
 
 

Ocean Breeze Medical Group, Inc. 
 

Notice Of Privacy Practices Acknowledgement   
 

 
Privacy Official: Ricardo Davalos, M.D. 

I hereby acknowledge that I received a copy of this medical practice's Notice of Privacy Practices.  I 
further acknowledge that a copy of the current notice will be posted in the reception area, and that a 
copy of any amended Notice of Privacy Practices will be available at each appointment. 

 

Signature: __________________________  Date:__________ 

Patient Name: __________________________   

 
 I would like to receive a copy of any amended Notice of Privacy Practices by e-mail at: 
_____________________________. 

 
If not signed by the patient, please indicate relationship: 

 Parent or guardian of minor patient 

 Guardian or conservator of an incompetent patient 

Print Name: __________________       Relationship to patient: ______________         
 
Signature:    __________________       Date: __________ 
 
 
Please list those individuals and their relationships to you with whom we can communicate via phone 
and/ or in person your medical information which may include: test results, diagnosis, plan 
of care, referrals, medications prescribed, personal discussions, etc.    
 
Name: ________________  Relationship: _____________  Phone Number: __________ 
 
Name: ________________  Relationship: ____________  Phone Number: ___________ 
 
 
Ocean Breeze Medical Group, Inc. Staff signature/ Witness: ______________________ 
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