
LAVINIA K. CHONG, M.D.  1401 Avocado, Suite 803, Newport Beach, CA 92660, Phone (949)644-1400 Fax (949)644-5988 

 
Patient Information as of ______________ (enter today’s date) 

 
Patient Information    

 First Middle Last 

Address     
 Street & Apt # City State Zip 

Home Phone  Cell Phone  Other Phone   

Any restrictions for contacting you?  No    Yes E-mail  

Contact Restrictions:  

Age  Birthdate        /        /              SS#         -        -          Gender  Female          Male   

Marital Status  Single  Married to:   Other:  
 
Patient’s Employer  Occupation  

Work Phone  Ext:  Is it okay to call you at work?  Yes    No 

Address       
 Street & Suite # City State Zip 

 
How did you hear about Dr. Chong?   

  Web  Newsletter  Seminar     

 Friend/Relative:   Doctor:   Other:  

If you were referred by a specific person, may we thank them?  Yes  No 
     

 
Emergency Contact 
  Relationship to Patient  

Home Phone  Work Phone  Other Phone  
 

Areas of Interest: (mark all that apply)  

Facial Procedures Breast Procedures Other Procedures 

 Blepharoplasty (Eyelid Lift)  Breast Augmentation  Skin Care 

 Botox  Breast Reconstruction  Lesions / Moles 

 Brow or Forehead Lift  Breast Reduction  

 Earlobe Repair  Mastopexy (Breast Lift)  

 Facial Liposuction (Neck, Jowls)  Nipple Reduction or Inversion  

 Face or Neck Lift Body Procedures  

 Lip Enhancement  Abdominoplasty (Tummy Tuck)  

 Otoplasty (Ear Pinning)  Brachioplasty (Arm Lift)  

 Rhinoplasty (Nose Reshaping)  Liposuction (Thighs, Abdomen, Etc.)  

 Skin Resurfacing (Laser, Peel, Etc.)   

 Wrinkle Fillers (Injections)   
 

I understand that office visit charges are payable on the day service is rendered. Personal checks, Cash, American Express, Visa 
and Mastercard are accepted.  *I agree that a copy of my drivers license will be taken at this appointment. 
 
                                                                                       Please print and sign below: 

 
Signature          _______________________________________________  Date __________________________ 
 

Would you like a complimentary skin evaluation while you are here today?  Yes        No 
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Health Information as of ______________ (enter today’s date) 
 

Patient Name:                                    DOB:                      Age: Height:    Weight: 

Marital Status : What procedure are you considering?:  
 
   DO YOU NOW OR HAVE YOU EVER HAD……….. ( please check appropriate box) 
 
Yes  No   

 
Yes  No      Yes  No   

    Heart Trouble         Glaucoma or Eye Problems        Piercing other than the ears 

    Heart Attack        Visual Disturbances       
Positive blood test for: HIV, AIDS, 
Hepatitis 

    Heart Pain        Error in Refraction       
Missed or irregular last menstrual 
period 

    Palpitation or Irregular Pulse        Other Eye Problems       
Family history of cancer, heart trouble, 
stroke 

    Extra Heart Beats        Hepatitis        Loose teeth 

    Stroke        Yellow Jaundice        Nervous Disorder 

    Hypertension       
Gallstones or Gallbladder 
Trouble 

      Insomnia 

   
Blood Pressure 
Abnormalities 

      Cirrhosis of the Liver        Drug Habit 

    Abnormal EKG       
Alcoholism or Drug 
Dependency 

      Self‐Destructive Tendencies 

    Rheumatic Fever        Esophageal Varices        Psychiatric Care / Depression 

    Dropsy or Heart Failure        Frequent Indigestion        Thyroid Problems 

    Digitalis Treatment        Ulcers        Kidney or Renal Disease 

    Shortness of Breath        Gastritis        Heart murmur 

    Chest Pain        Colitis        Airway Obstruction (Nasal) 

    Asthma        Problem Constipation        Breast Cysts, Tumors, Abscesses 

    Bronchitis        Vomiting Blood       
Nipple Discharge (Apart from Normal 
Lactation) 

    Pneumonia       
Tarry or Bloody Bowel 
Movements 

      Kidney Disorder 

    Tuberculosis        Hemorrhoids        Blood Transfusion 

    Smokers Cough        Goiter or Thyroid Disorders       
Seizures or convulsions or fainting 
spells 

    Emphysema        Diabetes        Black outs 

    Coughing or Spitting of Blood        Skin Disorders       
Dentures, bridges, capped teeth or 
crowns 

    Hay Fever        Arthritis        Nervous Breakdown 

    Major Allergies        Fracture of Neck or Spine       
Abnormal Bleeding after Tooth 
Extraction 

    Palsy or Paralysis       
Bleeding Tendency or 
Disorder 

 
 
1. Please list all present medications, including birth control pills, hormones, and vitamins, herbal medication, diuretics, weight loss 

drugs. Include over-the-counter medications.    
  
 _____________________________________________________________________________________________________  
 

_____________________________________________________________________________________________________  
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2. Do you have an allergic reaction to any medication?           Yes      No    Which? ___________________________________  
 
3. Do you react abnormally to any medication?         Yes      No    Which? _________________________________________  
 
4. Have you, or any member of your family, ever had any difficulties with any medications, drugs, or gases used for anesthesia?  
 

 Yes     No    If yes, when and where? __________________________________________________________________
 
5. Have you ever been on cortisone or steroid treatment?       Yes    No    When? __________________________________  
 
6. Do you have cocktails regularly, or consume regular amounts of alcoholic beverages, including beer, wine, or other alcohol?   


 Yes     No    If so, how much? ________________________________________________________________________  
 
7. Do you smoke?     Yes      No    If so, how much? ________________  For how long? ____________________________
 
8. Are you pregnant?     Yes      No    When was you last normal menstrual period? _________________________________  
 
9. How many pregnancies? _________   Births? __________   Breast Fed?     Yes      No    How long? _________________  
 
 CHILDREN (list names and ages/birthdays): _________________________________________________________________  
 
 _____________________________________________________________________________________________________  
 
10. When was your last physical exam? ___________________  By whom? ___________________________________________  
 
11. When was your last eye examination? _________________  By whom? ___________________________________________  
 
12. When and where was your last chest x-ray? ___________   EKG?__________Mammogram? _________  Pap? ___________ 
 
13. Who is your personal physician, if any? _______________________________Please list all physicians presently caring for you 
 

_______________________________________________________________________________________________________ 
 
14. Have you ever been under psychiatric care?   Yes    No    When? ________________Why? ______________________  
 
15. Have you had any recent blood work done?   Yes      No    Where? __________________________________________  
 
16. Is there anything else you think the doctor should know? _______________________________________________________  
 
 _____________________________________________________________________________________________________  

 
17. Please list all hospitalizations and surgeries, including procedures done for cosmetic reasons:  
 
 SURGICAL OPERATIONS (include where, when and why for each surgery): ______________________________________  
 
 _____________________________________________________________________________________________________  
 
 _____________________________________________________________________________________________________  
 
 HOSPITALIZATIONS (include where, when and why for each admission): ________________________________________  
 
 _____________________________________________________________________________________________________  
  
18.    What do you want to achieve? _____________________________________________________________________________  
  
By signing below, I agree that the above information is complete and accurate to the best of my knowledge. 
 
 
Signature: ________________________________________________  Date: _____________________________
 
 
Physician Signature:  _______________________________________  Date:  _____________________________ 



  

PATIENT PHOTOGRAPHIC AUTHORIZATION AND RELEASE 
 

 
 
I,    , authorize Dr. Chong and/or Lavinia K. Chong, M.D., and/or her 
representative(s), to take photographs, slides or videotapes of me or parts of my body for the following 
procedure(s) and for medical purposes to be used for my care, medical presentations and/or articles.  
 
In addition, I authorize the use of these images, without compensation to me,  for the following specific purposes:  
 
 
(Please check in the boxes marked Yes or No for each item) 
 

Yes No Medium 

  in the office photo album for prospective patients. 

  in office seminars for prospective patients. 

  on our website for prospective patients. 

  in print advertisements. 

  on television. 

 
 
 

 

  Additional Comments: ____________________________________________________________________   
 
  ______________________________________________________________________________________ 
 
  ______________________________________________________________________________________ 

 
I understand that: 
 

1. Such photographs, slides or videotapes may be published by Dr. Chong and/or Lavinia K. Chong, M.D.  in 
any print, visual, or electronic media including, but not limited to, medical journals and textbooks, scientific 
presentations and teaching courses, and Internet web sites, for the purpose of informing the medical 
profession or the general public about plastic surgery methods.  I understand that such uses may also 
include marketing on behalf of Dr. Chong , for which Dr. Chong  may be receive direct or indirect 
remuneration.  

 
2. I will not be identified by name in any of the media described above; however, I also  understand that in 

some circumstances the photographs, slides, or videotapes may display features that identify me. 
 
3. I have the right to revoke this authorization in writing at any time and, if I decide to do so, I must present my 

written revocation to the office of Dr. Lavinia Chong at 1401 Avocado Ave. Suite 803, Newport Beach, CA 
92660. 

 
4. I may refuse to sign this authorization without such refusal affecting the medical treatment I receive from 

Dr. Chong and/or Lavinia K. Chong, M.D..  
 



  

5. The information disclosed under this Authorization, or some portion thereof, is protected by state law 
and/or the federal Health Insurance Portability and Accountability Act of 1996 (“HIPAA”).  Any disclosure of 
information carries with it the potential for an unauthorized redisclosure and the information may not be 
protected by applicable federal and/or state confidentiality rules. 

 
6. A copy  of this Authorization is valid as the original.  I have received a copy of this Authorization.  I may 

inspect or copy information to be used or disclosed under this authorization, as provided by federal and/or 
state law. 

 
 

 
I release and discharge Dr. Chong and/or Lavinia K. Chong, M.D. from all liability, including liability for 
negligence, that in any way arises out of: 

 
 any and all rights that I may have or may have had in the photographs, slides or videotapes of me that I 

have authorized to be used and disclosed in this Authorization; and 
 

 any claim that I may have or may have had relating to such use and disclosure of those  photographs, 
slides or videotapes of me, including any claim for payment in connection with any distribution or 
publication of them in any medium. 

 
 

 
This Authorization is made  as a voluntary contribution in the interest of public education and certify that I have 
read this Authorization and Release carefully and fully understand its terms. 
 
If I have questions about the use or disclosure of my photographs, slides, or videotapes, I can contact Dr. Lavinia 
Chong and/or her office staff at (949) 644-1400. 
 
 

Signature  Date  

Witness    
 





V. 5.0.1 

               
PLEASE READ CAREFULLY 

AGREEMENT AS TO RESOLUTION OF CONCERNS 

“I”, “Patient/Guardian” shall be understood to mean ___________________________________.  
 
“Physician” shall be understood to mean Lavinia K. Chong, M.D. 

 
I understand that I am entering into a contractual relationship with Physician for professional care.  I 

further understand that meritless and frivolous claims for medical malpractice have an adverse effect upon the 
cost and availability of medical care to patients and may result in irreparable harm to a medical provider.  As 
additional consideration for professional care provided to me by the Physician, I, the Patient/Guardian, agree 
not to initiate or advance, directly or indirectly, any meritless or frivolous claims of medical malpractice 
against the Physician. 

 
Should I initiate or pursue a meritorious medical malpractice claim against Physician, I agree to use as 

expert witnesses (with respect to issues concerning the standard of care), only physicians who are board 
certified by the American Board of Medical Specialties in the same specialty as the Physician.  Further, I agree 
that these physicians retained by me or on my behalf to be expert witnesses will be members in good standing 
of the American Board of Plastic Surgery. 

 
 I agree the expert(s) will be obligated to adhere to the guidelines or code of conduct defined by the 

American Board of Plastic Surgery and that the expert(s) will be obligated to fully consent to formal review 
of conduct by such society and its members. 

 
I agree to require any attorney I hire and any physician hired by me or on my behalf as an expert 

witness to agree to these provisions. 
 
In further consideration, Physician also agrees to exactly the same above-referenced stipulations.  
Each party agrees that a conclusion by a specialty society affording due process to an expert will be 

treated as supporting or refuting evidence of a frivolous or meritless claim.  
 
Patient/guardian and Physician agree that this Agreement is binding upon them individually and their 

respective successors, assigns, representatives, personal representatives, spouses and other dependents.   
 
Physician and Patient/guardian agree that these provisions apply to any claim for medical malpractice 

whether based on a theory of contract, negligence, battery or any other theory of recovery.  
 
Patient/guardian and Physician acknowledge that monetary damages may not provide an adequate 

remedy for breach of this Agreement.  Such breach may result in irreparable harm to Physician’s reputation 
and business.  Patient/guardian and Physician agree in the event of a breach to allow specific performance 
and/or injunctive relief. 

 
Patient/guardian acknowledges that he/she has been given ample opportunity to read this agreement 

and to ask questions about it. 
 

 
___________________________________        _______________________________ 
Physician Signature                                              Patient Signature 

 
 

___________________________________        _______________________________ 
Effective from Date of Treatment                        Date of Signature 
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Reproduction and use of this form by physicians and their staff is permitted.  Any other 
use, duplication or distribution of this form by any other party requires the prior written 

approval of the American Medical Association, Health Law Division. 
 

 
[This form does not constitute legal advice and is for educational purposes only.  This 
form is based on current federal law and subject to change based on changes in federal 

law or subsequent interpretative guidance.  This form is based on federal law and must be 
modified to reflect state law where that state law is more stringent than the federal law or 

other state law exceptions apply.] 
 

[LAVINIA K. CHONG, M.D., INC.] 
NOTICE OF PRIVACY PRACTICES 

 
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU 
MAY BE USED AND DISCLOSED AND HOW YOU CAN GET ACCESS TO 

THIS INFORMATION.  PLEASE REVIEW IT CAREFULLY. 
 

If you have any questions about this Notice please contact 
our Privacy Officer  

 
This Notice of Privacy Practices describes how we may use and disclose your protected 
health information to carry out treatment, payment or health care operations and for other 
purposes that are permitted or required by law.  It also describes your rights to access and 
control your protected health information.  “Protected health information” is information 
about you, including demographic information, that may identify you and that relates to 
your past, present or future physical or mental health or condition and related health care 
services. 
 
We are required to abide by the terms of this Notice of Privacy Practices.  We may 
change the terms of our notice, at any time.  The new notice will be effective for all 
protected health information that we maintain at that time.  Upon your request, we will 
provide you with any revised Notice of Privacy Practices.  You may request a revised 
version by accessing our website, or calling the office and requesting that a revised copy 
be sent to you in the mail or asking for one at the time of your next appointment. 
 
1. USES AND DISCLOSURES OF PROTECTED HEALTH INFORMATION 
 
Your protected health information may be used and disclosed by your physician, our 
office staff and others outside of our office who are involved in your care and treatment 
for the purpose of providing health care services to you.  Your protected health 
information may also be used and disclosed to pay your health care bills and to support 
the operation of your physician’s practice. 
 
Following are examples of the types of uses and disclosures of your protected health 
information that your physician’s office is permitted to make. These examples are not 
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meant to be exhaustive, but to describe the types of uses and disclosures that may be 
made by our office. 
 
Treatment:  We will use and disclose your protected health information to provide, 
coordinate, or manage your health care and any related services.  This includes the 
coordination or management of your health care with another provider. For example, we 
would disclose your protected health information, as necessary, to a home health agency 
that provides care to you.  We will also disclose protected health information to other 
physicians who may be treating you. For example, your protected health information may 
be provided to a physician to whom you have been referred to ensure that the physician 
has the necessary information to diagnose or treat you.  In addition, we may disclose your 
protected health information from time-to-time to another physician or health care 
provider (e.g., a specialist or laboratory) who, at the request of your physician, becomes 
involved in your care by providing assistance with your health care diagnosis or 
treatment to your physician. 
 
Payment:  Your protected health information will be used and disclosed, as needed, to 
obtain payment for your health care services provided by us or by another provider.  This 
may include certain activities that your health insurance plan may undertake before it 
approves or pays for the health care services we recommend for you such as: making a 
determination of eligibility or coverage for insurance benefits, reviewing services 
provided to you for medical necessity, and undertaking utilization review activities.  For 
example, obtaining approval for a hospital stay may require that your relevant protected 
health information be disclosed to the health plan to obtain approval for the hospital 
admission.   
 
Health Care Operations:  We may use or disclose, as needed, your protected health 
information in order to support the business activities of your physician’s practice.  These 
activities include, but are not limited to, quality assessment activities, employee review 
activities, training of medical students, licensing, fundraising activities, and conducting or 
arranging for other business activities. 
 
We will share your protected health information with third party “business associates” 
that perform various activities (for example, billing or transcription services) for our 
practice.  Whenever an arrangement between our office and a business associate involves 
the use or disclosure of your protected health information, we will have a written contract 
that contains terms that will protect the privacy of your protected health information. 
 
We may use or disclose your protected health information, as necessary, to provide you 
with information about treatment alternatives or other health-related benefits and services 
that may be of interest to you.  You may contact our Privacy Officer to request that these 
materials not be sent to you. 
 
We may use or disclose your demographic information and the dates that you received 
treatment from your physician, as necessary, in order to contact you for fundraising 
activities supported by our office.  If you do not want to receive these materials, please 
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contact our Privacy Officer and request that these fundraising materials not be sent to 
you. 
 
Other Permitted and Required Uses and Disclosures That May Be Made Without 
Your Authorization or Opportunity to Agree or Object   
 
We may use or disclose your protected health information in the following situations 
without your authorization or providing you the opportunity to agree or object.  These 
situations include: 
 
Required By Law:  We may use or disclose your protected health information to the 
extent that the use or disclosure is required by law.  The use or disclosure will be made in 
compliance with the law and will be limited to the relevant requirements of the law.  You 
will be notified, if required by law, of any such uses or disclosures.  
 
Public Health:  We may disclose your protected health information for public health 
activities and purposes to a public health authority that is permitted by law to collect or 
receive the information.  For example, a disclosure may be made for the purpose of 
preventing or controlling disease, injury or disability. 
 
Communicable Diseases:  We may disclose your protected health information, if 
authorized by law, to a person who may have been exposed to a communicable disease or 
may otherwise be at risk of contracting or spreading the disease or condition. 
 
Health Oversight:  We may disclose protected health information to a health oversight 
agency for activities authorized by law, such as audits, investigations, and inspections.  
Oversight agencies seeking this information include government agencies that oversee 
the health care system, government benefit programs, other government regulatory 
programs and civil rights laws.   
 
Abuse or Neglect:  We may disclose your protected health information to a public health 
authority that is authorized by law to receive reports of child abuse or neglect.  In 
addition, we may disclose your protected health information if we believe that you have 
been a victim of abuse, neglect or domestic violence to the governmental entity or agency 
authorized to receive such information.  In this case, the disclosure will be made 
consistent with the requirements of applicable federal and state laws. 
 
Food and Drug Administration:  We may disclose your protected health information to 
a person or company required by the Food and Drug Administration for the purpose of 
quality, safety, or effectiveness of FDA-regulated products or activities including, to 
report adverse events, product defects or problems, biologic product deviations, to track 
products; to enable product recalls; to make repairs or replacements, or to conduct post 
marketing surveillance, as required.  
 
Legal Proceedings:  We may disclose protected health information in the course of any 
judicial or administrative proceeding, in response to an order of a court or administrative 
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tribunal (to the extent such disclosure is expressly authorized), or in certain conditions in 
response to a subpoena, discovery request or other lawful process.   
 
Law Enforcement:  We may also disclose protected health information, so long as 
applicable legal requirements are met, for law enforcement purposes.  These law 
enforcement purposes include (1) legal processes and otherwise required by law, 
(2) limited information requests for identification and location purposes, (3) pertaining to 
victims of a crime, (4) suspicion that death has occurred as a result of criminal conduct, 
(5) in the event that a crime occurs on the premises of our practice, and (6) medical 
emergency (not on our practice’s premises) and it is likely that a crime has occurred.   
 
Coroners, Funeral Directors, and Organ Donation:  We may disclose protected health 
information to a coroner or medical examiner for identification purposes, determining 
cause of death or for the coroner or medical examiner to perform other duties authorized 
by law.  We may also disclose protected health information to a funeral director, as 
authorized by law, in order to permit the funeral director to carry out their duties.  We 
may disclose such information in reasonable anticipation of death.  Protected health 
information may be used and disclosed for cadaveric organ, eye or tissue donation 
purposes. 
 
Research:  We may disclose your protected health information to researchers when their 
research has been approved by an institutional review board that has reviewed the 
research proposal and established protocols to ensure the privacy of your protected health 
information. 
 
Criminal Activity:  Consistent with applicable federal and state laws, we may disclose 
your protected health information, if we believe that the use or disclosure is necessary to 
prevent or lessen a serious and imminent threat to the health or safety of a person or the 
public.  We may also disclose protected health information if it is necessary for law 
enforcement authorities to identify or apprehend an individual.   
 
Military Activity and National Security:  When the appropriate conditions apply, we 
may use or disclose protected health information of individuals who are Armed Forces 
personnel (1) for activities deemed necessary by appropriate military command 
authorities; (2) for the purpose of a determination by the Department of Veterans Affairs 
of your eligibility for benefits, or (3) to foreign military authority if you are a member of 
that foreign military services.  We may also disclose your protected health information to 
authorized federal officials for conducting national security and intelligence activities, 
including for the provision of protective services to the President or others legally 
authorized.   
 
Workers’ Compensation:  We may disclose your protected health information as 
authorized to comply with workers’ compensation laws and other similar legally-
established programs. 
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Inmates:  We may use or disclose your protected health information if you are an inmate 
of a correctional facility and your physician created or received your protected health 
information in the course of providing care to you. 
 
Uses and Disclosures of Protected Health Information Based upon Your Written 
Authorization 
 
Other uses and disclosures of your protected health information will be made only with 
your written authorization, unless otherwise permitted or required by law as described 
below.  You may revoke this authorization in writing at any time.  If you revoke your 
authorization, we will no longer use or disclose your protected health information for the 
reasons covered by your written authorization.  Please understand that we are unable to 
take back any disclosures already made with your authorization. 
 
Other Permitted and Required Uses and Disclosures That Require Providing You 
the Opportunity to Agree or Object 
 
We may use and disclose your protected health information in the following instances.  
You have the opportunity to agree or object to the use or disclosure of all or part of your 
protected health information.  If you are not present or able to agree or object to the use 
or disclosure of the protected health information, then your physician may, using 
professional judgement, determine whether the disclosure is in your best interest.  
 
Facility Directories: Unless you object, we will use and disclose in our facility directory 
your name, the location at which you are receiving care, your general condition (such as 
fair or stable), and your religious affiliation.  All of this information, except religious 
affiliation, will be disclosed to people that ask for you by name.  Your religious 
affiliation will be only given to a member of the clergy, such as a priest or rabbi. 
 
Others Involved in Your Health Care or Payment for your Care:  Unless you object, 
we may disclose to a member of your family, a relative, a close friend or any other person 
you identify, your protected health information that directly relates to that person’s 
involvement in your health care.  If you are unable to agree or object to such a disclosure, 
we may disclose such information as necessary if we determine that it is in your best 
interest based on our professional judgment.  We may use or disclose protected health 
information to notify or assist in notifying a family member, personal representative or 
any other person that is responsible for your care of your location, general condition or 
death.  Finally, we may use or disclose your protected health information to an authorized 
public or private entity to assist in disaster relief efforts and to coordinate uses and 
disclosures to family or other individuals involved in your health care. 
 
 
2. YOUR RIGHTS 
 
Following is a statement of your rights with respect to your protected health information 
and a brief description of how you may exercise these rights.  
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You have the right to inspect and copy your protected health information.  This 
means you may inspect and obtain a copy of protected health information about you for 
so long as we maintain the protected health information.  You may obtain your medical 
record that contains medical and billing records and any other records that your physician 
and the practice uses for making decisions about you.  As permitted by federal or state 
law, we may charge you a reasonable copy fee for a copy of your records.   
 
Under federal law, however, you may not inspect or copy the following records: 
psychotherapy notes; information compiled in reasonable anticipation of, or use in, a 
civil, criminal, or administrative action or proceeding; and laboratory results that are 
subject to law that prohibits access to protected health information. Depending on the 
circumstances, a decision to deny access may be reviewable.  In some circumstances, you 
may have a right to have this decision reviewed.  Please contact our Privacy Officer if 
you have questions about access to your medical record.   
 
You have the right to request a restriction of your protected health information.  
This means you may ask us not to use or disclose any part of your protected health 
information for the purposes of treatment, payment or health care operations.  You may 
also request that any part of your protected health information not be disclosed to family 
members or friends who may be involved in your care or for notification purposes as 
described in this Notice of Privacy Practices.  Your request must state the specific 
restriction requested and to whom you want the restriction to apply.   
 
Your physician is not required to agree to a restriction that you may request.  If your 
physician does agree to the requested restriction, we may not use or disclose your 
protected health information in violation of that restriction unless it is needed to provide 
emergency treatment.  With this in mind, please discuss any restriction you wish to 
request with your physician.  You may request a restriction by [describe how patient 
may obtain a restriction.]   
 
You have the right to request to receive confidential communications from us by 
alternative means or at an alternative location. We will accommodate reasonable 
requests. We may also condition this accommodation by asking you for information as to 
how payment will be handled or specification of an alternative address or other method of 
contact.  We will not request an explanation from you as to the basis for the request. 
Please make this request in writing to our Privacy Officer. 
 
You may have the right to have your physician amend your protected health 
information.   This means you may request an amendment of protected health 
information about you in a designated record set for so long as we maintain this 
information.  In certain cases, we may deny your request for an amendment.  If we deny 
your request for amendment, you have the right to file a statement of disagreement with 
us and we may prepare a rebuttal to your statement and will provide you with a copy of 
any such rebuttal.  Please contact our Privacy Officer if you have questions about 
amending your medical record.    
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You have the right to receive an accounting of certain disclosures we have made, if 
any, of your protected health information.  This right applies to disclosures for 
purposes other than treatment, payment or health care operations as described in this 
Notice of Privacy Practices.  It excludes disclosures we may have made to you if you 
authorized us to make the disclosure, for a facility directory, to family members or 
friends involved in your care, or for notification purposes, for national security or 
intelligence, to law enforcement (as provided in the privacy rule) or correctional 
facilities, as part of a limited data set disclosure.  You have the right to receive specific 
information regarding these disclosures that occur after April 14, 2003. The right to 
receive this information is subject to certain exceptions, restrictions and limitations.   
 
You have the right to obtain a paper copy of this notice from us, upon request, even if 
you have agreed to accept this notice electronically.  

 
3. COMPLAINTS 
 
You may complain to us or to the Secretary of Health and Human Services if you believe 
your privacy rights have been violated by us.  You may file a complaint with us by 
notifying our Privacy Officer of your complaint.  We will not retaliate against you for 
filing a complaint.  
 
You may contact our Privacy Officer, at 949-644-1400 for further information about the 
complaint process.   
 
 



LAVINIA K. CHONG, M.D. 
1401 Avocado Ave., Suite 803 

Newport Beach, CA 92660 
949-644-1400 
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PRIVACY PRACTICES ACKNOWLEDGEMENT AGREEMENT 
 

 
ACKNOWLEDGEMENT FORM 
 

ACKNOWLEDGEMENT FORM 

 
Attached you will find a copy of the office’s Notice of Privacy Practices.  Please sign below 
acknowledging your receipt of the packet.  Take the packet home with you and read it thoroughly.         
If you have any questions please feel free to contact the office.   
 
 
I have received the Notice of Privacy Practices and been provided an opportunity to read it.   
 
  
Name ______________________________ Date of Birth _______________________ 
 
 

 
Signature ____________________________ Today’s Date ______________________ 
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