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PAT]ENT ACKNOWLEDGEMENT OF THE NOTICE OF PRIVACY PRACTICES AND
CONSENT TO USE AND DISCLOSE IIEAITIJ INFORMATION

I acloowledge that I was provided with a copy of re JuveDal Martinez, M.D., p.A. Dotice of
Privacy Pmctices, desclibilg how my health infomation may be used or iliscloseal unaler the
federal Ia \,,,. Provided fiat Juvenal E. Martinez, M.D., p.A. conti{ues in ils goocl faith effort to
comply willl llrc requirements olthe federolprivacy law. I hereby cbnlent ro-the use and
disclosure of my health hfonnatiou for the purposes and the activities permitted ulder the reareral
pdvacy law, which are described iD theNotice of privacy practices.

I understand dlat I should read the Notice ofprivacy practices carefully. I am aware that flre
N^oti:e_may b€ clanged at.any time.'I ;y oblain a ievised copy of the'Mti"" Uy ""if;g 1: OSy
598-6696 or by requesting one at your office.

Patient Name Date

Signatue ofPatient or Pe6onal Representative Personal Representative's
Relatioflship to Patienl

FOR PHYSICIAN OFFICE USE ONLY:

You must complete this section ofthe folm ifnot signed and dated by the patieot or patient,s
representativ€.

Patient Name: Date ofBilh:

Social Security Number ;

Address:

?hone Number:

The date that you lequested the signature and date:

The rEasoD that tlrc signature and date were rot obtained:


