
 

 

 
 
 
 
 
 
 
 
 
 
 
 
 

Acknowledgement of Receipt of Privacy Notice 
 
 

By signing below, I acknowledge that I have received Piedmont Pediatrics, PLC’s Notice of Privacy Practices. 
 
 
 
 
 
 
____________________________________________________________ 
 __________________________ 
Printed Name of Parent or Legal Guardian of Patient     Date 
 
 
 
 
 
_____________________________________________________________   
Signature of Parent or Legal Guardian of Patient  
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Patient Name: 
_________________________________________________________________ 
 
 
Date of Birth: 
__________________________________________________________________ ________________________________________________________________________________

________________ 
 
________________________________________________________________________________
________________ 
 
________________________________________________________________________________
________________ 


