
University of California, San Diego 

Please complete: 

Name: 

Address: 

E-mail(s):

Phone number(s):

Emergency Contact: Name:

Phone: 

Dental Volunteer Coordinator: Titania Huang

Program Director: Donna Kritz-Silverstein, PhD 

Summary of Position:  

Volunteer in the Student-Run Free Clinic Department to provide services to UCSD 
Student-Run Free Clinic Project at UCSD Student-Run Free Dental Clinic sites. 
Specific details of individual position noted on the 8C SDn 'ieJR Health Sciences
 
Volunteer ASSRintPent Form. 

Volunteer Appointment with the UCSD Student-Run Free Clinic Project



,Q 
UCSanDiego 

HEALTH SCIENCES 

Volunteer Appointment Form 

Name-=====================:::::!.. ________________ _ 
First and Last name M_. _id_d_le_· __ 

Citizenship Status (Required): Citizen: Yes D No D Visa Status (if applicable): =I ====--
UC Student Status (please check) 
_ Registered _ Not Registered 
_ Undergraduate _ Graduate 

Sex: Male D Female D 
List any near relatives who are UCSO 

_,, .. " I�-------� 
I am volutlteering my services to the University of California, San Dieg:o for the purpose 

Are you currently on UCSD pay status? 

Yes No 

Date of Birth: 

of ____________ solely for my pers.onal reason,s or benefit without promise or expectation of compensation or 
Univ,ersity benefits. My voh.rnteer services will not be performed in rny regular department or in connection with regular duties, arid I 
understand that I will not displace a regular status employee. 

Vollunt:eer's Signature __________________ _
____________ To Be Filled Out By Department Only ____________ _ 

Begin Date _____ / End Date ____ _ Number of Hours Per Week: 

Horne Dept Unit Code __ _ 

Department Contact 

Supervisor: 

Departmental Authorization Signature 

Horne Dept Name _________ _ 

Telephone ____ _ Email 

Date 

Desnibc all volunteer responsibilities: 

----------

Describe the training and onenlalinn that the vnllilnteer will recieve: 

D Dept. Request Reviewed by HR I I HR Approval
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University of California Patent/IP Acknowledgment 

 

I acknowledge that the Policy on Inventions, Patents, and Innovation Transfer (“the Policy”) applies to 
me. 

1. I hereby assign University IP (as defined in the Policy) to the University.   
2. I will promptly disclose all Inventions (as defined in the Policy) to my local authorized licensing 

office and will provide to the University all documents necessary for obtaining legal protection 
for University IP and entering into commercialization agreements. 

3. I acknowledge that I am responsible for ensuring that any employment/consulting agreements I 
enter into with third parties do not conflict with my preexisting and ongoing obligations to the 
University and that any agreements I enter into relating to University IP are subordinate to my 
obligations under the Policy and this Patent/IP Acknowledgment. 

A copy of the Policy can be found here: http://policy.ucop.edu/doc/2500493/PatentPolicy. The 
University agrees that I have no obligation to assign any Intellectual Property qualifying fully under the 
provisions of Cal. Labor Code § 2870.  

 

 

____________________________________   _______________________ 
Signature       Date 
 

____________________________________ 
Name (Print) 
 

____________________________________ 
Department  
  

 

 

  

SRFC

http://policy.ucop.edu/doc/2500493/PatentPolicy
https://leginfo.legislature.ca.gov/faces/codes_displaySection.xhtml?sectionNum=2870.&lawCode=LAB
Titania Huang

Titania Huang

Titania Huang



DC San Diego Health 

ACKNOWLEDGEMENT STATEMENT 
UC SAN DIEGO HEALTH CORPORATE COMPLIANCE PROGRAM 

STANDARDS DF BUSINESS CONDUCT 

My signature on this form acknowledges Ihall have received and agree to read the UCSD Health Sciences Corporate 
Compliance Standqrds arBus/ness Conduct lalso known as the Code of ConduCI Handbook) . 

• also acknowledge that the Code of Conduct Handbook is only an outline of principles for individual and business 
conduct and do not, in ilny way, constitute an employment contract or an ilssurilnce of continued employment. A 
detailed corporate compliance program management manual can be read in my department business offICe ilnd is 
available on the Internet (lIltD:llheahh,ucsd edu/rompliancel. 

I confirm that I have not been excluded by the federal government from participation in any governmental program, nor 
to the best of my knowledge, have I been proposed for exclusion. I agree to notify the corporate compliance officer or 
the university's Office of the General Counsel Immediately upon my receiving written or verbal notification that I am 
proposed for exclusion from any governmental health care program. 

Name (Please Print) Sisnature 

Date Department/ Division 

UCSD Health Sciences Corporate Compliance Office 9500 Gilman Drive, MC 0836la Jolla, CA 92093-0836 
phone: (619) 471-9150 ) fax: (619) 471-9158 



DC San Diego Health 
CHILD ABUSE REPORTING REQUIREMENT 

EMPLOYEE NOTIFICATION & ACKNOWLEDGEMENT 

California state law Section 1165.7 of the Penal Code requires that any person who ent ers into employment on and after 
January 1, 1985, as a child care custodian, medical priilctilioner, or non· medical practitioner, or with a child protective 
agency, shall be it mandated reporter and prior to commencing employment, shall sign a statement that he or she has 
knowledge of the provisions of Section 11166 of the Penal Code and will comply wilh its provisions. 

Section 11166 of the Penal Code requires that any mandated reporter such as a child care custodian, medical practitioner, 
non-medical pract itioner, or employee of a child protective agency who has knowledge of or observes a child in his or her 
profeS5ionai capacity, or within the scope of his or her employment, whom he or she is reasonably suspects ha5 been a 
victim of child abuse to report the known suspected instance of child abuse to a child protective agency immediately or as 
soon as practically possible by telephone, and to prepare to send a written report thereof within 36 hours of receiving the 
information concerning the incident. 

Any person who fails to report an instance of child abuse which he or she knows to or reasonably knows to exist, as 
required, is guilty of a misdemeanor and is punishable by confinement in the county jail for a term not to exceed months 
or by a fine of not more than five hundred dollars ($500) or by both. 
The law also provides that a person who does report as requ i red, or who provides a child protective agency with access to a 
victim, shall not be civilly or criminally liable for doing so. 

To view the sections of the Penal Code which cover Child Abuse & Neglect Reporting, go to 
http://www.leginfo.ca.gov!.h tmVpen table of contents.htm!. 

ElDER/DEPENDENT ADULT ABUSE REPORTING REQUIREMENT 
EMPLOYEE NOTIFICATION & ACKNOWLEDGEMENT 

California Welfare and Institutions Code Section 15630 requi res that any person who assumes full or intermittent 
responsibility for the care or custody of an elder or dependent adult, whether or not he or she receives compensation, 
including administrators, supervisors, and any licensed staff of a public or private facility that provides care or services for 
elder or dependent adults, or any elder or dependent adult care custodian, health practitioner, clergy member, or 
employee of a county adult protective services agency or a local enforcement agency, is a mandated reporter and is 
required to acknowledge understanding of the requirements for reporting. 

Mandated reporters who have observed or has knowledge of an incident that reasonably appears to be physical abuse, 
abandonment, abduction, isolation, financial abuse, or neglect, or is told by an elder or dependent adult that he or she has 
experienced abuse or reasonably suspects abuse that abuse of an elder or dependent adult has occurs shall report the 
known or suspected abuse by telephone or through a confidential internet reporting tool immediately or as soon as 
possible with a written report submitted within two (2) working days. 

To view Section 15630 of the California Welfare and Institut ions Code, go to http://www.leBinfo.ca.gov/cgi -
bin/calawguery?cQdes!?ctiQn=.wic. 

I certify that I have read and understand the Child Abuse Reporting Requirement and the Elder I Adult Abuse Reporting 
RequiremeJ'll and will comply with the reporting requirement s above. 

N.me: __________________________ __________________________ D.te: ______________ ___ 



DC San Diego Health 
CONFIDENTIALITY AGREEMENT 

Applies te all UC5D Health Nwori</orce members- including: employees, medical staff Dnd other health COft 
professionals; volunteers; agency, temporary and registry personnel; and house sroff, students, and interns 
(regardless of whether they ore UCSD trainees or rotating through UCSD Health facilities from another instirution). 

It Is the responsibili tv of aU UCSD Health workforce members, as defined above, including employees, medical 
stoltf, house staff, st udents and volunteers, to preserve and protect confidential employee, patient and 
business information. 

The State Information Practices Act (california Civil Code sections 1798 tt seq.lgoverns the acquisition ilnd use of 
data thai pertains to indjyjduilis. All of these laws establish protections to preserve the confidentiality of various 
personal and medical information and specify that such inf ormation may not be disclosed e)lcept as authoriled by 
law or the patient or individual. The Federal Health Insurance Portability Accountability Act (HIPAA) Privacy Law, t he 
Confidentiality of Medical Information Act (California Civil Code § 56 et seq.) and the Lanterman-Petris-5hort Act 
(California Welfare & Institut ions Code § 5000 et seq.) govern the release of patient identifiable Information by 
hospitals and other health care providers. 

Confidential Employee and Business Information includes, but is not limited to, the foliowinS: 

• Employee home telephone number and address; 
• Spouse or other relat ive names; 
• Social Security number or income tall withholding records; 
• Information related to evaluation ofperformance; 
• Other such information obtained from the University's records which if disclosed, would const itute 

an unwarranted invasion of privacy;or 
• Disclosure of Confidential business information t hat would cause harm to UCSO Health . 

Confidential Patient Care Information includes: Any individually identifiable information in possession or derived 
from a provider of health care regarding a patient's mediCCII history, mental, or physical condition or treatment, 
as well as the patients and/or their family members records, test results, conversations, research records and 
financial Information. EIlamples include, but are not limited to: 

• Physical medical and records including paper, photo, video, diagnostic and therapeut ic reports, 
laboratory and pathology samples; 

• Patient insurance and billing records; 
• Mainframe and department based computerized patient data and alphanumeric radio 

pager messages; 
• Visual observation of patients receiving medical care or accessing servlces; and 
• Verbal information provided by or about a patient. 

Peer review and risk management activities and information are protected under California Evidence Code 

section 1157 and the attorney-dient privilege. 

0214(3-03) 



I understand and acknowledge that: 

1. I shall respect and maintain the confidentiality of all discussions, deliberations, patient care records and any 
other informat ion generated in connection with individual patient care, risk management and/ or peer review 
activities. 

2. It is my legal and ethical responsibili ty to protect the privacy, confidentiality and security of all employee 
records/medical records, proprietary information and other confidential information relat ing to UCSO 
Health and its affiliates, including business, employment and medical information relating to our patients, 
members, employees and health care providers. 

3 I shall only access or disseminate employee/patient care information in the performance of my assigned duties 
and where required by or permitted by law, and in a manner which is consistent with offICially adopted policies 
of UCSD Health, or where no officially adopted policy exists, only with the express approval of my supervisor 
or designee. I shall make no voluntary disclosure of any discussion, deliberations, patient care records or any 
other patient care, peer review or risk management information, except to persons authorized to receive it In 
the conduct of UCSO Health affairs. 

4 . UCSD Health performs audits and reviews employee/patient records in order to identify inappropriate 
access. 

5 My user 10 is recorded when I access electronic records and that I am the only one authorized to use my user 
10. Use of my user 10 is my responsibility whether by me or anyone else. t will only access the minimum 
necessary information to sa tisfy my job role or the need of the request . 

6. I agree to discuss confldl'ntial information only in tke work place and only for job related purposes and to not 
discuss such information outside of the work place or within hearins of other people who do not have a need 
to know about theinforma\ion. 

7. ' understand that any and att references to HIV testing, such as any clinical test or laboratory test used to idl'ntify 
HIV, a component of HIV, or antibodies or antigens to HIV, are specifically protected under law and unauthorized 
release of confidential information may make me su bject to lesal and/or disciplinary action. 

8. I understand that the law specially prOte<ts psychiatric and drug abuse records, and that unauthorized release 
of such information may make me subject to legal and/or disciplinary action. 

9 My obligation to safeguard patIent confidentiality cont inues after my termination of employment with 
the University of California. 

I hereby acknowledge that I have read and understand the foregoinS information and that my Signature below 
signifies my agreement to comply with the above terms. In the event of a breach or threatened breach of the 
Confidentiality Agreement, I acknowledge that the University of California may, as applicable and as it deems 
appropriate, pursue disciplinary action up to and including my termination from the University of California. 

Print Name: Silnature: 

Department: Dated: 



UC San Diego Health 
UCSD INFORMATION SYSTEMS 

COMPUTER/INFORMATION USE AND SECURITY STATEMENT 

Employee Name: __________ _ 

Employee 10: ___________ _ 

I understand that in the performance of my duties at UCSD, I must hold information in confidence. I have 
read and undersland the Rules of Conduc! for University Employees Involved with Information Regarding 
Individuals (attached). I understand that unauthorized disclosure of personal/confidential in formation 
may result in charges of Invasion of Privacy. 

I also understand that it is against UCSD Information Systems policy to seek oul or use personal or confidential 
information relating to others for my own Interest or advantage. 

I understand that under California State law any person who maliciously ilccesses, alters, deletes, 
damages, or destroys ,my computer system, network, computer program, or data is guilty of a felony. 

I am aware that the References and Related Policies on the attached sheet oulline University policies and 
State and Federal laws which govern use of computer systems and disclosure of in formation. I understand 
that failure to comply with the regulations may result in disciplinary action, which could Indude release 
from employment. Violation of local, state. or federal statues may carry the additional consequence of 
prosecution under the law, where judicial action may result in specified fines or Imprisonment, or both, 
plus the costs of litigation or the payment of damages, or both. 

I acknowledge upon receipt of a UCSO Administrative Computing & Telecommunkations computer 
access code (userid) and password; and understand that I will be responsible for all entries made 
thereunder. I understand that my userld and password are to be accorded the same significance as my 
handwritten signature and that the delegat ion of userid and password to another person, or my use of 
another persons userid, may be considered False Representation. 

Signature: ______________ _ Date: __________ _ 



RULES FOR CONDUCT FOR UNIVERSITY EMPLOYEES INVOLVED WITH INFORMATION 
REGARDING INDIVIDUALS 

A. Employees responsible for the colltalon, maintenana, use Ind of information .bout 
which relates to their personal life, Indudlne their employment Ind medical historv, financial transactions. 
marital status and shall complvwith the Sute of Clil/ornia Information Practices ACt . PPM-.48O=3 
Privacy gf and Access to Information. Legal Reauirements and Implementl!!!! procedurn, shall be used as a 
basic source of ,uldaoce In admlnlsterlOl the Act's 

I). Emplovees shall not require IndMdl/als to disclose personallnlormatlon which is not necessary and relevant to 
the purposes of t he Universi ty or to t he particular funCtion for which the emplo'(fl! 15 responsible. 

C. Emplovees !.hall make every ellon to see thilt Inquiries and requests relall", 10 personal records of 
individuals are responded to quickly and without requirin& the individual to unr>e<:es!.lrily repeat his or her 
Inquiry to others. In other words, reasonable efforts w ill be made 10 place the responslblllty 00 the Department 
for respondln& to the indivlduill iIlter his/her Initial CDntiICI. 

D. Employees shill assist Individuals who seek Information pertainl"llto themselves in maklOltheir 
Inquiries su fficiently specific and descriptive so as to facilitate the locating the records. 

E. Emplovees shaU respond to inquiries from Individuals, and requests from them to review, obt,in copies of, 
correcl, or dispute th.elr personal records In a courteous and ixlslness·I'ke manner, Ind In KCordilnce with PPM· 
so. , 

f. shall not disclose perwnal and confidential informallOtl relilll"'llto individUIls to UrlaUthoriled 
persons or entitles. The Intentiooal disclosure of such Information to weh persons may be cause for disciplinary 
a(l iOtl. 

G. Emplovees shall not seek out or use personal orconfidenllllinformation relating to others fortheir own interest 
or advantage. The intentional violation of this rule may be uuse for disciplinary action. 

It Emplovees responsible for the maintenance of pen.onaiand COtlfidentl,1 rt(;ords uke all ne<:es.sary 
precilUtiOns 10 assore tha i proper admlnlstriltlve, technical, and physicill !.Ifeguards are establ,shed ilnd followed 
in order to protect the confidentiality of records personal Information and to ilssure that such 
records are not disclo'\f!d to uniluthorlzed Individuals or enlilies. 

REFERENCES 

A. Policy and Procedure Manual (PPM 480·3) and Guidelines for Handli"'ll Records Containing 
Information lboullndivlduills. 

It University Policy, Guidelines and Legal on PriVi('( of and Access to Information, June9, 1978. 

C. Uniyersltv Pollcle5 Applying to the DiS(losure of Information from Student Re(<.>rds, february 1, 1977. 

I). Callfornlil Public Records ACI(1976). 

E. california Information Prilcti=; Act (1977). 

F. california Education Code, Chapter 1.2, DIvision 16.5. 

G. Ca li fornia Penal Code, Sect ion S02, Chapter 8SS, relali"'llto Computer Crime. 

I L Federal Prlvacv Act 011974. 

L Federal Family Educationill Righl$and Privacy Act of 1974. 

J. Electronkcommunlcalion Privacy ACt of 1986. 



RELATED POLICIES 

1\) POLIcY AND PROCEDURE MANUAL/PPM) 

1) 135-3 Network Security 

2) 160·2 Disclosure ollnlormation from Student Records. 

3) 230· 11 Malnlenance of. Access to, and Opportunity to Request Amendment of Academic Personal Records. 

4) 230-29 Policies and Procedures to Assure Fairness in theA(ademic Personnel Review Process. 

5) 250-605 Staff Employee Personnel Records. 

6) 25Q-.60S {L-l} Staff Employet! Personnel Re(ords. 

7) 460·5 Misappropriation of Universi ty Assets. 

8) 480-3 Responsibilities & Guidelines for Handling Records Containing Information About Individuals. 

B) BUSINESSANO FINANCE BULLETIN 

I) RMp·8 legal Requirements on Privacy of and Access to In formation. 

C) INFORMATION SYSTEMS POLICIES 

I) Misuse of University Resources, 11/2/87. 



Participant's name: L------------------,c---,---' 
PIc.s< Print 

UNI VERSITY OF CALI FORNIA, ISan Diego 

Volunteer 

Waiver of Liabilit" . Assuntption of Risk, and 'ndemnit" Agreement 

Waiver: [n consideration ofbein.e pennitted to participate in any way in 
Volunteering time/effort within Hcalth Scicnccs 

heremafter called "The Actlvlly", I, for myself, my heirs, persona! representatives or ass1gns, do hereby 
release, wai\'e, discharge, and covenant not to sue The Regents of the University of California, its 
officers, employees, and agents from liability from any and all claims including Ihe negligence of 
The Regents of the University of California, its officers, employees and agents, resulting in 
personal injury, accidents or illnesses (including death), and property loss arising from, but not limited 
10, participation in The Activity. 

Signature of Parent/Guardian of Minor Date Signature of Participant Date 

Assumption of Risks: Participation in The Activity carries with it certain inherent risks that cannot be 
eliminated regardless of the care taken to avoid injuries. The specific risks vary from one activity to 
another, but the risks range from I) minor injuries such as scratches, bruises, and sprains 2) major 
injuries such as eye injury or loss of sight, joint or oack injuries, heart attacks, and concussions to 3) 
catastrophic injuries including paralysis and death . 

I have read the previous paragraphs andl know, understand, and appreciate these and 
other risks that arc inherent in The Activity. I hereby assert that my participation is voluntary and 
that I knowingly assume all such risks. 

Indemnification and Hold Harmless: [ also agree to INDEMN IFY AND HOLD The Regents of 
the University of Cal ifornia HARMLESS from any and all claims, actions, suits, procedures, costs, 
expenses, damages and liabilities, including attorney's fees brought as a result of my involvement in 
The Activity and 10 reimburse them for any such expenses incurred. 

SC\'erabi.lity: The undersigned further expressly agrees that the foregoing waiver and assumption of 
risks agreement is intended 10 be as broad and inclusive as is pennitted by the law of the State of 
California and that ifany portion thereof is held invalid, it is agreed that the balance shall, 
notwithstanding, continue in full legal force and effect. 

Acknowledgment of Understanding: I have read this waiver of liability, assumption of risk, and 
indemnity agreement, fully understand its (enns, and understand that I am giving u]) substantial 
rights, including my right to sue. I acknowledge that I am signing the agreement free ly and 
voluntarily, and intend by my signature to be a complete and unconditional release of alJliabil.it)' 
to the greatest extent allowed by law. 

Signature of Parent/Guardian of Minor 
Participant's Age (ifminor) __ 

Date Signature of Participant Dale 
Vol Waiver 7101 
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What You Can Report: 
Any activity by UC or a UC employee that; 
• violates University policy 

• violates a state or federal law or regulation, such as; 
• corruption 
• malfeasance 
• bribery 
• theft or misuse of government 

property 
• fraud 
• coercion 
• conversion 

• wastes money, or 

• involves gross misconduct, gron incompetence, or gross 
ineffiCiency. 

Where To Report: 
• !iystemwide Whislleblower Hotline 

SG0-40;J-4744 

• The UCSD Local Designated Official for the Whistle-blow{'r 
and Whistleblower Protection Polices: wbton 

• Your Supervisor 
• Audit & Management Advisory Services 
• Human Resources 

How To Report: 
• In writing or orally 

• With as much specific factual Information as possible 
(Report what you know, but don't InveStigate-leave that to 
the 

• Anonymously. if preferred 

Confidentiality will be maintained, to the extent possible. 

Protection from Retaliation: 
If you believe you have been retaliated against for blowing the 
whislle on improper activity, you may file a complaint with your 
LO(:ally Designated Official, your Human Resources 
Department your Academic Personnel office or your supervisor. 

For More Information: 
The University's Whistleblower and Whistleblower Protection 
policies, and additional information, can be found online at 

Other Reporting Mechanisms: 
• State Auditor's Whislleblower Hotline, at 

800--952-566S 

• California Attorney General's Hotline, at 
S00-9S2·522S 

You may also report froud, waste' & abuse' 
involving specific federal programs directly: 
• Recovery Act Fraud Hotline (Misuse of 

Stimulus Spending). al (877) 392-3375 

• Department of Defense Hotline, at 
Soo-424-9098 

• Department of Homeland Security Hotline, at SOO-n3-S603 

• Rights & Remedies for Whistleblowers 
under the Federal Acquisition Regulation (FAR) Pilot Pro· 
gram -

• Rights & Remedies for Whistleblowers under the Defense 
Federal Acquis ition Regulation Supplement (OFARS) -

• Enhanced Whistleblower Protection under the NASA Federal 
Acquisition Regulation 
Supplement (NFS) -



UC San Diego Health 

I hereby acknowledge that I have received and read University of California's Whistleblower Hotline 
handout . 

Signature' __________________ Date' _____ _ 
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AUTHORIZATION AND CONSENT TO PHOTOGRAPH, PUBLISH AND RELEASE INFORMATION

Faculty, Sta!, Resident, Fellow, Student, Volunteer, Visitor, Patient’s Family 
Release for Media/Public Relations/Educational Purposes

I, (name)  

(title/position)  authorize The Regents of the University 
of California (“University”), including UC San Diego Health, their o!icers, agents, employees and students, to take 
photographs of me, to interview me, to publish, print and broadcast my voice and image, and to authorize other persons 
to do the same. The term “photograph” includes video or still photography, in digital or any other format, and any other 
means of recording or reproducing images. I understand that my identity may be revealed through my photographs and/
or through the use of my name and voice. I agree that the University may use, and authorize others to use, my name, 
voice and image for public relations and news media purposes, such as for newspapers, web sites, news television 
programs or social media and for educational or research purposes, such as to illustrate medical lectures. 

My permission is subject to the following limitations:

This Authorization will remain in e!ect unless specified. You have the right to request that the consent form be revoked. 
The revocation will take e!ect when UC San Diego Health receives notice by you, except to the extent UC San Diego 
Health or others have already relied on it. To contact the UC San Diego Health Sciences Marketing and Communications 
Department, please call 858-249-0456.

IN ALL CASES

I waive any right to compensation. I hold The Regents and their designees harmless from and against any claim for injury 
and or compensation resulting from the activities authorized by this agreement.

The term “photograph,” as used in this agreement shall mean motion picture or still photography in any format, as well as 
video, web and any other means of recording and reproducing visual images and sound.

Date: 

Print Name:   Signature: 

Circle one: faculty, sta!, resident/fellow, student, volunteer, visitor, patient’s family, other (please specify

)

For Patient’s Family Members: NAME OF PATIENT: 

Relationship: 

Optional: ADDRESS:  

City/State/Zip Code  ,  ,  Telephone: (  ) 

Witness: 

Print Name:  Signature: 

NOTES:  
D741  093019

Titania Huang

Titania Huang

Titania Huang

Titania Huang

Titania Huang
volunteer





Titania Huang

Titania Huang
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