JENNIFER L. WALDEN, M.D.
50 East 715t Street
New York, NY 10021
Tel: 212-288-9009

ACKNOWLEDGMENT AND CONSENT

By signing below, | acknowledge that | have been provided a copy of the Notice of
Privacy Practices and have therefore been advised of how health information about me
may be used and disclosed by the physician private practice listed at the beginning of this
notice, and how | may obtain access to and control thisinformation. Finally, by signing
below, | consent to the use and disclosure of my health information to treat me and
arrange for my medical care, to seek and receive payment for services given to me, and
for the business operations of this practice, its physicians, and staff.

Signature of Patient or Patient’ s Personal Representative

Print Name of Patient or Patient’ s Personal Representative

Date

Description of Personal Representative' s Authority



