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New Patients and  

rning Patients whose last visit was before 2/29/08 

 and the opportunity to review the following documents pertaining to my visit 
itute (CEI) / California Sinus Institute (CSI) / California Face and Laser 
t Them Hear Foundation (LTHF): 

F Patient Service Guidelines (Effective 1/1/2009) 

F Non-Standard Appointment Policy (Effective 3/1/2008) 

F Email and Telephone Call Policies (Effective 3/1/2008) 

F Notice of Privacy Practices (Effective 3/1/2008) 

nce of the terms contained in each of these documents is a condition of 
I/CFI/LTHF 

t, I attest that all of the information I have provided to CEI/CSI/CFI/LTHF is 
wledge, and that I will notify CEI/CSI/CFI/LTHF of any changes. 
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