
CHILDRENS CLINIC, LLC

RECEIPT OF PRIVACY PRACTICES

WRITTEN ACKNOWLEDGEMENT FORM

I,_________________________________,_______________________________
FIRST NAME LAST NAME

WAS GIVEN THE OPPORTUNITY TO REVIEW A COPY OF THE NOTICE OF PRIVACY
PRACTICES FOR CHILDRENS CLINIC, LLC.

___________________________________________________________________
NAME OF PATIENT

____________________________
DATE OF BIRTH

_______________________________________________________
SIGNATURE OF PARENT OR LEGAL GUARDIAN

____________________________
DATE


