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Continuity of Care Consent Form 

Dear Patients, 

Doctor Lorenzo H. Suarez is honored that you have chosen him for your health care needs. He 
is a Board-Certified Family Physician who is dedicated to providing superior medical care to 
you and your family. The following information is designed to help you become more 
acquainted with his practice. Please be advised that you may choose to see Family Nurse 
Practioners: Mario Aguirre, Manuel Barriga, or Physician Assistant: Alba Gutierrez. However, 
for continuity of care you are required to see either Dr. Lorenzo H. Suarez, Dr. John A. 
Friedline, or Dr. Owais Ahmad at least once a year. 

This document has beenfully explained and I have read and understood the
context and the explanation received.

Patient Name/Date of Birth: ______________________ _

Signature/Date: ___________________________ _ 

Estimados Pacientes, 

El doctor Lorenzo H. Suarez esta honorado de que lo haya elegido para sus necesidades de 
atenci6n medica. Es un medico de familia certificado por la junta que se dedica a brindarle 
atenci6n medica superior a usted y su familia. La siguiente informaci6n esta disefiada para 
ayudarle a familiarizarse con su practica. Tenga en cuenta, su usted desea puede elegir a ver a 
los enfermeros practicantes familiares: Mario Aguirre, Manuel Barriga, o Alba Gutierrez, 
asistente medico. Sin embargo, es requerido para la continuidad de la atenci6n ver al Dr. 
Lorenzo H. Suarez, Dr. John A. Friedline, o Dr. Owais Ahmad por lo menos una vez al afio. 

Este documento ha sido completamente explicado y he leido y entendido el
contexto y la explicacion recibida

Nombre del Paciente/Fecha de Nacimiento: _________________ _ 

Firma/Fecha: _____________________________ _ 
















