
Project Access West Tennessee
Notice of Privacy Practices 

Effective Date: [09/01/2021]

THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND DISCLOSED AND HOW YOU 
CAN GET ACCESS TO THIS INFORMATION. 

PLEASE REVIEW IT CAREFULLY 
. 

If you have any questions about this notice, please contact: 

PAWT Director - Nicole Scroggins
1067 Cresthaven Rd.
Memphis, TN 38119
Office: 901-707-8276
Fax: (901) 374-9574

OUR PLEDGE REGARDING YOUR HEALTH INFORMATION. Each time you visit a hospital, physician, or other healthcare 
provider, a record of your visit is made. Typically, this record contains your symptoms, examination and test results, diagnoses, 
treatment, a plan for your future care or treatment, and billing-related information. Such records are necessary for the healthcare 
provider to provide you with quality care and to comply with certain legal requirements. We are committed to protecting the 
confidentiality of our records containing information about you. This notice applies to all records of your care created or received 
during your enrollment in the Project Access West Tennessee (PAWT). Healthcare providers from whom you obtain care 
and treatment may have different policies or notices regarding the use and disclosure of your health information created or 
received by that provider. Also, health plans in which you participate may have different policies or notices concerning 
information they receive about you. This notice will tell you about the ways in which we may use and disclose health information 
about you. We also describe your rights and certain obligations we have regarding the use and disclosure of health information. 
We are required by law to maintain the privacy of your health information; give you this notice of our legal duties and privacy 
practices and make a good faith effort to obtain your acknowledgment of receipt of this notice; and follow the terms of the notice 
that is currently in effect.  We will notify you in the event of any breach of unsecured protected health information. 

YOUR RIGHTS REGARDING YOUR HEALTH INFORMATION. 

Right To Inspect and Copy. You have the right to inspect and copy health information that may be used to make decisions 
about your care. Usually, this includes medical and billing records, but does not include psychotherapy notes. To inspect and 
copy your health information, you must complete a specific form providing information we need to process your request. To 
obtain this form or to obtain more information concerning this process, please contact a PAWT Director at 1067 
Cresthaven Road, Memphis, TN 38119 or call 901-761-0200.   You will be asked to submit a specific form to review the records 
stored in the PAWT office. If you request a copy of the information, we may charge a fee for the costs of copying, mailing, or 
other supplies and services associated with your request. We may require that you pay such fee prior to receiving the requested 
copies. We may deny your request to inspect and copy in certain very limited circumstances. If you are denied access to health 
information, you may request that the denial be reviewed. A PAWT board member will review your request and the denial. The 
person conducting the review will not be the person who denied your request. We will comply with the outcome of the review.   

Right To Request Amendment. If you believe that our records contain information we have about you that is incorrect or 
incomplete, you may ask us to amend the information. You have the right to request an amendment for as long as the 
information is kept by or for PAWT. To request an amendment, you must submit this request in writing to the PAWT 
Executive Director, and include the reason that supports your request. To obtain this form or to obtain more information 
concerning this process please contact a PAWT Director at 1067 Cresthaven Road, Memphis, TN 38119.  We may deny your 
request for an amendment if you fail to provide a complete request in writing. In addition, we may deny your request if you 
ask us to amend information that:  • Was not created by us, unless the person or entity that created the information is no longer 
available to make the amendment; • Is not part of the health information kept by or for PAWT • Is not part of the information that 
you would be permitted to inspect and copy; or • Is accurate and complete. If your request is denied, you will be informed of the 
reason for the denial and will have an opportunity to submit a statement of disagreement to be maintained with your records.  

Right to an Accounting of Disclosures. You have the right to request an “accounting of disclosures.” This is a list of the 
disclosures we made of health information about you, with certain exceptions specifically defined by law. To request this list of 
accounting of disclosures, you must complete a specific form providing information we need to process your request. To obtain 
this form or to obtain more information concerning this process, please contact a PAWT Director at 1067 Cresthaven Road, 
Memphis, TN 38119, or call 901-761-0200. Your request must state a time period, which may not be longer than six years 
and may not include dates before September 1, 2021.  Your request should indicate in what form you want the list (for



example, on paper, electronically). The first list you request within a 12-month period will be free. For additional lists, we may 
charge you for the costs of providing the list. We will notify you of the cost involved and you may choose to withdraw or modify 
your request at that time before any costs are incurred. 

Right to Request Restrictions. You have the right to request a restriction of limitation on the health information we use or 
disclose about you for treatment, payment, or health care operations. You also have the right to request a limit on the health 
information we disclose about you to someone who is involved in your care or the payment for your care, like a family member or 
friend. For example, you could ask that we not use or disclose information about a surgery you had.  Except as provided 
below, we are not required to agree to your request. If we do agree, we will comply with your request unless the information 
is needed to provide you emergency treatment. If you file a request to restrict or limit the health information we would normally 
disclose to participating providers and other associated entities, and that restriction limits our ability to coordinate your access to 
donated services, we may have to remove you from the PAWT program.  We will honor any request to restrict disclosure of
protected health information to health plans if the disclosure is only for the purpose of carrying out payment or health care 
operations, is not otherwise required to be disclosed by law, and the cost of the health care item or services provided has been 
paid in full by a person other than the health plan.  To request restrictions, you must complete a specific form providing 
information we need to process your request. To obtain this form or to obtain more information concerning this process, please 
contact a PAWT Director at 1067 Cresthaven Road, Memphis, TN 38119.

Right to Request Alternative Methods of Communications. You have the right to request that we communicate with you 
about medical matters in a certain way or at a certain location. For example, you can ask that we only contact you at work or by 
mail. To request an alternative method of communications, you must complete a specific form providing information we need to 
process your request. To obtain this form or to obtain more information concerning this process, please contact a 
PAWT Director at 1067 Cresthaven Road, Memphis, TN 38119. We will accommodate all reasonable requests. Your request
must specify how or where you wish to be contacted. 

Right to a Paper Copy of This Notice. You have the right to a paper copy of this notice. You may ask us to give you a copy of 
this notice at any time. Even if you have agreed to receive this notice electronically, you are still entitled to a paper copy of this 
notice. To obtain a paper copy of this notice, contact a PAWT Director at 1067 Cresthaven Road, Memphis, TN 38119.

COMPLAINTS 
If you believe your rights with respect to health information about you have been violated PAWT, you may file a complaint
with PAWT or with the Secretary of the Department of Health and Human Services. To file a complaint with PAWT, contact a
PAWT Director at 1067 Cresthaven Road, Memphis, TN 38119.  All complaints must be submitted in writing.

You will not be penalized for filing a complaint. 

HOW WE MAY USE AND DISCLOSE HEALTH INFORMATION ABOUT YOU WITHOUT YOUR SPECIFIC AUTHORIZATION 
The following categories describe different ways that we are permitted to use and disclose health information without a specific 
authorization from you. If you desire to restrict our use of your health information for any of these purposes, you need to submit a 
request for restrictions in the manner described above.  

For Treatment. We may use information about you to provide you with medical treatment or services. We may disclose health 
information about you to doctors, nurses, technicians, medical students, or other personnel who are involved in taking care of 
you through your enrollment in PAWT. For example, a doctor treating you for a broken leg may need to know if you have diabetes
because diabetes may slow the healing process. In addition, the doctor may need to tell the dietician if you have diabetes so that 
we can arrange for appropriate meals. PAWT may also share your health information with other participating medical providers in
order to coordinate the different things you need, such as prescriptions, lab work, and x-rays. We also may disclose health 
information about you to people outside of PAWT who may be involved in your medical care after you leave the PAWT program,
such as family members, friends, or others we use to provide services that are part of your care. We will give you an opportunity, 
however, to restrict such communications. We may disclose health information about you to other health care providers who 
request such information for purposes of providing medical treatment to you. 

For Payment. Although PAWT will attempt to assist you in accessing medical services on a donated basis, there may
be situations during which you must access care that is not being donated and for which you must provide payment. We may use 
and disclose health information about you so that the treatment and services you receive during your enrollment in PAWT may be
coordinated, even if those services are not available on a donated basis and you are being billed for those services. For 
example, we may need to give your health information about emergency services you received through a hospital (that are not 
considered donated, patients must be billed) so that the hospital can bill you for those emergency services. We may also tell your 
other medical benefits providers such as TennCare about a treatment you are going to receive to determine your eligibility for 
coverage for the treatment. We also may provide information about you to other health care providers to assist them in obtaining 
payment for treatment and service provided to you by that provider, should they not wish to consider those services as donated 
through the PAWT program.



For Health Care Operations. We may use and disclose health information about you for our internal operations. These uses 
and disclosures are necessary to run PAWT and make sure that all of our patients receive quality care. For example, we may use
health information to review our treatment and services and to evaluate the performance of our staff in caring for you. We may 
also combine health information about many patients to decide what additional services we should offer, what services are not 
needed, and whether certain new treatments are effective. We may also disclose information to doctors, nurses, technicians, 
medical students, and other personnel for review and learning purposes. We may also combine the health information we have 
with health information from other health care providers to compare how we are doing and see where we can make 
improvements in the care and services we offer. We may remove information that identifies you from this set of health 
information so others may use it to study health care and health care delivery without learning who the specific patients are. We 
may disclose health information about you to another health care provider or health plan with which you also have had a 
relationship for purposes of that provider or plan’s internal operations. 

Appointment Reminders. We may use and disclose health information to contact you as a reminder that you have an 
appointment for treatment or medical care through the PAWT program. Unless you direct us to do otherwise, we may
leave messages on your telephone answering machine identifying PAWT and asking for you to return our call. Unless
we are specifically instructed by you otherwise in a particular circumstance, we will not disclose any health information to any 
person other than you who answers your phone except to leave a message for you to return the call.  

Surveys. We may use and disclose health information to contact you to assess your satisfaction with our services. 

Treatment Alternatives. We may use and disclose health information to tell you about or recommend possible treatment options 
or alternatives that may be of interest to you.  

Business Associates. There are some services provided in our organization through contracts or arrangements with business 
associates. For example, we may contract with a copy service to make copies of your health record. When these services are 
contracted, we may disclose your health information to our business associate so they can perform the job we’ve asked them to  
do. To protect your health information, however, we require our business associates to appropriately safeguard your information. 

Individuals Involved In Your Care or Payment For Your Care. We may release health information about you to a friend or 
family member who is involved in your medical care. We may also give information to someone who helps pay for your care. In 
addition, we may disclose health information about you to an organization assisting in a disaster relief effort so that your family 
can be notified about your condition, status, and location.  

Research. Under certain circumstances, we may use and disclose health information about you for research purposes. For 
example, a research project may involve comparing the health status of newly enrolled PAWT patients with those exiting the
program. All research projects, however, are subject to a special approval process. This process evaluates a proposed research 
project and its use of health information, trying to balance the research needs with patients’ needs for privacy of their
health information. Before we use or disclose health information for research, the project will have been approved through this 
research approval process, but we may, however, disclose health information about you to people preparing to conduct a 
research project, for example, to help them look for patients with specific medical needs, so long as the health information they 
review does not leave the PAWT program. We will almost always ask for your specific permission if the researcher will have
access to your name, address, or other information that reveals who you are, or will be involved in your care through your 
enrollment in PAWT.

Fundraising Activity.  You may elect to opt out of our fundraising activity.  We may contact you in an effort to raise money for 
PAWT and its operations.  We may disclose information to our business associates and/or institutionally related foundation for the
purpose of contacting you to raise funds for PAWT and its operations.  The information released would include your
name, address, other contact information (telephone number, email address, etc.), age, gender, date of birth, dates of 
health care provided, department of service information, treating physician, outcome information, and health insurance 
status.  Please contact a PAWT Director at 1067 Cresthaven Road, Memphis, TN 38119, or call 901-761-0200 if you wish
to discontinue receiving fundraising materials. 

As Required By Law. We will disclose health information about you when required to do so by federal, state, or local law. 

To Avert a Serious Threat to Health or Safety. We may use and disclose health information about you when necessary to 
prevent a serious threat to your health and safety or the health and safety of the public or another person. Any disclosure, 
however, would only be to someone able to prevent the threat. 

Military and Veterans. If you are a member of the armed forces, we may release health information about you as required by 
military command authorities. We may also release health information about foreign military personnel to the appropriate foreign 
military authority.  



Employers. We may release health information about you to your employer if you access health care services through the PAWT
program at the request of your employer, and the health care services are provided either to conduct an evaluation relating to 
medical surveillance of the workplace or to evaluate whether you have a work-related illness or injury. In such circumstances, we 
will give you written notice of such release of information to your employer. Any other disclosures to your employer will be made 
only if you execute a specific authorization for the release of that information to your employer. 

Workers’ Compensation. We may release health information about you for workers’ compensation or similar programs. These 
programs provide benefits for work-related injuries or illness.  

Public Health Risks. We may disclose health information about you for public health activities. These activities generally include 
the following: • to prevent or control disease, injury or disability; • to report births and deaths; • to report reactions to medications 
or problems with products; • to notify a person who may have been exposed to a disease or may be at risk for contracting or 
spreading a disease or condition. • to notify the appropriate government authority if we believe a patient has been the victim of 
abuse, neglect or domestic violence. We will only make this disclosure if you agree or when required or authorized by law. 

Health Oversight Activities. We may disclose health information to a health oversight agency for activities authorized by law. 
These oversight activities include, for example, audits, investigations, inspections, and licensure. These activities are necessary 
for the government to monitor the health care system, government programs, and compliance with civil rights laws.  

Lawsuits and Disputes. If you are involved in a lawsuit or a dispute, we may disclose health information about you in response 
to a court or administrative order. We may also disclose health information about you in response to a subpoena, discovery 
request, or other lawful process by someone else involved in the dispute, but only if efforts have been made to tell you about the 
request or to obtain an order protecting the information requested. 

Law Enforcement. We may release health information if asked to do so by a law enforcement official: • In response to a court 
order, subpoena, warrant, summons, or similar process; • To identify or locate a suspect, fugitive, material witness, or missing 
person; • About the victim of a crime if, under certain limited circumstances, we are unable to obtain the person’s agreement; • 
About a death we believe may be the result of criminal conduct; • About criminal conduct at PAWT; and • In emergency
circumstances to report a crime; the location of the crime or victims; or the identity, description or location of the person who 
committed the crime. 

Coroner’s Medical Examiners and Funeral Directors. We may release health information to a coroner or medical examiner. 
This may be necessary, for example, to identify a deceased person or determine the cause of death. We may also release health 
information about patients enrolled in PAWT to funeral directors as necessary for them to carry out their duties.

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

Protective Services for the President and Others. We may disclose health information about you to authorized federal officials 
so they may provide protection to the President, other authorized persons, or foreign heads of state, or to conduct special 
investigations.  

Inmates/Persons In Custody. If you are an inmate of a correctional institution or under the custody of a law enforcement 
official, we may release health information about you to the correctional institution or law enforcement official. This release would 
be necessary (1) for the institution to provide you with health care; (2) to protect your health and safety or the health and safety 
of others; or (3) for the safety and security of the correctional institution.  

DISCLOSURE REQUIRING YOUR WRITTEN AUTHORIZATION 

MARKETING ACTIVITIES.  We must obtain your written authorization prior to using your protected health information for 
Marketing activities.  Marketing activity is a communication about a product or service that encourages recipients of the 
communication to purchase or use the product of service.  This includes any communications regarding alternative treatments, 
therapies, health care providers, or products or services if we receive any direct or indirect payment for using or disclosing your 
protected health information.  If we receive any direct or indirect payment as a result of the use or disclosure of your protected 
health information, we will explicitly state in your signed authorization that we receive such payment.  If you provide us 
authorization to use or disclosure your information for marketing activities, you may revoke that authorization, in writing, at any 
time.    

SALE OF PROTECTED HEALTH INFORMATION.  We must obtain your written authorization prior to using your protected 
health information for any sale of your protected health information.  This would include receiving any financial remuneration from 
the recipient of the protected health information we provided.  We will explicitly state in your signed authorization that we receive 



such payment.  If you provide us authorization to use or disclosure your information for the sale of your protected health 
information, you may revoke that authorization, in writing, at any time.    

PSYCHOTHERAPY NOTES.  We must obtain your written authorization prior to releasing any information from your mental 
health professional documenting or analyzing the contents of a conversation during a counseling session that are separated from 
the rest of your medical records.  If you provide us authorization to use or disclose your psychotherapy notes, you may revoke 
that authorization, in writing, at any time.     

OTHER USES OF HEALTH INFORMATION. Other uses and disclosures of health information not covered by this notice or the 
laws that apply to us will be made only with your written authorization. If you provide us authorization to use or disclose health 
information about you, you may revoke that authorization, in writing, at any time. If you revoke your authorization, we will no 
longer use or disclose health information about you for the reasons covered by your written authorization. Of course, we are 
unable to take back any disclosures we have already made with your permission, as we are required to retain in our records, the 
care that we provided to you.  

CHANGES TO THIS NOTICE.  We reserve the right to change this notice. We reserve the right to make the revised or changed 
notice effective for health information we already have about you as well as any information we receive in the future. We will post 
a copy of the current notice in the PAWT office. The notice will contain on the first page the effective date. In addition, each time
you are enrolled in the PAWT program to access donated health care services; we will offer you a copy of the current notice in
effect.  

ACKNOWLEDGEMENT.  You will be asked to provide a written acknowledgement of your receipt of this Notice of Privacy 
Practices. We are required by law to make a good faith effort to provide you with our Notice of Privacy Practices and obtain such 
acknowledgement from you. However, your receipt of care and enrollment in PAWT is not conditioned upon your providing the
written acknowledgement.   



Marital Status: Single   Married   Separated   Divorced   Widowed

Patient  Application

Housing: Rent   Own Home  Homeless   Other:

Primary Language: Speak English? Yes No  

Education Level: Less than High School  GED  High School Graduate 

Some College College Graduate

Gender:   Male   Female   Which county are you a resident of? 

Ethnicity: Black  Caucasian  Hispanic  Asian  Native American  Other:

Telephone:  Cell: Email:

City/State/Zip: Years/Months at Current Address:

Name:       Social Security #: 
(First, Middle, Last)

Today’s Date

P.O. Box:  

Have you applied for TennCare?    Yes No   Approximately Last date applied:

If yes, what was the result from your TennCare application? 

Are you currently covered by any Health Insurance, Medicare, or TennCare?   Yes  No

Is Health Insurance available through your current employer? Yes No
If yes, Monthly estimated cost of insurance to you  $

Have you ever received Health Insurance benefits, including TennCare?     Yes   No

If yes, when and why was it terminated?_________________________________________

Is there a possibility you will receive Medicare,TennCare, or Health Insurance?  Yes No
If yes, please explain: __________________________________________________________

Street Address:         Apt #: 

Date of Birth:          Age:          Number of People living at Current Address: 

Emergency Contact: Phone:
Relationship to Contact: 

If yes, please list name of health coverage: 



Have you ever been treated for work-related and/or Motor Vehicle Accident-related injury? 
Yes   No  If yes, what injuries did you receive in the work-related or Motor Vehicle Ac-
cident?

Date of injury:

What is the status of your Worker’s Compensation and/or Accident Insurance claim(s)?    

Is there any legal action anticipated regarding this injury or illness?   Yes   No

Will your injury or illness prevent you from working for 12 months or longer?   Yes  No

Please provide information for every person living at your current address:
Name Age          Employer Hours Worked/Week     Rate of Pay

If yes, number of years of service? Discharge status:

Do you currently receive assistance from any State Programs?   Yes   No
If yes, what type?

Do you receive food stamps?   Yes   No

Did you ever serve in the US Military?   Yes   No

Current Medical Problems 

Are you eligible for VA benefits?   Yes   No

Do you or anyone living at your current address own a business? Yes  No
If yes, who?     Type of business    Years in business 

Do you currently have a primary care physician?  Yes  No

If yes, who/what practice? 

Do you receive any type of disability benefits?  Yes  No   If yes, what  type?_________ 

Have you applied for disability?  Yes  No    Status:



Checking Account # ___________________          Bank __________________________

Current Balance: $_______________   Is this your only checking account?    Yes  No

Savings Account # ____________________          Bank __________________________

Current Balance: $_______________
Monthly Household Income (Total for everyone at your residence):

Monthly Household Expenses (Total for everyone at your residence):

How did you hear about Project Access? _______________________________________ 

I certify that the above information is true to the best of my knowledge and there is no intent 
to commit fraud.  I understand that appropriate action will be taken if the above information 
is misrepresented.  I understand that eligibility for this program must be evaluated and will 
be confirmed by mail to the applicant.  Further, I understand that the assistance is donated 
by volunteer providers and could end due to lack of volunteer services.

Patient Signature:_________________________________  Date:_______________
If you have any questions, contact the Project Access West Tennessee office 

at 901-761-0200.

        Social Security  Child Support      Unemployment Disability

   Pension/Retirement            Rental Property           Welfare Food Stamp Allotment

 Alimony             Salary/Wages           Cash Assistance

       Mortgage/Rent Car Payment     Car Insurance  Electric

Water       Gas  Groceries Medication

          Telephone   Cell Phone   Cable/Satellite TV        Property Taxes

        Home Owner’s Insurance  Medical Insurance
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Income Verification Form

Employee Name: ___________________________________    Patient Name: ___________________________________ 

Position: __________________________________________    Employer: ______________________________________ 

Employer Contact: __________________________________    Phone: _________________________________________ 

Address: ___________________________________________________________________________________________ 

Federal Employee I.D. Number: ________________________   Average Number of Hours Per Week: ________________ 

  Rate of Regular Pay: __________   Rate of overtime pay: __________ 

Type of Employee 
(please check one) 

� Full-time 
� Part-time 
� Contract 

Pay Cycle 
� Weekly 
� Bi-monthly 
� Monthly 

� Hourly Employee 
� Salary Employee 

  _____________________  ___________________________________________ 
Patient Signature     Date 

Week-ending Date Check Date Hours Worked Gross Pay 

By signing below I acknowledge that the information contained in this document is accurate to the best of my 
knowledge. 

__________________________________________________               _____________________ 
Employer Signature               Date 
__ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ __ 
__ 

By signing below I give my consent for any authorized agent of __Project Access West Tennessee______ to 
disclose my gross earnings from _____________ to _____________ 
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Patient Responsibilities 

Program Overview: 
Doctors, hospitals and many others have donated their services to help you get well and stay well.  
Please note that the availability of services depends on volunteer physicians and could end due to lack of 
volunteer services.  Your responsibilities, the assistance available and other conditions may change at 
any time.  By signing this form, you agree to comply with the Patient Responsibilities below, and you 
authorize Project Access West Tennessee (PAWT) to verify what you have reported during the application 
process.  Patients who anticipate legal action regarding an injury or illness are not eligible for help through 
PAWT.  We reserve the right to require that you pay for any assistance you may receive based on 
inaccurate information provided by you.  You may also receive some bills, for which you are responsible, 
should you need services not currently being donated for by the PAWT program. 

You agree that you: 

1. Will schedule your PAWT appointments through the PAWT office.  Referrals to a specialist will be
made based on your primary care physician’s recommendations.

2. Will follow your treatment plan, for example:  get prescribed medications and take as directed.
3. Will promptly supply any information, which may be requested by the program, within the

timeframe requested.
4. Will allow all information regarding your participation in this program to be shared with other

individuals, organizations and agencies solely at the discretion of PAWT, in accordance with state
and federal laws.

5. Will immediately contact PAWT if your income changes or if you become covered by Medicare,
TennCare, private insurance, or any other health insurance/medical benefits.

6. Will apply for TennCare or other assistance programs if you are eligible.
7. Will authorize the State Department of Human Services to share information regarding your

eligibility for TennCare and other programs with PAWT staff and medical providers.
8. Will contact PAWT immediately with any changes in your address or phone number.
9. Will treat PAWT providers and staff with respect. PAWT providers donate their time and services

to help patients with their medical needs. Inappropriate behavior by the patient toward PAWT
providers or staff can result in disenrollment from the program.

You further agree to: 
1. Keep each doctor’s appointment. (If you miss your appointment without notifying the doctor’s office

at least 24 hours before your appointment, you may be removed from the program.)
2. Call your primary care physician or PAWT if you need to be seen anywhere else for treatment.
3. Limit your emergency room visits to true emergencies.  For most problems, such as a sore throat,

allergies, etc., you can get faster and less expensive treatment through your primary care
physician.  PAWT patients who repeatedly go to the emergency room without a genuine
emergency, may be removed from PAWT and may be responsible for emergency room charges.

By signing below, you confirm that you agree to the above conditions and that income information you 
provided is accurate.  If you do not follow the above guidelines, you will be removed from PAWT. 

Patient Signature___________________ Social Security No.______________ Date:_____________
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Appeal Procedure 

Persons who have been deemed ineligible for Project Access West Tennessee enrollment and

believe that an error occurred in the review process of their information, or have additional information to 

prove eligibility, have a right to appeal.  Appeal requests will be reviewed only if they meet the above 

stated criteria.  Appeal reviews will not be accepted simply to contest protocols of the PAWT organization.

Policies and protocols of the organization will be followed.  The following outlines the steps to be followed 

in filing an appeal. 

Step I Prepare a written statement with the following information: 

A. The full name, address and telephone number of the person appealing.

B. A clear and brief statement of the facts supporting the appeal, including relevant

dates.

The statement must be signed and dated and sent to PAWT office within five (5)

working days after the eligibility denial.  A copy of this form must be signed and 

returned with that statement.  Please send to: 

Project Access West Tennessee
1067 Cresthaven Road Memphis, 
TN 38119

Step II Appeals that meet the stated criteria will be presented to the Project Access West 
Tennessee Appeals Committee (appointed by the Memphis Medical Foundation and

the Memphis Medical Society.  The committee will review the appeal and mail a

written response within thirty (30) working days of receipt of the complete appeal.  If 

additional documentation is requested by PAWT, a written response will be mailed

within thirty (30) working days of receipt of the requested information.

I hereby certify that I have received a copy of the Project Access West Tennessee Appeal Procedure.

___________________________________ ______________________ 

Signature Date 
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AUTHORIZATION FORM FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION 
Instructions: Blocks 1 - 7 must be completed.  If any block is not completed, this “Authorization Form” will be considered 

incomplete and defective and cannot be used.    PLEASE PRINT ALL INFORMATION. 

Block 1: Patient Identification 
PATIENT NAME: ________________________________________________ DATE OF BIRTH: ______________________ 
PATIENT’S ADDRESS: __________________________________________________________________________________ 

Street [Apt. number, P.O. Box - as applicable]     City  State Zip code 
SOCIAL SECURITY NUMBER or OTHER IDENTIFIER: (e.g. patient acct # or DL #): ________________________________ 

Block 2: Type of Records / Information to be Disclosed 
CHECK ONLY ONE OF THE FOLLOWING BOXES (A or B).  If neither box is checked or if both boxes are checked then this 
form will be considered defective and cannot be used.  IF YOU WANT BOTH TYPES OF RECORDS DISCLOSED YOU MUST 
USE TWO SEPARATE FORMS - One for Each Purpose. 

 A. Records except for Psychotherapy Notes  B. Psychotherapy Notes only
DESCRIBE WHAT SPECIFIC RECORDS MAY BE DISCLOSED AND/OR CHECK ALL THAT APPLY: 

 All Records*      alcohol/drug evaluation or treatment     HIV/Aids Status
*All includes inpatient/outpatient records, medical, dental, psychiatric, alcohol/chemical/substance abuse, HIV/Aids, pharmaceutical, hospital or
physician records, office notes, narrative summaries, telephone messages, correspondence to/from/about you, diagnostic testing results, bills,
statements & invoices whether or not you created those records as long as the records are in your control or possession.

Block 3: Persons, facility, or class of persons who are authorized to disclose (provide) the records / information: Project 
Access West Tennessee, its agents and employees, Social and Rehabilitation Services, participating clinics, physicians, 
hospitals, pharmacies, providers of durable medical equipment, and other participating health care providers, pharmaceutical 
companies, and the contracted program evaluator. 

Block 4: Persons, facility, or class of persons who are authorized to receive the records / information: 
Project Access West Tennessee, its agents and employees, Department of Human Services, participating clinics, physicians, 
hospitals, pharmacies, providers of durable medical equipment, and other participating health care providers, pharmaceutical 
companies, and the contracted program evaluator. 

Block 5: Expiration: 
This “Authorization” will expire on ___________________(MM/DD/YY)  [cannot exceed 1 year from date below] or on the 
following specific event: _________________________________________________________________________________

Block 6:  Purpose for which you want records/information disclosed (check one box): 
 At request of individual   OR    Other: (state reason) ____________________________________________

Block 7: Authorizing Signature 
 I understand that if the person or entity that receives the described records/information is not a health care provider or health

plan covered by federal privacy regulations, the records/information may be redisclosed and no longer protected by those
regulations.

 I also understand that certain records may be protected by federal or state law, including alcohol/drug treatment or
communicable diseases, and I am requesting that any and all such protected records be released under this authorization.

 I also understand that I may revoke this authorization at any time by delivering a written revocation to:
Project Access West Tennessee:  1067 Cresthaven Road, Memphis, TN 38119 

 If I revoke this authorization it will have no effect on actions already taken on reliance on this form.
 I authorize the disclosure of the records/information described.  I have read and understand this form.  I am the patient listed or

am authorized to act on behalf of the patient as the patient’s personal representative.  I also permit disclosure of the records
upon presentation of a photocopy of this authorization.

By signing below, I acknowledge my receipt of the Project Access West Tennessee Notice of Privacy Practices. 
________________________________ ________________________________________________________

_ Signature of Patient or Patient’s  Representative  Date of Signature 

Personal Representative’s Relationship / Capacity to Patient: ___________________________________________________ 
Printed Name of Personal Representative: __________________________________________________________________ 
Address & Telephone number of Personal Representative: _____________________________________________________ 

NOTE: If a Health Care Provider seeks an authorization from an individual for use or disclosure of protected health information, the Health 
Care Provider must provide a copy of this signed authorization to the individual. 
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AUTHORIZATION FORM FOR DISCLOSURE OF PROTECTED HEALTH INFORMATION 
Instructions: Blocks 1 - 7 must be completed.  If any block is not completed, this “Authorization Form” will be considered 

incomplete and defective and cannot be used.    PLEASE PRINT ALL INFORMATION. 

Block 1: Patient Identification 
PATIENT NAME: ________________________________________________ DATE OF BIRTH: ______________________ 
PATIENT’S ADDRESS: __________________________________________________________________________________ 

Street [Apt. number, P.O. Box - as applicable]     City  State Zip code 
SOCIAL SECURITY NUMBER or OTHER IDENTIFIER: (e.g. patient acct # or DL #): ________________________________ 

Block 2: Type of Records / Information to be Disclosed 
CHECK ONLY ONE OF THE FOLLOWING BOXES (A or B).  If neither box is checked or if both boxes are checked then this 
form will be considered defective and cannot be used.  IF YOU WANT BOTH TYPES OF RECORDS DISCLOSED YOU MUST 
USE TWO SEPARATE FORMS - One for Each Purpose. 

 A. Records except for Psychotherapy Notes  B. Psychotherapy Notes only
DESCRIBE WHAT SPECIFIC RECORDS MAY BE DISCLOSED AND/OR CHECK ALL THAT APPLY: 

 All Records*      alcohol/drug evaluation or treatment     HIV/Aids Status
*All includes inpatient/outpatient records, medical, dental, psychiatric, alcohol/chemical/substance abuse, HIV/Aids, pharmaceutical, hospital or
physician records, office notes, narrative summaries, telephone messages, correspondence to/from/about you, diagnostic testing results, bills,
statements & invoices whether or not you created those records as long as the records are in your control or possession.

Block 3: Persons, facility, or class of persons who are authorized to disclose (provide) the records / information: 
Project Access West Tennessee, its agents and employees, Social and Rehabilitation Services, participating clinics, 
physicians, hospitals, pharmacies, providers of durable medical equipment, and other participating health care providers, pharmaceutical 
companies, and the contracted program evaluator. 

Block 4: Persons, facility, or class of persons who are authorized to receive the records / information: 
Project Access West Tennessee, its agents and employees, Department of Human Services, participating clinics, 
physicians, hospitals, pharmacies, providers of durable medical equipment, and other participating health care providers, pharmaceutical 
companies, and the contracted program evaluator. 

Block 5: Expiration: 
This “Authorization” will expire on ___________________(MM/DD/YY)  [cannot exceed 1 year from date below] or on the 
following specific event: _________________________________________________________________________________

Block 6:  Purpose for which you want records/information disclosed (check one box): 
 At request of individual   OR    Other: (state reason) ____________________________________________

Block 7: Authorizing Signature 
 I understand that if the person or entity that receives the described records/information is not a health care provider or health

plan covered by federal privacy regulations, the records/information may be redisclosed and no longer protected by those
regulations.

 I also understand that certain records may be protected by federal or state law, including alcohol/drug treatment or
communicable diseases, and I am requesting that any and all such protected records be released under this authorization.

 I also understand that I may revoke this authorization at any time by delivering a written revocation to:
Project Access West Tennessee:  1067 Cresthaven Road, Memphis, TN 38119 

 If I revoke this authorization it will have no effect on actions already taken on reliance on this form.
 I authorize the disclosure of the records/information described.  I have read and understand this form.  I am the patient listed or

am authorized to act on behalf of the patient as the patient’s personal representative.  I also permit disclosure of the records
upon presentation of a photocopy of this authorization.

By signing below, I acknowledge my receipt of the Project Access West Tennessee Notice of Privacy Practices. 
_________________________________________________________ ________________________________ 
Signature of Patient or Patient’s Personal Representative  Date of Signature 

Personal Representative’s Relationship / Capacity to Patient: ___________________________________________________ 
Printed Name of Personal Representative: __________________________________________________________________ 
Address & Telephone number of Personal Representative: _____________________________________________________ 

NOTE: If a Health Care Provider seeks an authorization from an individual for use or disclosure of protected health information, the Health 
Care Provider must provide a copy of this signed authorization to the individual. 
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Name:

Please write down any medications that you are currently taking, along with doses 
and schedules:
Allergies:
Have you ever had surgery or been hospitalized? If so, where, when, and why?

Have you ever been diagnosed with:

Hypertension (High Blood Pressure)
Hypotension (Low Blood Pressure)
Diabetes ___Type 1 ___Type 2
Heart Disease
Angina
Arrhythmia
Asthma
COPD, Emphysema
Tuberculosis
Esophageal Reflux
Hepatitis ___A ___B ___C
Depression
Anemia
Epilepsy
Liver Dysfunction
Kidney Stones
Chronic Renal Failure
Dialysis

Prostate Enlargement
Thyroid Disease
Gout
Arthritis
Lupus
Scleroderma
Seizures
Multiple Sclerosis
Paralysis
Muscle Disease
Allergic Rhinitis
Immune Abnormalities
HIV
AIDS
Glaucoma
Bleeding Disorders
Hearing Loss
Peptic Ulcer Diseas 

Stroke
Cancer (Type ________)
Sleep Apnea
Sexually transmitted disease
Genital Herpes
Genital Warts
Gonorrhea
Syphilis
Chlamydia
Scabies
Hemophilia
Blood Disorders
Hemorrhoids
Crohn’s Disease
Obesity
Aneurysm
Menopause
High Cholesterol
Other _____________
























































 


Pregnancy: Number of live births ___
Have you ever had a low birth weight baby?     Yes     No

Number of miscarriages ___  Number of stillborn ___

Please check the box below if any of these disease run in your immediate family (parents, 
grandparents, brothers or sisters):

Hypertension
Diabetes
Heart Disease

Lung Disease
Cancer
Arthritis

Bleeding Problems
Hearing Loss
Other___________













Please Check the Box if you use any of the following:

Cigarettes (how many packs per day) ____
Alcohol

Other tobacco products
Drugs







Please sign your name: _____________________________       Today’s Date: _________

How Active is your Lifestyle? Not Active   Moderately Active       Very Active  

Patient Medical History
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Race and Ethnicity Form 

Please check the box for the most applicable race and then choose the most applicable ethnicity.  If you 
mark “other”, please explain on the following line. 

Race Race of Patient: (Listed a. through g.) 
a. American Indian or Alaska Native
b. Asian
c. Black or African American
d. Native Hawaiian or Other/Multiracial
Pacific Islander
e. Other/Multiracial
f. White
g. Unknown
Ethnicity Ethnicity of Patient: (Listed a. through c.) 
a. Hispanic
b. Non-Hispanic
c. Unknown
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RACE (FOR TITLE VI PURPOSES): LANGUAGE SPOKEN (OPTIONAL) 

Black American Indian or Alaskan English 

White 

Asian or Pacific Islander 

Hispanic 

Other: 

Spanish 

Other: 

NEW APPLICATION RE-ENROLLMENT APPLICATION   
Please note: All fields must be completed (unless noted as optional). Please see above to mail or fax completed form. 

LAST NAME        FIRST NAME      MI 

GENDER        DATE OF BIRTH      SOCIAL SECURITY NUMBER 

EMAIL ADDRESS       

–   – 

 By signing below, you agree to receive CoverRx text-messages sent to the phone number 
listed above. You may opt out of text messages upon receipt of first message.

HOUSE ADDRESS        CITY        STATE         ZIP   COUNTY 

MAILING ADDRESS (IF DIFFERENT FROM ABOVE):      CITY        STATE         ZIP    COUNTY 

Yes No ARE YOU A U.S. CITIZEN OR QUALIFIED LEGAL ALIEN? 

Yes No HAVE YOU LIVED IN TENNESSEE FOR AT LEAST THE LAST SIX MONTHS? 

Yes No DO YOU HAVE HEALTH INSURANCE (INCLUDING TENNCARE)? 

Yes No DO YOU HAVE ANY PRESCRIPTION DRUG COVERAGE OTHER THAN COVERRX? THIS INCLUDES MEDICARE, TENNCARE OR DRUG 
COVERAGE PROVIDED BY YOUR EMPLOYER. (DISCOUNT DRUG PROGRAMS OR PATIENT ASSISTANCE PROGRAMS PROVIDING FREE OR 
LOW-COST MEDICATIONS DO NOT COUNT.) 

Yes No DO YOU HAVE MEDICARE (ANY PART INCLUDING A, B, C, OR D)? 

Yes No ARE YOU HOMELESS OR LIVING IN A SHELTER? (OPTIONAL) 

Yes No ARE YOU EMPLOYED (INCLUDING SELF-EMPLOYED)? (OPTIONAL) 

Yes No DO YOU WORK 20 HOURS OR MORE IN A SEVEN DAY WORK WEEK? (OPTIONAL) 

Terms and Conditions 

While you are in CoverRx, you must follow the program rules. By signing the front of this form, you agree that: 
You will pay your co-pay for each prescription filled. 
You will notify CoverRx by submitting an updated application when: 

• You move to a new address
• Your household income changes significantly
• The number of people in your household changes
• You have other prescription drug coverage

Male          Female                –   –    

# OF PEOPLE IN HOUSEHOLD       YEARLY HOUSEHOLD INCOME (PLEASE ENTER AN AMOUNT)    

        –        –

  HOME PHONE NUMBER (WRITE N/A IF YOU DO NOT HAVE A PHONE) 

–        –

 CELL PHONE NUMBER (WRITE N/A IF YOU DO NOT HAVE A PHONE) 
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You will help with any investigations. CoverRx may ask you for proof of your household income. CoverRx may also ask you to provide proof that you live in 
Tennessee and/or that you are a U.S. citizen or qualified alien. You agree to provide this information to CoverRx. If you do not help, then you could lose 
your pharmacy assistance. 

You allow CoverRx to get information about you. I understand that I have certain privacy rights with respect to my medical information under the Health 
Insurance Portability and Accountability Act (HIPAA), CFR Parts 160 and 164 (“Privacy Rule”). The Privacy Rule permits CoverRx to use and disclose my 
protected health information for purposes of treatment, payment and health care operations, including determining my eligibility for benefits. 

You can report fraud or abuse. If you suspect someone of fraud or abuse please call OptumRx at 1-800-424-5815. 
Authorization: I want to apply for CoverRx pharmacy assistance. By signing below, I certify that the information contained in the application is true and 
accurate. I know that if I give any false information, I may be breaking the law. I know that CoverRx will check my information. I agree to help with any 
investigations. I also agree to follow the rules for the CoverRx program. I have read and understand these rules, which are on the back of this form. 

Signature:              Date:
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Eligibility 

To be eligible to participate in CoverRx, you must meet the following eligibility guidelines:
• Age 18 through 64 
• Household income must be below the FPL income guidelines listed

below 
• U.S. citizen or qualified alien
• Tennessee resident for at least the last six months

• No prescription drug coverage including TennCare or employer- 
sponsored drug coverage. (Discount drug programs or patient
assistance programs providing free or low cost medications do not 
count.) 

• Cannot have Medicare (any part including A, B, C or D)

How Much You Will Have to Pay 

If you are enrolled, CoverRx will help you pay for up to five 
prescriptions each month. Diabetic supplies and insulin do not 
count toward the prescription limit. You must pay a small co- 
payment for your first five prescriptions each month. (Note: A 
90-day prescription will count as one prescription per month for 
three consecutive months.) Co-pay ranges are listed in the table 
to the right. 

Co-payments are subject to change. 

Type of Prescription What You Will Pay 
First five (5) prescriptions per month of 
Drugs on the CoverRx Covered Drug List. 
Diabetic supplies and insulin do not count 
against the five (5) script limit. 

Generic Drugs:       30-day = $3
*90-day = $5 

Brand Drugs:      30-day = $5 

Insulin/Diabetic Supplies: 
30-day (or up to 
covered limits) = $5

*90-day supplies are only available through mail
order. 

• Drugs NOT on the CoverRx Covered 
Drug List 

• ALL prescriptions after the five (5)
prescription per month limit 

Full price (price varies by drug), plus any 
pharmacy discounts available. 

• You can purchase your prescriptions at participating local community retail pharmacies and mail-order pharmacies. 
• Upon enrollment in CoverRx, a welcome packet will be sent to you with information about how to use the program.

Income Guidelines 

To qualify for the CoverRx program, your yearly household 
income must be below the FPL levels listed in the table to the 
right. 

Based on 2019 federal poverty guidelines. For 
families/households with more than 8 persons, add $4,420 for 
each additional person. 

Contact Information 

Mail or fax completed form to:   Tennessee CoverRx 
OptumRx 
P.O. Box 2135  

Mission, Kansas 66201

1-800-424-5766 (Fax)

For questions about enrolling in CoverRx:   1-800-424-5815 (Phone) 
Definitions 

“Discount” means a price reduction offered to participants for certain prescriptions. 

“Household Income” is the combined income of all household members 18 years old and over who maintain a single economic unit, as well as any income 
received by the household for the personal medical and other obligations of the participant(s) in the household. 

“Household” is comprised of all persons living in the same residence maintaining a single economic unit. 

“Qualified alien” means that you are not a U.S. citizen, but you live in the United States legally. To be a qualified alien, you must also meet other 
conditions. These conditions are defined in the federal law at 8 U.S.C. § 1622(b). If you are not a U.S. citizen or qualified alien, then you cannot enroll in 
CoverRx.

© 2019 OptumRx, Inc. 
Rev: March 2020 

Persons in Household Yearly Household Income 
1 $17,609

2 $23,791

3 $29,974

4 $36,156

5 $42,338

6 $48,521

7 $54,703

8 $60,886
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Do you need free help with this letter? 
If you speak a language other than English, help in your language is available for free. This page tells you 
how to get help in a language other than English. It also tells you about other help that’s available. 
Spanish:                     Español 

ATENCIÓN: si habla español, tiene a su disposición servicios gratuitos de asistencia lingüística. 
Llame al 1-855-259-0701 (TTY: 1-800-848-0298). 

Kurdish:                    وکردی  
بە پەیوەندی    . بەردەستە ، ۆب ۆت  زمان، ۆخهبڕایی رایمەتی  زخمەتگزواریەکينا   ، قەسەەد کەیت روکدی  زمينا  بە  ئەگەر    : ائگاداری  

 TTY (1-800-848-0298( 1- 855-259-0701 ەکب.
Arabic: العريبة  

ربقم 0701-259-855-1 اجمالبنا  .تصل  لك  تتوافر  الماسعدا ةللغویة  دخمات  إفن   ، ذاكرا للغة كنت تتدحث  إذا    : حلموظة  
 )فتاه مقر مكبلاو مصال:0298-848-800-1(.

Chinese:                     繁體中文

注意：如果您使用繁體中文，您可以免費獲得語言援助服務。請致電 1-855-259-0701 
（TTY 1-800-848-0298）。 

Vietnamese:              Tiếng Việt 
CHÚ Ý:  Nếu bạn nói Tiếng Việt, có các dịch vụ hỗ trợ ngôn ngữ miễn phí dành cho bạn.  Gọi số 
1-855-259-0701 (TTY: 1-800-848-0298).

Korean:                     한국어 

주의: 한국어를 사용하시는 경우, 언어 지원 서비스를 무료로 이용하실 수 있습니다. 
1-855-259-0701 (TTY: 1-800-848-0298) 번으로 전화해 주십시오.

French:                      Français 
ATTENTION : Si vous parlez français, des services d'aide linguistique vous sont proposés 
gratuitement.  Appelez le 1-855-259-0701 (ATS : 1-800-848-0298). 

Amharic:                   አማርኛ 
ማስታወሻ:  የሚናገሩት ቋንቋ ኣማርኛ ከሆነ የትርጉም እርዳታ ድርጅቶች፣ በነጻ ሊያግዝዎት ተዘጋጀተዋል፡ ወደ 
ሚከተለው ቁጥር ይደውሉ 1-855-259-0701 (መስማት ለተሳናቸው: 1-800-848-0298). 

Gujarati:                   ગ◌ુજરાતી 
સુચન◌ા: જ◌ો તમે ગ◌ુજરાતી બ◌ોલતા હ◌ો, તો નન:શ◌ુ ક ભ◌ાષ◌ા સહ◌ાય સેવ◌ાઓ તમ◌ારા મ◌ાટ 
ઉપલબ◌્ધ છ◌ે. 
ફ◌ોન કરો 
1-855-259-0701 (TTY: 1-800-848-0298).

Laotian:                     ພາສາລາວ 
ໂປດຊາບ: ຖາວາ ທານເວາພາສາ ລາວ, ການບ◌ໍລ◌ິການຊວຍເຫອດານພາສາ, ໂດຍບເສຽຄາ, ແມນມພອມໃຫທານ. 
ໂທຣ 1-855-259-0701 (TTY: 1-800-848-0298). 

German:                    Deutsch 
ACHTUNG:  Wenn Sie Deutsch sprechen, stehen Ihnen kostenlos sprachliche Hilfsdienstleistungen 
zur Verfügung.  Rufnummer: 1-855-259-0701 (TTY: 1-800-848-0298). 

Tagalog:                    Tagalog 
PAUNAWA:  Kung nagsasalita ka ng Tagalog, maaari kang gumamit ng mga serbisyo ng tulong sa 
wika nang walang bayad.  Tumawag sa 1-855-259-0701 (TTY: 1-800-848-0298). 

Hindi:                        ह    द◌ी 
ान दे◌ं:  यदद आप द     द◌ी ब◌ोलत    तो आपक दलए म  मे◌ं भाष◌ा स  ◌ायता सवाए उपल    । 1-855-

259-0701 (TTY: 1-800-848-0298) पर क◌ॉल कर।
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Serbo-Croatian:        Srpsko-hrvatski 
OBAVJEŠTENJE: Ako govorite srpsko-hrvatski, usluge jezičke pomoći dostupne su vam besplatno. 
Nazovite 1-855-259-0701 (TTY- Telefon za osobe sa oštećenim govorom ili sluhom: 
1- 800-848-0298).

Russian:                     Русский 
ВНИМАНИЕ:  Если вы говорите на русском языке, то вам доступны бесплатные услуги 
перевода.  Звоните 1-855-259-0701 (телетайп: 1-800-848-0298). 

Nepali:                       नप◌ाल◌ी 
ान ददन  ◌ोस: तप◌ार्इल नपाल◌ी ब◌ोल◌्न छ भन तप◌ार्इक◌ो दन  भाष◌ा स  ◌ायता सवा   

दनीश  पमा उपल  छ । फ◌ोन गन  ◌ोस 1-855-259-0701 (िदिदवार्इ: 1-800-848-0298) । 
Persian: 

. اب بدشا رفمهايم   ربای شما  اریگان  بصروت  ستهیتالز باين   ، کنید گفتگويم   فيسرا  ابزن  بە  : رگا  وتجه  
 (TTY: 1-800-848-0298) 0701-259-855-1  سامت  یگب د یر.

• Do you need help talking with us or reading what we send you?
• Do you have a disability and need help getting care or taking

part in one of our programs or services?
• Or do you have more questions about your health care?
Call us for free at 1-855-259-0701. We can connect you with the
free help or service you need. (For TTY call: 1-800-848-0298)
We obey federal and state civil rights laws. We do not treat people in a different way because of their race, 
color, birth place, language, age, disability, religion, or sex. Do you think we did not help you or you were 
treated differently because of your race, color, birth place, language, age, disability, religion, or sex? You can 
file a complaint by mail, by e-mail, or online. Here are three places where you can file a complaint: 

Health Care Finance and U.S. Department of Health & OptumRx 
Administration Human Services   Compliance & Ethics HelpCenter 
Office of Civil Rights Office for Civil Rights Corporate Compliance 
Compliance 200 Independence Ave SW, Rm Department 
310 Great Circle Road, Floor 509F, HHH Bldg 
4W Washington, DC 20201 
Nashville, Tennessee 37243 Phone:   800-868-1019 Phone:  800-455-4521 
Email: (TDD):  800-537-7697 Email: 

HCFA.Fairtreatment@tn.gov 
Phone: 855-857-1673 
(TRS 711) 
You can get a complaint 
form online at: 
http://www.tn.gov/hcfa/article/ 
civil-rights-compliance 

You can get a complaint form 
online at: 
http://www.hhs.gov/ocr/office/file/i 
ndex.html 
Or you can file a complaint 
online at: 
https://ocrportal.hhs.gov/ocr/portal/ 
lobby.jsf 

Govcompliance@uhc.com 



1. How many emergency room visits have you had within the last year?
0            1            2 or more

2. Have you had any hospitalizations within the last year?
0            Yes, within the year           Yes, within the last 30 days

3. How many different kinds of prescription medications do you take daily?
3 or less            4 to 6            7 or more

4. How many chronic conditions do you have?
0            1 to 2            3 or more

5. Do you have a primary care doctor?
Yes            Yes, but have not seen within 6 months            No

6. Which of these describes your access to food?
Able to access/prepare food            Needs some assistance            Poor access/unable to prepare food

7. Which of these best describes your housing situation?
Housing is stable            Temporary housing            Housing is unsafe or homeless

8. Which of these describes your transportation situation in regards to medical appointments?
Reliable transportation            Occasionally needs help getting around            No transportation or unreliable transportation

9. Do you currently or have you ever smoked?
Yes            No             Former smoker 

10. Do you drink alcohol?
0 to 1 drink per day            2 or more drinks per day

11. Do you use any drugs not prescribed by your doctor?
Yes            No

12. How well do you understand your medical condition(s)?
Confident in understanding of condition            Moderate understanding            Not confident to limited to no understanding   

13. Would you be willing to let PAWT try to address any of the above health concerns?
Yes            No

     

Patient Survey
Name: ______________________________  Date:_______________  Date of Birth:_______________

(Excluding over the counter medication such as ibuprofen, asprin, vitamins, etc.)
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