
	
  
 
	
  

 
 
 
  
 

 
 
 

     
 
 
 

ACKNOWLEDGEMENT OF REVIEW OF NOTICE OF 
PRIVACY PRACTICES 

 
 
I have reviewed Greater Austin Orthopaedics’ Notice of Privacy Practices, 
which explains how my medical information will be used and disclosed. I 
understand that I am entitled to receive a copy of this document upon 
request. 
 
Patient/Guarantor Signature:______________________________________  

Date: ________________________________________________________ 

Name of Patient or Personal Representative: _________________________ 

Description of Personal Representative’s Authority: ___________________ 

Gordon, Marshall, M.D. 
Mark Billante, M.D. 

Dean Chen, M.D. 
Stephen Rose, M.D. 

South Office  
4310 James Casey, Ste. 3-C 
Austin, Texas 78745 
PH: 512-326-2800 
FAX: 512-441-6388 
	
  

South Office  
12701 FM 620 

Austin, Texas 78750 
PH: 512-401-8400 

FAX: 512-401-6984 
	
  


