
 
PATIENT REGISTRATION FORM 

Welcome to our office! Please PRINT and complete ALL sections below 

PPAATTIIEENNTT’’SS  PPEERRSSOONNAALL  IINNFFOORRMMAATTIIOONN    MMaarriittaall  SSttaattuuss::    SSiinnggllee    MMaarrrriieedd      DDiivvoorrcceedd      WWiiddoowweedd  
SS..SS..##::  ______________________________________________________________________  SSeexx::    MMaallee    FFeemmaallee  EEMMAAIILL::  ______________________________________________________________________  

LLaasstt  NNaammee::  __________________________________________________________________  FFiirrsstt  NNaammee::  ____________________________________________________________  MMiiddddllee::__________________________________  

SSttrreeeett  AAddddrreessss::  ______________________________________________________________________________________________________________________________________________________________________________________________  

CCiittyy::  ____________________________________________________________________________  SSttaattee::  ______________________________________________________  ZZiipp  CCooddee::  ______________________________________________  

HHoommee  PPhhoonnee  ::  ((__________))  ________________________________________  WWoorrkk  PPhhoonnee::  ((__________))  ______________________________    CCeellll  PPhhoonnee::  ((______))________________________________________  

bbeesstt  ppllaaccee  ttoo  rreeaacchh  yyoouu  dduurriinngg  bbuussiinneessss  ooffffiiccee  hhoouurrss??    HHoommee      WWoorrkk      CCeellll      EEmmaaiill          OOtthheerr  __________________________________      

DDaattee  ooff  BBiirrtthh::  __________//__________//__________________  AAggee::  ________________  DDrriivveerr’’ss  LLiicceennssee::  ____________________________________________________  SSttaattee::  ____________________  

EEmmppllooyyeerr’’ss  NNaammee::  ______________________________________________________________________________________________________________  PPhhoonnee  NNuummbbeerr::  ((__________))  ________________________________  

AAddddrreessss::  ________________________________________________________________________________________  CCiittyy::  ______________________________________________  SSttaattee::  ____________________  ZZiipp::  ________________  

YYoouurr  ooccccuuppaattiioonn::  __________________________________________________________________________________________________________________________________________________________________________________________  

IIff  MMiinnoorr,,  NNaammee  ooff  sscchhooooll::  ____________________________________________________________________________________________________________________________    FFuullll  ttiimmee            PPaarrtt  ttiimmee    

SSppoouussee’’ss//  PPaarreenntt’’ss  nnaammee::  ____________________________________________________________________________________________  WWoorrkk  PPhhoonnee::  ((__________))  ____________________________________________  

SSppoouussee’’ss  SSoocciiaall  SSeeccuurriittyy  ##::  ______________--__________--____________________  

PPAATTIIEENNTT’’SS  RREESSPPOONNSSIIBBLLEE  PPAARRTTYY  IINNFFOORRMMAATTIIOONN  

RReessppoonnssiibbllee  ppaarrttyy::  ____________________________________________________________________________________________________________________________  DDaattee  ooff  BBiirrtthh::  __________//__________//______________  

RReellaattiioonn  ttoo  PPaattiieenntt::    SSeellff          SSppoouussee    OOtthheerr  ________________________________________________  SSoocciiaall  SSeeccuurriittyy  ##::  ______________--__________--____________________  

RReessppoonnssiibbllee  ppaarrttyy’’ss  hhoommee  pphhoonnee::  ((__________))  ______________________________________  RReessppoonnssiibbllee  ppaarrttyy’’ss  wwoorrkk  pphhoonnee::  ((__________))  ________________________________________  

AAddddrreessss::  ________________________________________________________________________________________  CCiittyy::  ______________________________________________  SSttaattee::  ____________________  ZZiipp::  ________________  

PPAATTIIEENNTT’’SS  IINNSSUURRAANNCCEE  IINNFFOORRMMAATTIIOONN  

PPRRIIMMAARRYY  iinnssuurraannccee  ccoommppaannyy’’ss  nnaammee::  ______________________________________________________________________________________________________________________________________________________  

IInnssuurraannccee  aaddddrreessss::  ________________________________________________________________________  CCiittyy::  ______________________________________________  SSttaattee::  __________________  ZZiipp::  __________________  

PPoolliiccyy  hhoollddeerr’’ss  nnaammee::  ________________________________________________________________________________________________________________________  DDaattee  ooff  BBiirrtthh  __________//__________//______________    

RReellaattiioonnsshhiipp  ttoo  ppaattiieenntt::    SSeellff    SSppoouussee    CChhiilldd      OOtthheerr    IInnssuurraannccee  PPhhoonnee  ((____________))__________________________________________  

IInnssuurraannccee  IIDD  NNuummbbeerr::  ______________________________________________________________________________________________  GGrroouupp  NNuummbbeerr::  ________________________________________________________  

SSEECCOONNDDAARRYY  iinnssuurraannccee  ccoommppaannyy’’ss  nnaammee::  ________________________________________________________________________________________________________________________________________________  

IInnssuurraannccee  aaddddrreessss::  __________________________________________________________________________  CCiittyy::  ______________________________________________  SSttaattee::  __________________  ZZiipp::  ________________  

PPoolliiccyy  hhoollddeerr’’ss  nnaammee::  ________________________________________________________________________________________________________________________  DDaattee  ooff  BBiirrtthh  __________//__________//______________  

RReellaattiioonnsshhiipp  ttoo  ppaattiieenntt::    SSeellff    SSppoouussee    CChhiilldd      OOtthheerr      IInnssuurraannccee  PPhhoonnee::  ((________))  __________________________________________  

IInnssuurraannccee  IIDD  NNuummbbeerr::  ________________________________________________________________________________________________  GGrroouupp  NNuummbbeerr::  ______________________________________________________  

PPAATTIIEENNTT’’SS  RREEFFEERRRRAALL  IINNFFOORRMMAATTIIOONN  

RReeffeerrrreedd  bbyy::____________________________________________________________________________________________________________________________  PPhhoonnee::  ((__________))  ____________________________________________    

EEMMEERRGGEENNCCYY  CCOONNTTAACCTT  

NNaammee  ooff  ppeerrssoonn  nnoott  lliivviinngg  wwiitthh  yyoouu::  ________________________________________________________________________________________________  RReellaattiioonnsshhiipp::  ____________________________________  

AAddddrreessss::  ________________________________________________________________________________________  CCiittyy::  ______________________________________________  SSttaattee::  ____________________  ZZiipp::  ________________  

HHoommee  PPhhoonnee::  ((________))  ________________________________________________________________  WWoorrkk  PPhhoonnee::  ((__________))  ______________________________________________________________________________  
  

RREELLEEAASSEE  OOFF  MMEEDDIICCAALL  RREECCOORRDDSS  
  

II  hheerreebbyy  ggiivvee  aauutthhoorriizzaattiioonn  ffoorr  PPRREEMMIIEERREE  PPLLAASSTTIICC  SSUURRGGEERRYY  ttoo  oobbttaaiinn  mmeeddiiccaall  rreeccoorrddss  iinncclluuddiinngg  mmyy  mmeeddiiccaall  hhiissttoorryy,,  mmeennttaall  oorr  
pphhyyssiiccaall  ccoonnddiittiioonn,,  eevvaalluuaattiioonn,,  sseerrvviicceess  rreennddeerreedd  aanndd  ttrreeaattmmeenntt    ffrroomm::                  
  

PPaattiieenntt  ssiiggnnaattuurree::  __________________________________________________________________________________________________________DDaattee::  __________________________________  



 
PERSONAL HEALTH QUESTIONNAIRE 

 
Patient Name:         Today’s Date:  

MEDICAL EVALUATION 
How is your general health? 
 
 
Are you presently being treated for any medical conditions?  Yes  No 
If yes, please explain: 
 
When was your last physical examination? 
Primary Care Physician: 
Other physicians: 
 

EYES CARDIOVASCULAR 
Visual Loss (one or both)   Yes  No Coronary or Heart Attack  Yes  No 

“Dry” eyes  Yes  No Congenital Heart Disease  Yes  No 

Itching or Irritation  Yes  No Heart Murmur  Yes  No 

Blurred or Double Vision  Yes  No Palpitations/Irregular Beat  Yes  No 

Crossed or Lazy eyes  Yes  No Hypertension  Yes  No 

Cornea Problems  Yes  No Stroke  Yes  No 

Thyroid Eye Disease  Yes  No CHEST 
Wear Glasses/Contacts  Yes  No Shortness of Breath  Yes  No 

Previous eye/eyelid surgery  Yes  No Chronic Lung Disease  Yes  No 

If yes, explain: Cough  Yes  No 
 Asthma  Yes  No 

NOSE BREAST 
Difficulty Breathing  Yes  No Pain or Discomfort  Yes  No 

Previous Injury  Yes  No Cysts or Lumps  Yes  No 

Nasal Allergies  Yes  No Have you had Biopsies  Yes  No 

Nose Bleeds  Yes  No Breast Cancer in Family  Yes  No 

Sinus Conditions  Yes  No If yes, who: 
Previous Nasal/Sinus Surgery  Yes  No Recent Mammogram- Ultrasound- MRI?  Yes  No 

If yes, what type: If yes, when: 
  

FACE PSYCHIATRIC 
Previous Aesthetic Surgery  Yes  No Have you received treatment  Yes  No 
If yes, what type: If yes, were you hospitalized  

Irradiation to Face or Neck  Yes  No Any recent crisis in your life  Yes  No 
Facial Paralysis / Weakness  Yes  No  

Facial Skin Problems  Yes  No OTHER 

Other Skin Problems  Yes  No Liver Disorder  Yes  No 
If yes, what type: Hepatitis / Cirrhosis  Yes  No 
 Kidney / Bladder Disorders  Yes  No 



 
HEALTH QUESTIONNAIRE – Page Two  Patient Name: 

ALLERGIES OTHER (Continued) 

Any Drug Allergies (including local  
Anesthetic & Codeine) 

 Yes  No Chronic Infections  Yes  No 
Spinal or Back Disorders  Yes  No 

If yes, Drug  Reaction Previous Blood Clots  Yes  No 
  Previous Thrombophlebitis  Yes  No 
  Autoimmune Disease  Yes  No 
  Lupus, Rheumatoid Arthritis  Yes  No 

MEDICATIONS Stomach / Digestive Disorder  Yes  No 
List any medications and dosage you are taking or have 
taken within the last month 

Bleeding Disorders- Self  Yes  No 

Bleeding Disorders – Family  Yes  No 

 Blood Transfusions  Yes  No 

 Diabetes   Yes  No 

 Thyroid Problem  Yes  No 

 Keloids or Unusual Scaring  Yes  No 

 Are you Pregnant?  Yes  No 

Do you take Aspirin or medication that 
contains Aspirin 

 Yes  No SOCIAL 
Do you Smoke?   Yes  No 

Taken a Steroid over the past year  Yes  No If so, How many per day:  
Taking Vitamin E  Yes  No Alcohol Consumption?  Yes  No 

FAMILY HISTORY Drinks per day:  

History of Medical Problems or Illness  Do you use any Drugs?  Yes  No 

Mother: CHILDHOOD MEDICAL HISTORY 
 Had All Known Baby Shots  Yes  No 

Father: Polio Immunization  Yes  No 

 Rheumatic Fever  Yes  No 

Sister:   
 CURRENT HEIGHT  

Brother: CURRENT WEIGHT  
    

SURGERY (operations) ADMISSIONS TO HOSPITALS 
Type/ Date /Complications or Difficulties Reason/ Date /Complications or Difficulties  
1.  1.  

2.  2.  

3.  3.  

4.  4.  

Do you have an advanced directive? 
  Yes  No 

An advance directive tells your doctor what kind of care you would like if you become unable 
to make medical decisions (if you are in a coma for example). If you are admitted to the 
hospital, the hospital staff will probably talk to you about advance directives. 

WHAT COSMETIC SURGERY & CONCERNS WOULD YOU LIKE TO DISCUSS? 
 
 
 

            
Patient/ Legal guardian/Parent Signature   Date 
  
  



 
A S S I G N M E N T  O F  B E N E F I T  

 

I hereby agree to irrevocably assign all medical and/or surgical benefits, to include major medical benefits to which I am 
entitled, including Medicare, Medi-Cal, Champus, and all other government sponsored programs, private insurance and any 
other health plans to: 

PREMIERE PLASTIC SURGERY 
Howard K. Nam, MD, Inc.   Tom A. Flashman, MD, Inc 

Brian A. Cox, MD,  Inc    
Harold L. Rosenfeld, MD, Inc.   Christopher K. Tiner, MD, Inc. 

Lawton W. Tang, MD- Charles T. Resnick, MD 
1044 S. Fair Oaks Avenue, Suite 101, Pasadena, CA 91105 

 
I hereby instruct and direct the insurance company to pay by check made out and mailed to. if my current policy prohibits 
direct payment to the doctor, then I hereby also instruct and direct the insurance company to make out the check to me and 
mail as follows:  

c/o PREMIERE PLASTIC SURGERY 
C/o Howard K. Nam, MD, Inc.- C/o Tom A. Flashman, MD, Inc. 

C/o Brian A. Cox, MD, Inc. 
C/o Harold L. Rosenfeld, MD, Inc.- C/o Christopher K. Tiner, MD, Inc. 

c/o Lawton W. Tang, MD- c/o Charles T. Resnick, MD, Inc 
 

Medicare will only pay for services that are determined to be “Reasonable and Necessary” under section 1882(a) of the 
Medicare law.  If Medicare determines that a particular service, although it would otherwise be covered, is not “Reasonable 
and Necessary” under Medicare program standards, Medicare will deny payment for that service. 
I understand that, as a courtesy to me, the above named physician will file a claim with my insurance company on my behalf.  
However, I am financially responsible for, and hereby do agree to pay, in a current manner, any charges not covered by the 
insurance payment.  If it is necessary to file a formal collection action, I agree to pay all costs, including reasonable attorney’s 
fees incurred by the medical office in the collection of the outstanding fees. 
 

AUTHORIZATION OF DESIGNATED REPRESENTATIVE TO APPEAL A DETERMINATION 

 
I hereby authorize Howard K. Nam, M.D., Tom A. Flashman, M.D., Brian A. Cox, M.D., Harold L. Rosenfeld, Christopher K. Tiner, 
MD, Lawton W. Tang. MD, Charles T. Resnick and Shankar Lakshman, MD and its representative to appeal a claim 
determination on my behalf. 
As my Designated Representative, and, as part of the appeal, I hereby authorize them to: 
A) submit claim on my behalf; 
B) act on my behalf in pursuing and appealing the benefit determination under my insurance plan. 
C) initiate formal complaints to any State and Federal agency that has jurisdiction over my benefits; 
D) submit any and  all requests for benefit information from my insurance plan; all medical and financial information 
contained in my insurance file include but not limited to treatment for venereal disease, alcoholism and drug abuse, abortion, 
mental disorder or developmental disability, cancer and HIV status relating to my examination, treatment and hospital 
confinement in connection with the determination which is being appealed 
I understand this information is privileged and confidential and will only be released as specified in this authorization.  
 
This authorization is valid for a period of five years. 
A photocopy of this authorization shall be considered as effective and valid as the original. 
 
Very truly yours, 

               
Date        Patient or Legal guardian’s Signature 

               
        Print Patient Name 
 



 
 

PATIENT FINANCIAL POLICY 
 

Thank you for choosing us. We are committed to the success of your medical treatment and care. Please understand 
that payment of your bill is part of this treatment and care. 
FFoorr  yyoouurr  ccoonnvveenniieennccee,,  wwee  hhaavvee  aannsswweerreedd  aa  vvaarriieettyy  ooff  ccoommmmoonnllyy  aasskkeedd  ffiinnaanncciiaall  ppoolliiccyy  qquueessttiioonnss  bbeellooww..  IIff  yyoouu  nneeeedd  
ffuurrtthheerr  iinnffoorrmmaattiioonn  aabboouutt  aannyy  ooff  tthheessee  ppoolliicciieess,,  pplleeaassee  aasskk  ttoo  ssppeeaakk  wwiitthh  aa  BBiilllliinngg  SSppeecciiaalliisstt..  
How May I Pay? 
We accept payment by cash, money orders, cashier’s checks, personal checks, MasterCard or VISA charge cards or debit 
cards. There will be a $20 charge for all checks returned for nonsufficient funds. 

Do I Need a Referral? 
IIff  yyoouu  hhaavvee  aann  HHMMOO  ppllaann  wwiitthh  wwhhiicchh  wwee  aarree  ccoonnttrraacctteedd,,  yyoouu  wwiillll  nneeeedd  aann  aauutthhoorriizzaattiioonn  nnuummbbeerr  ffrroomm  yyoouurr  pprriimmaarryy  ccaarree  
pphhyyssiicciiaann..  IIff  wwee  hhaavvee  nnoott  rreecceeiivveedd  tthhee  aauutthhoorriizzaattiioonn  nnuummbbeerr  pprriioorr  ttoo  yyoouurr  aarrrriivvaall  aatt  tthhee  ooffffiiccee,,  wwee  hhaavvee  aa  tteelleepphhoonnee  
aavvaaiillaabbllee  ffoorr  yyoouu  ttoo  ccaallll  yyoouurr  pprriimmaarryy  ccaarree  pphhyyssiicciiaann  ttoo  aatttteemmpptt  ttoo  oobbttaaiinn  iitt..  WWee  aarree  rreeqquuiirreedd  bbyy  HHMMOO''ss  aanndd  cceerrttaaiinn  PPOOSS  
ppllaannss  ttoo  hhaavvee  tthhiiss  nnuummbbeerr  pprriioorr  ttoo  pprroovviiddiinngg  sseerrvviicceess  ttoo  yyoouu..  
If you are unable to obtain the referral, you will be re-scheduled for your visit. 
 
What If My Child Needs to See the Physician? 
A parent or legal guardian must accompany patients who are minors (patients less than 18 years of age) on all of the 
patient's visits. The accompanying adult is responsible for payment of the account, according to the policy outlined on 
these pages. 

Patient Responsibility 
AAllll  ppaattiieennttss  aarree  rreessppoonnssiibbllee  ffoorr  kknnoowwiinngg  tthhee  rreeqquuiirreemmeennttss  ooff  tthheeiirr  iinnssuurraannccee  ppllaannss,,  iinncclluuddiinngg  wwhhiicchh  llaabbss  aanndd  rraaddiioollooggyy  
ffaacciilliittiieess  tthheeyy  mmaayy  uussee,,  wwhhaatt  sseerrvviicceess  aarree  ccoovveerreedd,,  eettcc..  OOuurr  ssttaaffff  wwiillll  aassssiisstt  oouurr  ppaattiieennttss,,  bbuutt  wwee  ccaannnnoott  bbee  rreessppoonnssiibbllee  ffoorr  
kknnoowwiinngg  oorr  iinntteerrpprreettiinngg  tthhee  bbeenneeffiittss  ooff  eeaacchh  iinnddiivviidduuaall  ppoolliiccyy..  OOuurr  ooffffiiccee  ssttaaffff  wwiillll  ddoo  aallll  wwee  ccaann,,  bbuutt  iinnssuurraannccee  
ccoommppaanniieess  hhaavvee  tthhee  llaasstt  wwoorrdd  oonn  ppaayymmeenntt;;  tthheerreeffoorree,,  uullttiimmaattee  rreessppoonnssiibbiilliittyy  lliieess  wwiitthh  tthhee  ppaattiieenntt..  
 
Surgery 
If our physician recommends surgery, we will obtain your insurance information at the time that you check out and you 
should contact our surgery scheduler within the next few days. She will be able to answer specific questions about the 
surgery scheduling process, discuss the paperwork and tests involved and complete all precertifications and/or 
authorizations as required by your insurance. 
The surgery scheduler may request a pre-surgical deposit, the amount of which depends on your coverage and 
deductible amount. A cost estimate that shows your financial responsibility, based on the benefit levels and coverage of 
your insurance plan, will be explained by the surgery scheduler. 
Whenever you undergo surgery, you will be billed by the surgeon, the anesthesiologist, the facility and the pathologist. 
We can only guarantee the surgeon and facility’s affiliation to your insurance’s network. Anesthesiologists and 
pathologists may not be contracted with your insurance.  

I understand and agree that my health coverage involves an arrangement between my health plan and myself and 
that my physician is not a contracting provider with my health plan. Furthermore, I understand that this office will 
prepare any necessary reports and forms to bill my health plan. Any amount paid directly to this office will be 
credited to my account upon receipt. However, I clearly understand and agree that any remaining balance after my 
health plan has made payment will be charged directly to me and that I am personally responsible for payment. I also 
understand that if I suspend or terminate my care and treatment, any fees for professional services rendered to me 
will be immediately due and payable. 

 

               
Date        Patient or Legal guardian’s Signature 

               
        Print Patient Name 
 



 
PATIENT PHOTOGRAPHIC AUTHORIZATION AND CONSENT 

 
 
I consent to the taking of photographs of me, (or parts of my body), by or his designee in connection with the 
plastic surgery procedure(s) to be performed by : 
 

(please initial in the box to left of  the physician that applies) 
 

  Brian A. Cox, MD     Harold L. Rosenfeld, MD 

 Christopher K. Tiner, MD   Lawton W. Tang, MD 

 
 
 
I further consent to the release by the above named physician to the American Society of Plastic Surgeons 
(“ASPS”), and/or the American Board of Plastic Surgery, Inc. of such photographs. 
 
I understand that such photographs may be published by ASPS in any print, visual, or electronic media, 
specifically including, but not limited to, medical journals and textbooks, for the purpose of informing the 
medical profession or the general public about plastic surgery methods. 
 
Neither I, nor any member of my family, will be identified by name in any publication. 
 
 

               
Date        Patient or Legal guardian’s Signature 

 
 
               
        Print Patient Name 
 
 

************************************************************************ 
IF PATIENT IS A MINOR, LEGAL GUARDIAN NEEDS TO COMPLETE AND SIGN BELOW: 
 
      I,        have read the Authorization and Release.  I am the parent, 
guardian, or conservator of____________________________, a minor.  I am authorized to sign this consent 
on his / her behalf and I grant this consent as a voluntary contribution in the interest of education, 
examination, testing, credentialing and/or certifying purposes by the American Board of Plastic Surgery, Inc. 
 

               
Date        Patient or Legal guardian’s Signature 

 
 
               
        Print Patient Name 



 
 

A C K N O W L E D G E M E N T  O F  R E C E I P T  O F   

 
N O T I C E  O F  P R I V A C Y  P R A C T I C E S  

 
 
 

By signing this document, I acknowledge that I have received a copy of the above doctors Notice of Privacy Practices. 
 
 

  
Patient Name (print) 
 
 
  
Signature         / Date 
 
 
  
Received by: 



 
 

NOTICE OF PRIVACY PRACTICES 
  
THE FOLLOWING NOTICE DESCRIBES HOW YOUR MEDICAL INFORMATION MAY BE USED AND DISCLOSED, AND HOW YOU CAN 
GET ACCESS TO THIS INFORMATION.  PLEASE REVIEW THE INFORMATION CAREFULLY. 
 
 Your protected healthcare information may be released to other healthcare professionals within Premiere Plastic Surgery, 

INC for the purpose of providing you with quality healthcare. 
  
 Your protected healthcare information may be released to your insurance provider for the purpose of Premiere Plastic 

Surgery, INC receiving payment for providing you with needed healthcare services. 
  
 Your protected healthcare information may be released to public or law enforcement officials in the event of an 

investigation in which you are a victim of abuse, a crime or domestic violence. 
  
 Your protected healthcare information may be released to other healthcare providers in the event you need emergency 

care. 
  
 Your protected healthcare information may be released to a public health organization or federal organization in the event 

of a communicable disease or to report a defective device or untoward event to a biological product (food or medication). 
  
 Your protected healthcare information may not be released for any other purpose than that which is identified in this 

notice. 
  
 Your protected healthcare information may be released only after receiving written authorization from you.  You may 

revoke your permission to release protected healthcare information at any time. 
  
 You may be contacted by Premiere Plastic Surgery, INC to remind you of any appointments, healthcare treatment options 

or other health services that may be of interest to you. 
  
 You may be contacted by Premiere Plastic Surgery, INC for the purposes of marketing to support Premiere Plastic Surgery, 

INC’s operations. 
  
 You have the right to restrict the use of your confidential healthcare information.  However, Premiere Plastic Surgery, INC 

may chose to refuse your restriction if it is in conflict of providing you with quality healthcare or in the event of an 
emergency situation. 

  
 You have the right to receive confidential communication about your health status. 
  
 You have the right to review and photocopy any/all portions of your healthcare information. 
  
 You have the right to make changes to your healthcare information. 
  
 You have the right to know who has accessed your protected healthcare information and for what purpose. 

 
 You have the right to possess a copy of this Privacy Notice upon request.  This copy can be in the form of an electronic 

transmission or on paper. 
 

 Premiere Plastic Surgery, INC is required by law to protect the privacy of its patients.  It will keep confidential any and all 
patient healthcare information and will provide patients with a list of duties or practices that protect confidential 
healthcare information.  
 

 Premiere Plastic Surgery, INC will abide by the terms of this notice.  Premiere Plastic Surgery, INC reserves the right to make 
changes to this notice and continue to maintain the confidentiality of all healthcare information.  Patients will receive a 
mailed copy of any changes to this notice within 60 days of making the changes. 
  
  



 
 NOTICE OF PRIVACY PRACTICES, continued 
  
  
 You have the right to complain to Premiere Plastic Surgery, INC if you believe your rights to privacy have been violated.  If 

you feel your privacy rights have been violated, please mail your complaint to Premiere Plastic Surgery, INC: 
 

ATTN:  Ms. Valerie Kwan, Administrator 
Premiere Plastic Surgery, INC 
1044 S. Fair Oaks Avenue 
Suite 110 
Pasadena, CA 91105 

 
• All complaints will be investigated.  No personal issue will be raised for filing a complaint with Premiere Plastic 

Surgery, INC.  
 
 For further information about this Privacy Notice, please contact: 
 

• Valerie Kwan  
  
• Privacy Officer 
  
• (626) 449-4859 

 
 This notice was published and becomes effective on March 31, 2008. 
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