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++ 
   

PATIEN T INFORMATION 
PLEA SE C O M PLETE EN TIR E PA C KET  

 
Co n f i d e n t i a l I n f o r m a t i o n :  The information herein will not be released except when you have authorized us to do 
so. This information will be used by the doctors in their decisions regarding your care. 

 
 

Today’s Date:     
 

Patient’s Name:     
 

Address:     
 

City:     State:  ZIP:     
 

Telephone Numbers: 
 

Home:     Cell:     Work:     
 

Email Address:     
 

Date of Birth:     Height: Weight:     Female 
 

Age:     Male 
 
 

Marital Status: Single Married Widowed Divorced Separated 

Social Security Number:         

Emergency Contact Name:     
 

Telephone: Home: Cell: Wk:    
 

Employer (if patient is a minor, parent’s place of employment): 
 
 
 

Employer Address:     
 

Telephone:     
 

Family Physician’s Name:     
 

Medical Insurance Company:     
 

Policy #     Group #     
 

Primary Policyholder’s Name:     DOB:     



Yo ur healt h is o f ex t rem e im po rt anc e t o us .  T he m o re w e k no w abo ut y o u, t he bett er w e c an as s is t y o u.  
Pl e as e com p le t e t h e in f or m ation on t h e f ol low in g p age s as com p le t e ly as p os s ib le . 

 

2779 Sunridge Heights Parkway 

Suite #100 

Henderson, NV  89052 

(P) 702.608.1318 (F) 702.446.8026 

www.VIPplasticSurgery.com  

Christopher Khorsandi, MD 
Certified American Board of Plastic Surgery 

 
     
    VIP PLASTIC SURGERY 
 

 

 
 
 

What brings you to our office today? Please be as specific as possible. 
 

 
 
 
 
 

How long has this concerned you? 
 
 
 

Have you had any previous treatment for this? 
 
 
 

If YE S , how and when was this treated? 
 
 
 

Rev i ew o f sy st e m s:  

 
Do you have or have you had any of the following?  (Please check yes or no) 

 
YE S NO YE S NO  

 
AIDS or HIV positive Cancer 

Hepatitis Rheumatic Fever 

Anemia Chest Pains 

High Blood Pressure Seizures 

Arthritis Colitis 

Irregular Heart Beat Shortness of Breath 

Asthma Diabetes 

Kidney Problems Skin Cancer 

Back Problems Ear/Eye Problems 

Migraine Headaches Stomach Problems 

Blood Clots in legs Stroke 

Blood Disorders Heart Problems 

Nose/Throat Problems Thyroid Problems 

Bleeding Problems Heart Murmur 

Pneumonia Tuberculosis 

Breathing Problems Heart Palpitations 

Psychiatric Condition Transfusion 
 
 
 
 

Pas t M e d i c al H i s t or y : 
List all medical conditions and any major hospitalizations including dates: 

__________________________________________________________________________________ 

 
__________________________________________________________________________________ 
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Pas t S u r g i c al H i s t or y : 

 

List all past surgical procedures including dates: 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

__________________________________________________________________________________ 

 
Ar e y o u a l l er g i c t o o r ha v e y o u ever  ha d a r ea c t i o n t o a ny m edi c a t i o n o r dr ug , l o c a l 

anes t het i c , o r g ener al anes t het i c ?  I f s o, pl eas e l i s t m edi c at i o n and t y pe o f r eac t i o n:  

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 
Wh a t me d i c a t i o n s d o y o u t a k e r e g u l a r l y? ( a s p i r i n , b i r t h c o n t r o l p i l l s , h e r b s , v i t a mi ns , et c . ) 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 
Do you have a problem with excessive scarring or keloid formation after being cut? Yes No 

Is your general health good? Yes No 

Have you ever had psychiatric problems, a nervous breakdown or been under the care of a psychiatrist, 

psychologist or mental health counselor? Yes No 

 
If so, please list what condition you have been treated for: 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 
Fa m i l y H i s t or y:  

Do you have any diseases or conditions that run in your family? If yes, please list condition and which family 

member has been affected. 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

___________________________________________________________________________________ 

 
Have you or a member of your family ever had a problem with anesthesia? Yes No 

If yes, please explain 

____________________________________________________________________________________ 

 
So ci a l H i s t o r y:  

 

What is your profession? 

____________________________________________________________________________________ 
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Have you ever smoked? Yes No 

If yes, how many packs per day?    

 

 
For how many years? When did you quit?    

 
Do you drink alcohol? Yes No 

If yes, how much?    

 

 
 
How often?    

 

Pl e as e l i s t al l of y ou r d oc t or s .  Pl e as e i n c l u d e p r i m ar y c ar e p h y s i c i an s , s p e c i a l i s t s , an d 

me n t a l h e a l t h 

ca r e p r of e s s i on a l s . 
 

 
 
 
 
 
 

Ho w d i d y o u l e a r n a b o u t u s ? (P l e a se c h e c k a l l st a t e m e n t s t h a t a p p l y ) 
  A friend referred me. (Name)    

  A doctor referred me.(Name)    

  I saw an ad in a magazine or newspaper. 

  I visited your website. ( Pl e as e check w h i c h s i t e or al l t h at ap p l y ) 
 

☐www.VIPplasticSurgery.com 
☐www.RealSelf.com 
☐www.JustBreastImplants.com 
☐www.HealthTap.com 
☐www.Yelp.com 
 

 
 
 
 
 

Thank you for taking the time to complete this information. 
 

I certify the above to be true to the best of my knowledge. 
 
 
 
 
 
___________________________________________________________ ________________________ 
P at i ent ( o r l eg al g uar di an) Da t e 

 
 
 
 
___________________________________________________________ ________________________ 
Rev i ew ed by P hy s i c i an           Da t e 

http://www.vipplasticsurgery.com/
http://www.realself.com/
http://www.justbreastimplants.com/
http://www.healthtap.com/
http://www.yelp.com/


Yo ur healt h is o f ex t rem e im po rt anc e t o us .  T he m o re w e k no w abo ut y o u, t he bett er w e c an as s is t y o u.  
Pl e as e com p le t e t h e in f or m ation on t h e f ol low in g p age s as com p le t e ly as p os s ib le . 

 

2779 Sunridge Heights Parkway 

Suite #100 

Henderson, NV  89052 

(P) 702.608.1318 (F) 702.446.8026 

www.VIPplasticSurgery.com  

Christopher Khorsandi, MD 
Certified American Board of Plastic Surgery 

 
     
    VIP PLASTIC SURGERY 
 

 

 

 
 
 
 

RELEASE OF MEDICAL INFORMATION 
 
 
 
I authorize to any holder of medical or other information about me to release to Christopher Khorsandi, MD, 

PLLC dba VIP Plastic Surgery, as well as my insurance carrier any information needed for this or any related 

claim. 

 
I hereby authorize, request and assign payment directly to Christopher Khorsandi, MD, PLLC dba VIP Plastic 

Surgery for bills rendered by this office covering services and any past and future treatments if related to 

the incident or condition giving rise to these services by all insurance carriers with whom I have coverage or 

settlements or judgments flowing from the incident for which I am receiving treatment.  This authorization 

shall include all benefits specified and/or master medical benefits otherwise payable to me. 

 
I permit a copy of this authorization to be used in place of the original 

 
 
 
 
___________________________________________________________ ________________________ 
Pat i e n t ( or le g a l g u a r d ia n ) Da t e 

 
 
 
 
___________________________________________________________ ________________________ 
Wi t n e s s Da t e 
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DESIGNATION FOR RELEASE OF MEDICAL INFORMATION 
 
VIP  P last ic  Su rgery  understands that there are times when you, the patient, may want another person to be 

knowledgeable about your medical condition or medical needs.  We want you to be able, if you so desire, to name a person to 

whom you want the office staff to speak with about your medical condition or medical needs.  To enable that, we ask that you 

complete the information below as an aid to the physicians and/or office staff in making a determination on disclosing such 

information. 

 
I, __________________________________, designate the following person to be able to speak to a physician, a nurse or other 

staff member, should it be necessary, on my behalf.  I hereby give permission to VIP Plastic Surgery through its physicians and 

staff to release to my designee any information about my medical condition or medical needs or the status of my account and 

I release VIP Plastic Surgery,  its physicians and staff, from any claim of confidentiality in connections with the release of this   

information.   

The des i g nat i o n i s va l i d u n t i l yo u ca n ce l i t i n w r i t i n g.  
 

I wish to be contacted in the following manner: (please check all that apply) 

□ Home 
Telephone 

□ OK to leave message with detailed information on home answering machine 

□ Leave message with call back number only 

□ OK to leave message with spouse/significant other at home number 

□ Work 

Telephone 

□ OK to leave message with detailed information 

□ Leave message with call back number only 

□ Written Communication 

□ OK to mail to my home address 

□ OK to mail to my work/office address 

□ Electronic Communication 

□ OK to communicate with me by email (this may include newsletters) 

□ OK to fax to home/office fax number 

    ☐ E mail address 
 
Name of Designated Person   ____________________________________________________________________ 

 

Relationship __________________________________   Phone # ______________________________________ 
 

Name of Designated Person ____________________________________________________________________ 
 

Relationship __________________________________   Phone #   ______________________________________ 

 

Patient  Signature   ___________________________________________ Date  _____________________ 

Witness ___________________________________________________ Date  _____________________ 

 
I d e c li ne t o des i g nat e ano t her per s o n t o s peak w i t h m y phy s i c i an o r c l i ni c al s t af f . 

 
Patient Signature ______________________________________________ Date    

 

Witness  ______________________________________________________ Date ________________
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PATIENT CONSENT TO TREATMENT 
 

Pl e as e r e ad e ac h s e c t i on c ar e f u l l y .  Y ou m ay r e q u e s t a c op y of t h i s f or m f or y ou r ow n 
re c o rd s.  

 

 
 
Pat i e n t N am e   ____________________________________________Da t e__________________________ 

 
I, the undersigned, do hereby request and consent to an evaluation and treatment by VIP Plastic Surgery.  I 

wish to rely on VIP Plastic Surgery to exercise judgment for my best interest, me or that of my dependent, 

the above-named patient, during the course of treatment.  I will inform VIP Plastic Surgery or his staff who is 

treating me or my dependent of any sensitive areas or adverse  conditions that I or my dependent may have 

had prior to, during, or after treatment.  I intend this consent to cover the entire course of treatment. 

 
I clearly understand and agree that all services rendered to me or to my dependent, the above-named 

patient, may be charged directly to me and that I am personally responsible for full payment.  I understand 

that even if I suspend or terminate treatment, any fees for professional services rendered to me or to my 

dependent up to the point of termination will be immediately due and payable. 

 
I acknowledge that VIP Plastic Surgery participates directly with several insurance plans (including managed 

care plans and Medicare) and that I am responsible for any outstanding fees for services provided to me or 

to my dependent, the above-named patient, by VIP Plastic Surgery that are not reimbursed through 

insurance or other third party payers; this includes all co-payments, deductibles, and out of pocket costs.  I 

understand that a potentially refundable deposit to cover fees for uncovered services may be required at the 

time of service or follow-up. 

 
For cosmetic procedures, I understand that I will be responsible for all facility and anesthesia fees incurred 

for subsequent revision and/or emergency procedures performed on me or my dependent, the above-named 

patient, as well as necessary supplies including but not limited to implants, unless otherwise specified by VIP 

Plastic Surgery.  Any surgeon’s fee that may be incurred for subsequent revision and/or emergency 

procedures will be addressed on a case by case basis. 

 
I authorize VIP Plastic Surgery to submit all precertification and claims directly to the insurers on my behalf.  

I hereby authorize the release of my medical records and other information necessary to process insurance 

claims.  I understand and agree that any and all monies received from insurance companies   and/or other 

third party payers as reimbursement for services rendered to me or to my dependent, the above-named 

patient, by VIP Plastic Surgery shall be forfeited in full to VIP Plastic Surgery. Any other arrangements that 

may involve insurance billing, reimbursement, payment plan, or payment deferral, must be made in writing 

with the office manager and/or business manager of VIP Plastic Surgery.  Verbal agreements are not 

acceptable 

 

 

Si gn a t u r e _______________________________________________ Da t e   ___________________ 
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PATIEN T FINANCIAL RESPO NSIBILITY AGREEM ENT 
 
 
YO U M U S T P RO VI D E YO U R I N S U RAN CE CARD AN D P I CT U RE I D E N T I F I CAT I O N T O T H E 

RE CE P T I O N I S T F O R P H O T O CO P YI N G AT E ACH AP P O I N T M E N T .  I N T H E E VE N T T H AT N O 
I NS U R A NC E I S A V A I L A B L E , OR I T H A S B E E N DE T E R M I NE D T H A T T H E P A T I E NT I S I NE L I G I B L E F OR  
CO VE RA G E O F S E RVI CE S , T H I S A CCO U N T W I L L B E DE T E RM I N E D T O B E S E L F - PA Y A N D PA Y M EN T 
IN F U L L IS D U E A T T H E T IM E O F E A C H S E R V IC E . 

 
I hereby authorize VIP Plastic Surgery to release medical information to my physicians and/or insurance 

company(ies).  I further authorize direct payment from my insurance company(ies) to VIP Plastic Surgery. 

 
I understand that I am responsible for obtaining all necessary referrals prior to the scheduled appointment. 

All co-payments required by my insurance plan will be paid at the time of service.  I further acknowledge 

that all deductibles, co-insurance and non-covered items as determined by my insurance plan will be due 

and payable upon notice either sent by U.S. mail in the form of a statement and/or telephone 

communication from VIP Plastic Surgery. 

 
After the first missed appointment without 24-hour notice given to VIP Plastic Surgery, I will be responsible 

for a $50.00 NO SHOW fee. 

 
All returned checks shall be assessed a $40.00 bank processing fee, for which I will be responsible. 

 
I acknowledge that a 1.5% per month interest charge may be added to any balance unpaid after 90 days of 

aging.  I further acknowledge that I will be held responsible for any and all expenses incurred by VIP Plastic 

Surgery for a 30% collection fee and/or a 30% attorney fee on any balance referred to an attorney for 

collection as a result from my delay in payment for services rendered by VIP Plastic Surgery. 

 
I further agree that if this account is not paid when due I will be responsible for a collection expense of 35% 

on the balance, plus any court costs incurred by VIP Plastic Surgery, in addition to interest accrued after the 

initial 90 days of debt at 1.5% monthly. 

 
VIP Plastic Surgery reserves the right to assess a charge for telephone calls when medical care is dispensed 

in lieu of an office visit. 
 

 
 
 
___________________________________________________________ ________________________ 
Signature of Pat i e n t ( or l e gal gu ar d i an ) Da t e 
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COSMETIC SURGERY CANCELLATION POLICY 
 

 
VIP Plastic Surgery makes every effort to ensure that appointments are scheduled and completed in an 

efficient manner, and the hospital will contact you on the business day prior to your appointment to 

confirm the details.  Preparing and scheduling with the surgery center involves a significant amount of time 

for the physician and staff. 

 
Our office requires a 25% deposit of the total fee be made in order to reserve a surgery date. 

 
If you cancel your surgery any t i m e after your surgery date has been reserved and/or deposit has been 

made, a $500 administrative and consultation, non-refundable fee will apply. 

 
If you cancel your surgery 7 business days to 48 hours prior to surgery, you will be charged 25% of the total 

surgical costs. 

 
If you cancel your surgery between 48 and 24 hours, you will be charged 50% of the total surgical costs. 

Cancellations within 24 hours of surgery will be charged at 100% of the total fee. 

Patients who are cancelled by Dr. Christopher Khorsandi (or any other providing physicians, i.e. anesthesia) for 
medical reasons will be rescheduled without financial penalty.  This policy only applies to VIP Plastic Surgery 
and is not the policy of the anesthesia provider or the surgery center. 

 
We appreciate your cooperation in this matter. 

 
I have read the above policy and agree to its terms. 

 
 
 
 
___________________________________________________________ 
Pat i e n t Na m e (P l e a se P ri n t ) 

 
 
 
 
___________________________________________________________ ________________________ 
Pat i e n t S i gn a t u r e (o r l e g a l g u a rd i a n ) Da t e 
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WRITTEN ACKNOWLEDGMENT OF 
PRIVACY PRACTICES 

 
 
Our Notice of Privacy Practices provides information about how we may use and disclose Private Healthcare 

Information about you.  As provided in our notice, the terms of our notice may change.  If we change our 

notice, you may obtain a revised copy. 
 

 
 
I have read and/or received a copy of the Notice of Privacy Practices of Christopher Khorsandi, MD, 

PLLC and VIP Plastic Surgery. 

 
I have had an opportunity to read the Notice of Privacy Practices. 

 
I understand that I may ask questions to Christopher Khorsandi, MD, PLLC and VIP Plastic Surgery if I do not 

understand any information contained in the Notice of Privacy Practices. 
 
 
 
 
 
___________________________________________________________ ________________________ 
Pat i e n t ( or l e gal gu ar d i an ) Da t e 

 

 
 
___________________________________________________________ ________________________ 
Wi t n e s s Da t e 



Yo ur healt h is o f ex t rem e im po rt anc e t o us .  T he m o re w e k no w abo ut y o u, t he bett er w e c an as s is t y o u.  
Pl e as e com p le t e t h e in f or m ation on t h e f ol low in g p age s as com p le t e ly as p os s ib le . 

 

2779 Sunridge Heights Parkway 

Suite #100 

Henderson, NV  89052 

(P) 702.608.1318 (F) 702.446.8026 

www.VIPplasticSurgery.com  

Christopher Khorsandi, MD 
Certified American Board of Plastic Surgery 

 
     
    VIP PLASTIC SURGERY 
 

 

Patient Photograph Release Form 
 

Patient Information  

 
Patient’s Name 

 
 
 

Last 

 
 
 

First 

 
 
 

Middle 

 

Date of Birth / /   

 

Photograph Consent and Release 
 
I hereby acknowledge that I have been advised that photographs will be taken of me or parts of my body 
before and after surgery.  The photographs will be taken by one of the members of the VIP Plastic Surgery. 
medical staff. I hereby give my consent for VIP Plastic Surgery, to use the photographs under one or more of the 
following circumstances. 

 
 

__ Website: Photographs taken of me or parts of my body as well as details regarding medical services that I 

have received at VIP Plastic Surgery, can be used on the company’s website in order to inform the public about 

plastic surgery methods. Further, I release and discharge VIP Plastic Surgery, any employees of VIP Plastic 
Surgery and the American Society of Plastic Surgeons; and all parties acting under their license and authority, 

from any and all claims or actions that I have or may have relating to such use and publication, and all 

rights, if any, that I may have in such photographs and details regarding medical services rendered me, 
including any claim for payment, in connection with any such use or publication. I give my consent as a 

voluntary contribution in the interest of public education, and my consent is subject only to the condition that I 

am not identified by name or any other identifying marks at any time during any use or publication of these 

materials by any party. 
___All Media: Photographs taken of me or parts of my body as well as details regarding medical   services 

that I have received at VIP Plastic Surgery, can be used in any print or broadcast media, including, but not 

necessarily limited to newspapers, pamphlets, educational films, internet, and television, in order to inform 
the public about plastic surgery methods. Further, I release and discharge VIP Plastic Surgery, any employees 

of VIP Plastic Surgery, and the American Society of Plastic Surgeons; and all parties acting under their license 

and authority, from any and all claims or actions that I have or may have relating to such use and publication, 

and all rights, if any, that I may have in such photographs and details regarding medical services rendered me, 
including any claim for payment, in connection with any such use or publication. I give my consent as a voluntary 

contribution in the interest of public education, and my consent is subject only to the condition that I am not 

identified by name at any time during any use or publication of these materials by any party.  
__ Medical Care: Photographs taken of me or parts of my body can be used for the purpose of my medical 

care with VIP Plastic Surgery, The photographs and all details regarding medical services rendered to me will 

be kept within my personal medical history file at VIP Plastic Surgery,  

 

By signing this form, I acknowledge my consent as initialed above, and I further recognize that this consent form will 
supersede any other photo consent forms with a date prior to the date written below. This consent may be 
revoked at any time by written request or by completion of a new form. 
 
Signature (patient/parent/guardian if under 18)__________________________________________ Date:_____________________ 

 
 
 

VIP Plastic Surgery Health Insurance Billing Policy 
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It’s a fact, healthcare is changing rapidly. It has become increasingly difficult for doctors to collect payments from the wide 
array of insurance companies. VIP Plastic Surgery has put this policy together to help you, the patient, understand our billing 
policy (please read thoroughly): 
 

1. As a courtesy, VIP Plastic Surgery will file a claim to the insurance company on your behalf for medically necessary 
office and surgical charges. However, if payment is not received within 60 days, payment of the balance will become 
your responsibility. Should this happen, you must collect reimbursement directly from you insurance company. 

2. The patient is responsible for paying all co-pay/co-insurance at the time of service (if applicable). We accept cash, 
check, major credit cards, and money orders. 

3. It is the patient’s responsibility to know if their doctor is “in” or “out-of-network”; the provider is not responsible for 
knowing your individual plan or benefit level. Please make sure to call your insurance carrier and verify your coverage; 
failure to do so may result in the charges becoming your responsibility.  

4. Denial of payment from insurance companies for office visits and/or surgeries become the responsibility of the 
patient. You can appeal directly to your insurance company for reimbursement. We will be happy to provide any and 
all documentation to assist in your appeal.  

5. Changes in insurance plan coverage, address or phone number without notification to VIP Plastic Surgery may result in 
denials becoming the responsibility of the patient. Notify us all changes in benefits and addresses. VIP Plastic Surgery’s 
inability to contact/correspond with you may be result in your account being placed with collection agency. 

6. If you have Medicare, we need to know the name and address of your primary care physician. Please have this 
information with you. 

7. If you have more than one insurance plan (for example, supplemental or secondary insurance), we MUST have copy of 
all cards. 

8. All unpaid balances after your insurance company has paid are due upon receipt. As a courtesy, VIP Plastic Surgery 
withholds action against your account for 30 days. After this time, if your account has not been paid in full, it will be 
turned over to a collection agency. (The does not include specific arrangements made prior to visit/surgery.) 

9.  If your insurance company requires a referral for your visit, it is your responsibility to obtain this from your primary 
care physician (PCP) BEFORE the visit. Do not wait until the visit to obtain a referral: many offices will not provide fax 
referrals. If the referral is not obtained, your appointment will be rescheduled or you will need to pay for the visit and 
we will provide an itemization so you may file the claim with your insurance company. If you do not know if your 
insurance company requires a referral, please call them. Please sign below and return to the front desk. Thank You, 

 
 
 
 
Signature: _________________________________________________________________ Date: ____________ 
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NOT I C E O F PR I V A C Y PR A C TI C ES SU M M A R Y 
 
TH I S N O TI C E D E S C R I BE S H O W M E D I C AL I N FO R M ATI O N ABO U T Y O U M AY BE U S E D AN D D I S C LO S E D AN D H O W Y O U C AN 

AC C E S S TH I S I N F O RM ATI O N .  P L E AS E RE V I E W I T C ARE F U L L Y.  
 

We understand the importance of privacy and are 

committed to maintaining the confidentiality of your 

medical information. We make a record of the medical 

care we provide and may receive such records from 

others. We use these records to provide medical or 

enable other health care providers to provide medical 

care, to obtain payment for services provided to you as 

allowed by your health plan and to enable us to meet 

our professional and legal obligations to operate this 

office properly. We are required by law to maintain 

the privacy of protected health information (PHI) and 

to provide individuals with notice of our legal duties 

and privacy practices with respect to protected health 

information. This summary of the Privacy Practices 

lists how we may use and disclose your medical 

information. It also lists your rights and our legal 

obligations with respect to your medical information. 

If you have any questions about the Notice, please 

contact our Privacy Officer. 
 

A.  Ho w T h i s Of f i c e M a y Us e o r D i s c l o s e Y o u r 

He a l t h I n f o r m a t i o n 
 

This office collects health information about you and 

stores it in a chart and/or computer. This is your 

medical record. The law permits us to use or disclose 

your health information for the following purposes. 

1.  Tr eat m ent  
2.  Pay m e n t 

3.  He a l t h C a r e Op e r a t i o n s 

4.  Appo i nt m ent Rem i nder s 

5.  No t i f i c a t i o n a n d C o m m u n i c a t i o n w i t h 

fa m i l y 

6.  Requi r ed by L a w 

7.  Pu b l i c H e al t h 

8.  He a l t h Ov e r s i g h t A c t i v i t i e s 

9.  Ju d i c i a l a n d A d m i n i s tr a ti ve p r o c e e d i n g s 

10.  Law En f or ce m e n t 

11.  Co r o n e r s 

12.  Or g a n a n d T i s s u e D o n a t i o n 

13.  Pu b l i c S af e t y 

14.  Sp e ci a l i ze d G o ve r n m e n t F u n ct i o n s 

15.  Wo r k e r s C o mp e n s a t i o n 

16.  Ch a n g e o f O w n e r s h i p 
 

B.  Wh e n T h i s Of f i c e M a y o r M a y No t Us e o r 

Di s c l o s e Y o u r H e a l t h I n f o r m a t i o n 

Except as described in this Notice of Privacy Practices, 

this office will not use or disclose health information 

which identifies you without your written 

authorization. If you do authorize this office to use or 

disclose your health information for another purpose, 

you may revoke your authorization in writing at any 

time. 
 

C.  Yo ur H ea l t h I nf o r m a t i o n Ri g ht s 
 

1.  Ri g ht t o Reques t S pec i a l P r i v a c y 

Pr ot e c t i on s 

2.  Ri g ht t o Reques t Co nf i dent i a l 

Co m m u n i c a t i o n 

3.  Ri gh t t o I n s p e ct a n d C op y 

4.  Ri g ht t o Am end o r S uppl em ent  

5.  Ri g ht t o a n Ac c o unt i ng o f D i s c l o s ur es  

6.  Yo u ha v e a r i g ht t o a pa per c o py o f t he 

com p l e t e N ot i ce of P r i va cy P r a ct i ce s 
 

If you would like to have a more detailed explanation 

of these rights or if you would like to exercise one or 

more of these rights, you may contact our Privacy 

Officer at (804)423-2100. Our Privacy Officer is 

available during normal business hours to discuss your 

privacy questions, concerns or complaints. 

D.  Ch a n g e s t o t h i s N o t i c e o f P r i v a c y Pr ac t i c e s 

We reserve the right to amend this Notice of Privacy 

Practices at any time in the future. Until such 
amendment is made, we are required by law to comply 

with this notice. After an amendment is made, the 

revised notice will apply to all protected health 

information that we maintain, regardless of when it 

was created or received. A copy will be available. 
 

E.  Co m p l a i n t s 
 

Complaints about this Notice of Privacy Practices or 

how this office handles your health information should 

be directed to the licensed healthcare professional. If 

you are not satisfied with the manner in which this 

office handles a complaint, you may submit a formal 

complaint to the Department of Health and Human 

Services. 

 

 
EFFEC T I V E D A T E:  This notice was published and becomes 

effective on 07/09
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Please Use This Space To Write Down Any Questions You May Have For The Doctor 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


