ADAM S. PLOTKIN, M.D., P.A. « DALIA KALAI, M.D.
RONNIT H. STEIN, M.D. « NANCY MARCHELL, M.D.

JACOB D. KALMANSON, M.D.
5210 Linton Blvd, Suite 307
Delray Beach, FL 33484

By signing, I am acknowledging that I have disclosed my relevant health information including
all information now within my knowledge, and have provided accurate and complete
personal information.

[] By checking this box, I give permission tobe contacted at my home to receive
confirmation of office appointments, or any other information relating to my
care. If I do not check this box, I understand that I may not receive all relevant
health results as rapidly as if I had granted the permission.

X

Patient Signature Date



