
 

 

Email: __ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _      C e l l :          ( _ _ _ _ _ _ _ ) _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _ _  

 

Referring Physician: _____________________________________    SS# ___________________________________________  

 

In order to preserve your privacy in ac cordance with HIPAA rules, please check the boxes below which are acceptable ways you 

would like to have communication between you and our office.  

Preferable methods of communication:          email  
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Review of Systems: 





to Dr. Eliza-Jasmine Tran and/or her Associate(s) or any assistant they 

may designate, to take photographs of me or my body parts in connection with the plastic surgery 

procedure(s) to be performed by Dr. Eliza-Jasmine Tran 





 

Eliza-Jasmine Tran, MD 
520 Superior Avenue, Suite 315, Newport Beach, CA 92663 

Tel: (949) 478-



PHYSICIAN-PATIENT ARBITRATION AGREEMENT 
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