
 

PEDIATRIC ASSOCIATES OF JULINGTON CREEK 
  

PATIENT’S HIPAA ACKNOWLEDGEMENT  

 
 

CHART # ____________  
     (for office use only)  
 
 
 

PATIENT NAME: ___________________________________          DOB: ___________________  
 
 
 
 
I HAVE READ THE “NOTICE OF PRIVACY PRACTICES” FOR PEDIATRIC ASSOCIATES OF JULINGTON 
CREEK. 
 
 
 
 
 
 
 
___________________________________________________       ________________________  
SIGNATURE          DATE 


