
MIDLAND PEDIATRIC ASSOCIATES  

ACKNOWLEDGEMENT  

Pa#ent  Name:         

Date  of  Birth:         

Social  Security  Number:         

I  acknowledge  that  MPA  provided  me  with  a  wriAen  copy  of  his/her  No#ce  of  Privacy  Prac#ces.  

I  also  acknowledge  that  I  have  been  afforded  the  opportunity  to  read  the  No#ce  of  Privacy  Prac#ces  
and  ask  ques#ons.  

           

Pa#ent  Signature      Date  

           

Personal  Representa#ve  Signature  (if  applicable)      Rela#onship  to  Pa#ent


