
 

  

WELCOME 

Your Source of Hope 
 

 

Thank you for contacting the Burzynski Clinic and considering us for your cancer treatment.    

I hope our conversation was helpful.  I have enclosed the materials that we had discussed.  In 

order to expedite scheduling your appointment, please be sure to return the completed forms 

under the “Medical Forms” tab to me as soon as possible.   
 

Rest assured, our highly qualified physicians, nursing and support staff will be with you from 

start to finish, and will be consistently evaluating your day to day progress.  At the Burzynski 

Clinic our goal is to use the most sophisticated approach to treating cancer by customizing each 

individual patient’s care and treatment plan. 
 

If you should need any further information or assistance please do not hesitate to contact me. 
 

Sincerely, 
 

 

 

Christina Rios 

Scheduling & Information 

direct: 713-335-5639  

email: rios@burzynskiclinic.com 

 

Enclosure:  Personalized Targeted Therapy information packet  

 

 

 
For more than 35 years, the Burzynski Clinic and the Burzynski Research Institute 

have been in the forefront of cutting-edge research, as well as, targeted cancer treatment. 
 



  

    Dr. Stanislaw R. Burzynski and his medical staff lead the field   

    in innovative targeted cancer treatments.  They combine great  

    experience, wisdom, cutting-edge technology, highly skilled staff  

    members and genuine compassion into every treatment program   

    designed for each Burzynski Clinic patient.  Patients' health and       

    well being are most important to us. Our goal is to continue cancer research. 

    Our mission is to beat cancer. 

Stanislaw R. Burzynski, M.D., Ph.D. graduated with honors from Medical Academy in Lublin, Poland and 

received his degree in 1967.  Subsequently, in 1968 he earned his Ph.D. in biochemistry.  Dr. Burzynski 

completed his internship and residency in 1970.   From there he was employed by Baylor College of 

Medicine in Houston, Texas as a Research Associate and later became an Assistant Professor. While at 

Baylor, Dr. Burzynski’s research was sponsored and partially funded by the National Cancer Institute and 

doctors associated with M.D. Anderson Cancer Research Center cooperated in this research. 

 

February 1977 Dr. Burzynski established Burzynski Research Laboratories and in July 1977, Dr. Burzynski 

resigned from Baylor College of Medicine.  Over a number of years the company expanded to Burzynski 

Research Institute (BRI), Burzynski Clinic, and a pharmaceutical plant.  Dr. Burzynski serves as the 

President, Chairman of the Board of BRI, and is the owner of the Burzynski Clinic and pharmaceutical plant. 

 

Dr. Burzynski discovered Antineoplastons, which are components of a complex biochemical defense system 

against cancer.  He also discovered new treatments for viral infections, autoimmune diseases, Parkinson’s 

disease, neurofibromatosis, and restenosis.  Among his contributions are 242 patents, and over 300 scientific 

publications.  Dr. Burzynski is a member of numerous professional organizations, recipient of over 20 

international awards, and carries the hereditary title of Count. 

 

Dr. Gregory S. Burzynski joined our team in the summer of 2010 shortly after finishing his internal 

medicine residency at the University of Texas South-western Center in Austin.  Shortly thereafter he became 

Vice President of the Burzynski Clinic and oversees many of our operations.  He graduated from the 

University of Texas at Austin with a Bachelor of Science in Neurobiology and later studied medicine at the 

Jagiellonian University Medical College in Krakow, Poland.  He is Board Certified in Internal Medicine.  

Dr. Greg has been involved in co-authoring publications regarding Antineoplastons.  Currently he is a 

member of the American Medical Association, American College of Physicians and The Society of Neuro-

Oncology.  His goal is to optimize personal medicine at the Burzynski Clinic and continue future 

advancements in Antineoplaston technology. 

DRS. BURZYNSKI 



PERSONALIZED TREATMENT AT BURZYNSKI CLINIC 
Comparison of Responses in Most Common Cancers (as of January 06, 2012) 

[by highest rate of Objective Responses (OR)] 

Diagnosis No. of patients OR (%) SD (%) PD (%) 

Ovarian Cancer 74 64 19 17 

Non-Hodgkin’s Lymphoma 115 63 26 11 

Breast Cancer 346 59 27 14 

Carcinoma of unknown primary 41 56 37 7 

Pancreatic Cancer 42 55 33 12 

Prostate Cancer 302 52 39 9 

Colon Cancer 190 52 30 18 

Uterine, Cervix, Vulvar, Endometrium 37 49 19 32 

Head and Neck Cancer 71 47 32 21 

Esophageal and Stomach Cancer 48 42 31 27 

Malignant melanoma 52 40 21 39 

Lung Cancer 142 40 39 21 

Kidney Cancer 33 40 39 21 

Urinary Bladder Cancer 20 35 40 25 

Brain Tumor 134 33 42 25 
 

Data as of January 06, 2012 based on medical records of 1849 evaluable patients.  The table shows 

response rates for 15 selected, common cancer types treated at the Burzynski Clinic  

(by highest rate of OR - Objective Responses). 

DEFINITIONS: 
OR: Objective Response, includes CR, PR, IM and NRC. 

CR: Complete Response.  Complete disappearance of all signs of cancer in response to treatment of 4 

weeks or longer. 

PR: Partial Response.  More than 50% decrease in the size of the tumors (the sum of cross-sectional 

area of the tumors), in response to treatment of 4 weeks or longer. 

IM: Improvement.  Decrease in size of the tumors, not confirmed yet by the second follow-up 

radiological measurement. 

NRC: No Reoccurrence 

SD: Stable Disease.  No decrease or increase in the size of the tumors, but no progression, in response 

to treatment of 12 weeks or longer. 

PD: Progressive Disease.  More then 50% increase in size of the tumors (the sum of cross-sectional 

area of the tumors), in response to treatment of 4 weeks or longer. 

EP: Evaluable Patients.  Patients who remained on treatment long enough to enable an objective 

evaluation of the response. 

 

RESPONSE RATES 



  

PATIENT TESTIMONIALS 

""II  bbeelliieevvee  iinn  MMiirraacclleess!!””                      MMaarrggaarreett  

""II  wwaallkk  tthhee  ddoogg  ddaaiillyy,,  wwee  aarree  ttrraavveelliinngg  aaggaaiinn  aanndd  lliiffee  iiss  

VVEERRYY  ggoooodd""..  

                                                                                                    JJaammeess  

““II  jjuusstt  hhaadd  mmyy  aannnnuuaall  cchheecckk  uupp  wwiitthh  DDrr..  BBuurrzzyynnsskkii  aanndd  

eevveerryytthhiinngg  iiss  ggrreeaatt,,  aafftteerr  mmoorree  tthhaann  2200  yyeeaarrss!!!!    TThhaannkk  yyoouu  

DDrr  BBuurrzzyynnsskkii  aanndd  ssttaaffff,,      II  aamm  ggrraatteeffuull  ttoo  yyoouu  eevveerryyddaayy  ooff  mmyy  

lliiffee..    

                                                                                              MMaarryy  JJoo  

""DDrr..  BBuurrzzyynnsskkii  iiss  aa  bbrriilllliiaanntt  ddooccttoorr……  oouurr  ccrruussaaddeerr  iinn  tthhee  ccuurree  

ooff  ccaanncceerr!!””  

                                                                                                      CChheerree  



  

 

Here at the Burzynski Clinic we do not provide “one-size-fits-all treatment” for our patients. Instead,         

we provide personalized targeted therapy based on what stimulates that particular patient’s cancer. 

This type of approach to cancer treatment is quickly growing in acceptance. Mainly because the scientific 

community has embraced the universal understanding that all cancers are associated with genetic 

abnormalities (however, only some are hereditary). This understanding has led to dramatic changes in the 

diagnosis and treatment options for cancer. It has ultimately led to the creation of “Personalized Medicine” 

which we implement with each patient at the Burzynski Clinic. 

 

Personalized Targeted Therapy at the Burzynski Clinic is implemented in the following manner: 

 

 Employing the most current available technology to help identify the genes (targets) that are helping 

grow and sustain the cancer through sophisticated blood tests and cancerous tissue testing. 

 Based on the extensive testing results, a combination of FDA-approved targeted medications (and 

possibly low-dose chemotherapy if needed) is selected which work to destroy these identified 

targets; thereby selectively destroying what is activating and sustaining the patient’s cancer. 

This type of cancer treatment is a much more precise and gentler approach. In essence, we customize our 

treatment for every patient based on identification of targets and implementation of targeted therapies, 

not blindly treating patients based of their type and stage of cancer.   

 

 

The goal is to be as sophisticated as possible when treating our cancer patients. 

This sophistication reduces the use of potentially ineffective medications which  

leads to speedier health improvement, saving time, and saving money. 

 

PERSONALIZED TARGETED THERAPY 



 

  

THE TREATMENT PROCESS 
 

The required patient information and medical forms are to be submitted to the Burzynski Clinic. 

(see “Medical Forms tab) 

 

All patients are required to come to the clinic for their initial consultation visit. At that time, our 

physicians will provide recommendations for the treatment regimen that will be most suitable for 

your care. If you decide to initiate therapy, you will be able to begin treatment within 2 to 5 days, 

unless additional testing is required. You will be asked to stay in Houston, Texas for a period of 

time which may range from 1 to 3 weeks on an outpatient basis.  This is to ensure that you are 

tolerating the prescribed medications. Once your treatment plan has been fulfilled, you will be 

discharged from the clinic and will return home to continue treatment with the assistance of your 

local physician(s).  

 

Before you are discharged from our clinic, you will meet with our monitoring staff who will 

contact you weekly to follow your progress. This will be part of your regular monthly case 

management recording medications, scans, laboratory tests, and progress as needed to continue 

your therapy regimen.  

 

The average treatment time depends on the complexity of each individual case. You will have 

follow-up visits every 2 to 3 months, which are vital in order for our physicians to monitor your 

progress. Usually your initial response to therapy can be determined on your first follow-up visit.  





 

  

PHYSICAL REQUIREMENTS 

Certain physical requirements must be met to determine if our treatments are suitable for any 

patient: 

 

 The patient must be diagnosed with cancer as indicated by a pathology report.  

 A biopsy must have been performed to determine the diagnosis. This will assist our 

physicians in determining the most suitable therapy for your treatment.   A biopsy can 

be arranged in Houston, Texas if it is not done previously. 

 The patient should be ambulatory (not bedridden) and able to care for him/herself.  

 The patient is encouraged to be accompanied by a family member of friend for support 

and assistance throughout the treatment.  

 The patient is required to be in stable physical condition in order to travel. If the patient 

is in an advanced stage of cancer and travel is questionable, then clearance from a 

physician prior to traveling to the Burzynski Clinic is required.  

 If the patient has recently had surgery, he/she must recover before coming to our clinic 

to begin treatment.  

 

Our treatment regimens may be administered before, during or after other forms of therapy. 

Having previous therapy or surgery is not a requirement at our clinic; however, patients in early 

stages of breast cancer that may benefit from surgery, radiation, or chemotherapy are 

encouraged to have such standardized treatment beforehand.  

 

 



 

 

MEDICAL FORMS 

REQUIRED PATIENT INFORMATION 

 

To schedule an appointment with us please give us one to two weeks advance notice. This is to 

allow you and/or our staff time to obtain your medical records, films, and other pertinent 

information from the facility that has been providing your treatment. You may sign the enclosed 

Medical Records Release form, which will give us medical clearance to request your medical 

records on your behalf. If you already possess the necessary medical records, films and other 

pertinent information, an appointment can be scheduled within just a few days.  

 

Medical Records and other Information Required: 

 All pathology reports  

 Oncologist/treating physician notes (especially chemotherapy flow sheet and last 

dictation) 

 Operative/surgical reports  

 Diagnostic reports (CT, MRI, PET, mammography, radiography and echocardiography)  

 Laboratory reports (most recent CBC, CMP, urinalysis and tumor markers.  

 Complete contact information of the following:  

 Referring Physician 

 Primary Care Physician 

 Oncologist/Treating Physician 

 Patient enrollment forms (included in this packet).  Please deliver these completed forms 

and medical records to our clinic 3 to 4 days prior to your scheduled appointment.   This 

will allow our team of physicians sufficient time to review your medical information in its 

entirety to ensure that they are prepared for your visit.  

 

 

IMPORTANT:  If there are any recent diagnostic films/CDs that you have not already  

delivered to our clinic, it is imperative that you bring them with you to your visit  

for our physicians to review. 

 



 

 

 

MEDICAL FORMS 
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Release of Medical Records Authorization 

 

    Attn:     Medical Records Department               

 

Hospital / Physician:  ______________________________________________________     

  

Phone:  (          )            -                     Fax:  (          )            -                         

 

Please release the following records: 

 

  Pathology Reports          Lab Reports     Consult & Progress Notes   

 

               Operation Reports          H&P          Radiology Reports & Images 

  

  Treatment Notes          Hospital Discharge Summaries  

 

  Other/Comments:  __________________________________________________ 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

     

 

 

Fax To:   THE BURZYNSKI CLINIC Attn:  Christina Rios 
 

E-Fax:  713-335-5639               Direct:  713-335-5639                      

 

Patient Information 

 

 

____________________________________   ___________________________  _________ 

(last name)    (first name)                                      (MI) 

 

 

Date of Birth:  _____/_____/_______            SSN:  ________ - ________ - ______________ 

 

 

I hereby authorize and request that you release the above records to the Burzynski Clinic. 

 

 

____________________________________________________     _____/_____/_______ 

                                                         (signature)                                                                 (date) 





 

 

 

 

 

 

Today’s date (mm/dd/yyyy):    ____/____/_____ 
 
 

 

I. PATIENT INFORMATION  
 

Patient’s Full Name 
   

 Last  First  MI 

Date of Birth (mm/dd/yyyy)          /        / Age:  Sex:  M  F SSN           -         -              
 

Address  
 

City 
 

State 
 

Zip 
 

 

Country    
 

Home Phone  Work Phone  
 

Mobile Phone  Fax  
 

E-mail  
 

II. INSURANCE INFORMATION   Check here if you have NO insurance 
 

Please attach a copy (front and back) of all card(s). 

Primary Insurance Info:    
 

Address  
 

Insured name 
 

Relationship 
 

 

ID number  Group Number  
 

Insured DOB  Insured SS#  
 

Insurance (Benefits) Ph #  Insured Employer  
 

Secondary Insurance Info:  

Address  
 

Insured name 
 

Relationship 
 

 

ID number  Group Number  
 

Insured DOB  Insured SS#  
 

Insurance (Benefits) Ph #  Insured Employer  
 

Prescription Card Info & Phone #  
 

ID number  Group/BIN Number  

9432 KATY FREEWAY    HOUSTON, TEXAS 77055 
MAIN: 713-335-5697   FAX: 713-935-0649    
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III. IN CASE OF EMERGENCY NOTIFY  
 

Person’s Full Name    
 Last  First  MI 

Relationship to patient  
 

Address  
 

City  State  Zip  
 

Home Phone  Work Phone  
 

Mobile Phone  Fax  
 

E-mail  
 

IV. PRIMARY CARE PHYSICIAN OR OTHER PHYSICIAN WHO WILL ASSIST OUR CLINIC IN THE PATIENT’S 
CONTINUED CARE WHILE ON TREATMENT 

 

Physician’s name  
 

Address  
 

City  State  Zip  
 

Phone  Fax  
 

E-mail  
 

V. ORIGINAL ONCOLOGICAL ( CANCER ) DIAGNOSIS                                                                 
 

Patient’s age  Sex  Male   Female  Height  
 

Normal weight   kg  lb  Current weight   kg  lb 
 

Original cancer diagnosis  Date of diagnosis:  
 

Original cancer location  Biopsy confirmed?  yes  no 
 

Type/grade 
 

Stage: 
 (If the patient has had a biopsy, please include the 

pathology report) 
 

Metastases (spread) site(s)  

  

 

Date of metastatic diagnosis   
 

VI. SURGERIES  
 

Surgeries for original cancer  yes  no 
 

Dates 

Details of surgery   

  

  
   



 

 

VII. CHEMOTHERAPY  
 

 Yes  No 
 

Type, dosage, and number of treatments of each chemotherapeutic drug:  
 Start Date: Stop Date: 

   

   

   

   

   

   

   
 

VIII. RADIOTHERAPY  
 

 Yes  No 
 

Radiation dose absorbed (RADS)  
 

 Start Date: Stop Date: 
Area(s) radiated    

   

   

   

   
 

IX. OTHER CANCER THERAPIES (Types and last day of treatment including nontraditional therapies)  
 

Other therapies/drugs (past)  
 

Other therapies/drugs (present)  

 
 

Hormones  

  
 

X. PATIENT’S OVERALL CONDITION  
 

 Excellent 

 

 Good 

 Fair 

 Poor 

 Very Poor 
 

Is patient ambulatory?  yes  no  Wheelchair  Walker  Other (describe)   

On oxygen:  yes  no 
 

Patient’s overall attitude  



 

 

XI. HEALTH HISTORY (SYMPTOMS Check symptoms you currently have) 

GENERAL CARDIOVASCULAR NEUROLOGICAL MEN ONLY 

 Chills  Blood clots  Balance difficulties  Dribbling 
 Fatigue  Chest pain  Blackouts  Erection difficulties 
 Fever  High blood pressure  Confusion  HPV 
 Decreased Activity  Low blood pressure  Dizziness  Lump in testicles 
 Loss of sleep  Lymphadenopathy  Falls  Penile discharge 
 Pain  location:      location:  Headaches  Sore on penis 

   _________________       _________________  Memory loss   Vasectomy 

 Sweats  Irregular heartbeat  Muscle weakness  Other (describe): 
 Weight Gain:____lbs____kg  Poor circulation  Numbness     _______________________ 

 Weight Loss:____lbs____kg  Swelling of extremities  Paralysis WOMEN ONLY 

EYES  Varicose veins  Seizures  Bleeding between periods 

 Blurred vision GASTROINTESTINAL  Speech Abnormalities  Breast lump 

 “Cross-eyed”  Poor appetite  Tingling  HPV  
 Double vision  Excessive hunger  Tremors  Hot flashes 

 Light flashes  Excessive thirst PSYCHIATRIC  Menstrual pain 

 Loss of vision  Bloating  Agitation  Nipple discharge 
 Seeing “halos”  Bowel changes  Anxiety  Painful intercourse 

EARS  Constipation  Depression  PMS 

 Hearing loss  Diarrhea  Hallucinations  Vaginal discharge 
 Ringing in the ears  Hemorrhoids  Irritability  Other (describe) 

NOSE  Black Stool  Mood changes _____________________ 

 Airway obstruction  Blood in Stool  Obsessions Date of last menstrual period 

 Allergies  Rectal bleeding SKIN (mm/dd/yy):  ____ / ____ / _____ 

 Drainage   Gas  Easy bruising Are you pregnant?  yes  no 

RESPIRATORY  Abdominal pain  Change in moles Number of children  _______ 

 Blood in Sputum/phlegm  Vomiting  Hives Have you had a PAP Smear? 
 Sputum/phlegm  Vomiting blood  Itching             Yes       No 
 Cough  Difficulty swallowing  Rash             Normal  Abnormal 
 Hemoptysis       Liquids  Scars If Yes, date of last PAP Smear: 
 Known Tuberculosis exposure       Solids  Sore that won’t heal ( mm/dd/yy) ____/____/______ 

 Pain   Indigestion MUSCLE/JOINT/BONE Have you had a Mammogram? 

 Respiratory infections  Nausea  Atrophy             Yes       No 

 Shortness of Breath GENITOURINARY  Deformity             Normal  Abnormal 

 Wheezing  Blood in urine  Limited range of motion If Yes, date of last Mammogram: 
  Frequent urination  Pain (mm/dd/yy) ____/____/______ 
  Lack of bladder control  Stiffness  
  Painful urination  Swelling  
XII. CONDITIONS Check conditions you have had in the past, and current conditions 
Past Current Past Current  Past Current Past Current 
    AIDS   Chemical dependency   High cholesterol   Prostate problems 
    Alcoholism   Chicken Pox   HIV positive   Psychiatric care 
    Anemia   Diabetes   Kidney disease   Rheumatic fever 
    Anorexia   Emphysema   Liver disease   Scarlet fever 
    Appendicitis   Epilepsy   Measles   Stroke 
    Arthritis   Glaucoma   Migraine Headaches   Suicide attempt 
    Asthma   Goiter   Miscarriage   Thyroid problems 
    Bleeding disorders   Gonorrhea   Mononucleosis   Tonsillitis 
    Breast lump   Gout   Multiple sclerosis   Tuberculosis 
    Bronchitis   Heart disease   Mumps   Typhoid fever 
    Bulimia   Hepatitis   Pacemaker   Ulcers 
    Cancer   Hernia   Pneumonia   Vaginal infections 
    Cataracts   Herpes   Polio   Venereal disease 
        
   OTHER CONDITION(S): if checked, please explain:     
        

        

        

        



 

 

XIII. MEDICATIONS – list all medications, dosages and frequency per day (prescription & non-prescription)  

Medication Dosage Frequency 
   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   

   
XIV. ALLERGIES –  

   No Known Allergies 
   Allergies to Medications or Substances list below & describe allergic reaction: 

 

 

 

 

 

 

 

 
 
Pharmacy Name: 

  
Phone Number: 

 

     

 



 

 

XV. FAMILY HISTORY     Fill in health information about your family 

Relation Age 
State of 
Health 

Age at 
death 

Cause of 
death 

Check  if your blood relatives had any of the following 

 Disease  Relationship to you 

Father      Allergies/ Hay fever  

Mother      Arthritis  

Brothers 

     Asthma  

     Cancer  

     Chemical dependency  

     Diabetes  

     Gout  

     Heart disease  

Sisters 

     High blood pressure  

     High Cholesterol  

     Kidney disease  

     Stroke  

     Tuberculosis  

     Other  
 

XVI. Hospitalization Pregnancy history 

Year Hospital Reason for hospitalization Sex Year of birth Complications if any  

      

      

      

      

   Health habits    Check which substances you use, and 
describe the amount and frequency of use.    

    Caffeine  

Have you ever had a blood transfusion  Yes  No  Tobacco  
If yes, give dates 

 

 Alcohol  
Red blood cell transfusion   Drugs  
Platelet transfusion   Other  
Other transfusion     

Serious illness/injury Date Outcome    

   Occupational concerns 
Check if your work exposes you to the following    

    Psychological stress 

    Hazardous substances (asbestos, lead, etc.) 

    Heavy lifting 

    Other 

   Your occupation 

I certify that the above information is correct of the best of my knowledge.  I will not hold my doctor or any members of his/her 
staff responsible for any errors or omissions that I may have made in the completion of this form. 

   
Patient’s Signature Date 

   
Reviewed by Date 



 

 

 
 
 

Patient Contact Information 

 

Please list spouse, children, family members and friends that may be contacted on your behalf.  If the 

patient is a minor/child, then a parent, legal guardian, or spouse must be listed as a contact. 

 

The Burzynski Clinic may contact the following individuals to provide appointment reminders, health 

status inquiry or information about treatment, treatment alternatives or other health-related benefits 

and services that may be of interest to the individual or patient.  

 

Patient Name:  __________________________________________________      Adult      Child  
 

(home #): ____________________    (cell #): ____________________   (work #): ____________________ 

 
Email: ____________________________________________________    
 

 

Contact:  _____________________________________________ (relationship) ___________________ 
 

(home #): ____________________    (cell #): ____________________   (work #): ____________________ 

 
Email: ____________________________________________________    
 

 

Contact:  _____________________________________________ (relationship) ___________________ 
 

(home #): ____________________    (cell #): ____________________   (work #): ____________________ 

 
Email: ____________________________________________________    
 

 

Contact:  _____________________________________________ (relationship) ___________________ 
 

(home #): ____________________    (cell #): ____________________   (work #): ____________________ 

 
Email: ____________________________________________________    
   

  

Contact:  _____________________________________________ (relationship) ___________________ 
 

 (home #): ____________________    (cell #): ____________________   (work #): ____________________ 

 
Email: ____________________________________________________    
 

I authorize and understand that information may be relayed to the following persons or whoever may 

answer the phone at the following numbers until this authorization is revoked. 

 

_________________________________________________________    _____/_____/________ 
                                                 Patient Signature                              Date 

 

_________________________________________________________    _____/_____/________ 
                               Parent/Legal Guardian/Spouse Signature                            Date  

9432 KATY FREEWAY    HOUSTON, TEXAS 77055 
MAIN: 713-335-5697   FAX: 713-935-0649    

WWW.CANCERMED.COM 

 
 



 

 

 

 

Notice of Privacy Practices 

 
THIS NOTICE DESCRIBES HOW PROTECTED MEDICAL INFORMATION ABOUT YOU MAY BE USED 

AND DISCLOSED AND HOW YOU CAN GAIN ACCESS TO THIS INFORMATION.  PLEASE REVIEW IT 

CAREFULLY. 

 
1) The Burzynski Clinic is permitted to make uses and disclosures of protected health information for 

treatment, research, payment and health operations until this authorization is revoked, as described in 

the following examples: 

a) For treatment:  Consultation, lab work, etc. 

b) For research:  Anonymously via a patient number to the Food and Drug Administration (FDA), 

Independent Review Board (IRB), the sponsor of the research study and for publication. 

c) For Payment:  Claim filing, collection of payment(s) due, etc. 

d) For healthcare operation s:  Chart maintenance, regulatory requirements, accounting, HIPAA 

compliance activities, etc. 

 

2) The Burzynski Clinic is permitted or required, under specific circumstance, to use or disclose 

protected health information without the individual’s written authorization.  Other disclosures will be 

made only with the individual’s written authorization, and the individual may revoke such 

authorization at any time. 

 

3) The Burzynski Clinic may engage in the following activities:  

a) The Burzynski Clinic may contact the individual or other immediate adult family member(s) to 

provide appointment reminders or information about treatment alternatives or other health-related 

benefits and services that may be of interest to the individual or patient. 

 

4) The individual or patient has the following rights regarding protected health information: 

a) The right to request restrictions on certain uses and disclosures of protected health information.  

However, the Burzynski Clinic is not required to agree to a request restriction.  

b) The right to receive confidential communications of protected health information, as applicable. 

c) The right to inspect and copy protected health information, as provided in the Privacy Regulation. 

d) The right to amend protected health information, as provided in the Privacy Regulation. 

e) The right to receive an accounting of disclosures of protected health information. 

f) The right to obtain a paper copy of the Notice from the covered entity upon request.  This right 

extends to an individual who has agreed to receive the Notice electronically. 

 

5) The Burzynski Clinic is required by law to maintain the privacy of protected health information and 

to provide individuals with notice of its legal duties and privacy practices with respect to protected 

health information. 

 

6) The Burzynski Clinic is required to abide by the terms of the Notice currently in effect. 

 

7) The Burzynski Clinic reserves the right to change the terms of the Notice.  The new Notice provisions 

will be effective for all protected health information that it maintains. 
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8) The Burzynski Clinic will provide individuals or patients with a revised Notice as requested. 

 

9) Individuals may complain to the Burzynski Clinic and to the Secretary of the department of Health 

and Human Services, without fear of retaliation by the organization, if they believe their privacy 

rights have been violated.   

 

10) The Burzynski Clinic contact person for the matter relating to complaints: 

 Elzbieta Banasiewicz, M.D.    

 9432 Katy Freeway 

 Houston, Texas 77055 

 Phone:  713-335-5697 

 

11) This Notice is first in effect on April 14, 2003. 

 

12) The Burzynski Clinic elects to limit the use(s) and/or disclosure(s) that it is permitted to make by law. 

 

I hereby acknowledge that I have received a copy of the Burzynski Clinic’s Notice of Privacy Practices. 

 

 

_________________________________________________________      
                                        (Print:  Patient name)        
 

 

 

_________________________________________________________     _____/_____/_______ 
                                        (Patient Signature)                                                                 (date) 

  

 

 

 

 

_________________________________________________________     __________________ 
                   (Parent / Legal Guardian / Spouse: print name)                                     (relationship to patient) 

 

 

 

_________________________________________________________     _____/_____/_______ 
                     (Parent / Legal Guardian / Spouse: signature)                                                (date) 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

 

 

 

Consent for Release of Protected Health Information 
 

 

I, ____________________________________________________, consent to the release of protected 

health information that is required to carry out treatment, research, payment and healthcare operations on 

my behalf until this authorization is revoked. 

 

I have read the Notice of Privacy Practices and am aware of the following: 

 I have the right to place restrictions on the way my protected health information is used and/or 

disclosed. 

 I understand that the Burzynski Clinic is not required to agree with my requested restrictions.  I 

also understand that once the Burzynski Clinic agrees to my restrictions, it must comply with 

those restrictions. 

 I have the right to revoke my consent for the use and/or disclosure of my protected health 

information at any time.  I understand that if I choose to revoke my consent, I must submit a 

written statement that is signed by me. 

 I understand that the Burzynski Clinic must immediately comply with my request to revoke 

consent, except to the extent that it has already taken some action that was based on my original 

consent. 

 The Burzynski Clinic has reserved the right to change from time to time its Privacy Practices.  

Whenever these changes are made, it will be reflected in the Privacy Practices and I will be 

informed via a posted notice. 

 

 

_________________________________________________________      
                                   (Patient: print name)                                                
 

 

 

_________________________________________________________     _____/_____/_______ 
                                        (Patient Signature)                                                                 (date) 

 

 

 

 

_________________________________________________________     __________________ 
                   (Parent / Legal Guardian / Spouse: print name)                                    (relationship to patient) 

 

 

 

_________________________________________________________     _____/_____/_______ 
                     (Parent / Legal Guardian / Spouse: signature)                                                (date) 

 

 

 

 

9432 KATY FREEWAY    HOUSTON, TEXAS 77055 
MAIN: 713-335-5697   FAX: 713-935-0649    

WWW.CANCERMED.COM 

 
 





 

 

  

ACCOMMODATIONS / TRAVEL 

 

INDEX: 

 

Hotels & Private Residences 

Assistance Services 

Health Food Restaurants 

Local Places of Worship 

Patient Resources 

Personal Services 

Transportation 

Airport & Airlines 

Map & Directions 

The Burzynski Clinic has no affiliation with any of these businesses.   

This information is provided as a courtesy to our patients.   

This is not an all-inclusive list of local businesses. 







http://www.candlewoodsuites.com/
http://www.daysinn.com/
http://www.extendedstayhotels.com/
mailto:ekohlweck@extendedstay.com


http://www.redroof.com/reservations/inn_details.asp?innNumber=229
http://www.studioplus.com/hotels/houston-westchase.html
mailto:ekohlweck@extendedstay.com
mailto:iah77072@valueplace.com
mailto:iah77094@valueplace.com


http://www.mariott.com/houfw
mailto:houstontpssales@tharaldson.com
mailto:westchaseff@tharaldson.com
http://www.marriott.com/property/propertypage/HOUFC
http://www.marriott.com/houwk


http://www.hampton-inn.com/hi/houston-i10west
http://www.houstonenergycorridor.hgi.com/
mailto:houen-salesadm@hilton.com
http://www.houstonwest.summerfieldsuites.hyatt.com/
http://www.marriott.com/houts
mailto:houstontpssales@tharaldson.com


http://www.starwoodhotels.com/fourpoints/property/overview/index.html?propertyID=3109
http://www.houstonwestchase.homewoodsuites.com/
http://www.granducahouston.com/


http://www.stregishoustonhotel.com/
http://www.hotelsorella-citycentre.com/
mailto:pmcmahon@valenciagroup.com
http://www.westin.com/memorialcityhouston
http://www.starwoodhotels.com/westin/property/overview/index.html?propertyID=3108
http://www.westin.com/galleria
http://www.westin.com/oaks


mailto:selia@selia.com
mailto:Beverly@esrelo.com




http://www.houston-homecare.com/
http://www.cameocaregivers.com/


http://www.caringseniorservice.com/
http://www.encorecaregivers.com/


http://www.homecareassistance.com/
http://www.homehealthresources.com/


http://www.synergyhomecare.com/houston


http://www.lifeatfaith.tv/
http://www.folcc.org/
http://www.houstonsfirst.org/
http://www.cbchouston.org/
http://www.second.org/
http://www.walsingham-church.org/
http://www.polishchurchhouston.com/
http://www.saintcecilia.org/
http://www.pokrova.org/
http://www.christiansciencehouston.com/
http://www.hsechurch.org/
http://www.stchristophers-houston.org/
http://www.elfarouq.org/
http://www.isgh.org/


http://www.watchtower.org/
http://www.watchtower.org/
http://www.mdlc.org/
http://www.standrew-lcms.org/
http://www.mdumc.org/
http://www.terraceumc.org/
http://www.lds.org/
http://www.lds.org/
http://www.lakewood.org/
http://www.gracehouston.org/
http://www.whcchome.org/
http://www.stbasil-houston.org/
http://www.saintprincevladimir.org/


http://www.cepc.org/
http://www.pinespc.org/
http://www.oramihouston.org/
http://www.hcrj.org/
http://www.cthouston.org/
http://edge.jadebuddha.org/
http://www.iskconhouston.org/
http://www.srkt.org/
http://www.ufoh.org/
http://www.emersonhouston.org/


http://www.burzynskipatientgroup.org/
http://www.settingthemfree.org/


http://www.visiblechanges.com/
http://www.beautique.cc/
http://www.ridinghighstables.com/
http://www.magicmomentsstable.com/
http://www.lifetimefitness.com/
http://www.ballyfit.com/
http://www.medicalfitnesspros.com/
http://www.lovinglifecafe.com/
http://www.bhchouston.com/
mailto:lovinglifecafe@yahoo.com
http://www.championsacupuncture.com/
mailto:kc@healthbyinternet.com
http://www.hedwigvillagemassage.com/
http://www.massageenvy.com/


http://www.amoveablefeast.com/
http://www.artofpurefood.com/
http://www.georgiasmarket.com/
http://www.myfitfoods.com/
http://www.rugglesgreen.com/
http://www.smartmeals.com/
http://www.sweettomatoes.com/
http://www.tasteoftexas.com/
http://www.wholefood.com/


http://www.act-tx.com/
mailto:reserve@act-tx.com
http://www.excelsiorlimo.com/
http://www.supershuttle.com/htm/cities/hou.htm
http://www.handicapvan.net/


mailto:shaun.y.pao@erac.com


http://www.fly2houston.com/iah
http://www.fly2houston.com/hobbyHome
http://www.continental.com/
http://www.aerocare.com/
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