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MICHAEL PERLSTEIN, DPM 
4414 14th Avenue 


Brooklyn, New York 11219 

718.438.8188 


PRIVACY PRACTICE ACKNOWLEDGEMENT 

I have received the Notice of Privacy Practice and I have been provided an opportunity to review It. 

NAME (Print): _ ________________________ 

STGNA' URE (Parent's If under 18): __________________ 

Date of birth : _ __________Today's Date: _ _________ 

To Whom May We Release your Medical Information? 

Spouse: Yes / No Phone#:____________________ 

Pa"ents: Yes / No Phone #: 

Child"en: Yes / No Name: 
Phone #: 

Name: 

Phone #: 


Siblings: Yes / No Name: 
Phone #: 

Name: 

Phone #: 


Primary Care Physician: 	Name:_________________-'---___ 
Phone#: 

------------------" -- ­

Other: Yes / No Name: 
Phone #: 


