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Introduction
The Texas Medical Jurisprudence Exam is composed of 50 questions over 90 minutes with a 75% minimum passing score. It costs $58, and you can take it up to three times. Overall, this is a short and inexpensive test, so there’s no reason to spend a lot of time and money on it. 
The exam itself is composed of a lot of common sense and just enough totally idiosyncratic legal nonsense to require a solid morning of dedicated study. USMLE Step 1 this is not. Many questions are straightforward, and “all of the above” is a viable answer choice. Cheap shot negative questions are also fair game (“which of the following is NOT…”), so stay alert.
Modestly conversational while remaining succinct, the goal of this guide is to provide a quick overview of the highest yield material without being overly terse. Curl up with this at your local coffee shop for a few hours before arriving at the testing center, and you should be just fine. A single pass should take around an hour.
In the process, you’ll also hopefully gain a superficial understanding of jurisprudence (whatever that means).
So let's begin.
 

Saving Time
There are many facets of the Texas Occupations & Administrative Codes that involve time periods: How many days to inform the TMB about a change in address? How many days to inform them about a malpractice case? 
You don’t have to memorize all of them to pass.
Most are 30.
So when in doubt, guess 30 days.
If you learn anything, memorize the most relevant exceptions.
-Reporting child abuse/neglect: 48 hours
-Issuing a birth certificate: 5 days
-Issuing a death certificate: 10 days
-Reporting most communicable diseases: 7 days (1 day for TB and pertussis)
-Supplying medical records: 15 days
These are repeated in the relevant sections of this text.
 

The Texas Medical Board
The Texas Medical Board (TMB) is composed of 19 people: 12 are physicians (9 MD, 3 DO). 7 are laypersons. All are appointed by the governor for 6-year terms.
The TMB handles both the granting of licenses and all of the disciplinary actions that go along with taking them away if you’ve been naughty.
Oddly, this information is actually important. Leave it to the TMB to want to test you on who the TMB is.
 

Texas Medical Practice Act (MPA)
The Texas Medical Practice Act (MPA) is everything that doctors must adhere to when practicing medicine in Texas. All laws covered by the MPA only apply to Texas-licensed physicians while practicing in Texas (or outside state providers providing telemedicine services to patients in Texas). All other healthcare providers (nurses, medical students, and other “doctors” such as dentists/podiatrist/optometrists) are not included. Non-compensated emergency care is also exempt (covered by the Good Samaritan law).
 

Your Texas Medical License 
Licensure criteria
-Complete college (60 credit hours)
-Have an MD or DO
-Pass the USMLE Steps 1-3 (within the past 7 years) and the Texas JP exam
-Complete your intern (PGY1) year
So, any US-trained grad finished with the Steps can apply for their full Texas medical license after completing their internship.
Corollary: If you quit your residency after internship, you can still practice as a fully licensed physician in Texas (though obviously not board-certified in a specialty).
Corollary 2: Naturopathic doctors, podiatrists, optometrists, chiropractors, dentists, and any other doctors are thus not licensed as physicians by the TMB (they have their own governing bodies and rules).
 
And how do you keep that license?
For starters, you renew it every two years (after the initial licensing period, which ranges from 12 to 24 months). 
If you’re late:
-No fine if expired < 30 days
-$75 if expired < 90 days
-$145 if expired < 365 days
-Canceled entirely after 1 year. Must reapply and fork over entire processing fee etc. (ouch!)
-If you wait longer than 2 years, then you not only have to apply for a new license from scratch but must also retake the JP exam
If you continue practicing with an expired license after 30 days, you are now practicing medicine without a license, which is a third degree felony.
 
CME
48 hours of continuing medical education (CME) every 24-month registration period for those outside of residency (basically 24 hours a year)
-1/2 formal
-1/2 informal (self-reported, includes things like “I read a journal,” volunteering in a medically underserved area, doing peer review)
-Must include 2 hours of medical ethics/professional responsibility
 
Contact information
As you might guess, it's 30 days to inform the board of any name and practice address changes. They want to know who you are and where to find you!
But you don't have to inform the board about having or changing your medical malpractice insurance. This is because Texas is one of the rare states that does not require malpractice insurance to practice medicine! So practicing naked is permissibly stupid. If you receive a lawsuit but don’t have insurance, you have to tell the TMB yourself (30 days); otherwise, your insurance will do it for you.
 
Credentialing
Physician competency is determined by the ability to take care of patients; it has nothing to do with medical society membership or your quality as a teacher or administrator. Only competency can be relevant to credentialing by a hospital.
A hospital cannot discriminate against DOs just because they're not MDs. They can't punish a physician because they work at other hospitals or because they only accept certain insurance types etc. Just competency.
While a hospital does need to accept valid credentials for MDs and DOs, hospitals are not required to accept/hire midlevels (NPs and PAs).
If the governing body of a hospital is forced to take disciplinary action against a physician that affects privileges for longer than 30 days, the TMB must be notified.
 
Telemedicine
You don't exactly need a “full” Texas medical license to practice telemedicine for patients in Texas, but you do need a special Texas telemedicine license, (which includes taking the Texas JP exam!). This license requires that you be licensed in good standing in another state, board certified in your specialty, and of course, not actually physically practicing in the state of Texas.
Contiguous states (OK, AR, LA, NM) can order home health and hospice services for patients in Texas without a special telemedicine license. You also don't need a license or special permit to provide your expert opinion to other physicians or for any educational services within or across state lines (not direct patient care).
 
Radioactive materials 
You do need an additional license to produce, use, and transport radioactive materials (usually applies to radiologists practicing nuclear medicine, interventional oncology, or radiation oncologists). 
 
Worker’s Comp
Worker’s compensation is a no-fault no-lawsuit statutory system for the payment of work-related injuries. The employee gets money for an injury regardless of who was at fault or who/what caused it. Any doctor can perform an initial visit, but you need to have a “certificate of registration” and be on the approved Texas Department of Insurance (TDI) list to evaluate worker's comp visits and get paid.
 
The PIT Permit
Residents practice under a Physician-in-Training (PIT) permit, which is institution specific. If you were to change residency location (say, a preliminary year in one hospital to an advanced position in another), then you would need to apply for a new PIT permit 90 days before switching.
 
Other states’ licenses
The TMB reserves the right to accept another state's medical license without requiring additional action but will only consider doing so if you’re in good standing (no suspensions, restrictions, or felony charges). 
 
Podiatrists can’t admit patients
Both the TMB and MPA are physician-centric. Podiatrists may also be doctors, but podiatrists can no longer admit patients to a hospital independently. Podiatry patients must be admitted under an MD or DO physician.
 
Delegating Authority
A physician can delegate any task (“medical act”) they want to anyone acting under their “supervision” (loosely defined), such as nurses, techs, medical students, and mid-level practitioners such as NPs or PAs. NPs and PAs can even prescribe controlled substances (schedule III and IV) under the license of their supervising physician. Ultimately, any delegated actions and their consequences are entirely the responsibility of the supervising physician. This is known as vicarious liability. 
(This is why many midlevels historically haven’t purchased their own liability insurance. If one messes up, it's their physician or the hospital that pays them that is held liable. Makes you glad Texas passed Tort reform, doesn't it?)
Any standing orders must not require using any independent “medical judgment.” So they need to be straightforward and un-dangerous, such as obtaining an EKG and CXR on every patient in the ER who mentions the word “chest pain” or a pregnancy test on every female under the age of 50. 
 
Midlevels
Midlevels are physician assistants (PA) and advanced practice registered nurses (APRN), a term that encompasses advanced practice nurses (APN) and nurse practitioners (NP).
As of 2013, you can delegate outpatient prescriptive authority to 7 midlevel full-time equivalents (if they all worked half-time, then 14, etc.).
If you work in a hospital or medically underserved area, there is no midlevel limit. 
So in rural/medically-underserved areas, while the doc must be remotely available and visit every 10 days, there is no 1:7 supervision limit.
Midlevels can prescribe schedule III & IV medications (but historically not schedule II). 
Midlevels now can prescribe schedule II medications (e.g. Norco, Vicodin, Morphine) in limited circumstances: in the hospital (with “an intended length of stay of 24 hours or greater”), in a hospital-based (not free-standing) ER, or for patients in hospice.
The supervising physician must be generally reachable, physically on-site at remote practice locations 10% of the time, and must review at least 10% of charts of each midlevel.
The patient has right to request the supervising physician.
 
Surgical assistants 
A licensed surgical assistant can directly bill for their services (and to think medical students do it for free).
 

Losing your License
If you are indicted for a felony, your license is suspended. If you are convicted, it's revoked.
Let’s repeat that:
If you lose your license due to a felony conviction, it’s gone for good.
Another super important fact:
It is a THIRD DEGREE FELONY to practice medicine without a license.
Violating the Medical Practice Act is a CLASS A MISDEMEANOR. This includes things like dangerous prescribing (like giving propofol as a sleep med). Getting caught a second time makes it a third degree felony.
 
Naughty things
-Lying
-Drug/alcohol abuse
-Felony convictions
-Mental incompetence (including psychiatric illness that impairs judgment/ability to practice medicine)
-False advertising
-Malpractice
-Dangerous prescribing (typically of controlled substances)
-“Unprofessional or dishonorable” conduct (not specifically defined)
-Violating the MPA
Do any of the above and you can be denied licensure, reprimanded (publicly shamed), have your license suspended or revoked, or forced to do public service.
Anyone can file a complaint with the board and generate potential disciplinary action. All investigations and sanctions are public information.
The TMB can still punish you for mistakes made in other states or the military.
“Deferred adjudication” for a crime is equivalent to pleading/being found guilty; the only difference is that its presence on your record is temporary assuming you fulfill the requirements to have your crime “adjudicated.” Even if you are eligible for deferred adjudication for a misdemeanor (such as a DUI), you still have to report the crime to the TMB even if the crime is eventually waived. You can then petition to have your misdemeanor removed from the TMB website if successfully adjudicated. Or just don't commit any crimes.
 
The TMB Website
The TMB, for its part, is happy to post about anything potentially shameful you’ve done. Your physician profile page will contain the usual demographic information (who you are, what school you went to, what state(s) you have a medical license in, etc), but they’ll also post felony and most misdemeanor convictions (from any state), ditto analogous charges with deferred adjudication (until you fulfill the requirements and petition), malpractice claims, formal complaints, and disciplinary action from the medical board (from any state). 
The TMB will remove the records of formal complaints and malpractice investigations (due to the 3 claims in 5 years rule, see below) after 5 years if they didn’t amount to anything and no action was taken against the physician.
 
Reporting your problems
Forced rehab for self-reported drug/alcohol problems or physical/mental illness is confidential/not public (assuming you haven’t hurt anyone yet through your impaired practice). This is to incentivize physicians to seek help for substance use and mental health issues. You can also be ordered to enter non-disciplinary rehab for mental or physical illness or “unsoundness” of mind.
Again, an order for drug rehab is confidential so long as you never endangered a patient/violated standard of care while impaired. 
The TMB can also privately reprimand you for a mistake, which is then not released to the public and does not go into your TMB file. Another incentive to be forthright.
You have 30 days to let the TMB know about a conviction for felonies, drug violations, Medicare/Medicaid fraud, or misdemeanors that involve moral turpitude (“moral turpitude” is counter to the standards of decency/conduct/etc.). Regular misdemeanors, including those eligible for deferred adjudication, should be reported during the scheduled renewal process. It doesn’t matter if the crime happened in another state, the TMB still wants to know.
Internal peer review is confidential, but any practice restriction longer than 30 days must be reported to the TMB.
Your malpractice insurer will inform the TMB of any malpractice claims. If you don't have malpractice insurance, then you have to report yourself (30 days, of course).
Being named in 3 lawsuits within a 5-year period automatically generates an official review of your license.
You have a duty to report colleagues who you think are a “continuing threat to public welfare” to the TMB. There is no precise definition of what a “continuing threat” is, leaving you the physician with some wiggle room. There is no punishment for sounding the alarm for claims made in good faith (“immune from civil liability”).
For its part, the TMB will tell your hospitals on day 1 if you've been restricted/suspended.
 
Your rights when investigated/suspended
-May be temporarily suspended without notice or hearing if there is concern for a continuing danger to public welfare (though must then be notified immediately, with a formal hearing to follow within 10 days)
-Due process (under the law)
-5th amendment protected (you never have to incriminate yourself)
-30 days to appeal
 

Crimes & Punishments
The test focuses mostly on what is illegal and naughty and less on how illegal it is and what penalties are involved (with a few exceptions, enumerated throughout). But, you should have a basic understanding of the difference between a misdemeanor and a felony and the general range of penalties associated with the crimes you should avoid committing.
Infractions are what everyone gets, tickets: jaywalking, speeding, illegal parking, etc. These involve small fines, no jail time, and have no effect on your ability to practice medicine.
Misdemeanors are smallish crimes (e.g. shoplifting, pimping, marijuana possession, DUI without injury) with relatively small fines, less than 1 year of jail time, and no effect on your civil liberties (can still vote, buy a gun, run for public office, etc.). Severity is A > B > C.
Felonies are more serious (aggravated assault, murder, etc.) with jail time greater than 1 year and complete loss of civil liberties. Severity is 1st > 2nd > 3rd.
Though people often talk colloquially about “jail time,” jails are generally places run by the county sheriff’s department where people go to await trial or to serve short sentences. Prison (either state or federal) is where most convicted criminals serve their sentences.
For completeness, here are tables of the various penalties in Texas, just to give you an idea:
Misdemeanor consequences
	Class	Confinement	Fine
	A	≤ 1 year	$4000
	B	≤ 180 days	$2000
	C	None	$500

Felony consequences
	Degree	Confinement	Fine
	Capital	Life	None
	1ST	Life or 5-99 years	$10,000
	2ND	2-20 years	$10,000
	3RD	2-10 years	$10,000

 
Lastly, a State Jail Felony is essentially the lowest form of felony offense in Texas. Think of it as a fourth-degree felony that is served in a state jail instead of a prison (a common state jail felony is the possession of small amounts of cocaine or meth). Confinement: 180 days–2 years, 2-10 years if with a deadly weapon or prior felony conviction.
 
Crimes to memorize
There are felonies and misdemeanors and lots of them. Most things that are illegal are obviously illegal and exactly how illegal they are is beyond the scope of the exam. You don’t have to memorize all of the penalties or fines for committing various crimes. There are a handful of big ones that are understandably more important. I’ve emphasized these throughout the text. Other crimes are mentioned throughout the body as being most relevant to the practice of medicine. Others I’ve omitted for brevity.
A few crimes are worth knowing their classification:
-Practicing medicine without a license: THIRD DEGREE FELONY
-Selling a child: THIRD DEGREE FELONY
-Sexual abuse of nursing home or mental institution patient: SECOND DEGREE FELONY
-Failure to report elder abuse (outside or inside of a nursing home): CLASS A MISDEMEANOR
-Failure to report child abuse: CLASS B MISDEMEANOR (oddly less severe than for old people).
-Violating the Medical Practice Act (such as dangerous prescribing): CLASS A MISDEMEANOR
-Soliciting patients: CLASS A MISDEMEANOR 
-Receiving kickbacks for referrals: CLASS A MISDEMEANOR
-Promoting a suicide: STATE JAIL FELONY if the patient hurts/kills themselves. It’s a CLASS C misdemeanor if they don’t follow through.
 
Take home points
For the test, if something sounds awful, you should guess (third degree) felony.
If something seems sketchy but not a huge deal, you should guess (class A) misdemeanor.
As above, one heinous exception gets upgraded to a 2nd degree felony: sexual abuse of a nursing home or mental institution patient.
 

Liability & Malpractice
In order for a successful malpractice claim to be made against a doctor in a negligence suit, the following must occur:
	Duty existed (established physician-patient relationship)

	Duty breached (i.e. negligence)

	Patient is harmed

	Breach caused the harm

-The harm must have been both foreseeable and directly caused by the act (legally called “proximate cause”).
-The negligent act can't be removed from the harm by too much time or too many intermediary steps. 
-The negligent act actually caused the harm (aka “cause in fact”).
-Harm can occur either by omission (not doing something) or commission (doing something wrong or doing the wrong thing).
So, several corollaries are true:
-You are not obligated to respond to a phone call, give medical advice, or provide care to a patient you have never seen before.
-You aren't legally obligated to provide care for a patient you don't know (even if you are “on call”).
-Like all important relationships, the physician-patient relationship must be consensual.
-If you give someone specific medical advice (even on an elevator), that counts.
-You should keep meticulous records.
Also note that medical malpractice lawsuits are civil (not criminal) cases. So while lawyers in Law & Order are usually trying to prosecute their case “beyond reasonable doubt,” the malpractice plaintiff attorney is going for the less-challenging “preponderance of evidence,” where preponderance is a fun word describing a greater number, quantity, or importance. 
Common ways to cause harm:
-Failure to diagnose or order appropriate tests (when standard of care)
-Failure to follow up on lab results
-Negligence during surgery
-Failure to disclose risks/benefits (misrepresentations, no informed consent, etc.) that would have caused a patient to change/withhold consent to a procedure. An example would be not telling a patient who agrees to undergo a hysterectomy that they will no longer be able to get pregnant and have children.
-Failure to treat condition properly (follow standard of care)
 
Good Samaritan Law
You are also exempt from liability when providing on-scene emergency care unless:
-You charge or are compensated.
-So when you save someone’s life on a plane, don’t take that upgrade to first class!
-You are grossly negligent (hard to do).
-You caused the emergency (oops!).
-Within your scope of practice at that moment: 
-Random person keels over in the hospital hallway: not protected. 
-Random person keels over at the mall: protected.
 
Common ways to increase your odds of getting in trouble:
-Poor record keeping (document or it didn't happen)
-Criticizing self or colleagues (although contemporary general consensus is that admitting mistakes reduces likelihood of a lawsuit)
-Poor communication & bedside manner
 
Abandonment
Abandonment refers to unilaterally terminating the doctor-patient relationship without 30 days written notice. 
To legitimately terminate a physician/patient relationship:
	Send written notification in mail (use “certified mail receipt” to have proof it was delivered)

	State reason

	Set termination date

	Provide a 30-day grace period of continued treatment until a new doc is found

	Provide help finding a new doc (can be a simple list, nothing arduous required)

	Offer to transfer records

Note: there are of course situations in which you can’t terminate the physician-patient relationship, including things like during the period of typical postoperative care/follow-up or if you’re so rural that there are no alternative physicians available.
 
Expert witnesses
An expert witness is a physician who is actively practicing medicine who knows the standard of care and has enough training/knowledge to know if the standard of care was provided. Does not technically have to be board certified but must be board eligible. The expert report must be available within 120 days of the claim.
There must be an expert witness for a medical malpractice case except in these two dramatic exceptions:
-Amputating the wrong leg
-If an actual criminal law was broken
 
Malpractice Payments
Compensatory damages: Relates to the injury, medical care, loss of ability to work, etc. Not capped.
Texas passed Tort reform in 2003, which limits the egregious noneconomic (pain, suffering, shame, etc.) damages that you occasionally see in the news elsewhere in the country.
Noneconomic damages are capped:
-$250,000 total for all involved individuals (physicians and other healthcare providers)
-$250,000 from each hospital/facility up to a total of $500,000. This is why patients will usually also sue hospital(s).
-$250,000 + $500,000 = $750,000 maximum
Exemplary (punitive) damages: The fines designed to punish the defendant and deter future similar behaviors. These are capped in Texas to no more than $750,000. These are actually determined by the greater of $200,000 or 2x economic damages + noneconomic damages up to $750k. Exemplary damages for wrongful death are capped at $500,000.
Proportionate responsibility: The percentage of liability each individual carries due to his or her percentage of fault/wrongdoing. The patient can also be at fault, but so long as their proportion is less than 50%, they can still be awarded damages.
 
Statute of limitations: 
How long after the act or completion of treatment can the physician be sued successfully?
-Adults: 2 years
-Minors: 2 years after becoming 18
-If it would be unreasonable for the patient to discover the wrongdoing within two years, then it essentially begins when the harm is discovered. So, amputating the wrong leg would be discovered immediately. Missing an obvious tumor on an x-ray would begin once the cancer is actually found.
-Filing a complaint buys the lawyers 60 more days; a notice letter of the impending lawsuit extends the statute by 75 days. Everyone involved should be able to get the patient’s medical records within 45 days.
-10 years from the injury is the absolute maximum delay (aka Texas has a “statute of repose”).
Emergency and volunteer care is automatically exempt under the Good Samaritan law except for cases of gross negligence.
 
 

EMTALA - Emergency Medical Treatment and Active Labor Act
The antidumping rule. The ER must:
-Screen emergency cases
-Stabilize/treat acute conditions prior to discharge
-Take care of women in active labor and deliver their babies
-Transfer unstable patients only if the benefits outweigh the risks or secondary to patient request
-Benefit > Risk examples would include:
-Unstable STEMI patient to a facility with a cath lab
-Stroke patient to a stroke center
-Emergency care is required regardless of ability to pay
-Emergency care obviously does not mean “definitive” care. Hence the patients who present to the county ER for “follow-up” of their splinted fractured extremity.
EMTALA sometimes results in counterproductive/counterintuitive situations:
-Parent brings kid to the adult ER, which is 100 yards from the pediatric ER entrance. The kid has to be seen and evaluated/stabilized prior to transfer. They can’t just be redirected to the right door down the hallway, even if they are extremely clinically stable.
-Therefore, when applying EMTALA, don’t just use common sense to determine what’s best for the patient (that might be wrong!). Apply the actual law, not the spirit of the law.
For EMTALA violations:
-Up to $50k fine per violation
-Can lose Medicare/Medicaid reimbursement
-Only hospitals (not individual physicians) have civic liability (i.e. patients harmed by EMTALA failures can only sue the hospital, not the actual physician).
 

Consent
Unconsented surgery is equivalent to assault and battery. Unwanted treatment in general is assault. Unwanted touching is battery. Therefore: consent your patients.
Simple consent means a patient says yes without hearing the full spiel. This isn’t usually enough for most procedures. It suffices in some circumstances (emergency treatment) but is always required: simple consent must never be withdrawn, even if informed consent has been given previously. So if a patient says “stop” during a procedure, you have to stop; they’ve withdrawn their consent. Continuing would be assault and battery.
Informed consent means that the patient has been informed of their condition, the proposed treatment, its risks/benefits, and possible alternative treatments. Their signature on paper is insufficient if their consent was uninformed. Non-disclosed risks/benefits/alternatives can be grounds for a lawsuit. It is the treating physician's responsibility to obtain consent. 
 
List A & B
Informed consent requires disclosure of the risks/benefits/information that a reasonable patient would want to know prior to a procedure. Texas divides many common procedures into two categories:
List A - procedures that require specific risk/hazard disclosures by the person “doing” the treatment (e.g. epidural hematoma and nerve damage for epidural anesthesia)
List B - procedures that require no specific risk disclosures (e.g. local anesthesia)
Exceptions: emergency, patient declines, risk disclosure would threaten well-being (i.e. invoking therapeutic privilege), blood draws in the setting of a DUI arrest
Texas is on the unique side for requiring “statutory consent” for several procedures (e.g. hysterectomy, radiation therapy, electroconvulsive therapy), which means that the informed consent process for these must disclose certain state-standardized risks and utilize a standardized special form.
 
Minors may consent in the following situations
-Active duty military
-16 and “emancipated” (live separate from parents and managing their own affairs)
-For STD treatment
-For addiction treatment
-Abuse or suicide prevention
-For pregnancy treatment except abortion
 
Surrogate consents
Memorize this (at least through the family chain).
For minors: 
Parent -> grandparents -> adult sibling -> aunt/uncle -> educational institutions with written authorization -> any adult with written authorization -> court if there is an active suit affecting parent/child relationship -> peace officer who has taken custody
For adults:
Spouse -> adult child who is sole decision maker -> majority of adult children -> parent(s) -> adult sibling -> a person clearly designated by the patient prior to incapacitation -> nearest relative -> clergy
A surrogate decision-maker cannot pick a new surrogate. If they are unwilling or unable to make decisions, it passes down the line.
No proxy consent is allowed for abortion, ECT, or psychosurgery. These require the patient themselves to consent directly; if the patient is unable to then these generally cannot be pursued. The exception is if there is a court-appointed guardian for ECT in the setting of a patient who typically is no longer able to care for their basic needs or for abortion in the case of unemancipated minors (where the court is able to act as a temporary guardian).
Involuntary mental health admission can also not be consented by proxy (that is instead determined by a psychiatrist and the court).
 
Sexual Misconduct
It is sexual misconduct to ever, ever have sexual contact with a patient (which includes the request/suggestion of it). It DOES NOT matter if the patient consents or if the contact occurs outside of treatment. Even a sexual relationship with a former patient is unethical if the physician “uses or exploits trust, knowledge, emotions, or influence derived from the professional relationship” (TMA Board of Councilors Current Opinions). As a result, psychiatrists really should never ever have a relationship with any patient, current or former (it’d be very difficult to have a relationship that didn’t meet the above criteria).
 
If a doctor has a blood-borne pathogen 
Physicians can't practice “exposure-prone” procedures (like surgery) if they have HIV or Hepatitis B or C, unless approved by an expert review panel and the patient consents. You can, however, do invasive procedures that are not deemed “exposure prone” without any restriction or obligation to inform your patients so long as you use universal precautions.
 
HIV Testing & Needlesticks
Consent for HIV testing is required except when it's necessary (needle stick; person is a suspected rapist; person is getting surgery or is a needle-stick risk and they have high-risk behavior/etc.)
In fact, all needle sticks require subsequent testing for HIV, Hep B, and Hep C.
 

Mental illness
Voluntary psychiatric admission
-A parent/guardian can “volunteer” their child under 16 for “voluntary” admission.
-After 16, the child must also consent to voluntary admission.
-Adults over 18 can obviously admit themselves.
-(No consent is required for involuntary admission. That’s because it’s involuntary.)
 
Involuntary emergency admission/detention
An APOWW (Apprehension by a Peace Officer Without Warrant) is filed by the police when there is suspicion for risk of injury to self or others. A physician must physically evaluate the patient within 12 hours (unlike 72 hours for a voluntary admission). A psychiatrist must then clear the APOWW within 48 hours or file for an OPC (order of protective custody) to be issued by a judge. Emergency detention must only be used if the patient is an imminent risk and it is deemed the least restrictive means for safety. 
So, criteria:
-Patient suffers from mental illness
-Imminent risk of serious harm to self or others
-Detention is the least restrictive means to ensure safety
Restraints: only if there is an immediate danger to self or others 
Physicians must document necessity when using restraints or administering non-consented psychoactive medications (e.g. emergency antipsychotics/sedatives)
 
Commitment
-A temporary hospitalization under a judge-issued Order of Protective Custody (OPC) lasts up to 30 days, after which one has to file for a 90-day commitment. The patient has the right to request a probable cause hearing within 72 hours to try to get released.
-Can file for indefinite commitment after 60 days
-The court orders for involuntary admission and for mandatory psychoactive medications are separate. A patient can be committed but able to refuse medications, and another can be an outpatient but obliged to take meds. 
 
Sexual Relationships = No
Mental health patients and their providers cannot have a sexual relationship even if “consenting,” and not reporting it if you know about it is also a crime!
Sexual assault of residents at a mental institution is a 2nd degree felony. 
Corollary: Since psychiatric inpatients cannot provide consent, any sexual relationship in this context is automatically again a 2nd degree felony. 
 
Electroconvulsive therapy
ECT is always voluntary and available starting at age 16. Only physicians can perform ECT.
ECT cannot be performed by court order or against patient wishes. Written consent must be obtained before every session (an extreme legal consent requirement you can thank One Flew Over the Cuckoo’s Nest for). The only exception to patients being required to consent for ECT themselves is when there is a court-appointed guardian acting on their behalf (not just a medical power of attorney).
 
Texas is not a “Tarasoff” state
In cases where a physician becomes aware of potential harm to a third party, there is NO DUTY TO WARN.
In fact, it is a breach of confidentiality and thus against the law to inform a third party directly. You can, however, tell law enforcement; this is the permissive element of the statute. This is somewhat analogous to the rules regarding epilepsy as well, wherein Texas a physician is not obligated to report the patient's inability to drive to the state authorities. 
 
Substance-use treatment
-Any adult can file an application for court-ordered treatment of another person (perhaps for when your family “intervention” fails)
-After two physicians examine the patient to assess for chemical dependency, the court then conducts the hearing.
 

Pregnancy & Delivery
Prenatal & Perinatal Testing
-HIV, syphilis, and Hep B must be tested for at the first pregnancy exam visit and again at delivery
-The neonatal state screen (55 disorders including PKU/HIV/hypothyroidism/sickle cell), prophylaxis for ophthalmia neonatorum (eye drops/goop), and a hearing exam must be provided after birth (but do require parental consent).
 
Abortion
-1st trimester abortions are fine.
-2nd trimester abortions can be limited depending on how many Republicans there are in the state legislature.
-3rd trimester abortions are only permissible to prevent the death or serious physical/mental impairment of the mother, for a nonviable fetus, or for a fetus with a severe abnormality.
 
For minors
Unemancipated minors can get an abortion only if a parent (who is notified 48 hours prior) consents.
Two exceptions:
-Medical emergency to save mother's life or prevent significant disability (with written justification both in the medical record and sent to the Texas Department of Health)
-Minor is granted a notification waiver by a judge via court petition. This applies when the patient convinces the judge that it’s not in the patient’s best interest for a parent to be informed. This is particularly applicable if there is concern that the notification will result in harm/abuse.
 
Delivery
-By law, a mother gets 48 hours in the hospital for a vaginal birth and 96 hours for a C-section. 
-Birth reports must be filed within 5 days.
Fatherhood
The father should appear on the official birth certificate only if the mother is married to the father, if the father signs the certificate agreeing to be the father, or if paternity is established by court order.
 
Adoption
You can’t buy or sell children. Which should go without saying. In fact, doing so is a third degree felony. You can, of course, pay for/reimburse any adoption-related medical or legal expenses.
 
Pregnancy-related lawsuits
-Wrongful pregnancy: pregnancy that occurs after ineffective sterilization
-Wrongful birth: where a child with birth defects was not aborted because the mother was not offered genetic counseling
-For injuries that occur during delivery

Childhood
Immunizations
Immunizations are required for school attendance unless a physician signs an affidavit attesting to a significant health risk or a parent opts out for reason of conscience.
 
Parental negligence
Parental negligence includes failing to satisfy basic needs and/or seek, obtain, or follow through with medical care for a child, with the failure resulting in or presenting a risk of death, disfigurement, or functional/developmental injury.
 
Abuse & Death
-All suspected abuse/neglect must be reported within 48 hours.
-Responsibility is non-transferable: you cannot rely on someone else to report for you.
-Failure to report suspected abuse/negligence is a Class B Misdemeanor (up to 180 days of jail time).
-Justice of Peace/Medical Examiner must be informed of all deaths under the age of 6.
 

Patient Rights, Records, & Confidentiality
Patient Rights
-Participate in own care
-Make informed decisions
-Request or refuse treatment
-Make advanced directives
-Have privacy
-Confidential records
 
HIPAA	
To whom can you tell protected health information (PHI)? 
-The patient and any doctors, nurses, or other healthcare providers directly involved in the patient's care
-Family members only with permission
-Patients have the right to know to whom their PHI has been disclosed.
-Penalizations/fines for unauthorized disclosures
 
Exceptions
Exceptions to requiring patient permission for PHI disclosure include cases of abuse, neglect, domestic violence, for law enforcement purposes, medical examiners, and funeral directors, and to avert serious harm to self/others.
Patient privacy (physician-patient privilege) is waived in the case of criminal proceedings (with the exception of mental health records, which require a court ruling; mental health records are always special).
Billing records are not part of the medical record.
If a patient sues you, they waive confidentiality (which is obvious if you think about it).
 
HIV
For HIV positive results, you can further share with the following:
-Spouse
-Partner notification program (which will contact partners identified by the patient without sharing identifying information)
-Potentially exposed personnel (health care, law enforcement, firefighters, EMTs, etc.)
-Local and state health authorities
 
Medical records
When a patient signs a “release of medical records,” it must include the type of records, the reason, and to whom the records should be made available.
You can charge patients to provide medical records, but you have to supply them within 15 days of a request.
Therapeutic privilege: a physician can withhold medical records if (s)he believes that this information would be harmful to the patient; must document in the chart and notify patient; cannot include raw data like radiology films or lab tests. Can only deny for therapeutic privilege, not for nonpayment or other punitive reasons.
 
Keeping charts
7 years for adults
7 years for minors or until age 21, whichever is longer
-See an 8-year-old, keep until 21 = 13 years
-See a 17-year-old, keep until 24 = 7 years
-The hospital must hold onto adult inpatient charts for 10 years and keep pediatric inpatient charts for 10 years or age 20, whichever is longer.
If a case is pending litigation, you obviously can't trash the records.
 
Fixing the record
To amend a chart/record, you cross out the mistake with a single line, date, and initial it. Any additions must be clearly marked as an addendum (you can doctor your patients but not your charts!).

The Advanced Directive and Medical Power of Attorney
Advanced Directives are legal medical “plans” that lay out the desire to receive/withdraw life-sustaining treatment. They include both the out-of-hospital DNR and medical power of attorney (MPOA). 
The MPOA is an individual who has been identified as having the ability to make medical decisions for a patient when the patient is no longer able to make decisions for themselves (temporarily or permanently).
Two witnesses are required to make an advanced directive, one of which must have no vested interest (not a relative and not involved in the patient's medical care). Advanced directives can be given verbally to a physician as long as they fulfill the witness requirement and are subsequently documented. Notary services (for once) are not required. 
Advanced directives (including DNR and MPOA) do not expire, they last until they are revoked or supplanted. 
Revoking is easy. All a patient has to do to revoke an AD is say never mind.
While you must have the capacity for medical decision making to make an advanced directive, you can always revoke one regardless of your mental status. Yes, a patient can undo their AD while delirious.
Note that an advanced directive does not legally bind a physician to action; if there is disagreement, a physician can request an ethics committee review. Once an attending physician signs the patient's out-of-hospital DNR, it is legally binding.
When no family member or MPOA is available, the attending physician may decide along with an uninvolved physician to provide life-sustaining treatment (the “two doc” consent).
Life-Sustaining treatment includes ventilation support, life-sustaining medications (e.g. pressors), dialysis, artificial nutrition (tube feeds, TPN), and hydration (including IVF).
A terminal condition is an incurable condition that will result in death even with life-sustaining treatment.
You've seen patient's families disagreeing with their medical decisions, particularly when they choose to forgo aggressive medical interventions. In order for a family to overrule their loved one, they must petition a court for and be granted “temporary guardianship.”
Again, while you have to be in your right mind to make advanced directives and consent to treatment, you don't need to have capacity to revoke a DNR. The medical code, particularly in Texas, is biased towards life-sustaining treatment. 
(A common error: physicians determine capacity, not competency; competency is an analogous legal term that is determined exclusively by judges, i.e. “competent to stand trial.”)
If the MPOA becomes active due to temporary incapacity (e.g. delirium), it lasts only so long as the patient's status requires it. 
An MPOA can't force psychiatric admission, ECT, abortion, or neglect minimal/basic comfort measures (pain control, hydration). An MPOA doesn't have to be family, (s)he is simply the designee of the patient to make decisions who is not their principle health provider. A spouse does not automatically maintain their MPOA status after a divorce (again, Texas is biased toward life-sustaining treatment ba dum dum).
 

Death
-MD, PA, NP, RN can all pronounce a patient dead. 
-A ventilated person is considered dead when there is “brain death,” i.e. irreversible cessation of brain function, evidenced by lack of brainstem reflexes, respiratory drive, etc. Time of death is when brain death is determined. 
-Class C misdemeanor for not complying with regulations for birth or death certificate (5 days birth, 10 days death)
-Must report death from communicable diseases: AIDS, anthrax, plague, rabies, TB, syphilis
-Must report unexpected/suspicious deaths to the medical examiner, which includes things like: dying in prison, murder, dying within 24 hours of hospital admission, suicide, found in a ditch, etc.
-Autopsy can be conducted under the order of the medical examiner, the Justice of the Peace, or the consent of family.
 
Organ donation
-The order of consent: written wishes of the patient followed by family (spouse -> adult child -> parent -> adult sibling)
-The person who determines death cannot participate in organ procurement or transplantation (that would be an obvious conflict of interest).
 
For Children
-A fetus requires a death certificate if 350 grams or 20 weeks or older (10 days to submit).
-SIDS is defined as all unexplained deaths 1 year and under. Autopsy is required.
-All pediatric deaths under the age of 6 must be reported.
 
Natural Death Act
-A patient can decline life-sustaining procedures (unless pregnant). Such a patient can still receive comfort care (which may include hydration, nutrition, and medications).
-If comatose, the physician and legal guardian decide on what the patient would desire.
 
Assisted suicide 
-Mercy killing / assisted suicide is allowed in Washington and Oregon but not in Texas. Assisted suicide is 100% illegal in Texas. 
-If they don’t hurt themselves, a Class C misdemeanor. 
-It's a state jail felony if they hurt themselves or succeed.
 

Duty to Report
As has been alluded to thus far, the take-home message: If you suspect abuse or neglect of anyone or anything, you should always report it and are always protected from civil and criminal liability (i.e. people can’t sue you) for making a report in good faith that ends up being untrue (unless it isn’t in good faith and you are purposefully reporting out of malice/lying).
 
Child Abuse
Child abuse or negligence:
-Must be reported within 48 hours and may not defer this responsibility on to others
-Class B misdemeanor for failure to report (state jail felony for making a malicious report)
-No parental consent is required to examine a child in the context of suspected abuse/neglect.
 
Parental drug use
If maternal substance use during pregnancy results in harm to the baby when born (e.g. baby is born addicted to opiates and must detox), that constitutes child abuse. 
This also applies to drug use that results in permission/encouragement of drug use by a child.
 
Parental negligence
Negligence includes failing to seek, obtain, or follow through with medical care for a child or provide for their basic needs, with the failure resulting in or presenting a risk of death, disfigurement, or functional/developmental injury.
 
Other abuses
Elder abuse, elder exploitation, etc. 
-Class A misdemeanor for failure to report
-Class B misdemeanor for spuriously malicious reports (class A if the patient is in a nursing home)
-Sexual abuse of a nursing home patient is a 2nd degree felony
Reporting spousal abuse is not mandatory (but you must document, provide care, and offer resources/nearby shelters). 
 
Other things to report
STDs and important/communicable diseases: 
-Emergencies (e.g. terrorist attacks with anthrax) must be reported immediately
-TB, pertussis 1 day 
-Otherwise 7 days (e.g. gonorrhea, syphilis)
-Disease prevention trumps privacy (spouse needs to know about HIV right?)
Note a physician must also teach the patient how to avoid spreading the disease but is not obligated to inform the spouse or other close contacts.
Unnatural/unexplained death, suicide, drug overdoses, and gunshot injuries must all be reported immediately to local law enforcement.
Spinal cord injuries, traumatic brain injuries, and submersion injuries are also all reportable to the Texas Department of Health.
 
No duty to warn a potential victim of violence
Unlike many states, Texas does not adhere to the Tarasoff ruling (discussed previously in the Mental Health chapter), which means that there is a no duty to warn a person/potential victim if a patient makes threats to their wellbeing.
 

Drugs
You must know drug schedules (for the JP exam and for life). 
Schedule I - No accepted medical use and high potential for abuse
-Examples: Heroin, LSD, ecstasy, marijuana 
-Yes, despite medical marijuana being a thing in multiple states and even recreational legalization sweeping the nation, marijuana is still a schedule I substance at the federal level.
Schedule II - High abuse potential with potential severe psychological and/or physical dependence.
-Examples: Cocaine, most opiates (including morphine, dilaudid, fentanyl, hydrocodone), most stimulants (including Adderall, Ritalin, and amphetamines (including meth!)).
-Note: hydrocodone (Vicodin, Norco, etc.) was moved to Schedule II in 2015.
-Schedule II Rx cannot be refilled. Can now be prescribed electronically, but patients historically had to physically come see you to get an Rx.
-Require official schedule II prescription forms (previously “triplicate”). Can now be done online.
-Rx must be filled within 21 days or void
-Up to three 30-day Rx can be written per patient visit (for a total 90-day supply), each Rx with its own fill-by date.
 Schedule III - Lower abuse potential than Schedule II with moderate to low psychological and/or physical dependence
-Examples: Things with codeine (Tylenol #3), ketamine, anabolic steroids, testosterone
-Prior to 2015, hydrocodone was Schedule III. Now that it’s Schedule II, codeine painkillers are making a comeback.
Schedule IV - Low risk for abuse and dependence
-Examples: Muscle relaxers like Soma, “Z-drug” sleep meds like Ambien, all benzodiazepines (Xanax, Ativan), Tramadol, Modafinil
-Yes, per the DEA, forget Xanax, patients should really be knocking down your door for testosterone.
-It really does seem odd that many of the most notoriously abused and addictive drugs are actually this low down the list.
Schedule V - Less than Schedule IV, mostly consist of low dose opiate mixtures used as antitussives and antidiarrheals
-Examples: Robitussin AC, Lomotil, Lyrica (due to similarity with BZDs)
 
Prescribing scheduled drugs
You need both DEA (federal) and DPS (state) numbers to prescribe controlled substances legally in Texas. DEA numbers must be renewed every three years; DPS annually.
No one can write for Schedule I drugs, because Schedule I drugs have no accepted medical use (including marijuana (in Texas)).
Schedule II is by triplicate. Only physicians can prescribe Schedule II drugs for typical outpatients. Midlevels can only prescribe schedule II drugs in limited circumstances (hospital, ER, hospice). 
Schedules III-V can be prescribed by both physicians and midlevels.
 
important Drug Factoids
A physician can only phone in a Schedule II Rx in an emergency in an amount suitable to last only for the duration of the emergency (and you must mail in the actual written Rx within 7 days). Again, Schedule II prescriptions must be filled within 21 days and cannot have refills.
Schedule III/IV can only be refilled up to 5 times and are void after 6 months.
To prevent tampering, prescriptions for scheduled drugs must contain the number of pills to be dispensed in both numeral and written form (like a check!). 
Patients can take up to a 7-day supply of the good stuff from their hospital stay upon discharge. (They can be prescribed more, but it’ll have to be filled at a pharmacy.)
Interesting fact: if a pharmacist can’t find you to refill a patient’s Schedule III/IV medication (e.g. their Xanax), they can dispense a 3-day supply to avoid patient suffering.
One needs a special permit to dispense methadone or prescribe/dispense buprenorphine (suboxone) for opioid dependency treatment.
Intractable pain is pain where the cause cannot be identified or removed, and no cure is possible. You can always prescribe dangerous and controlled substances to patients with intractable pain (there's a reason why Norco is/was everywhere), and no hospital or governing body can prevent a physician from doing so responsibly. Pain contracts are common for this reason, where a doctor and patient agree on the treatment, dose, and duration of therapy; the patient also agrees not to seek additional medication sources; and consultation with other clinicians happens when prudent (pain specialists, psychiatrists, psychologists, etc.).
Dangerous drugs
“Dangerous drugs” are nonscheduled drugs that are unsafe for self-medication. These require a prescription but not an associated DEA number. Not all states bother to use this term. Essentially drugs that a patient has to get from you (and not over the counter) can be considered dangerous.
Any designated person can phone in prescriptions for non-controlled substances on behalf of a physician (this is a type of delegated medical act). 
Pharmacists can give patients a generic version (to save them money) unless “dispense as written” or equivalent is written.
 
Directly providing meds
If you give out medications in the office, then you need to keep records. You can give out free samples, of course, but they have to be in the original package, and they have to be free. If a patient needs something immediately, you can obviously give it to them (think: Benadryl or Epipen if a patient in your office was having an allergic reaction). But generally, the moral of the story is that doctors are not pharmacists, cannot function as a pharmacy dispensing medications, and bookkeeping is an important hassle that pharmacists take care of.
The one exception to doctors not functioning as a pharmacy is in rural areas (population less 5000, closest pharmacy > 15 miles away). In this situation, a physician can buy, rebottle, and dispense medications like a pharmacy. 
 

The Business of Medicine
The Corporate Practice of Medicine Act forbids non-physician owned businesses from “profiting” from medicine. This is why all those gigantic hospitals with CEOs making millions are technically “non-profit.”
In other words, physicians cannot work for a corporation owned by laypeople (the law was designed to prevent physicians from losing their professional fees and being exploited). The only corporations that can employ physicians are certified nonprofit healthcare corporations (which form the majority of hospitals you are likely to work for, with the exception being profit-sharing physician-owned hospitals, which still exist, mostly for surgeons). Otherwise, a hospital doesn't “employ” physicians; they “contract” with them.
 
Types of business entities
-Sole proprietor - You own it by yourself
-Partnership - You own it equally with one or more other people, all of whom must be PHYSICIANS
-Professional association - Typically a professional limited liability company (PLLC) of ALL PHYSICIANS (which can be taxed as a corporation) 
-Nonprofit Corporation - May be owned by both doctors and non-doctors (because the corporation is “not profiting”), but the majority must be physicians.
-To be a certified non-profit, you must basically be a teaching hospital:
-Scientific research
-Support education
-Improve capabilities to study and teach
-Deliver healthcare to the public
-Instruct the public in medical science and public health
-LLC aka Limited Liability Company - Warrants a bit more explanation: 
-A member’s liability in an LLC is limited to the amount of their capital contribution; this is generally a big deal for most business entities, as the individual owner won’t be liable for the losses of the company, can’t lose their house to pay company debts, etc. Most serious businesses are structured this way.
-This has nothing to do with malpractice, however. Being part of an LLC has no bearing on your need for malpractice insurance and does not shield you in any way from any negligent acts. 
-An LLC can be structured to file taxes as an S or C corporation, which has some tax-saving implications (which are interesting but beyond the scope of the book, including the fact that Texas has an additional franchise tax (0.5-1%), which eats into some of those benefits.)
-LLCs can include PAs and other doctors like DPM and OD (but not PhDs like psychologists or other non-physician mental health providers like social workers, counselors, etc.)
-	LLCs are not limited liability corporations. Though this phrase is commonly used, it is incorrect. 
 
Insurers
PPO - group of providers who agree to see a group of insured patients on fee-for-service basis
 
HMO - providers who see patients for an insured group on a prepaid basis
-Physicians can’t have their privileges restricted due to an HMO association. 
-HMO can't pay incentive fees to docs to make them spend less money / limit patient care.
 

Fraud & Abuse
No kickbacks
The federal government’s anti-kickback law (which applies to all insurers, not just Medicare and Medicaid) means that you can't pay people (or give them things) for referring patients to you. Otherwise, Bob the surgeon could pay the family docs who refer him patients a finder's fee, compromising everyone's medical ethics and making the world a worse place.
 
No Self-Referral
The “STARK Law" is the anti-self-referral law. Stark 1 applies to laboratories. Stark 2 applies to everything else, including ancillary services such as PT/OT. This is what prevents a radiologist from ordering a scan for a patient’s follow-up; the radiologist benefits financially from the repeat scan (i.e. is referring the patient to himself). As a result, clinicians should be careful when ordering lab tests on patients when they also have a financial interest in their own laboratory or imaging services. STARK restrictions are complex, and there are lots of exceptions and loopholes.
 
Civil false claims
It is illegal to make false claims or bill fraudulently (e.g. Medicare fraud, billing the government inappropriately for services not-rendered).
 
Barratry
A fun word: contacting prospective patients to solicit them as customers. You can't cold call patients in the phone book and see if they're in need of a new internist!
 

Advertising
False advertising can cost you your license. Advertising no-nos:
-Misleads or deceives
-Misrepresents facts
-Misrepresents the cost. You cannot say a service is free or inexpensive just because the patient’s portion/copay is low (but the insurance is being billed)
-Cannot use the term “Board eligible” (what the hell does that mean to a patient??)
-Cannot use the term “Board certified” without saying board certified in what - referencing the whole name of a legitimate recognizable medical specialty board (not certified in some secondhand pseudoboard you or someone else created after failing the real boards).
-Cannot waive copayments (insurance mandates that the patient pays their copay)
 
Healing arts identification act
You have to say what kind of doctor you are, because patients deserve to know if the person operating on their foot is an MD orthopedic surgeon or DPM podiatrist, the person looking into their eyes a DO ophthalmologist or an OD Optometrist.
-You can advertise cost (but the actual cost, not just the portion a patient with insurance is likely to pay)
-No copay/deductible waiving (you aren’t an auto body shop)
-No testimonials
-Claims must be verifiable (“I’m the best” would be a no)
Example phrasing:
YES Sanjay Gupta MD, certified by the American Board of Neurological Surgery
NO Sanjay Gupta MD, Board Eligible neurosurgeon 
NO Sanjay Gupta MD, Board Certified 
If I were to quit radiology and open up a med spa giving Botox for cash, you'd want to know that I was a radiologist and not a dermatologist, wouldn't you? Saying I was “board certified” (but in the wrong thing) would be awfully misleading.
Things have to be true in any advertisements when they are placed/bought, not just once they appear in public. So you can't buy an ad saying you're board certified until you've already passed the boards, even if the ad wasn't going to run until after you've taken the exam. Just wait.
 
Lab tests
-Cost for each lab on bill
-Name and address of the lab on the bill
-Net amount paid must be available by written request by patient or third party payer

Afterword
All done. You’ll be fine.
The goal here was to prepare you for the JP exam with minimal suffering as well as to give you a modestly better understanding of the law as it pertains to you as a physician. If you find yourself wanting to know more, congratulations: the entire text of the Medical Practice Act and more is freely available online and Google-able within the almost indecipherable Texas Occupations Code, Texas Administrative Code, and Texas Health & Safety Code.
If you have a moment, please review this book on Amazon. If you have any comments, suggestions, clarifications, or requests, please do send them my way at ben@benwhite.com. Too brief? Unclear? Missing facts? You can help make this better.
Lastly, in your internet travels, feel free to visit my site: www.benwhite.com. In addition to interesting miscellany, there’s an ever-growing collection of useful writing about topics ranging from medical school and board exams to student loans and physician finance. Speaking of student loans, you also may be interested in reading my second book, Medical Student Loans: A Comprehensive Guide (available on a Kindle near you).
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