
San Jose Pacific Neurology Center 
Professional Corporation 
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1, , acknowledge being given the Notice of Privacy Practices to 

read and offered a copy of the documentation for my records. 

PATIENT'S SIGNATURE DATE 

I hereby authorize the physicians and staff at San Jose Pacific Neurology Center to release 
information regarding my medical care, treatment, and/or appointment to the following 
individuals as needed: 

Please use this portion to indicate the names of any family members or friends only. 

Phone: ( 
Name 

Phone: ( 
Name 

Phone: ( 
Name 

PATIENT'S SIGNATURE 

SAN JOSE PACIFIC NEUROLOGY CENTER 
200 JOSE FIGUERES A VENUE SUJTE 200 SAN JOSE CA 95116 

1'408-347- 1600 F408-347-0600 
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) 

DATE 


