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We strive to give you competent and compassionate pediatric medical care at each visit.
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RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES ACKN OWLEDGEMENT

DATE: ! /
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The Notice of Privacy Practices describes how “Protected Health Information” about

you may be used and disciosed and how you can get access to this information.
Please review it carefally. .

Big Apple Pediatrics is required by law to protect the privacy of health information
that may reveal your identity, and to provide you with a2 copy of this notice which
describes the health information Privacy practices of our pediatric office, its medicai
staff, and affiliated health care Providers that jointly

aboutvon, including demographic mformation that may identify you and that

Teiates t¢ vour past. present, or firture Physical or mental hezith or condition angd
related health care services,
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This acknowledgement form wili become part of your bpermanent medical record.



