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HIPAA Notice of Privacy Practices Acknowledgment

Patient Full Name: Date of Birth:

Acknowledgment of Receipt

Grove Pediatrics is required by law to maintain the privacy of your child's protected health information (PHI) and
to provide notice of our legal duties and privacy practices. Our Notice of Privacy Practices (available separately
on our Forms page) describes how medical information about your child may be used and disclosed, and how you
can access this information.

By signing below, I acknowledge that I have received (or been offered) a copy of Grove Pediatrics's Notice of
Privacy Practices.

Authorized Individuals (optional)

I authorize the following individuals to receive my child's protected health information in addition to parents/legal
guardians:

Name(s) and relationship:

[ ] I acknowledge receipt of the Notice of Privacy Practices.

Signature (Parent/Guardian): Date:

Printed Name: Relationship to Patient:
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