
Jay M Shetrrg, M.D.

Plastic Reconstructive Surgery
1111 HWY 6 Suite 10

*'nl'.?ii;H77478

Personal lnformation
Patient's Last Name: First:
Date of Birth: I I Aoe: Sex:
Address: Apt#:
City: State:

Middle lnitial:

zip:
s$#: 

----- 

Driver's License #:
Cell Phone: Email:

t,

whom may we thank for referring you to our office?

, authorize Dr. Jay Shenaq's office and allentities to electronically

Emergency Gontact
Name: Phon e #: Relationship:

Emp loyment I nformati on
Employer: Address:
Occupation: Work Phone:

Person Responsible forAccount (if different from patient)
Name: D.O.B._ Relationship:
Address. SS#:
Employer: Employer's Number:
Employer's Address:

lnsu rance I nforrnation
lnsurance Company: Provider #:
Policy lD: Group Number:
Su bscriber: Subscriber's D.O. B

Seconda
Policy lD

ry lnsurance:
:

Provid er #:

Group Number:
Su bscriber: Subscriber's D.O. B

I hereby authorize all medical and/or surgical benefits, to include major medical benefib to which I am
entifled, including Medicare and other government sponsored programs, private insurance, and other
health plans to Dr. Jay Shenaq. I understand that I am financially responsible for all cfrarges whether or
not paid by said insurance. I hereby authorize said assignee to release all information necessary to
secure payment.

Patient or legal guardian's signature: Date:

I hereby give my permission to have the appropriate photos taken for the purpose of completing my records.

Patient or legal guardian's signature: Date:



Jay M. Shenaq, M.D.
Plastic Reconstructive Surgery

Medical History

Name: Height: Weight

Reason for appointment:

Primarv Care Phvsician
Name:
Office #

OBGYN
Name:
Office #

Referrinq Phvsician
Name:
Office #

\
l

Gurrent Medications:

Family History Any allergies to medications?

Cancer: Y I N
Type:
Relationship: Smoking History:

Do you or have you used tobacco
HeartDisease: Y lN

or nicotine products? Y I NE)rrl-r*l ,rn.-J-ir*'Relationship:
How often?

Stroke: Y I N or when did you quit?

Relationship: Are you using a patch? Y I N

coMD19
Have you received the COV|Dl9
Vaccine? Y / N

Hospitalizations or Su roeries

Date Purposeffvpe

Have you had: Y N

Rheumatic
Fever

Hepatitis
(A/B/C tDtE)

Blood Vessel
Grafring

Sepsis

Cancer
Type:

Radiation
Therapy

Chemotherapy

Have you had: Y N

High Blood
Pressure

Recent Heart
Attack

Heaft Surgery

Heart Murmur

Diabetes

Thyroid Disease

Anemia

Kidney Disease

Seizures

Birth Defects

Stroke

Neurological
Disease

Blindness

Mental lllness

Glaucoma

Venereal
Disease

Patient or guardian signature: Date:



Acknowledgement of Receipt of the Notice of Privacy Practices

I hereby acknowledge that I have received a copy of Dr. Jay Shenaq's Notice of Privacy
Practices.

Print Patient Name:

Patient Signature:

Date:

ForOffice Use Only

Patient was given a copy of Dr. Jay Shenaq's Notice of Privacy Practices but refused to sign the
acknowledgement

Print Employee's Name.

Employee Signature:

Date.



Plastic Surgery of Houston
Jay Shenaq, M.D.
Notice of Privacy Practice

Your lnformation.
Your Rights,
Our Responsibilities,

1111 HW 6 Suite 10
Sugar Land, TX 77478
Tel: 832-532-7100
Fax: 832-532-7410

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.

You have the right to:
* Get a copy of your paper or electronic medical record
* Correct your paper or electronic medical record
* ReQuest confidential cornmunication
* Ask us to limit the information we share
* Qet a list of those with whom we've shared

your information
* Get a copy of this privacy notice
* Choose sorneone to act for you
* File a complaint if you believe your privacy

rights have been violated

) See page 2 for
more infarmation on
fhese rights and haw
fo exerclse them

You have some choices in the way that we
use and share information as we:
. Tell family and friends about your condition ;' See page 3 for
r Provide disaster relief more information on
. lnclude you in a hospital directory these choices and
. Provide mental health care how to exercise them
r Market our services and sell your information
. Raise funds

We may use and share your information as we:
r Treat you
r Run our organization
r Bill for your services
. Help with public health and safety issues }' See pages 3 and 4
. Do research for more information
. Comply with the law on these uses and

" Respond to organ and tissue donation requests disclosures

" Work with a medical examiner or funeral director
. Address workers' compensation, law enforcement,

and other government requests

" Respond to lawsuits and legal actions

Notice of Privacy Practices . Page 1
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When it cornes to your heakh information, you have rertain rights.
This section explains your rights and some of our responsibilities to help you.

Get an electronic or
paper copy of your
medical record

. You can ask to see or get an electronic or paper copy of your medical record and
other health information we have about you. Ask us how to do this.

. We will provide a copy or a summary of your health information, usually within 30
days of your request. We may charge a reasonable, cost-based fee.

Ask us to correct o You can ask us to correct health information about you that you think is incorrect
your medical record or incomplete. Ask us how to do this.

_ - _ .. : y: :1 :1 t1 l"_':: :1',:l :T :"1' i1 Ll :y I ll':'_:i : 1'_ot _ _ .

Request confidential . You can ask us to contact you in a specific way (for example, home or office phone)
communications or to send mail to a different address.

r We will say "yes" to all reasonable requests.

Ask us to limit what
we use or share

Get a list of those
with whom we've
shared information

r You can ask us not to use or share certain health information for treatment,
payment, or our operations. We are not required to agree to your request, and we
may say "no" if it would affect your care.

. lf you pay for a service or health care item out-of-pocket in full, you can ask us not to
share that information for the purpose of payment or our operations with your health
insurer. We will say "yes" unless a law requires us to share that information.

* You can ask for a list (accounting) of the times we've shared your health information
for six years prior to the date you ask, who we shared it with, and why.

. We will include all the disclosures except for those about treatment, payment, and
health care operations, and certain other disclosures (such as any you asked us to
make). We'll provide one accounting a year for free but will charge a reasonable,
cost-based fee if you ask for another one within 12 months.

Get a copy of this
privacy notice

" You can ask for a paper copy of this notice at any time, even if you have agreed to
receive the notice electronically. We will provide you with a paper copy promptly.

Choose someone
to act for you

. lf you have given someone medical power of attorney or if someone is your legal
guardian, that person can exercise your rights and make choices about your health
information.

" We will make sure the person has this authority and can act for you before we take
any action.

File a complaint if " You can complain if you feel we have violated your rights by contacting us using the
you feel your rights inforrnation on page 1.

are violated n You can file a complaint with the U.S. Department of Health and Human Services
Office for Civil Rights by sending a letter to 200 lndependence Avenue, 5.W.,
Washington, D.C.20201, calling 1-877-696-6775, orvisiting wwlv.hhs.govtocrl
privacy/h i paa/com plai nts/.

. : y: : I r:':Y 1':TTTYll',:1i::'lT: _ _ _
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For certain health information, you can tell us your choices about what
we share. lf you have a clear preference for how we share your information in the
situations described below, talk to us. Tell us what you want us to do, and we will follow
your instructions.

In these cases, you have
both the right and choice
to tell us to:

. Share information with your family, close friends, or others involved in your care

' Share information in a disaster relief situation

. lnclude your information in a hospital directory

lf you are not able to tell us your preference, for example if you are unconscious,
we may go ahead and share your information if we believe it is in your best interest.
We may also share your information when needed fo /essen a serious and imminent
threat to health or safety.

ln these cases we never
share your information
unless you give us
written permission:

Marketing purposes

Sale of your information

Most sharing of psychotherapy notes

a

a

a

ln the case of fundraising: . We may contact you for fundraising efforts, but you can tell us not to

_:1'T:r::T1n: _ _

How do we typically use or share your health information?
We typically use or share your health information in the following ways.

Treat you o We can use your health information and I fxample: A doctor treating you for an
share it with other professionals who are t injury asks another doctor about your
treating you. I overall health condition.

Run our
organization

Bill for your
services

r We can use and share your health I exampte: We use health information
information to run our practice, improve i about you to manage your treatment and
your care, and contact you when necessary. I seryices.

c We can use and share your health I e*rmple: We give information about you
information to bill and get payment from t to your health insurance plan so it will pay
health plans or other entities. I for your seruices.

Notice of Privacy Practices . Page 3
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l'{sw else can we use or share your health information? We are allowed or required to share your
information in other ways - usually in ways that contribute to the public good, such as public health and research.
We have to meet many conditions in the law before we can share your information for these purposes. For more
information see: wwur.hhs.gov/ocrlprivacy/hipaa/understanding/consumers/index.html.

Help with public health
and safety lssues

n We can share health infcrmation about you for certain situations such as:
. Preventing disease

" Helping with product recalls
o Reporting adverse reactions to medications

" Reporting suspected abuse, neglect, or domestic violence
. Preventing or reducing a serious threat to anyone's health or safety

Do research . We can use or share your information for health research.

Comply with the law o We will share infcrmation about you if state or federal laws require it,
including with the Department of Health and Human Services if it wants to
see that we're ccmplying with federal privacy law.

Respond to organ and
tissue donation requests

. We can share health information about you with organ procurement
crga n izations.

Work with a medical . We can share health information with a coroner, medical examiner, or funeral
er<aminer or funeral director director when an individual dies.

Address workers'
compensation, law
enforcement, and other
government requests

u We can use or share health information about you.
e For workers' compensation claims
o For lar,nl enforcenient purposes CIr v'lith a law enforcement official
* With health oversight agencies for activities authorized by law
o For special government functions such as military, national security, and

presidentia I prctective services

Respond to lawsuits and
legal actions

n We can share heaith information about you in response to a court or
adnninistrative ordel or in response to a subpoena.

Our Responsibilities
' We are required by law to maintain the pivacy and security of your prctected heafth infonnation.
' We will let you know promptly if a breach occurs that may have comprcmised the prtvacy or security
af your information.

' We must follow the duties and privacy practices descnbed in this notice and give you a copy of it.
' We will not use or share your infonnation otherthan as described here unless you tell us we can in writing.
lf you tell us we can, you may change your mind at any time. Let us know in writing if you change your mind.
For more information see: www.hhs.gou/ocr/prtvacyhipaa/understanding/consumerdnoticepp.html.
Changes to the Terms of this Notice
We can change the terms of this notice, and the changes will apply to all information we have about you. The
new notice will be available upon request in our office.

Effective January 2021

Notice of Privacy Practices . Page 4



Our Responsibilities

We are required by law to maintain the privaqr and security of your protected health information.

We will let you know promptly if a breach occurs that may have compromised the privacy or security
of your information.

We must follow the duties and privary practices described in this notice and give you a copy of it.
We will not use or share your information other than as described here unless you tell us we can in
writing. lf you tell us we can, you may change your mind at any time. Let us know in writing if you
change your mind.

January 2021

This Notice of Privacy Practices applies to the following organizations.

lnstruction G: lf your entity is part of an OHCA (organized health care affangement) that has agrced to a
ioint notice, use fhts space to inform your patients of how you share information within the OHCA (such as
for treatment, payment, and operations related to the OHCA). Also, descibe the other entities covered by
this notice and their seruice locations. For example, "This notice applies to Gnce Community Hospitals and
Emergency Serutbes lncorponted which operate the emergency seruices within all Gnce hospitals in the
greater Dayton area."

lnstruction H: lnsert name or title of the pivacy official (or other privacy contact) and hiilher email address
and phone number.

I
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