
IrsoN lr. ERosT, D.O., P.!.
601 N. Flamingo Road, Suite 319
Pembroke Pines, Florida g302g

Patient .Ecknowledgement of Receipt of tbe Notice of privacy
Practices and Consent to Use and Disclose Health Information

I aclcnowledge that I was provided with a copy of theJason H. Frort, D.O., P.A's No6ce of
Privac4T Practices, describing how my hedth informadon may be used or r{irclored urder the
federal law. Provided that Jason H. Frost, D.O., P.A. continues to its good faith efiort to
comply with the requirements of the federal pri'racylaw, I hereby consent to the use and
disclogure of my Health Information for the purposer and the activities permitted rrnder the
federal privacy law.

I understand that I should read the Notice of FrivacryPractices careful]y. t am aware that the
Notice may be dranged at any time. I may obtain a revised copy by calling Jason H. Frost,
D.O., P.A. at 954/442-8786.

I aclqrowledge that I have received a copy of the Jason H. Frost, D.O., P.A. Notice of privacy
Practices.

Patient Name Date

Signature of Patient

Patient Legal Representative(if applicable) Date

Signature of Legal Representative

Office Stall Member Obtaining Siguature

Reasou Signature was not obtained:
_ Individual Rafqsed to Sign
- cornmunicalion barier:: prohibited obrtaiuing the ackaowledgement
- r! em€rgency eituation prevented uc fiom obtaiuing acknowLdgemeut
_ Other(please specify)


