Patient Demographics Date

Last Name First Name Ml

SSN Date of Birth Age Gender F M
Address Apt. # City State Zip

Home Phone Cell E-mail

Marital Status O Single O Married O Divorced O Separated O Windowed O Minor O Partnered

Employer Occupation

How did you hear about us?

Emergency Contact Phone

Primary Insurance

Person Responsible Account

Relation DOB SSN

Address (if different from patient’s) Phone
City State Zip
Insurance Company Phone

Subscriber ID # Group #

Primary Care Doctor Information

Primary Care Physician Name Phone

Practice Name

Address City State Zip
| certify that I, and/or my dependent(s), have insurance coverage with and assign directly to
Dr. all insurance benefits, if any, otherwise payable to me for services rendered. | understand that | am

financially responsible for all charges whether or not paid by insurance. | authorize the use of my signature on all insurance
submissions. The above named physician may use my health care information and may disclose such information to the
above-named Insurance Company and their agents for the purpose of obtaining payment for services and determining
insurance benefits or the benefits or the benefits payable for related services. This consent will end when my current
treatment plan is completed or one year from the date signed below.

Signature: Print Name: Date:




PLASTIC SURGERY

— OF WESTCHESTER

COVID-19 RISK INFORMED CONSENT

I understand that I am opting for an elective treatment/procedure/surgery that is not

urgent and may not be medically necessary.

I also understand that the novel coronavirus, COVID-19, has been declared a worldwide pandemic by the World
Health Organization. I further understand that COVID-19 is extremely contagious and is believed to spread by
person-to-person contact; and, as a result, federal and state health agencies recommend social distancing. I recognize
that Dr. Nicole Nemeth and Dr. Vadim Pisarenko and all the staff at Plastic Surgery of Westchester are closely

monitoring this situation and have put in place reasonable preventative measures aimed to reduce the spread of
COVID-19. However, given the nature of the virus, I understand there is an inherent risk of becoming infected with
COVID-19 by virtue of proceeding with this elective treatment/procedure/surgery. I hereby acknowledge and
assume the risk of becoming infected with COVID-19 through this elective treatment/procedure/surgery, and I give
my express permission for Dr. Nicole Nemeth and Dr. Vadim Pisarenko and all the staff at Plastic Surgery of

Westchester to proceed with the same.

I'understand that, even if I have been tested for COVID and received a negative test result, the tests in some cases
may fail to detect the virus or I may have contracted COVID after the test. I understand that, if I have a COVID-19
infection, and even if I do not have any symptoms for the same, proceeding with this elective

treatment/ procedure/surgery can lead to a higher chance of complication and death.

I understand that possible exposure to COVID-19 before/during/after my treatment/procedure/surgery may result
in the following: a positive COVID-19 diagnosis, extended quarantine/self-isolation, additional tests, hospitalization
that may require medical therapy, Intensive Care treatment, possible need for intubation/ventilator support, short-
term or long-term intubation, other potential complications, and the risk of death. In addition, after my elective
treatment/ procedure/surgery, I may need additional care that may require me to go to an emergency room or a
hospital.

I understand that COVID-19 may cause additional risks, some or many of which may not currently be known at this
time, in addition to the risks described herein, as well as those risks for the treatment/procedure/surgery itself.

I have been given the option to defer my treatment/procedure/surgery to a later date. However, I understand all the
potential risks, including but not limited to the potential short-term and long-term complications related to COVID-
19, and I would like to proceed with my desired treatment/procedure/surgery.

I UNDERSTAND THE EXPLANATION AND HAVE NO MORE QUESTIONS AND CONSENT TO THE
PROCEDURE.

Patient or Person Authorized to Sign for Patient Date/Time

Witness Date/Time

I have been offered a copy of this consent form (patient’s initials)



PLASTIC SURGERY

— OF WESTCHESTER——

ASSIGNMENT OF BENEFITS/DESIGNATED AUTHORIZED REPRESENTATIVE/LIMITED SPECIAL POWER OF ATTORNEY

It Is our pollcy, for your convenlence, as well as to facllitate payment, to file health beneflt clalms on your behalf. To enable your Insurance policy or benefit plan
to deal with us directly, please read the following, sign and print your name below and enter today’s date.

Assignment of Benefits

| hereby asslgn and convey to the fullest extent permitted by law any and all beneflt and non-benefit rights (Including the right to any penalties or equitable
rellef) under my health Insurance PO"CY or beneflt plan to Westchuuter Plastic Surgery and V. Nicoto Namesn, Dr. Ross Rawer, Qr Veaim Fisarenke (CO“ECﬂVE'V, the
“Providers”) with respect to any and all medical/facility services provided by the Providers to me for all dates of service, including without limitation, the right of
one or more of the Providers, or thelr attorney (or other representative) to (1) execute, In my name and on my behalf, any form, document or Instrument
required under any applicable Insurance pollcy or benefit plan to further evidence my Intent as set forth hereln and to avold any delay In pursuing rights under
applicable Federal and State laws, rules, regulatlons or requirements (collectively, “Laws”), (ll) pursue penalties for and exclusively on behalf of Providers
against any Insurance policy or benefit plan for fallure of the plan administrator (or other fiduclary) to timely produce or respond to requests (Including appeals)
for all information relating to any plan documents as required by any applicabte Laws, (iil) to assert claims and Inltiate legal action for breach of flduclary duty
agalnst and person or entlty, and (lv) to endorse for me any checks made payable to me for benefits and clalms collected toward my account.

In the event the Insurance carrler responslible for making medical payments to Westchester Plastic Surgury A jOF. Niaole Nermaly Or: Rous Ralas, Or; Vadia Blsaranks
for medical services rendered to me does not accept my assighment of benefit rights, or my assignment [s challenged or deemed invalid, | execute this [imited/
speclal power of attorney and appolnt and authorize Provider and his/her/Its attorney (or other representatlve) as my agent and attorney, In fact, to assert any
and all of my benefit and non-benefit rights for and on my behalf, Including, without limitation, to bring any appeal, pre-litigation demand, demand for
payment, arbltration, lawsuit, Independent dispute resolution or adminlstratlve proceeding, for and on my behalf, [n my name agatnst any person and/or entity
Involved In the determination and payment of benefits under any insurance pollcy or benefit plan. | agree that any recovery shall be applied to payment due my
provlder and attorney fees and costs. To this end, Provider has excluslve settlement authority.

Designated Authorized Representative

I hereby appolnt as a Designated Authorized Representative each of my Providers and each of thelr respective assistant surgeons, physiclan asslstants, teaching
asslstants, bllling staff, lawyers or any other person or business that provides healthcare actlvity services as a “business assoclate’ {including Howard Healthcare
Group) under the Health Insurance Portabllity and Accountability Act of 1996, as amended (“HIPAA”), and thelr respective designees (collectively referred to
herein as an "Authorized Representative”). This authorization is Intended to comply with all requirements of the Employment Retlrement Income Securlty Act
of 1974, as amended (ERISA”) and any applicable State law. Each Authorlzed Representatlve Is granted the same rights which [ have as a member or benefictary
under my Insurance pollcy or beneflt plan, Including without limitation:

The right of my Authorized Representative to file claims for benefits an my behalf and directly recelve payment for benefits and non-beneflts under my insurance
pollcy or benefit plan, Including the right to penalties, interest and attorney fees,

The right of my Authorlzed Representative to communicate with insurers, plan flduclaries, employers and plan and claim administrators relative to all my benefit
Information and protected health Information {(“PHI” as further defined under HIPAA) and to share and exchange such Information with a “covered person” or
“business assoclate” as those terms are defined under HIPAA,

The right of my Authorized Representative to send and receive follow-up Information and obtaln all documentation that ERISA or any State law requires to be
pravided to me, including, without limitation, plan documents, explanation of beneflts, adverse benefit determinations, all relevant documents Involving my
claim, Identity of all persons involved In determining my claim and all documents relied upon In making any determination as to the payment of any amount
under the applicable plan documents.

The right of my Authorlzed Representative to file any Internal or external member appeal for payment of benefits under any applicable Insurance pollcy or
benefit plan.

The right of my Authorized Representative to pursue any rights, claim or cause of action through pre-litigation demands, demands for payment, arbitration,
independent dispute resolution or adminlstrative proceeding, litigation or otherwise under any Federal or State law with respect to payment for services
provided by a Provider to me, Including penalties, interest and attorney fees.

Release of Private Health Information

It Is specifically Intended that any Provider or Authorlzed Representative Is authorized and directed to provide and release my PHI for purposes of exercising all
rights and benefits set forth In this Assignment of Benefits/Desighated Authorlzed Representative authorlzation to any “covered person” or “business assoclate”,
Including third-party payors, Internal and external utllization review organizations, regulatory revlew entltles and other organizations and/or companies that
may/will assist with ctalms processing/relmbursement. | also direct any plan or clalm administrator or plan sponsor to share all PHI with any Provider or
Authorized Representative and not to inhlbit the exerclse of rights under my insurance policy or benefit plan by requiring any further authorlzatlon signed by me,

( understand that | remain fully responsible for any billed charges remaining due for services provided to me by a Provider, Including co-pays, co-Insurance and
deductibles. If | recelve any check or other payment from an insurance company or third-party payor for services rendered to me by a Provider, | will Immediately
endorse the check over to the Provider or otherwlse make payment to the Provider for the amount of payment recelved from such Insurance company or third-
party payor. | agree that if the Provider is required to pursue collection efforts agalnst me for these amounts, | will be responslible for all legal fees, Interest and
costs associated therewlth.

This Assignment of Benefits/Designated Authorized Representative authorization/ Limited Special Power of Attarney shall remain In full force and effect for all
current and future dates of service, untll such time that all rights have been exercised under applicable Federal and State law as determined by Providers. | may
revoke or withdraw thls authorlty upon written notlce to the Provlders, In the event of any revocation, | will be responsible for payment of all outstanding
amounts then due to the Providers.

Patient Name: Date:

Patlent Signature:




General

Patient Information

Date:
Patient Name: Last First MI
Age:
Health History
1. Do you have any medical problems?
2. Please list any medications you take:
3. Areyou allergic to any medications?
4. Areyou allergic to latex, iodine, contrast dye or shellfish?
5. Height: Weight:
6. Do you have or had the following illnesses? (check all that apply)
a. Arthritis: High Blood Pressure:
b. Blood Clots: Kidney Disease:
c. Diabetes: Lung Disease:
d. Heart Disease Stroke:
e. Cancer (type): Other:
Previous Surgeries/Major Illnesses
Year Reason Outcome

Hospitalizations

Serious IlIness or injuries

Pregnancy

Operations

Broken Bones




Social History

Do you smoke? Yes No Do you drink alcohol? Yes No
How much? How much?
Did you used to smoke? Yes  No Do you use any drugs? Yes No
How much? Please List:
Women Only
(Check all conditions you have or had)
Breast Lump: Menstrual Problems: Vaginal Infection
Breast Pain: Menopausal Symptoms: Nipple Discharge
Date of last mammogram: Date of last Pap Smear:
Do you do regular breast self-examinations? Yes No
Could you be pregnant now? Yes No
# of pregnancies: # of deliveries:
# of abortions: # of miscarriages:
Is there any personal or family history of breast cancer? Yes No
Reason for Today’s Visit
What are your major concern(s)? (Circle all that apply)
Face Skin Breasts Thighs Back
Eyes Feet Waist Abdomen Legs
Lips Body Buttock Forehead Neck

Please further describe your concern:

| verify that the above information is true and accurate to the best of my knowledge.

Signature of patient or parent/guardian if a minor Date



Patient Name:

Date of Birth:

Pharmacy Information

Name of Pharmacy:

Address:

City and State:

Telephone No:

Allergies:

Medications:




Authorization for and release of Medical Photographs/ Slides/ And / Or Video Footage

VIDEOTAPE AND PHOTOGRAPHS
RELEASE AND AUTHORIZATION

| hereby irrevocably consent to and authorize the use and reproduction by the Plastic Surgery of
Westchester (PSW) and it affiliates, or anyone by any of them, of any and all photographs, electronic
images or video footage of me taken by PSW, or that PSW had in its possession, provided either by me
or by a third party (collectively, Images) for the purpose of informing the medical profession or the
general public about plastic surgery or plastic surgery procedures and techniques without compensation
to me. Such use shall include, but not limited to, distributing the images via print, visual and electronic
media, specifically in including the PSW website and social media sites such as You Tube, Facebook and
Twitter. The Images (including any photographic negatives) shall be the sole property of PSW. PSW also
shall have the right to use my name in connection therewith if it so chooses.

| hereby waive any right to inspect or approve the finished product, photograph, and video, DVD, CD-
ROM or matter that may be used in conjunction therewith or the eventual use that it might be applied.

| hereby release, discharge and agree to hold harmless PSW and its affiliates and their respective
representatives, assigns, and employees and any person acting under their permission or authority,
from and against any claims whatsoever in connection with use of my Images and name and the
reproduction thereof as stated above, including any claim for payment in connection with distribution or
publication of the video and/or photographs.

| hereby warrant that | am over eighteen years of age, and competent to contract in my own name
insofar as the above is concerned.

| have read and understand the foregoing release, authorization and agreement, before signing my
name below, and enter into it knowingly and voluntarily.

Date: Printed Name:

| have read the above Release and Authorization. | am the parent, guardian or conservatory of
, a minor. | am authorized to sign this authorization on his/her behalf

and | give this authorization in the interest of public education.

Date: Printed Name:

Signature:




Nicole L. Nemeth, M.D | Vadim Pisarenko, M.D | Ross Ratner, M.D.
500 Mamaroneck Avenue St. 211 | Harrison, NY 10528

Patient Consent Form

The Department of Health and Human Services has established a “Privacy Rule” to help insure that
personal health care information is protected for privacy. The Privacy Rule was also created in order to
provide a standard for certain health care providers to obtain their patients’ consent for uses and
disclosures of health information about the patient to carry out treatment, payment, or health care
operations.

As our patient we want you to know that we respect the privacy of your personal medical records and
will do all we can to secure and protect that privacy. We strive to always take reasonable precautions to
protect your privacy. When it is appropriate and necessary, we provide the minimum necessary
information to only those we feel are in need of your health care information and information about
treatment, payment or health care operations, in order to provide health care that is in your best interest.
We also want you to know that we support your full access to your personal medical records. We may
have indirect treatment relationships with you (such as laboratories that only interact with physicians
and not patients), and may have to disclose personal health information for purposes of treatment,
payment, or health care operations. These entities are most often not required to obtain patient consent.
You may refuse to consent to the use or disclosure of your personal health information, but this must be
in writing. Under this law, we have the right to refuse to treat you should you choose to refuse to
disclose your Personal Health Information (PHI). If you choose to give consent in this document, at some
future time you may request to refuse all or part of your PHI. You may not revoke actions that have
already been taken which relied on this or a previously signed consent.

If you have any objections to this form, please ask to speck with our HIPAA Compliance Officer.

You have the right to review our privacy notice, to request restrictions and revoke consent in writing after
you have reviewed our privacy notice.

PrintName: Signature: Date:

COMPLIANCE ASSURANCE NOTIFICATION FOR OUR PATIENT

To Our Valued Patients:

The misuse of Personal Health Information (PHI) has been identified as a national problem causing
patients inconvenience, aggravation, and money. We want you to know that all of our employees,
managers and doctors continually undergo training so that they may understand and comply with
government rules and regulations regarding the Health Insurance Portability and Accountability Act
(HIPAA) with particular emphasis on the “Privacy Rule”. We strive to achieve the very highest
standards of ethics and integrity in performing services for our patients.

It is our policy to properly determine appropriate uses of PHI in accordance with the governmental rules,
laws and regulations. We want to ensure that our practice never contributes in any way to the growing
problem of improper disclosure of PHI. As part of this plan, we have implemented a Compliance
Program that we believe will help us prevent any inappropriate use of PHI.

We also know that we are not perfect! Because of this fact, our policy is to listen to our employees and our
patients without any thought of penalization if they feel that an event in any way compromises our
policy of integrity. More so, we welcome your input regarding any service problem so that we may
remedy the situation promptly. Thank you for being one of our highly valued patients.



	1
	2
	3
	4
	5
	6


<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /None
  /Binding /Left
  /CalGrayProfile (Dot Gain 20%)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Error
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.0000
  /ColorConversionStrategy /CMYK
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo true
  /PreserveFlatness true
  /PreserveHalftoneInfo false
  /PreserveOPIComments true
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Preserve
  /UsePrologue false
  /ColorSettingsFile ()
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /CropColorImages true
  /ColorImageMinResolution 300
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 300
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /CropGrayImages true
  /GrayImageMinResolution 300
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 300
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /CropMonoImages true
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects false
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputConditionIdentifier ()
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /CreateJDFFile false
  /Description <<

    /BGR <>
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e9ad88d2891cf76845370524d53705237300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc9ad854c18cea76845370524d5370523786557406300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /CZE <>
    /DAN <>
    /DEU <>
    /ESP <>
    /ETI <>
    /FRA <>
    /GRE <>

    /HRV (Za stvaranje Adobe PDF dokumenata najpogodnijih za visokokvalitetni ispis prije tiskanja koristite ove postavke.  Stvoreni PDF dokumenti mogu se otvoriti Acrobat i Adobe Reader 5.0 i kasnijim verzijama.)
    /HUN <>
    /ITA <>
    /JPN <FEFF9ad854c18cea306a30d730ea30d730ec30b951fa529b7528002000410064006f0062006500200050004400460020658766f8306e4f5c6210306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103055308c305f0020005000440046002030d530a130a430eb306f3001004100630072006f0062006100740020304a30883073002000410064006f00620065002000520065006100640065007200200035002e003000204ee5964d3067958b304f30533068304c3067304d307e305930023053306e8a2d5b9a306b306f30d530a930f330c8306e57cb30818fbc307f304c5fc59808306730593002>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020ace0d488c9c80020c2dcd5d80020c778c1c4c5d00020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /LTH <>
    /LVI <>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken die zijn geoptimaliseerd voor prepress-afdrukken van hoge kwaliteit. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /POL <>
    /PTB <>
    /RUM <>
    /RUS <>
    /SKY <>
    /SLV <>
    /SUO <>
    /SVE <>
    /TUR <>
    /UKR <>
    /ENU (Use these settings to create Adobe PDF documents best suited for high-quality prepress printing.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName ()
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements false
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /DocumentCMYK
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [2400 2400]
  /PageSize [612.000 792.000]
>> setpagedevice




