
 

 
 

 

Acknowledgement of Receipt of Notice of Privacy Practices 

 

By signing below, I acknowledge that I have received the Notice of Privacy Practices for Narciso L. Gomez, MD 
FACS, FASCRS. The Notice of Privacy Practices is required to be provided to me under the Health Insurance 
Portability and Accountability Act of 1996. 

 

Effective Date of Notice: January 1st, 2007 

 

Patient:______________________________________   Date:__________________________ 
                                              (Print Full Name) 

 

Patient Signature: ______________________________ 

Or 

Patient Representative: __________________________        Date: _______________________ 

 

Relationship to Patient: __________________________ 

Narciso L. Gomez, MD, FACS, FASCRS
Board Certified

Compassionate Surgical Care

Gomez

Surgical

3475 Sheridan Street

Suite 201

Sheridan Executive Centre

Hollywood, FL 33021

Tel: (954) 369-5717

Fax: (954) 827-0717

Info@GomezSurgical.com

www.GomezSurgical.com


