
                        
   

PATIENT INFORMATION: 
Mr./Mrs./Ms./Miss/Dr. 
Name (Last Name, First, MI):__________________________________________________________ Sex:    Male   Female 
Address:___________________________________________ City, State, ZIP:___________________________________ 
Home Phone: (_______ )____________________________ Cell Phone: (_______)________________________________ 
Date of Birth:_____________________ SS#:___________________________ Email:______________________________ 
May we leave a message on an answering machine or with a family member?   YES  NO 
May we email or mail you information on services offered by our office?  YES  NO 
(Botox specials, Skin care products, etc.) 
 
PREFERRED PHARMACY:  _______________________________________________________________________________________ 
 
 

HOW DID YOU HEAR ABOUT GUPTA PLASTIC SURGERY? ___________________________________________ 
 
REFERRED BY: ____________________________  PRIMARY CARE PHYSICIAN:__________________________ 
 

MARITAL STATUS (please circle): SINGLE       MARRIED           DIVORCED         SEPARATED        WIDOWED 
 

SPOUSE: 
Name:_________________________________________ Date of Birth:_________________ SS#:___________________ 
Home Phone: (_______ )____________________________ Cell Phone: (_______)_______________________________ 
 

PATIENT EMPLOYMENT INFORMATION: 
Employer:_________________________________________  Occupation:______________________________________   
Address:__________________________________________   Phone: (_______)_________________________________ 
 

PRIMARY INSURANCE: 
Insurance Carrier:________________________________    Subscriber Name:___________________________________ 
Address:________________________________________   Policy ID#:_________________________________________ 
City, State, ZIP:___________________________________  Group#:___________________________________________ 
Phone: (_______)_________________________________ 
 
 

EMERGENCY CONTACT INFORMATION (a relative or friend not living with you): 
Name:__________________________________________  Relationship:_______________________________________ 
Address:________________________________________  City, State, ZIP:______________________________________ 
Phone: (_______)_________________________________ 
 
 
I hereby irrevocably assign and transfer all payment of benefits for any and all services rendered by Abhay Gupta, M.D. Inc. to be made directly 
payable to Abhay Gupta, M.D. Inc or Gupta Plastic Surgery regardless of my insurance benefits, if any, and agree to allow a photocopy of my 
signature to be used to file insurance.  I understand that each patient or responsible party is financially responsible for all services rendered.  In the 
instance of any dispute with my insurance company regarding payment, I authorize Abhay Gupta, M.D., Inc. to act on my behalf.  While the Billing 
Office is pleased to assist in the preparation and submission of insurance forms, the obligation for payment remains that of the responsible party.  
In the case of an accepted Worker’s Compensation injury, it is understood that the patient is not financially responsible.  I also authorize Abhay 
Gupta, M.D., F.A.C.S. to render medical treatment. 
 
 
 
 
 
 
 

_________________________________________  ____________________________________________ 
PATIENT SIGNATURE      RESPONSIBLE PARTY SIGNATURE 
_________________________________________  __________________________________________ 
DATE        DATE   

             



                        
MEDICAL QUESTIONNAIRE: 
 
CHIEF COMPLAINT / REASON FOR VISIT: ________________________________________________________________ 
 
OTHER DOCTORS YOU HAVE SEEN FOR THIS CONDITION: ___________________________________________________ 
 
Please check additional areas of concern that you would like to discuss with Dr. Gupta: 
 

Body:     Face & Neck:    Other 
 

 Abdomen   
 Breasts 
 Arms 
 Thighs 
 Buttocks 
 Back 
 SmartLipo/ Cellulaze 

 Face/Forehead 
 Eyebrows 
 Eyelids 
 Neck 
 Lips 
 Chin/Cheek 
 Earlobes 

 Brown spots/ freckles 
 Mole 
 Scar 
 Skin Care Products 
 Eyelashes 
 __________________ 
 __________________ 

 
 

SERIOUS MEDICAL PROBLEMS: (please list) 
__________________________________________________________________________________________ 
 
CURRENT MEDICATIONS: 
 NAME   DOSE   HOW OFTEN   DATE LAST TAKEN 
1._________________________________________________________________________________________________ 
2._________________________________________________________________________________________________ 
3._________________________________________________________________________________________________ 
4._________________________________________________________________________________________________ 
5._________________________________________________________________________________________________ 
 
DO YOU TAKE ASPIRIN ON A REGULAR BASIS?  NO YES  
DO YOU HAVE A PACEMAKER?    NO YES 
 

ALLERGIES: 
Are you allergic to any medication?   NO YES If yes, what medication?___________________ 
What type of reaction do you have? (Please circle)  
FLUSHING     RASH      DIZZINESS     HIVES      SWELLING    LOSS OF CONSCIOUSNESS       OTHER:______________________ 
Do medications have an unusual effect on you?  NO YES If yes, what effect?_______________________ 
Are you allergic to adhesive tape? NO YES 
Are you allergic to iodine?  NO YES 
Please list any other allergies:__________________________________________________________________________ 
 

HABITS: 
Do you have alcoholic beverages more than 2-3 times per week? NO YES   If yes, how many per day?_____ 
Do you smoke?      NO    YES      Please circle:    Cigarettes        Cigars        Pipe   Vape If yes, how many per day?_____ 
 

PAST SURGICAL HISTORY:       
DATE   OPERATION   SURGEON   HOSPITAL 

1._________________________________________________________________________________________________ 
2._________________________________________________________________________________________________ 
3._________________________________________________________________________________________________ 
4._________________________________________________________________________________________________ 
5._________________________________________________________________________________________________ 
6._________________________________________________________________________________________________ 



                        
 
MEDICAL QUESTIONNAIRE: 
 
PAST MEDICAL HISTORY:      Have you ever had any of the following?: 
Heart Disease  NO YES Heart Attack  NO YES Cancer   NO YES 
Arthritis        NO YES Glaucoma  NO YES Leukemia   NO YES 
Rheumatic Fever  NO YES Asthma   NO YES Mitral Valve Prolapse NO YES 
Anemia   NO YES AIDS or HIV+  NO YES High Blood Pressure NO YES 
Tuberculosis  NO YES Stroke   NO YES Drug Addiction  NO YES 
Diabetes   NO YES Hepatitis   NO YES Emphysema  NO YES 
PLEASE ELABORATE ON ANY “YES” ANSWER:___________________________________________________________________________________ 
________________________________________________________________________________________________________________________ 
 
REVIEW OF SYSTEMS:      Do you now or have you had within the past year any of the following?: 
Weight Change  NO YES Chest pain  NO YES Stomach Ulcer  NO YES 
Obesity   NO YES Shortness of Breath NO YES Kidney Disease  NO YES 
Depression  NO YES Fainting Spells  NO YES Thyroid Disease  NO YES 
Other Mental Disease NO YES Rapid Heartbeat  NO YES Jaundice   NO YES 
Suicidal Tendencies  NO YES Circulatory Disease  NO YES Swollen Lymph Nodes  NO YES 
Frequent Headaches NO YES Phlebitis   NO YES Urinary Infection  NO YES 
Easy Bleeding  NO YES Lung Disease  NO YES Chronic Diarrhea  NO YES 
Easy Bruising  NO YES Bronchitis  NO YES Joint or Muscle Pain NO YES 
Skin Rash   NO YES Chronic Cough  NO YES Nerve or Muscle Disease NO YES 
Dry Eyes   NO YES Ear Condition  NO YES Throat Condition  NO YES 
PLEASE ELABORATE ON ANY “YES” ANSWER:___________________________________________________________________________________ 
________________________________________________________________________________________________________________________  
 
FAMILY HISTORY: 
FAMILY MEMBER        AGE (if alive)        AGE (if deceased)           CAUSE OF DEATH       SERIOUS ILLNESS (Heart, Diabetes, Cancer)__ 
Father        _____________________________________________________________________________________________________ 
Mother        _____________________________________________________________________________________________________ 
Bro/Sis/Son/Daughter _____________________________________________________________________________________________________ 
Bro/Sis/Son/Daughter _____________________________________________________________________________________________________ 
Bro/Sis/Son/Daughter _____________________________________________________________________________________________________ 
Has anyone in your family had a tendency to bleed extensively?  NO YES 
Has anyone in your family had an unusual reaction to anesthesia? NO YES 
Has anyone in your family had unexplained fevers following surgery? NO YES 
Have you ever had a blood transfusion?     NO YES 
Do you have any metal in your body?     NO YES If yes, where?______________ 

     
WOMEN ONLY: 
Age period began:________ Number of pregnancies / deliveries: __________  Did you breast feed? NO YES  
Date of last mammogram:______________ Do you perform regular breast self-examinations?  NO YES 
Do you have a breast lump or any discharge? NO YES    If yes, please explain_______________________________ 
Do you take oral contraceptives?   NO         YES       
IS THERE ANY POSSIBILITY OF YOU BEING PREGNANT AT THIS TIME? NO YES 

         
PLEASE NOTE: MEDICAL DOCTORS ARE LICENSED AND REGULATED BY THE MEDICAL BOARD OF CALIFORNIA. TO 

CHECK UP ON A LICENSE OR TO FILE A COMPLAINT GO TO www.mbc.ca.gov, EMAIL 
licensecheck@mbc.ca.gov, OR CALL (800) 633-2322 

 
I verify that the above information is true and accurate to the best of my knowledge. 
 
 
____________________________________________________  _______________________________________ 
Patient Signature or Parent/Guardian if Patient is a Minor  Date 

http://www.mbc.ca.gov/
mailto:licensecheck@mbc.ca.gov


 

GUPTA PLASTIC SURGERY 

FINANCIAL  POLICIES  

10672 Wexford Street

31 
Suite 275 
San Diego,  CA,  921
858‐621‐6000 
858‐621‐6340 fax 

 
 
Dear Pat ient :  
 
You  have  been  referred  to   Abhay Gupta,  M.D. ,   F .A .C .S .   and Gupta   Plast ic   Surgery  for   evaluat ion  and/or 
surgical   care  to   you  based  on  your medical   needs.  We  are  here  to  assist   you  through  this   process .   You 
may  require  addit ional   vis its   to   our  of f ice.   To  schedule  these  vis its ,   please  cal l   858 ­621 ­6000 .   Our  
continuing goal   at  Gupta  Plast ic   Surgery  is   to  provide you with   the qual ity  healthcare  you deserve.  We 
have developed the fol lowing  information to c larify our  bi l l ing pol icies   for  you.      

VERIFICATION  OF  COVERAGE   is   required  before  your  insurance  is   bi l led .     I t   is   your   responsibi l ity   to  
provide  us  with  your  current   insurance  information.     I f   we  do  not   have  a   current   copy  of   your  
insurance  card,   you  wil l   be  responsible   for  payment .     It   is   very   important   that   you   understand   your  
insurance  benef its .    We recommended that  you contact  your  insurance company before any services  are  
rendered  so  that   you  have  a   c lear   understanding  of   what   services   are   covered.     I f   there  is   ever   a  
quest ion  between  the  information we  received  from  your  insurance  company  and what   you  know  your 
coverage  to   be,   i t   is   your   responsibi l i ty   to   provide  us   with written  documentation  from  the  insurance 
company  of   the  correct   information.   I f   your   insurance  does   not   cover  your  treatment ,   you  wil l   be  
responsible  for  payment as  described herein.      

PAYMENT  FOR  SERVICES:    As  a   courtesy  to  you,  we wil l   bi l l   your  insurance  for  the  services   provided 
to   you  during   your  stay .   Should  your  insurance  fa i l   to   pay  for   these  services ,   you  wil l   be  f inancial ly  
responsible.   For   quest ions  about   your  bi l l ,   p lease  cal l   858‐621‐6000  and  ask  for   the  bi l l ing 
department .   I f   you  do  not   have  insurance,   or   we  are   not   contracted  with  your  insurance,   you  are 
expected  to  pay  for   your  services  at   the  point   of   check  in .     This   is   done  so   that   you  are  not   faced with 
an unexpected bi l l  after  your vis it .  

COPAYMENTS,  DEDUCTIBLES  AND  NON­COVERED  SERVICES   are   calculated  and are  due  at   the  t ime of  
service.    

INSURANCE   BILLING:     As   a   service  to   you,   we  wil l   bi l l   covered  services   to   those  primary  and 
secondary  insurance  plans  with  which  we  are  contracted.   I f   we  are  not   contracted  with  your  plan,   or  
the  services   you  are  receiving   are  not   covered,   you  are  required  to   pay  for   your   services   at   the   t ime 
services  are  rendered.   Should  you  request ,   we  wil l   provide  you  with  the  necessary  paperwork  to  
submit  to your  insurance company for  reimbursement .      

APPOINTMENT   CANCELLATIONS/CHANGES:   Minimum  24‐hour  not ice   is   required  for   al l   appointment 
changes   and  cancel lat ions .     This   wil l   a l low  other   patients   the  opportunity   to   ut i l ize   the  appointment  
t ime.    You wil l  be charged a  $50 fee  for  a l l  appointments  where 24‐notice was not  provided.  

LATE  PAYMENTS:  A  $25.00  fee wil l   be  assessed  to   fees   due  that   are  not   paid  at   t ime  of   the  vis it .   This  
includes a l l  co‐payments .  

RETURNED  CHECKS:  A $50.00 fee wil l  be added to  each returned check.  

FORM  COMPLETION:   Should  you  have  forms  to   be  completed  by  your  provider ,   please  check with  our  
receptionist   to  verify  i f  a   fee  is  appl icable .  Fees  must  be paid  prior  to   form complet ion.  

CHANGE  TO  YOUR   INFORMATION:     I t   is   very  important   that   you  not i fy   us  as   soon  as   possible   of   any 
changes  to   your  address ,   te lephone  numbers ,   employment ,   insurance  and/or  name  changes   so   that  we 
ay keep your records as  up to date as  possible .  m
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Gupta Plastic Surgery 

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 the Privacy Contact, Paulette Persall at 858-699-3427 

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 by accessing our website www.GuptaPlasticSurgery.com, 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  

Uses and Disclosures of Protected Health Information Based Upon Your Written Consent  

You will be asked by your physician to sign a consent form. Once you have consented to use and disclosure of your protected health 
information for treatment, payment and health care operations by signing the consent form, your physician will use or disclose your 
protected health information as described in this Section 1. Your protected health information may be used and disclosed by your 
physician, our office staff and others outside of our office that 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 the physician’s practice.  

Following are examples of the types of uses and disclosures of your protected health care information that the physician’s office is 
permitted to make once you have signed our consent form. These examples are not meant to be exhaustive, but to describe the types 
of uses and disclosures that may be made by our office once you have provided consent.  

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 a third party that has already obtained your 
permission to have access to your protected health information. 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 when we have the necessary permission from you to disclose your protected health information. 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, as needed, to obtain payment for your health care services. 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.  

Healthcare 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, marketing and fundraising activities, and conducting or arranging for other business 
activities.  

For example, we may disclose your protected health information to medical school students that see patients at our office. In addition, 
we may use a sign-in sheet at the registration desk where you will be asked to sign your name and indicate your physician. We may 
also call you by name in the waiting room when your physician is ready to see you. We may use or disclose your protected health 
information, as necessary, to contact you to remind you of your appointment.  



 
We will share your protected health information with third party “business associates” that perform various activities (e.g., billing, 
transcription services) for the 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. We may also use and disclose your protected health 
information for other marketing activities. For example, your name and address may be used to send you a newsletter about our 
practice and the services we offer. We may also send you information about products or services that we believe may be beneficial to 
you. You may contact our Privacy Contact 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 contact our 
Privacy Contact and request that these fundraising materials not be sent 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, at any time, in writing, except to the extent that 
your physician or the physician’s practice has taken an action in reliance on the use or disclosure indicated in the authorization.  

Other Permitted and Required Uses and Disclosures That May Be Made With Your Consent, Authorization or Opportunity to 
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 judgment, determine whether the disclosure 
is in your best interest. In this case, only the protected health information that is relevant to your health care will be disclosed.  

Others Involved in Your Healthcare: 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.  

Emergencies: We may use or disclose your protected health information in an emergency treatment situation. If this happens, your 
physician shall try to obtain your consent as soon as reasonably practicable after the delivery of treatment. If your physician or another 
physician in the practice is required by law to treat you and the physician has attempted to obtain your consent but is unable to obtain 
your consent, he or she may still use or disclose your protected health information to treat you.  

Communication Barriers: We may use and disclose your protected health information if your physician or another physician in the 
practice attempts to obtain consent from you but is unable to do so due to substantial communication barriers and the physician 
determines, using professional judgment, that you intend to consent to use or disclosure under the circumstances.  

Other Permitted and Required Uses and Disclosures That May Be Made Without Your Consent, Authorization or Opportunity 
to Object  

We may use or disclose your protected health information in the following situations without your consent or authorization. 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, as 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. The disclosure will be made for the purpose of controlling disease, injury or 
disability. We may also disclose your protected health information, if directed by the public health authority, to a foreign government 
agency that is collaborating with the public health authority.  

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 to report adverse events, product defects or problems, biologic product deviations, 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 tribunal (to the extent such disclosure is expressly authorized), 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 the practice, and (6) medical emergency (not on 
the 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: Your protected health information may be disclosed by us as authorized to comply with workers’ 
compensation laws and other similar legally-established programs.  

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.  

Required Uses and Disclosures: Under the law, we must make disclosures to you and when required by the Secretary of the 
Department of Health and Human Services to investigate or determine our compliance with the requirements of Section 164.500 et. 
seq.  

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.  

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 that is contained in a designated record set for as long as we maintain the protected health 



 
information. A “designated record set” contains medical and billing records and any other records that your physician and the practice 
use for making decisions about you.  

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 protected health information that is 
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 Contact 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 healthcare 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 physician believes it is in your best interest to permit use 
and disclosure of your protected health information, your protected health information will not be restricted. 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 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 Contact.  

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 as 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 Contact to determine if you have questions about amending your medical record.  

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 healthcare operations as described in this Notice of 
Privacy Practices. It excludes disclosures we may have made to you, for a facility directory, to family members or friends involved in 
your care, or for notification purposes. You have the right to receive specific information regarding these disclosures that occurred after 
April 14, 2003. You may request a shorter timeframe. 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 contact of your complaint. We will not retaliate against you for filing a 
complaint.  

You may contact our Privacy Contact, Paulette Persall at (858) 699-3427 or ppersall@guptaplasticsurgery.com for further information 
about the complaint process 
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Gupta Plastic Surgery 
Acknowledgement of Receipt of Notice of Privacy Practices 

 
 
 
By signing this form, you acknowledge that Gupta Plastic Surgery has given you a copy of its Notice 
of Privacy Practices, which explains how your health information will be handled in various 
situations.  We must try to have you sign this form on your first date of service with us. 
 
If your first service with us was due to an emergency, we must try to give you this notice and get 
your signature acknowledging receipt of this notice as soon as we can after the emergency. 
 
 
Check all that her true: 
 
[  ] I have received Gupta Plastic Surgery’s Notice of Privacy Practices. 
 
 
[  ] Gupta Plastic Surgery has given me the chance to discuss my concerns and questions  
  about the privacy of my health information.  
 
[  ] Gupta Plastic Surgery has my permission to discuss details of my medical care and 

condition with the following family member or friend if necessary. 
  
 Name: ____________________________________ Relation to me: ________________ 
 
 
 
 
 
______________________________ ________________________________   ______________   
Patient Name    Patient Signature           Date 
 
 
 
 
 
 
Gupta Plastic Surgery staff should complete if Acknowledgment Form is not signed: 
 
Does patient have a copy of the Notice of Privacy Practices? 
 
[  ] Yes   [  ] No 
 
 
Please explain why the patient was unable to sign an Acknowledgment Form and describe Gupta Plastic 
Surgery’s efforts in trying to obtain the patient signature: 
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