
Department of Pediatrics 

***Effective Immediately*** 

ALL MEDICAID/CHIP PATIENTS & HMO POLICIES 

ALL PATIENTS OF THIS CLINIC MUST HAVE ONE OF OUR DOCOTORS INDICATED AS THE PRIMARY 
DOCOTOR ON THEIR POLICY SO THAT DOCOTRS AND NURSING STAFF CAN PROVIDE ADEQUATE 
CARE TO YOUR CHILD. WHILE YOU ARE WAITING TO BE CALLED BACK, PLEASE MAKE SURE ONE OF 
THE FOLLOWING DOCTORS IS LISTED AS THE PCP. IF NOT, PLEASE CALL NOW. THIS CAN CAUSE 
ISSUES WITH BILLING AND REFERRALS. 

• DR BABATUNDE JINADU     NPI#: 1194854836
• DR STEPHANIE VILLARREAL     NPI#: 1023456407
• CHRISTY GARNSEY, NP IS UNDER DR JINADU AND CANNOT BE LISTED ON THE POLICY
• MELISSA MARTINEZ, NP IS UNDER DR JINADU AND CANNOT BE LISTED ON THE POLICY

PLEASE ENSURE WHEN PROVIDER IS SELECTED THAT THE ADDRESS ASSOCIATED IS THE FOLLOWING: 

701 W 5TH ST. 

ODESSA, TX 79763 

BE AWARE THAT IF YOUR CHILD NEEDS A REFERRAL TO SEE A SPECIALIST OR ANY KIND OF MEDICAL 
SUPPLIES/EQUIPMENT, OUR PROVIDER MUST BE INDICATED AS THE PCP. IF OUR PROVIDERS ARE NOT 
LISTED IT WILL CAUSE A DELAY IN CARE. 

MEDICAID #’S TO CALL: 

• AMERIGROUP #: 800-600-4441
• SUPERIOR #: 800-783-5386
• CHIP #: 800-783-5386
• FIRSTCARE #: 800-431-7798

HMO POLICIES PLEASE CALL NUMBER ON THE BACK OF THE CARD.

THANK YOU. 
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Texas Tech Physicians 
of the PERMIAN BASIN 

 

 

AUTHORIZED CONSENT INFORMATION 
 

List two individuals, other than parents/guardians, who are authorized to give consent for 
medical treatment for child. Please update list as soon as possible if any changes are needed. 

 

 

Patients Name:  __________________________________________________________                       

Patients Date of Birth: _____________________________________________________ 

 

Name: __________________________________________________________________ 

Relationship to Child: ______________________________________________________ 

Driver’s License #: _________________ Phone: (             )__________________________ 

 

Name: __________________________________________________________________ 

Relationship to Child: ______________________________________________________ 

Driver’s License #: _________________ Phone: (             )__________________________ 

 

Parent/Guardian Signature: ________________________________________________ 

Date: __________________________________________________________________ 
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Medical Records
701 W. 5th Street, Room 1243
Odessa, Texas 79763 Telephone 
432-703-5440

Texas Tech University Health Sciences Center 
Patient Request for Access of Health Information 

Patient Name: 
MRN:  
DOB:  

If you would like a copy of your medical record, please complete the form below. 

Patient Name _______________________________________ Date of Birth: ______________________________________ 

Street Address ______________________________________ Last 4 numbers of SSN: _____________________________ 

City, State, Zip: ______________________________________ Telephone: _______________________________________ 

Email address: ______________________________________________________________________________________________ 

I would like for Texas Tech University Health Sciences Center (TTUHSC) to (choose one): 

 Give me a copy of my health information

 Send my records to:  Receive the information from:
____________________________________________________________________________________________ 
(Name of Facility, Person, Company)         (Street address or PO Box, City, State, Zip Code) 
____________________________________________________________________________________________ 
(Phone Number)        (Fax Number) 
____________________________________________________________________________________________ 
(Email Address)  

I would like these dates of service to be released: ___________________________________________________________________ 

Information to be released: 

I want these records as a (chose one):  I want you to (choose one): 

 CD-encrypted – password___________________  CD-unencrypted  Mail them

 USB –encrypted – password _________________      USB-unencrypted  Send via email (encrypted)

 Electronic  Send via email (unencrypted)

 Paper copy  Fax them to: ___________________________________________

 Other: _______________________________________________________  Prepare them to be picked up by ___________________________
If you request your medical record to be sent to you unencrypted via your personal mail, you acknowledge that your PHI is
being transmitted through an unsecure means of communication. 

Signature: ________________________________________ Print Name:_________________________________________________ 

Relationship to Patient: _______________________________________________________ Date: ____________________________ 

Note: If the patient lacks legal capacity or is unable to sign, an authorized personal representative may sign this document for 
the patient (Written Proof may be required)  

To be completed by TTUHSC: 

Date of release: ____________ via   Mail   Fax   Other_____________________________________________________________ 

ID Verified     DL/Other ID_____________________________________________________________________________________

Employee Name: ___________________________________________________________ Date: _____________________________

TTUHSC Patient Request for Access to Medical Record HIPAA approved forms:   www.ttuhsc.edu/hipaa 

 Any and All records (complete record)

Only record types checked below:

 Progress Notes/clinic notes  Schedule

 Laboratory Reports  Other (please specify) ______________________________________________________

 Immunization Record  Billing Records (dates)

 Medication Record  Routine Record Set (Indicate date(s) of service __________________________________

(office visits, lab, radiology, medicines, immunizations)

I agree that the following information may be released/used only as indicated below: 

1. Aids/HIV test results, diagnosis, treatment, and related information Yes ____ No ____ 

2. Drug screen results and information about drug and alcohol use and treatment Yes ____ No ____ 

3. Mental health information Yes ____ No ____ 

4. Generic testing Yes ____ No ____ 

http://www.ttuhsc.edu/hipaa
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