


ACKNOWLEDGEMENT FORM

| have received the Notice of Privacy Practices and | have been provided an opportunity to review it.

Name Birthdate

Signature

Date




dvanced

rthopaedic
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Center

Richard A. Rosa, M.D., FA.C.S.
Jason P. Garcia, M.D.

Patient Name:

Please take a few moments to fill out the following information for our records:

Please give a phone number where the doctor or staff can reach you with your test results.

Primary #: Secondary #:

Patient confidentiality is a prime concern in our office. Please list the names of the person
or person whom we can or cannot speak with regarding your health and well-being and
to answer any questions they may having regarding the same.

Name Yes No

Spouse
Children
Other
(Significant)

Please specify who the Doctor/Physician Assistant / Staff member should call with results
if other than yourself:

Name: Relationship with you:
Work: Cell:

Are you able to receive calls at your workplace?

May we state who is calling when calling your workplace?

Signature: Date:
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