educational programs.
Estoy de acuerdo en inscribirme en el Peer Mentor Programa. Peer Mentoras este pare apoyar y asistir en
mejorar el cuidado del paciente. Yo entiendo que los Peer Mentor no son consejeros o terapist as profesionales
licenciados. Al estar de acuerdo en participar en el Peer Mentor Programas yo doy permiso que el Peer Mentor y
el coordinador del programa que compartan e intercambien información personal con mi proveedor médico y
administrador de casos pare el propósito de proporcionar servicios de calidad que promueven su salud y bien
estar. Participantes de los grupos de grupos de apoyo o programas educacionales están de acuerdo en la
confidencialidad de los afros participantes. Yo estoy en acuerdo de no revelar información personal o medica de
los participantes de los grupos de apoyo o programas educativos.
Patient Signature:

Case Management Signature:

ID Number:
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VAC Westbrook Clinic
Summary of Services Provided
1. Case Management Services
2. COBRA Health Insurance
3. Ophthalmology Screening
4. Comprehensive, Risk, Counseling Services
5. Food Vouchers
6. Community Resource Referrals
7. Housing Opportunities for People with AIDS (HOPWA)
8. Medication Assistance/ Adherence
9. Mental Health Counseling
10. Medical Services
11. Nutritional Services
12. TB Screening
13. Support Groups/Social Groups/Next Step/ Peer Mentors
14. Transportation
15. Outpatient Medical Care/Referrals
16. Oral Health Care
17. Education/Outreach
18. Substance Abuse Treatment
19. Clinical Trials
20. Linguistic Services
21. STI Screenings
22. Domestic Violence
23. OB/GYN, including current pregnancy status
24. Partner Elicitation
25. Legal Needs
I have been explained the above services and understand how to access these services.
Patient Signature:

Case Management Signature:
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2016 VAC Westbrook Clinic
Patient Service Fee and Insurance Attestation Form
Grant Identification

B

C

D

Household annual Gross Income: $

=
(Gross Income/ (see chart) =% of Poverty) (100% - 400% poverty level refer to ACA) ___
Do you currently have Insurance? Yes _____ No ______ If yes, Name: _________________________________________
Fee Schedule (client code)
Family Size

Annual Income

Divide by

1
2
3
4
5
6
7

% of poverty

117.70
159.30
200.90
242.50
284.10
325.70
367.30

(For families/households with more than 7 persons, add $4160 for each additional person.)
$__________________X
(Annual Income X %
Patient Payment Responsibility: 0%

Pay Cap % (see service fee schedule) = $ _________________________________
= Annual Pay Cap Amount
20%

40%

60%

80%

100%

Patient Responsibility Clause:
I am responsible for the percentage of my medical payments (or co-payments) listed above until I reach my annual cap.

Ryan White Program Income Requirements:
The Ryan White federal grants require that we collect and maintain income documentation every six months. If we are unable to
obtain this information from you, the Ryan White specialty services may not be available to you. This information is kept confidential
and in a locked file in the case managers’ office. This information is also used to establish your medical cap for services. The Ryan
White legislation limits the annual cumulative charges to an individual for HIV-related services.
If your income is between 100%-400% of the poverty level, and you are a US citizen or are lawfully present in the US, you may be
eligible for a tax credit to help you afford health coverage purchased through the Marketplace. This means you may get a tax credit to
lower the premium cost for a private health plan that you purchase through the Marketplace.
The Westbrook Clinic staff will assist clients by providing information received through Texas Department of State Health Services
and/or the Ryan White Part B Administrative Agency – South Texas Development Council concerning the Affordable Health Care
Act, as it affects HIV clients. Staff can also help you prepare in enrolling for health care by educating you on the required information
you will need to enroll.
________ I understand that I may enroll for health care insurance coverage online through www.healthcare,gov.

________ I understand that the Westbrook Clinic staff are not trained insurance navigators and cannot determine which insurance
policy is best for me or enroll for me. It is my responsibility to review information provided about the policy to make the most
appropriate selection.

__________________________________________________________
Client or Legally Authorized Representative Signature

_______________________________
Date

___________________________________________________________

_______________________________

Case Manager Signature

Date

Service Fee Schedule
Poverty level /
Client Code

Insurance
Status

Collect From
Insurance

Collect From
Client
$0

Inability to Pay

Medicare, Medicaid,
Private Insurance

0-100%
0-100%

A
Al

No Insurance
Yes

$0
Allowable

101-150%

B

No Insurance

$0

101-150%
151-200%

BI
C

Yes

Allowable

No Insurance

$0

151-200%

CI

Yes

Allowable

201-250%

D

No Insurance

201-250%
251-300%

DI
E

Yes
No Insurance

$0
Allowable
$0

251-300%

El

Allowable

Over 300%

F

Yes
No Insurance

Over 300%

Fl

Yes

$0
20% of Total Fees

See Case Manager

20% of Co-Pay
40% of Total Fees

See Case Manager

40% of Total Co-Pay
60% of Total Fees

See Case Manager

60% of Co-Pay
80% of Total Fees

See Case Manager
See Case Manager

$0

80% of Co-Pay
100% of Total Fees

Allowable

100% of Co-Pay

See Case Manager

See Case Manager
See Case Manager
See Case Manager
See Case Manager

Patient Cap on Charges: The law limits the annual cumulative charges to an individual for HIV-related
services to:

Individual Income
At or below 100% of Poverty
101% to 200% of Poverty
201% to 300% of Poverty
Over 300% of Poverty

Maximum Charge
$0
No more than 5% of gross annual Income
No more than 7% of gross annual Income
No more than 10% of gross annual Income
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Consent to Request Tax Transcript

I ________________________________ authorize Valley AIDS Council‐Westbrook Clinic to obtain my
Tax Transcript from the year prior of the date signed on this document. The Tax Transcript from the
previous year is part of the eligibility documentation needed to access Ryan White Part B services which
include Medical Case Management as well as for the Texas HIV Medication Program/AIDS Drugs
Assistance Program (THMP/ADAP). This is a requirement from the Texas Department of State Health
Services and the Valley AIDS Council Westbrook Clinic.
The Valley AIDS Council‐Westbrook Clinic will request my Tax Transcript by mail or online at
www.irs.gov.
I fully understand that VAC‐Westbrook Clinic will use the information requested for eligibility purposes
only.

________________________

________________________________

Client Signature/Date

VAC Staff Signature/Date

Consentimiento para Solicitar Transcripción de Impuestos

Yo, ________________________________ le autorizo a la organización de Valley AIDS Council‐
Westbrook Clinic obtener mi Transcripción de Impuestos del año previo de la fecha estipulada en este
documento. La Transcripción de Impuestos del año anterior es parte de la documentación de
elegibilidad necesaria para acceder a los servicios de Ryan White Parte B, que incluyen la Administración
de Casos Medico, y el Programa Texas HIV Medication Program/ AIDS Drugs Assistance Program,
también conocido como THMP o ADAP. Este es un requisito del Departamento de Servicios de Salud
Estatal y de la organización de Valley AIDS Council‐Westbrook Clinic.
La organización de Valley AIDS Council‐Westbrook Clinic solicitará mi Transcripción de Impuestos por
correo o a través de la siguiente página de internet: www.irs.gov.
Entiendo perfectamente que la organización de Valley AIDS Council‐Westbrook Clinic utilizará la
información solicitada sólo con el propósito de determinar mi elegibilidad.
________________________
Firma del Cliente/ Fecha

________________________________
Firma del Empleado/ Fecha

Revised January 6, 2016

Valley AIDS Council Westbrook Clinic
Payor of Last Resort/Fee for Service Screening Tool
Patient Chart #:

Grant:

B

C

Patient Name:
Gender:

D

SFS:

DOB:

M

F

T

SSN:

Telephone:

Address:
Identifying Billable Sources
Third Party Payors for Medical Services:
Client
Has

Payor

Potentially
Eligible?

Why or Why Not?

Applied?

Approved?

Employer-Based Insurance

Y

N

Y

N

Y

N

Medicare *

Y

N

Y

N

Y

N

Medicaid *

Y

N

Y

N

Y

N

County Indigent Health Care

Y

N

Y

N

Y

N

VA Benefits

Y

N

Y

N

Y

N

Other

Y

N

Y

N

Y

N

Notes

Other assistance programs
Client
Enrolled

Program

Potentially
Eligible?

Why or Why Not?

Applied?

Approved?

THMP/ADAP

Y

N

Y

N

Y

N

WIC

Y

N

Y

N

Y

N

Medicare Part D

Y

N

Y

N

Y

N

Food Stamps *

Y

N

Y

N

Y

N

Pharmaceutical Assistance

Y

N

Y

N

Y

N

Other

Y

N

Y

N

Y

N

Notes

*Eligibility for programs above that are marked with an asterisk can be identified through www.yourtexasbenefits.com
Patient Signature:

Case Management Signature:
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ID Number:

Valley AIDS Council / Westbrook Clinic
Service Eligibility Screening Tool
Patient Chart #:
Patient Name:

DOB:

Client has:

Medicaid & Medicare

County Indigent Health Care

Children’s Health Insurance Program
(CHIP)

Medicare

VA Benefits

County Jail

Uninsured

Medicaid

Private Insurance

Other:

Client qualifies for:

Client Initial

CM Initial

Client Initial

Ryan White Part B

State Services

Ryan White Part C

HOPWA

Ryan White Part D

HEI

Ryan White:
Labs

CM Initial

State Services:
Transportation

Emergency medications

Dental

Dermatology

Health insurance assistance

Ophthalmology
Mental health counseling

Oncology
Neurology

Food pantry
Emergency Financial Assistance

Psychiatry

Gastroenterology

Radiology

General surgery consultation

HOPWA:
Tenant-Based rental assistance
Short-Term rental, mortgage, and utilities
Other:

Signature to Decline Case Management Services
I,

, decline Case Management services as described above.
Client Printed Name

I understand that if I decide to access services at a later date a complete intake will need to be completed at that time. This
will include submitting proof of residence and financial eligibility documents.
Patient Signature:

Case Management Signature:
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ID Number

Valley AIDS Council
Authorization Form
For Release of Prescription Medication to Approved Individuals
By signing this form, I hereby specifically authorize Valley AIDS Council to release my prescription medication to the individual(s) listed
below. I acknowledge that it may contain information about my protected health information.
I understand that Valley AIDS Council will take all appropriate precautions to protect my personal health information from improper
disclosure, and will package my medications in a secure and tamper-evident material. All packages are intended for the use of the
person to whom it is addressed and contain information that is privileged and confidential. The disclosure of which is governed by
applicable law. Valley AIDS Council will not be responsible if package is opened by a person other than the addressee.
I understand that persons taking receipt of my medication will need to show picture identification and sign a form acknowledging
receipt of medication(s).

Release My Medication(s) to the Following Person(s)
Name:
Street Address:
City, State, Zip:
Name:
Street Address:
City, State, Zip:

Information regarding this Authorization
It is your responsibility to inform your Valley AIDS Council Case Manager of any change to this authorized list. You have the right to
cancel this service at any time. The cancellation is only effective after it is signed.

Signature to Authorize Release of Medications
I,

, authorize Valley AIDS Council to release my medications as described above.
Client Printed Name

Patient Signature:

Case Management Signature:

Signature to Cancel Authorization for Release of Medications
I,

, want to cancel release of medications effective
Client Printed Name

.
Date

Should you want to reinstate this service or name another person as having permission to pick up your medications, you will need to
fill out another for and that person will need to show a picture identification and sign a form acknowledging receipt of medication(s).

ID Number:
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VAC-SS-08

OCTOBER 1999

VALLEY AIDS COUNCIL

Release of Information Consent
Non - Medical
For Medical Information, use VAC-CU-08
This form must be completed in full as a prerequisite for any referral and / or exchange of information between
VAC and other individuals, service organizations or government agencies.
I hereby authorize _____________________________________________________
(Agency or Individual)
(Address)

(City, State and Zip Code)

To Exchange information pertaining to the case of:
___________________________________
(Name of Client)

(Date of Birth)

(Social Security #)

This exchange of information is being executed for one of the following purposes:
1. To verify eligibility for services provided by VAC
2. To authorize VAC to act as a liaison on my behalf with my physician (on an "as needed" basis)
3. To authorize VAC to release or receive additional information pertaining to my case management
4. To refer me to another agency for additional services, the purposes of which have been
discussed with me
This authorization for referral is made voluntarily with fully informed consent; and said consent is subject to
revocation by the undersigned at any time. A request for revocation must be presented in writing and
notarized. Further, it is understood that this consent shall not expire. A photographic copy of this
authorization shall be considered as valid as the original. I understand that this exchange of information will
disclose my HIV status.
I have read this document in full and agree to its stated purpose and procedure.

Patient Signature:

Witness or Parent of Minor

VAC Representative

ID Number:
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JANUARY 2000

VAC-CU-68

VALLEY AIDS COUNCIL
2306 Camelot Plaza Circle, Harlingen, Texas 78550

(956) 428-9322

FAX (956) 428-3314

Informed Consent for Release of Medical Records/Medical Information

1. 1 have selected and hereby authorize
Organization Name

Name of Individual Representing

Address: City, State, Zip Code

Fax Number.

Telephone Number:

to release to:
P o s it io n

Name of Valley AIDS Council Clinic Staff Member

Photocopies of my medical record(s) and / or medical information contained therein, including HIV/AIDS test results, diagnosis, treatment and
related information:
Patient’s Name
Date of Admission

Date of Birth
Medical Records #

VAC #

2. Medical Information to be disclosed and / or phOt0Copied includes:
☒ Entire Record
☐ Admission Forms
☐ History & Physical
☐ Discharge. Summary
☐ Radiology films

☐
☐
☐
☐
☐

Operative/Post-Operative Procedure
Laboratory & Radiology Results
Diagnostic Results
Consultation
Autopsy Results

☐MD Orders & MD Progress Notes
☐Medication & Graphic Sheet
☐Nursing Data Base
☐Patient Transfer Form
☐ Other

3. The above information is released for the following purpose and that purpose only. Any other use is prohibited without the specific written
consent of the patient or authorized legal representative.
☒ Continuity of Medical Care
☐ Personal File
☐ Attorney Use
☐ Financial Resources
☐ Nursing Home Patient

☐Home Health/Hospice
☐ Provider. ServicesCare
☐ Adoption
☐ Rehabilitation
☐ Hospital transfer

☐ Transportation Acquisition
☐ Medical Equipment
☐ Child/Adult Protective Services
☐ Certification of Hospitalization
☐ Other:

4.If my records are protected under the federal regulation governing Confidentiality of Alcohol and Drug Abuse Patient Records. 42 CFR Part 2, the
record cannot be disclosed without my written consent unless otherwise provided in regulations. A general authorization for the release of medical
or other information is not sufficient for this purpose. Federal rules restrict any use of the information to criminally investigate or prosecute any
alcohol or drug abuse patient.
5.With respect to any mental health information which may be contained in the medical records, I hereby waive my / his / her right to the privileges
of confidentiality.
6.I also understand that I may revoke this authorization at any time except to the extent that action has been taken in reliance on it and that in any
event this authorization expires automatically six months from the date signed.

Signature of Patient or Authorized Legal Representative

Relationship of Authorized Person

Witness Signature

Position: (VAC Employee Only)

ID Number:
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APPLICATION FOR MEDICATION ASSISTANCE
THMP
ATTN: MSJA - MC 1873
PO Box 149347, Austin, TX 78714-9347
1-800-255-1090
- Please type or print clearly and answer all questions
- For help with this application call 1-800-255-1090
- Mail the completed application and copies of supporting documentation to the address listed above
- Do not send original documents, they will not be returned
- Detailed instructions are available at www.dshs.state.tx.us/hivstd/meds or by calling 1-800-255-1090

Is your application complete?
Answer all of the questions on the application?
Include proof of Texas residency?
Include proof of current income for you and your legal or common-law spouse? (If self-employed, did you
obtain your IRS tax transcript?)
Print out and sign the application?
Include the Medical Certification Form, completed and signed by your doctor? (page 11)
Include a copy of both sides of your health insurance card and information on how your prescription drug
coverage works (if applicable)?
Do you need to include any additional forms?
If you have zero income, include a supporter statement (page 7)
If you have Medicare, include the SPAP Enrollment form (page 8)
If you are und
If you are paid in cash, include the income verification form signed by your employer (page 10)
If you have any questions please call the THMP at 1-800-255-1090.

Print out, sign, and mail all application materials to:
Texas Department of State Health Services
Attn: MSJA - MC 1873
PO BOX 149347
Austin, Texas 78714-9347
PRIVACY NOTIFICATION
With few exceptions, you have the right to request and be informed about information that the State of Texas collects about you. You are entitled to
receive and review the information upon request. You also have the right to ask the state agency to correct any information that is determined to be
incorrect. See www.dshs.state.tx.us for more information on privacy notification. (Reference: Texas Government Code, Sections 522.021, 522.023,
559.003 and 559.004)
For additional information, including a review of Frequently Asked Questions and downloadable copies of program documents, please visit the Texas
HIV Medication Program web site at www.dshs.state.tx.us/hivstd/meds.
For additional information on AIDS service organizations, case management services and community resources in your local area, please call 2-1-1.
If you have any questions, comments or concerns regarding the Texas HIV Medication Program and this application for assistance, please call the
program directly at 1-800-255-1090.
Once you have completed the application and gathered the necessary attachments, please mail the completed application to: THMP, ATTN: MSJA MC
1873, PO BOX 149347, Austin TX 78714-9347.
(Revised 03/2015)

Page 1

SECTION I

PERSONAL INFORMATION

First Name

1. Last Name

Middle Name

Suffix (Jr., Sr., III)

1a. Previous names (including maiden name, aliases, and name changes)
2. Social Security Number:

3. Sex

5. Date of Birth:
6. Race (check all that apply)
White
Black/African American
Asian/Pacific Islander
American Indian/Alaska Native
Other/Unknown

8. Residential Street Address

4. If female, are you currently

Male
pregnant?
Female
Yes
No
Transgender: Male to Female
Due
Date:
Transgender: Female to Male
7. Ethnicity (check the one that best describes you)
Hispanic
Non-Hispanic

Apartment Number

(No P.O. Boxes or Rural Routes)

City

State

Zip Code

If you wish to have mail sent somewhere other than your residential address please provide an alternate mailing address:

9. Mailing Address - (P.O. Boxes and Rural Routes accepted here)
City

Apartment Number

State

Zip Code

10. Home Phone Number (area code + number)
May we leave a message on your voice mail or answering machine?
Yes

Work/Alternate Phone (area code + number)
No

May we leave a message on your voice mail or answering machine?
Yes

No

11. In order to process your application faster, we may need to call you with additional questions. If you are
unavailable, are there any special instructions as to how we should leave a message for you?

12. Have you recently been released or are you currently incarcerated in a jail or prison?
Yes

No

Facility Name

TDCJ or SPN Number

Release Date (or expected release date)

Approximate Length of Incarceration:

SECTION II MARITAL STATUS
13. What is your current Marital Status:
Single
Widowed
Divorced, Date:
Separated, Date:
(explanation required)
Married/Common Law (provide spouse information below)

If you are separated, please explain your current
legal situation.

14. Spouse Name:

Spouse SSN:

Spouse Date of Birth:

Is spouse also on program?
Yes

(Revised 03/2015)
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SECTION III-HOUSEHOLD INFORMATION
15. Including yourself, how many people live in your home?
If the applicant is under the age of 18 please fill out page 9 of the application.
Complete the following table for all persons living in your home. This includes children, spouse, relatives,
friends and roommates

Name

Age and Date of Birth
(Birth Date Required for under 18)

16. Do you receive HOPWA/Section 8 housing assistance/subsidized housing?

Relationship

Yes

No

(If yes, include agency verification)

17. Is there anything else you would like to tell us about your living situation that could help clarify your
application?

(Revised 03/2015)
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SECTION IV INCOME, EMPLOYMENT and BENEFITS
18. Please give a brief explanation of how you support yourself:

19. Employment: Please complete the table for employment status. If you are not working, make sure you list
where and when you were last employed. This program may verify your income with other sources such as the
Texas Workforce Commission. Spouse information is required if common law or legally married.
Applicant
Spouse
Required Documentation
Full time
Part time
Unemployed
Temporary
Seasonal
Student
Self Employed

a. Employment Status

Full time
Part time
Unemployed
Temporary
Seasonal
Student
Self Employed

b. If employed, Employer Name

If you have never worked or are a student please
explain this in the top section or in the space
provided at the end of the application. If you are
a student, please provide proof of your
enrollment and any financial aid you receive.
(Must be from your
office).

- If you work more than one job list all employers in
the section above.
- If you have recently changed jobs please indicate
this in the section above.
- Provide pay stubs for all current employment.
- If you are paid in cash have your employer
complete the Income Verification form.

Job Title
c. If unemployed
Where were you last employed
Date employment ended

20. Income and Benefits: Please complete the table for all income received. Report monthly gross income.
Gross income is the amount received before any taxes or deductions are taken. Submit documentation for all income.

Wages, salary, commissions, tips

$

$

Self-employment income

$

$

Interest, cash dividends or
investment income

$

$

Unemployment Benefits/Income

$

$

$

$

$

$

$

$

$

$

Other Disability Benefits/Income

$

$

Food Stamps/SNAP Benefits

$

$

Temporary Assistance to Needy
Families (TANF) Benefits

$

$

Alimony/child support received

$

$

Other Income (specify source)

$

$

Social Security Income
(retirement or disability-SSDI)
Supplemental Security Income
(SSI)
Retirement Pension or Annuities

At least Two (2) current, consecutive pay stubs or
earnings statements. If paid weekly, four (4)
consecutive pay stubs will be required.
A completed copy of your most recent Federal
Income Tax Return Transcript from the IRS.
Please note that per IRS regulations, anyone with
net self-employment earnings of more than $400
is required to file a Federal Tax Return for that
calendar year. Transcripts can be obtained by
visiting your local IRS office, online at IRS.gov,
(IRS form 4506-T also available online) or calling
the IRS at 1-800-908-9946.

A copy of your benefit award letter or any other
official documentation showing the amount
received on a regular basis.

Source:

If no income is reported, a supporter statement must be completed by the person who
provides support. Please complete page 7 and submit with the application.
(Revised 03/2015)
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SECTION V HEALTH INSURANCE
21. Are you currently taking medications for HIV (antiretroviral medications)?
If yes, please tell us how you are getting your medications.

Yes

No

22. What types of health care coverage or health insurance do you have?
Please check all that apply. If a card is issued provide a copy of the front and back of the card.

Health Insurance offered by my employer (examples: Blue Cross Blue Shield, Aetna, Humana)
Health Insurance offered by the employer of my spouse, parent or domestic partner
Private Health Insurance that I purchased on my own or someone else helped me purchase (Including
An agency or program helps me pay for my insurance: Agency Name
I have applied for Health Insurance Assistance: Agency Name
Medicaid (including Star and Star +)
C

Date
Date

HIP)

Medicare (Part A, Part B, Part C or Part D)
COBRA - continued group health coverage offered to you after leaving an employer plan
High Risk Pool (Texas or Federal)
Veterans Administration Health Benefits
City or County Indigent Program (examples: MAP, Gold Card, Parkland Plus, WilCo, Carelink)
Other:
23. Have you previously had any health insurance:
Yes
No If yes, please list name and date coverage ended.
If your insurance terminated in the last 90 days, submit proof of termination or Certificate of Prior/Credible
Coverage.
Insurance Name:

End Date:

Insurance Name:

End Date:

24. If you currently have health care coverage or health insurance, why are you applying for this program?
(Please check ALL that apply, and submit supplemental documentation from the insurance plan verifying your situation.)
I have insurance and I need help paying my medication deductibles, medication copayments, or coinsurance
expenses.

My insurance does not cover prescription drugs.
One or more HIV/AIDS medications I need are not covered by the plan.
Coverage will end soon (specify expiration date):
I have Medicare and I need help paying the medication deductibles, copays or coinsurance (please
complete the SPAP enrollment form)
Amount of annual prescription cap: $
Other limitations on coverage or payment (specify):
(Revised 03/2015)
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SECTION VI: ADDITIONAL INFORMATION
25. Is there anything you would like to clarify on this application? Please use this space to provide any
additional information that may help THMP process your application. Attach additional pages if needed.

SECTION VII: AUTHORIZATION AND APPLICANT CERTIFICATION
Authorization to release confidential information: I am authorizing the following individual(s) and agencies
to speak to the THMP on my behalf regarding my application and eligibility status. The individuals may be
friends and family members, or they may be care coordinators, social workers or other case managers
operating on my behalf. This authorization is in effect until I revoke it in writing, which I may do at any time.
Name of Person

Relation to You or Agency Name

Phone Number

Name of Agency or Clinic

Agency or Clinic Location (City)

Agency or Clinic Phone Number

IMPORTANT THE FOLLOWING CERTIFICATION AND AUTHORIZATION MUST BE SIGNED BY THE APPLICANT:
a. I understand that this application is a legal document. My signature (1) attests that all the information given is true
and correct, (2) authorizes the release of my medical information to the Texas HIV Medication Program (THMP)
and (3) attests that I do reside in the State of Texas.
b. I understand that it is my responsibility to notify the THMP immediately if my/our income increases; if I/we move
from Texas; if my/our residential or mailing address changes; or if my/our marital, household or insurance status
changes.
c. I understand that the THMP may request verification of the information I have provided in order to process my
application, and also at any time thereafter. I also understand that the processing of my application may be delayed
until such requested verification is received.
d. I understand that the THMP may verify information provided on this application with data resources made available
to the program for the purpose of eligibility determination.
e. I understand that deliberately omitting or giving false information could cause me to be removed from the THMP, or
criminally prosecuted, or both.
f. I understand that the THMP reserves the right to limit enrollment based upon availability of funds.

g. I understand that the THMP is required to recertify my eligibility status per the program rules in order to continue
receiving services.
Signature of Applicant (please print and sign)

Date

Signature of Parent (if applicant is under 18 years of age) (please print and sign)

Date

(Revised 03/2015)
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SUPPORTER STATEMENT
If an applicant has no income or is unable to provide any documentation showing how they manage,
this form can be used as documentation. This form must be completed and signed by the person
providing support; it should not be filled out by the person applying for the program.
I,

, certify that I currently support
(printed name of supporter)

, who resides at the following
(printed name of person you support)

address:

.
(person you support

I have supported him/her since

. My relationship to the applicant
(Date)

is

.
(examples: parent, spouse, roommate, friend, sister, etc.)

The type of support I provide is (check all that apply):
Room

Food/Clothing

Rent/Mortgage

Cash Assistance in the amount of $

Utility Bills

per month

Other:
Additional explanation (if necessary):

I can be reached at the following number(s) to verify this information:

By signing this form, I affirm that the above information is an accurate statement of assistance being provided
to the applicant. I understand that if I deliberately omit or give false information the applicant may be removed
from the program and/or criminally prosecuted.

Signature of Supporter (please print and sign)

Date

Please note: If there are special circumstances surrounding your household situation that would need to be explained or
verified by a social worker, case manager, or public health nurse, please have them provide a detailed support statement
on your behalf and attach it to your application when applying for assistance.
(Revised 03/2015)
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Enrollment Texas THMP State Pharmacy Assistance Program
Mailing Address:
Phone: 1-800-255-1090
Fax: 512-533-3178

Texas Department of State Health Services
ATTN: MSJA - MC 1873
PO Box 149347
Austin, TX 78714-9347

Applicants with MEDICARE should fill out this form. Individuals with Medicare who are eligible for assistance from the THMP will
be enrolled in the Texas THMP State Pharmacy Assistance Program (SPAP) to obtain their medications. The SPAP is designed to
provide help with co-pays, coinsurance and gap coverage associated with a Medicare Part D prescription drug plan. If you have
questions about the SPAP or this application please call 1-800-255-1090. If you are not already enrolled in the THMP, you must
also fill out the full THMP application.

SECTION I
Last Name

PERSONAL INFORMATION

First Name

Middle Name

Mailing Address

Date of Birth

Phone Number (area code + number)

City

State

Zip

Your Social Security Number

May we leave a message on your voice mail or answering machine?
Yes

Your Medicare Number

No

Effective Date of Medicare Part A
(listed on your Red White & Blue Medicare Card)

SECTION II

MEDICARE PRESCRIPTION DRUG INFORMATION

Are you enrolled in a Medicare Prescription Drug Plan (Part D)?

Yes if yes, please provide plan information below.
No

Plan Name:
ID Number:

Effective Date:
RxBin:

SECTION III

RxPCN:

RxGroup:

LOW INCOME SUBSIDY

Have you applied for the Low Income Subsidy or Extra Help
through the Social Security Administration?

Yes - please indicate application status below.
No - you need to apply for this assistance, please call
1-800-255-1090 to have an application mailed to you.

Low Income Subsidy/Extra Help Application Status
Approved, 100% Assistance
Approved, partial assistance (attach copy of approval letter)

Denied Assistance (attach a copy of pre-decisional or denial letter)
Awaiting determination, application date:

SECTION IV SPAP AGREEMENT
1) I understand that it is my responsibility to:
a) enroll in a Medicare Prescription Drug Plan and apply for the Low Income Subsidy,
b) maintain my enrollment in a Medicare Prescription Drug Plan, and
c) pay the monthly prescription drug plan premium directly to the prescription drug plan.
2) I understand that it is my responsibility to notify the Texas THMP SPAP immediately if any of the following happen:
a) my household income changes,
b) my address changes or I move out of the State of Texas,
c) my marital, household or insurance status changes, or
d) my Medicare benefits are terminated.
3) I understand that the Texas THMP SPAP reserves the right to limit enrollment based upon availability of funds.
4) I understand that the Texas THMP SPAP is required to recertify my eligibility status per program rules in order to
continue receiving services.
5) I understand that this is a legal document. My signature (1) attests that all the information given is true and correct, (2)
authorizes the release of my medical information to the THMP, including the Texas THMP SPAP, and (3) attests that I
do reside in the State of Texas.
Signature of Applicant (please print and sign)

Date

Signature of Parent (if applicant is under 18) (please print and sign)
(Revised 03/2015)
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PARENT INFORMATION
If an applicant is under the age of 18 this form must be filed out by the parent (s) who live with the applicant.
A. Name of Parent
Social Security Number

B. Name of Parent (if applicable)
Date of Birth

Social Security Number

Date of Birth

Employment: Please complete the table for employment status
. If you are not working make
sure you list where and when you were last employed. Employment may be verified with other sources such as the
Texas Workforce Commission. Income of parents who live with the applicant must be included.

a. Employment Status

Parent (a)

Parent (b)

Required Documentation

Full time
Part time
Unemployed
Temporary
Seasonal
Student
Self Employed

Full time
Part time
Unemployed
Temporary
Seasonal
Student
Self Employed

If you have never worked or are a student please
explain this in the top section or in the space
provided at the end of the application. If you are
a student, please provide proof of your
enrollment and any financial aid you receive.
(Must be from your
office).

b. If employed
Employer Name
Job Title
c. If unemployed
Where were you last employed
Date employment ended

- If you work more than one job list all employers
in the section above.
- If you have recently changed jobs please indicate
this in the section above.
- Provide pay stubs for all current employment.
- If you are paid in cash have your employer
complete the Income Verification form.

Income and Benefits: Please complete the table for all income received by the parent. Report monthly gross income. Gross income is
the amount received before any taxes or deductions are taken. Submit documentation for all income. If the child receives income this
should be reported on page 3 of the application.

Wages, salary, commissions, tips

$

$

Self-employment income

$

$

Interest, cash dividends or
investment income

$

$

Unemployment Benefits/Income

$

$

Social Security Income
(retirement or disability benefits)

$

$

Supplemental Security Income (SSI)

$

$

Retirement Pension or Annuities

$

$

$

$

Other Disability Benefits/Income

$

$

Food Stamps/SNAP Benefits

$

$

$

$

$

$

$

$

Temporary Assistance to Needy
Families (TANF) Benefits
Alimony/child support received
Other Income (specify source)

At least Two (2) current, consecutive pay stubs or
earnings statements. If paid weekly, four (4) consecutive
pay stubs will be required.
A completed copy of your most recent Federal Income
Tax Return Transcript from the IRS. Please note that
per IRS regulations, anyone with net self-employment
earnings of more than $400 is required to file a Federal
Tax Return for that calendar year. Transcripts can be
obtained by visiting your local IRS office, online at
IRS.gov, (IRS form 4506-T also available online) or
calling the IRS at 1-800-908-9946.

A copy of your benefit award letter or any other
official documentation showing the amount
received on a regular basis.

Source:

INSURANCE
Does the parent(s) have any type of health insurance or health coverage?
If yes, is the applicant (child) covered under the policy?

Yes*
Yes*
Yes

No
No
No

* If yes, provide a copy of both sides of the insurance card and include documentation as to how your prescription coverage works.
(Revised 03/2015)
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INCOME VERIFICATION
This form should be used only when no supporting income documentation is available. If paystubs are
available to the employee copies must be submitted. This should be signed by the employer only.

I. Employee Information
Employee Name:
Employee Address:

II. Employer Contact Information
Business Name:
Business Address:
Business Phone Number:
Contact Name:

Contact Phone Number:

III. Employee Income
Type of work performed by the employee:
First Day of Employment:

Last Day of Employment (if applicable):

Average number of hours worked per week:
Method of payment (check one):
Cash
Personal check
Payroll check
Frequency of payment (check one):
Weekly
Biweekly
Semi-monthly
Gross earnings $

Other (please specify)
Monthly

Daily

Other (please specify)

per pay period

Gross hourly wage: $

per hour

Estimated amount of weekly tips or commissions: $

per week

IV. Employee Health Coverage
Is employer-sponsored health coverage offered?

Yes

If yes, is/was this employee enrolled in health coverage?

No
Yes

No

V. Additional Information
Will there be any changes to this

employment in the next few months?

VI. Certification
I verify that the above information is true and correct to the best of my knowledge.
Signature of Employer (please print and sign)

(Revised 03/2015)
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TEXAS HIV MEDICATION PROGRAM
MEDICAL CERTIFICATION FORM
(TO BE COMPLETED BY PHYSICIAN)

Texas HIV Medication Code (if known)

-supplied, HIV-related therapy as prescribed by you. All
information requested will be kept strictly confidential by the Texas Department of State Health Services; personal identifying info is never released.

PATIENT INFORMATION
Full Name:
Mailing Address:

Apt #:

City, State, Zip:

Phone #:

Date of Birth:

Social Security Number:

***NOTICE*** Changes in therapy after initial approval and/or recertification may be faxed to (512) 533-3178.
I hereby certify that this patient has been diagnosed with HIV infection, and I am reporting the following viral load and CD4 count:
Plasma RNA Viral Load:

Test Date:

Current CD4 Count:

Test Date:

copies/ml
PRESCRIBED MEDICATIONS FOR OPPORTUNISTIC INFECTIONS:

Please check here if patient is pregnant:
acyclovir, for acute or chronic herpetic infection (NOTE: not all strengths available due to manufacturer shortages), OR
valacyclovir, for acute or chronic herpetic infection
itraconazole, for diagnosed histoplasmosis or blastomycosis (either caps or OS), OR for esophageal candidiasis (OS only)
clarithromycin, for a current or previous mycobacterium avium complex (MAC) diagnosis, OR
azithromycin, if client failed therapy on (or is intolerant of) clarithromycin
ethambutol, for a current or previous mycobacterium avium complex (MAC) diagnosis
fluconazole, for diagnosed cryptococcal meningitis or esophageal candidiasis
valganciclovir (Valcyte), for diagnosed CMV disease with infection(s) of major organ(s) or organ system(s)
megesterol acetate, for diagnosed cachexia or anorexia with profound, involuntary, acute weight loss >10% of baseline body
weight or chronic weight loss >20% of baseline body weight
rifabutin (Mycobutin), for a CD4 cell count < 100
pentamidine (currently unavailable due to shortages) or
SMX/TMP or
Dapsone (choose one, if applicable), for CD4 < 200, or thrush, or
previous PCP diagnosis, or unexplained fever>100º for >2 weeks, OR
atovaquone (Mepron), for diagnosed acute, mild to moderate PCP and intolerance to both SMZ-TMP and Dapsone
***REQUIRED*** Is this patient naïve to antiretroviral therapy? (check one)

Yes

No

PRESCRIBED ANTIRETROVIRAL MEDICATIONS: MONTHLY CLIENT LIMIT OF FOUR ANTIRETROVIRALS (ARVs)
Atripla (Sustiva/Truvada)*
atazanavir (Reyataz)
abacavir sulfate (Ziagen)
Combivir (AZT/3TC)*
darunavir (Prezista)
didanosine (DDI EC)
Complera (Edurant/Truvada)*
indinavir (Crixivan)
emtrictabine (Emtriva)
Epzicom (Ziagen/3TC)*
invirase (Saquinavir)
lamivudine (3TC)
Trizivir (AZT/Ziagen/3TC)*
lopinavir/ritonavir (Kaletra)
stavudine (D4T)
Truvada (Emtriva/Viread)*
nelfinavir (Viracept)
zidovudine (AZT)
efavirenz (Sustiva)
ritonavir (Norvir)
delavirdine (Rescriptor)
nevirapine (Viramune XR)
tipranavir (Aptivus)
enfuvirtide (Fuzeon)
raltegravir (Isentress)
fosamprenavir (Lexiva) if unboosted dosage, written justification from physician required
dolutegravir (Tivicay)
cobicistat (Tybost)
Triumeq (Tivicay/abacavir/3TC)*
rilpivirine (Edurant)
Prezcobix (Prezista/Tybost)*
tenofovir (Viread)
Evotaz (Reyataz/Tybost)*
etravirine (Intelence) For treatment experienced patients with viral resistance or toxicity to antiretroviral agents.
maraviroc (Selzentry) Proof of CCR5 monotropism via CCR5 assay must be included with this form for approval.
Stribild (elvitegravir/cobicistat/Emtriva/Viread)*
*Please note: Combivir, Evotaz, Epzicom, Prezcobix & Truvada each count as 2 ARVs; Atripla, Complera, Trizivir & Triumeq each count as 3 ARVs; Striblid counts as 4 ARVs.

PHYSICIAN SIGNATURE:

TX MD/DO LICENSE #:

PRINTED NAME OF PHYSICIAN:
OFFICE ADDRESS:
TELEPHONE:

FAX:

THMP, ATTN: MSJA - MC1873, PO Box 149347, Austin, TX 78714-9347
(Revised 03/2015)
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VAC - Resource Directory
Homeless Shelters
*

Salvation Army 1600 North
23rd St. McAllen, Texas
78501 956-682-1468

*Loaves and Fishes
514 South "E" St.
Harlingen, Texas 78550
956-423-1014

*Ozanam Center
656 North Minnesota Ave.
Brownsville, Texas 78521
956-831-6331

*Nuestra Clinica Del Valle
RR 3
Pharr, Texas 78577
956-782-2119

*Nuestra Clinica Del Valle 2900 North
Raul Longoria Rd. San Juan, Texas 78589
956-781-6077

Community Clinics
*

Nuestra Clinica Del Valle
801 West 1 st St. San Juan,
Texas 78589 956-787-8915
*Nuestra Clinica Del Valle
611 North Bryan Rd.
Mission, Texas 78572
956-580-3303
*Nuestra Clinica Del Valle 301 South
17th St.
Donna, Texas 78537
956-464-5809
*Nuestra Clinica Del Valle 1500
West 1st St.
Mercedes, Texas 78570
956-565-3191
*Su Clinica Familiar 1706
Treasure Hills Blvd. Harlingen,
Texas 78552 956-365-6002

*Nuestra Clinica Del Valle 1408
Silver Ave.
Donna, Texas 78537
956-461-5887
*Nuestra Clinica Del Valle
1200 Santa Rosa Ave.
Edcouch, Texas 78538 956262-1363
*Su Clinica Familiar
149 South 8th St.
Raymondville, Texas 78580
956-689-1922
*Su Clinica Familiar 4501
West Expressway 83
Harlingen, Texas 78550 956428-9653

*Brownsville Community Health Center
(Cameron Park Subdivision)
2609 Delia Ave.
Brownsville, Texas 78520
956-546-4243

*Nuestra Clinica Del Valle 300 North 86th
St.
Edinburg, Texas 78542
956-287-8850
*Nuestra Clinica Del Valle 201
South Los Ebanos Rd. Mission, Texas
78573 956-519-1800
*Su Clinica Familiar
4000 FM 511
Brownsville, Texas 78526
956-831-8338
*Su Clinica Familiar Highway 107 La
Feria Ave. Santa Rosa, Texas 78593
956-636-2676

*Brownsville Community Health Center
137 East 22nd St.
Brownsville, Texas 78521
956-548-7400

43

*El Milagro Community Health Clinic
901 East Vermont St.
McAllen, Texas 78501
956-664-9416

*HOPE Clinic
2332 Jordan Ave.
McAllen, Texas 78503
956-994-3319

Emergency Assistance
*Salvation Army
1600 North 23rd St.
McAllen, Texas 78501
956-682-1468

*Loaves and Fishes
514 South "E" St.
Harlingen, Texas 78550
956-423-1014

*Catholic Diocese Social Services 700
North Virgin De San Juan Blvd. San Juan,
Texas 78589 956-702-4088

*Salvation Army
201 East Monroe Ave.
Harlingen, Texas 78550
956-423-2454

*Good Neighbor Settlement
1254 East Tyler St.
Brownsville, Texas 78520
956-542-2368

Family Crisis Centers
*Family Crisis Center
616 West Taylor St.
Harlingen, Texas 78550
956-423-9304

*Friendship of Women
30 Business Dr.
Brownsville, Texas 78521
956-544-7412

*Mujeres Unidas / Women Together
420 North 21st St.
McAllen Texas 78501
956-664-2826

Counseling Services/ Mental Health
Methodist Health Care Ministries (locations in Cameron Willacy, and Hidalgo)
(First visit is free then will charge by sliding fee scale)
*First Methodist UMC Church
*El Buen Pastor United Methodist Church
1225 Boca Chica Blvd.
705 University Dr.
Brownsville, Texas 78520 1Edinburg, Texas 78539
866-212-0440
1-866-840-4041
*First United Methodist
Church 321 Harrison St.
Harlingen, Texas 78550 1 866-212-3367

*First United Methodist Church
331 South Main St.
La Feria, Texas 78566
1-866-264-1573
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*El Divino Redentor United Methodist
2421 Maple St.
McAllen, Texas 78505
1-866-395-3241

*El Mesias United Methodist Church
209 East 6th St.
Mission, Texas 78572
1-866-395-3241

*La Trinidad United Methodist Church
105 East Warren St.
Pharr, Texas 78577
1-866-724-1402

*First Methodist United Methodist Church
101 West Adams St.
Port Isabel, Texas 78578
1-866-212-3367

*First Methodist United Methodist Church
192 South 3rd St.
Raymondville, Texas 78580
1-866-724-1402

*First United Methodist Church
400 North Sam Houston Blvd.
San Benito, Texas 78586
1-866-212-0440

*Tropical Texas Behavioral Health 1242
North 77 Sunshine Strip Harlingen, Texas
78550 956-423-8094

*Tropical Texas Behavioral Health
601 West 6th St.
Weslaco, Texas 78596
956-968-8551

*Tropical Texas Behavioral Health 861 Old
Alice Rd.
Brownsville, Texas 78520
956-813-7833

*Tropical Texas Behavioral Health
1901 South 24th Ave.
Edinburg, Texas 78539
956-289-7000

Hospice Care
(Must have prognosis of 4 or less months to live)
*Comfort House Services, Inc.
617 Dallas Ave.
McAllen, Texas 78501
956-687-7367

County Indigent Health Care Program
*Edinburg Health Clinic
3105 East Richardson or (Schunior) Rd.
Edinburg, Texas 78539
956-318-2087

*McAllen Health Clinic
300 East Hackberry St. McAllen, Texas
78501 956-682-0824
*Weslaco Health Clinic 1901 North
Bridge St. Weslaco, Texas 78596 956969-4700

*Mission Health Clinic
211 North Schuerbach St.
Mission, Texas 78572
956-581-8596

44

*Pharr Health Clinic
300 West Hall Acres St.
Pharr, Texas 78577
956-787-3980

*San Benito Health Clinic
1390 West Expressway 83
San Benito, Texas 78586
956-389-3672

Government Assistance Services
*Food Stamp (SNAP) / Medicaid Services / TANF Saving Program
1-877-541-7905
Monday to Friday 8pm-Sprn
*Social Security Administration (disability Benefits) / Medicare
1-800-772-1213
Monday to Friday lam-7prn
*Texas Workforce Commission
601 EAST HARRISON ST
HARLINGEN, TX 78550-9147
956-423-9266

*Texas Workforce Commission
851 OLD ALICE RD
BROWNSVILLE, TX 78520-8551
956-546-3141

* V.I.D.A (Valley Initiative for Development and Advancement)
*Satellite Office
*Administrative office
STC Nursing Allied Health Building
1715 East Pike Blvd.
1101 East Vermont #131
Weslaco, TX 78596
McAllen, TX 78501
956-973-8600
956-872-3134
1-800-478-1770
Fax 956-447-0200
*Satellite Office
UTB / TSC
*Satellite Office
80 Fort Brown
TSTC
Student Services Building
1902 North Loop 499
Brownsville, TX 78520
Building "K" Room 111
Harlingen, TX 78550
*WIC (Women, Infants, and Children
Program)
*U.S. Citizenship and immigration
1-800-942-3678
Services
1-800-375-5283
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Food Banks
*Food Bank of the Rio Grande Valley, Inc.
2601 West Zinnia St.
McAllen, TX 78504
956-682-8101
Open: Weekdays (8am-5pm) and Saturday (Sam-12 noon)
Requirements: ID, Light bill or Water Bill under pt.'s name.
*St. Joseph the Worker Food Pantry
2332 Jordan Ave.
McAllen, TX 78503
956-994-0809
Requirements: Reside in South McAllen (83- Military Hwy.) ID,
Medicaid/Medicare, Utility Bill under pt.'s name, Income
*Open Hands Pantry
301 South 17th St.
Donna, TX 78537
956-461-6920
Apply: Fridays 9 a.m.-l2noon
Requirements: residents of Donna, Texas
Income based, Household income required
*CSFP (Commodity Supplemental Ford Program)
Texas Dept. of Human Services
P.O. Box 149030
Austin, Texas 78714
956-631-5009
Contact: Anna Gonzalez, Delia Del Toro, or Roble Lara
Eligibility: Senior Citizens age 60 or older
Pregnant Women
Breastfeeding Women
Infants (0-1 years old)
Children (1-5 years old)
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