
Beckett Neurospine - New Patient Questionnaire 

PATIENT DEMOGRAPHICS 

PHYSICIAN INFORMATION (Leave Blank if you DO NOT  have one)

INSURANCE INFORMATION

PLEASE PROVIDE A COPY OF THE FOLLOWING:

Patient Name Date: 

Date of Birth: Email: Sex:  

Home Address:

Home Phone: __________________   Work Phone:__________________    Cell Phone:__________________

Fax #:__________________  SSN: __________________

Occupation : ________________________________       Employer: ________________________________

Employer Address: ______________________________________________   Phone: _________________

Maritial Status:         Married Single Widowed Divored         Domestic Partnership

Emergency Contact: __________________________________________ Phone: _____________________

Relation to You: _____________________________________________      

Internist / Primary Care Physician: _________________________________ Phone : ____________________

Cardiologist: _________________________________________________ Phone: ____________________

Preferred Pharmacy:___________________________    Phone:___________________ Zip Code: _________

Primary Insurance: ______________________________________________________________________

Group #:_____________________________       ID #: _________________________

Secondary Insurance: _____________________________________________________________________

Group #:_____________________________       ID #: _________________________

- COPY OF YOUR ID / DRIVER'S LICENSE / PASSPORT
- COPY OF THE FRONT & BACK OF YOUR INSURANCE CARD(S)

How were you referred to Dr. Joel Beckett ?

Please Explain: ____________________________________________________________________________

: ______________________________________________________

_________________    ______________________________________         Male            Female

 _______________________________________________________________________________

____________________
 LAST , FIRST 

                    STREET                                                CITY                                                     STATE                               ZIP CODE

               STREET                               CITY                               STATE           ZIP CODE

If Patient Is NOT The Subscriber:__________________________ Relation to Subscriber: _________________

If Patient Is NOT The Subscriber:__________________________ Relation to Subscriber: _________________



PAIN DESCRIPTION 
Where is your pain right now?

PATIENT NAME: _______________________________________       DATE :________________________

Ache 

Numbness

Pins & Needles 

Burning 

Radiating Pain 

           Contiuous 
           Positional 
           Intermittent (on/off)
           Unable to Rate 

No Pain                                                                                 Intermediate Pain                                                                                   Worst Pain

Mark the areas on the body below where to where you hurt. (If right side of your neck hurts, mark the drawing on the right side of the
neck , etc )
Please indicate which sensations you feel by referring to the key below.

KEY 

I can tolerate my pain at a
pain sore of :

Please check the box that best
indicates the duration of your

pain:

How bad is your pain right now ? Indicate on line below

0------------1------------2------------3------------4------------5------------6------------7------------8------------9------------10



Patient Name: _____________________________________________________                 Age:____________

Are you right or left handed?                 Right              Left 

Please describe all present pain:

 Describe

Are you presently working?                   

Have you tried any home
treatments or medication?

Have you received physicial therapy?

Have you received injections  ?

Have you had any prior surgeries or procedures? 

When did symptoms first start? ____________________________ Are they getting:         Worse       Better         Stable 

LAST, FIRST

Body Parts
Affected

Type of Pain

Pain Radiation

Describe any other
symptoms

What position and/or
medication relives your

pain?

Do you have any pain,
numbness, tingling or

weakness in your arms or
legs?

Have you had any treatment (including X-rays, test, etc.)

(steriods, facet,epidural, etc.)

Full Time             Part Time         Not Working           On Disability           Partial Disability

If you are on Disability/ Partial Disability , when did it begin ? _________________________________________________

Please list any test you have had in the past related to your problem ? ( MRI , X-ray , CT , etc.)

TEST/STUDY DATE RESULT 

# OF VISITS DATES

DATE (S) TYPE  OF INJECTION

DATE (S) SURGERY / PROCEDURE

PHYSICAL THERAPIST / CLINIC 

DOCTOR / CLINC 

DOCTOR / LOCATION



Have you recently had any of the following? 

Past Medical History : 

Medications:

(Please check all that apply)

Fatigue Difficulty Vomitting Tingling Ulcers

Fainting Shortness of Breath Nervousness Bowel Problems 

Memory Loss Sleep Difficulty Loss of Appetite Early Awakening 

Depression Weakness Urinary Incontinence Facial  Pain

Stress Itching Nausea

Loss of Concentration Headaches Vomitting

Heartburn Numbness Chest Pain 

Other:______________________________________________________________________________________

Urinary Problems Liver Problems Diabetes / Hypoglycemia 

Heart Disease Arthritis / Gout Drug Abuse / Alcohol Abuse 

Problems with
Ears, Eyes, Nose,
Throat

Problems with
Asthma, Hay
fever

Gastrointestinal Problems / Ulcers

Respiratory Hypertension

Circulatory / CVA Kidney Problems 

 Yes No 

Hearing Difficulty 

Depression or Psychological Problem 

 _____________________________________________________________________________

(please check any of the following which you have had)

please list all medications you are currently taking and daily dosage

( workers compensation)

Please explain any of the checked above:

Is this a work related injury ?

Did this injury occur as the result of an automobile accident or other accident , and if so , is this a personal injury case? 

Are you or will you be pursuing legal action ?

Are you currently receiving treatment for any other medical condition? 

Yes No

Yes No

Yes No

 

Explain: _____________________________________________________

If yes, please explain:_________________________________________________________________________________

CURRENT MEDICAL STATUS 

MEDICATION DOSAGE DATE MEDICATION STARTED



Are you taking any herbal or vitamin supplements ?

Are you allergic to any medications/foods/other?

Do you have a latex allergy?

Is there a family history of spinal problems in your family? 

Is there a family history of other medical problems?

Do you smoke?

Alcohol intake?

Is there any history of alcohol or drug use ? 

Describe usual physical activity/exercise:

Children ? (list ages):________________________________________________________________________

Yes No 

Yes No 

Yes No 

Yes No

Yes No

Age: ________________ Height : ________________ Weight: ______________lbs

Yes No 

Yes No

Yes No

Type: _______________________________________________________________________________

Frequency: ___________________________________________________________________________

If yes, please list all:

If yes, please explain:

If yes, please explain:

If yes, please explain:

If so, how much ?___________________________________

If so, how much ?___________________________________

FAMILY MEDICAL HISTORY

SOCIAL HISTORY

______________________________________________________ ___________________________

PATIENT'S SIGNATURE DATE 



Alternate Contact Information & Release of Information Consent 

NOTE: Messages will not be left on answering machines or voice mail if the recorded greeting does not include
confirmation of your name or phone number .

Patient Name:_____________________________________________Date of Birth:______________________

Cell Phone:____________________________________Home Phone:_________________________________

Work Phone:___________________________________

I. Alternate Contact Information Consent 

II. Family/Friends/Co-Workers Release of Information Consent 

Our office has consent to :
a) Y               N Leave medical information on my home answering machine.

b) Y               N Leave medical information on my personal cell phone.

c) Y               N Contact me at my place of employment.

d) Y               N Leave medical information on voice mail at my place of emplyment.

e) Y               N Leave medical information on     Family     Friends or     Co-workers voicemail

f) Y               N Leave medical information on     Family     Friends or     Co-workers  e-mail.

I authorize Beckett NeuroSpine to discuss any information regarding my care with below-mentioned family member(s), friend(s), or
co-worker(s).

Check those that apply 

This Authorization is valid until revoked by the patient orally or in writing at any time.
This exception is when communication has already occurred as instructed in this consent.

NAME RELATIONSHIP PHONE NUMBER 

______________________________________________________ ___________________________

PATIENT'S SIGNATURE DATE 



Insurance Acknowledgement & Financial Policy 

We are dedicated to providing with the best possible care and service, and we regard your understanding of out financial policies as an
essential element of your care and treatment. If you have any questions about your account, charges, insurance, or payments, please speak

with one of our Billing Representatives.

Please have available at the time of your visit the following insurance
and identification information: If you are involved in an "on-the-job" work injury, prior to seeing

the physician, the following information must be obtained and
verified prior to your visit:

1. Your insurance identification card so that we may copy the front
and back of the card for accurate insurance information. Date of Injury

2.Your driver's license so that we may copy the card for accurate
demographic and patient specfic data.

Case or Claim Number 

WCAB#, if applicable 

3. Your referral or authorization for services when applicable. Workers' Compensation carrier information

Adjuster's Name 

Adjuster's telephone number 

If you do not have a valid insurance plan to cover the cost of our
services, you will be required to make full payment at the time of
service.

Employer

Due to frequent changes in insurance plans and the benefits offered
under those plans, our staff is required to review and update your
insurance information on a regular basis.

If you are insured, we will bill your insurance plan. However, it is
ultimately your responsibility to become familiar with the details of
your insurance plan coverage. We recommend you contact your
insurance company prior to any service so you may understand your
allowable benefits. If you have a PPO or HMO insurance plan, we will
collect the required co-payment, co-insurance, and any deductible if
applicable. In the event that your health plean determines a service
to be "non-covered", we will bill you, and payment is due upon
receipt of that statement. Any amount not paid by your insurance
company within 30 days will be billed to you. As a courtesy, we will
submit a claim to your insurance company on your behalf.

Copy of Records 

Copy of X-Rays

Form Completion Fees 

Your physician may or may not be participating Medicare provider.
If your physician is a participating provider, we will bill your
Medicare insurance and your supplemental, if you have one. If not,
patients provided with these services must agree not seek
reimbursement from Medicare or any Medicare supplement.

Please note that your referring provider's contract affiliation will
have no bearing on the processing of the claims for x-ray. There is
no affiliation with Mink Radiology , Back Bay Imaging or any other
Imaging Centers.

Workers' Compensation

Self-pay Accounts 

Insurance Updates 

Insurance Plans

Other Fees: 

X-ray

Medicare 

I understand that Beckett NeuroSpine agrees to bill my
insurance as a courtesy and that I must submit
information as needed to ensure payment for services. I
further understand that I am ultimately responsible for
payment for all services.

--
--
--
--
--
--
--

--
--
--

__________________________________ ____________________________________ ___________________________
NAME OF PATIENT PATIENT'S SIGNATURE DATE 



Beckett Neurospine Privacy Notice 
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.

We may change the terms of out notice at any time. The new notice will be effective for
all PHI that we maintain at that time. Upon your request, you can receive any revised
Notice of Privacy Practices by accessing our website ,
contacting the facility where you received services, or by contacting the Privacy
Officer: (949) 988-7800.

We may use or disclose your PHI as described in this section. The following are
examples of the types of uses and disclosures of your PHI that Beckett Neurospine is
permitted to make without  your specific authorization. These exmaples are not meath
to exhaustive, but to describe the types of uses and disclosures that may be made by
our facility. Where State or federal law restricts one of the described uses or
disclosures, Beckett Neurospine will follow the requirements of such State or federal
law. The following are general descriptions only.They do not cover every example of
disclosure within a category. However, all of the ways Beckett Neurospine is permitted
to use and disclose your PHI will fall within one of the categories in this Notice of
Privacy Practices.

We may use PHI about you to provide you with medical treatment or services. We may
disclose medical information about you to doctors, nurses, technicians, medical
students or other personnel who are involved in your care to. for example, plan a
course of treatmenr for you. We also may disclose PHI about you to individuals
outside of Beckett Neurospine who may be involved in your medical care, such as
family members or others we use to provide services that are part of your care.

Your PHI will be used, as needed, to obtain payment
for your healthcare services. This may include certain activities that your health
insurance plan may undertake before it approves or pays for the healthcare 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 surgery
may require that your relevant PHI be disclosed to your health plan.

At Beckett Neurospine, we understand that medical information about you and your
health personal, we are committed to protecting that information, This Notice of
Privacy Practices describes how we and the medical staff and personnel who provide
you with care or services at this facility may use and disclose your Protected Health
Information ("PHI") to carry out treatment, payment or healthcare operations and for
other and for other purposes that are permitted or required by law. It also describes
your rights to access and control your PHI, which 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 healthcare services. We
are required by law to maintain the privacy of your PHI, to provide notice of our legal
duties and privacy practices with respect to you PHI, to notify affected individuals
following a breach of unsecured PI-11, and abide by the terms of this Notice of Privacy
Practices.

 We may use or disclose your PHI as
needed to support our business activities. These activities include, but are not limited
to, quality assessment activities, employee review activities, training of medical
students, licensing, and conducting or arranging for other healthcare operations. For
example, your health information may be disclosed to members of the medical staff;
risk or quality improvement personnel and others to: evaluate the performance of our
staff, assess the quality of care and outcomes in your case and similar cases; learn how
to improve our facilities and services; or determine how to continually improve the
quality and effectiveness of the health care we provide.
           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 healthcare provider is ready to see
you. We may use or disclose your PHI, as necessary, to contact you to remind you of
your appointment. We will share your PHI with third party "business associates" that
may perform various activities (e.g., billing or transcription services) for Beckett
Neurospine. Whenever an arrangement between our facility and a business associate
involves the use or disclosure of your PHI we will require the business associate to
appropriately safeguard it. 
 

2. Other Permitted and Required Uses and Disclosures That May Be Made with
Your Authorization or Opportunity to Object

Facility Directories

Others Involved in Your Healthcare

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

Required By Law

Public Health

Communicable Diseases

Health Oversight

Abuse or Neglect 

Food and Drug Administration ("FDA")

Legal Proceedings

.
You have the opportunity to authorize or object to the use or disclosure of all or part of your
PHI. You may revoke your authorization at any time, but your revocation will only be effective
for future uses and disclosures and will not affect any use or disclosure made in reliance on your
authorization. If you are not present or able to authorize or object to the use or disclosure of the
PHl, then your healthcare provider may, using professional judgment, determine whether the
disclosure is in your best interest. In this case, only the PHI that is relevant to your healthcare
will be disclosed. We may use and disclose your PHI in the following instances. Other uses and
disclosures not described in this Notice of Privacy Practices will be made only with your written
authorization.

Unless you object, we will use and disclose in our facility directory your name, the location at
which you are receiving care, your condition (in general terms) and your religious affiliation. All
of this information, except religious affiliation, will be disclosed to people that ask for you by
name. Members of the clergy will be told of your religious affiliation.

Unless you object, we may disclose to a member of your family, a relative, a close friend or any
other person you identify, your PHI that directly relates to that person's involvement in your
healthcare. 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 PHI to notify or assist in notifying a family
member,personal representative or any other person that is responsible for your care of your
location, about your general condition or death. Finally, we may use or disclose your PHI 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 healthcare. In addition, with few
exceptions, unless you provide written authorization, we will not use your PHI.

We may use or disclose your PHI without your authorization in the following situations.

We may use or disclose your PH 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.

We may disclose your PHI 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 PHI, if directed by
the public health authority, to a foreign government agency that is collaborating with the public
health authority.

We may disclose your PHI, 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

We May disclose PHI to 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 healthcare system, government benefit programs, other government
regulatory programs and civil rights laws.

                                                                                                                         We may
disclose your PHI to a public health authority that is authorized by law to receive reports of child
abuse or neglect. In addition, we may disclose your PHI to the governmental entity or agency
authorized to receive such information if we believe that you have been a victim of abuse, neglect
or domestic violence. In this case, the disclosure will be made consistent with the requirements
of applicable federal and state laws.

We may disclose your PHI to a person or company required by the FDA to report information
such as adverse events and product defects, to enable product recalls, to make repairs or
replacements, or to conduct post marketing surveillance.

We may disclose PHI in response to a court or administrative order. We may also disclose PHI
in response to a subpoena,discovery request, or other lawful process, but only if a reasonable
effort has been made to tell you about the request or to obtain an order protecting the
information requested.

www.discmdgroup.com

1. How We May Use and Disclose Your PHI 

Treatment 

Payment

               Healthcare Operations

.



Law Enforcement

Coroners, Funeral Directors and Organ Donation.

Research

Criminal Activity

Right to Request to Recieve Confidential Communications from Us

Military Activity and National Security

Right to Request Amendment

Workers' Compensation

Required to Access Your PHI Right to Request an Accounting of Certain Disclosures

Right to Request a Restriction on the Use or Disclosure of Your PHI

Right to Be Notified of a Breach

Right to Obatin a Paper Copy of This Notice

5. Questions and Complaints

Privacy Officer
3501 Jamboree Road , Suite 1200, Newport Beach, CA. 92660
Phone: (949) 988-7800

Right to Request a Restriction on the Use or Disclosure of Your PHI

We may release PHI for certain law enforcement purposes including, for example,
reports required by law, to comply with a court order or warrant, or to report or
answer questions about a crime.

in the following paragraph, we are not required to agree to your request. However, if
we do agree to the request, we will honor the restriction request if (1) except as
otherwise required by law, the disclosure is to a health plan for purposed of carrying
out payment or health care operations (and is not for purposed of carrying out
treatment) ; and (2) the PHI pertains solely to a health care item or service for which
the health care provider involved has been paid out-of-pocket in full. Beckett
Neurospine is not responsible for notifying subsequent healthcare providers of your
request for restrictions on disclosures to health plans for those items and services,
so you will need to notify other providers if you want them to abide by the same
restriction.

We may disclose PHI to a coroner, funeral director or medical examiner as necessary
to permit them to carry out their duties.

We may disclose your PHI to researchers when their been research has been approved
by an institutional review board that has reviewed the research proposal and
established protocols to ensure the privacy of your PHI. To request restrictions, you must make your request in writing to Beckett

NeuroSpine. In your request, you must tell us (1) what information you want to
limit; (2) whether you want to limit our use, disclosure , or both ; and (3) to whom
you want the limits to apply (for example, disclosures to your spouse).Consistent with applicable federal and state laws, we may disclose your PHI 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
PHI if it is necessary for law enforcement authorities to identify or apprehend an
individual.

You have the right to request that we communicate with you about medical matters
in a certain way or at a certain location. We will attempt to accommodate reasonable
requests. We will not request an explanation from you as to the basis for the request.
Please make this request in writing to the facility's Medical Records DepartmentWhen the appropriate conditions apply, we may use or disclose PHI 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 PHI to authorize federal officials for conducting national security and intelligence
activities, including for the provision of your reques protective services to the
President of the United States or other officials.

If you think that the PHI we have about you is wrong or incomplete , you may ask us
to amend the information . In certain cses, we may deny your request for an
amendment. If we deny your request for amendment, you have the right to file a
statement of disageement with us and we may prepare a rebuttal to your statement
and will provide you with a copy of any such rebuttal. Please contact the facilities
Medical Records Department if you have a question about amending your medical
records.Your PHI may be disclosed by us as authorized to comply with workers compensation

laws and other similar legally established programs.

Under the law , we must make disclosures to you and to the U.S. Department of
Health and Human Services when required to determine our compliance with the
requirements of the Federal Privacy Standards.

You may request a list of our disclosures of your PHI, subject to several exceptions
and limitations. For example, this right does not apply to disclosures for purposes
other than treatment, payment or heathcare operations, and it excludes disclosures
we may have made to you, to family members or friends involved in your care, or for
notification purposes. You have the right to recieve specific information regarding
these disclosures. To request this list or accounting of disclosures, you must submit
your request in writing to Beckett Neurospine's Privacy Officer. Your request must
state a time period that may not be longer than six years prior to the request date
and may not include dates before April 14, 2013. The first list you request within
12-month period will be free. For additional lists during the same 12-month period,
we may charge you for the cost of providing the list. We will notify you of the cost
involved and you may choose to withdraw or modify your request at the time before
any costs are incurred.

4. Your Rights. Following is a statement of your rights with respect to your PHI and
brief description of how you may exercise the rights. We gave the right to deny your
request in certain circumstances. We will inform you if your request is denied.

You may inspect and obtain a copy of PHI about you that is contained in a designated
record set for as long as we maintain the Pl-ll. A "designated record set" contains
medical and billing records and any other records that your healthcare provider and
DISC  use for making decisions about you. Under federal law, however, you may not
inspect or copy the following records: psychotherapy notes; information complied in
reasonable anticipation of, or use in , a civil , criminal or administractive  action or
proceeding; and , PHI that is subject to law that prohibits access to PHI. Depending on
the circumstances, a decision to deny access may be reviewable. If the information you
request is maintained electronically, and you request an electronic copy, we will
provide a copy in the electronic form and format you request, if the information can be
readily produced in the form and formar. If the information cannot be readily
produced in that form and format, we will work with you to come to an agreement on
the form and format.

You have a right to be notified in the event that we discover a breach of unsecured
PHI, as defined under federal law.

You have the right to obtain a paper copy of this notice, even if you agreed to receive
such notice electronically. You may ask us to give you a copy of this notice at any
time. To request a copy of this notice , you make your request in writing to Beckett
Neurospine Privacy Officer (contact information is below).

Please contact the facility's Medical Records Department if you have questions about
access to your PHI. If you request a copy of the information , we may charge a fee for
the costs of retrieving , copying, mailing and any other supplies associated with your
request. Your records remain the property of Beckett NeuroSpine. You may file a complaint with us or with the Secretary of the Department 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. For further information abouth
the complaint process, or to make any requests or inquiries, you may contact  our
Privacy Officer at:

You may ask us not to use or disclose any part of your PHI for the purposes of
treatment , payment or healthcare operations. You may also request that any part of
your PHI not be disclosed to family members or friends who may be involved in your
care or for notification purposes  as described in the Notice of Privacy Practices. Your
request must state the specific restriction requested and to whom you want the
restriction to apply. Except as provided

The notice was effective on April 14, 2003 and revised on September 23, 2013,
April 28, 2015, March 20, 2018.



Acknowledgement of Beckett NeuroSpine Privacy Notice 

Beckett Neurospine  will use and disclose your personal health information to treat you, yo recieve
payment for the care we provide, and for other health care operations. Health care operations generally
include those activities we perform to improve the quality of care.

I,_________________________ have received a copy of this center's Notice of Privacy's Practices.

Patient or  Guardian's Signature Date

We have prepared a detailed NOTICE OF PRIVACY PRACTICES  to help you better understand our
policies about your personal health information.

The terms of the notice may change with time and we will always post the current notice at our center, on
our website, and have copies available for distribution.

________________________________________                        ___________________________

YOU ARE ENTITLED TO A COPY OF THIS CONSENT AFTER YOU SIGN IT
Include completed consent in the patient's Medical Record
*You may refuse to sign this acknowledgement



Note:This form is used for when Dr. Beckett is requesting patient medical records from other healthcare providers or facilities.

Date:_____________________

MEDICAL RECORDS REQUESTED : 

DatePatient Signature

Patient Name:___________________________________

I understand that by signing this release, confidential information may be revealed, such as alcoholism, drug
abuse, HIV status and mental illness. I also understand that this release will be valid for a period of one (1) year,
unless otherwise specified. I agree to solely be responsible for releasing these medical records and the information
contained within.

I, ___________________________________ hereby authorize you to release my medical records in your
possession, concerning my illness and or treatment to :

Dr.Joel Beckett
4551 Glencoe Ave , suite 145
Marina del Rey, CA. 90292

Ph: (310) 776-3688
Fax: (424) 352-3581

_________________________________________________                                            _____________________________
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