
Notice of Privacy Practices Acknowledgment

I hereby acknowledge that on ________________ (date) I received the notice of privacy 
practices of Canton Pediatrics Inc. which sets forth the ways in which my personal health 
information may be used or disclosed by Canton Pediatrics, and outlines my rights with respect 
to such information.

_______________________________________                                  ____________
Signature of the person receiving information                                  Date

For Office Use Only

**please forward completed form to privacy office**

Stamp or place patient identification here


