
STEPPING STONES PEDIATRIC AND ADOLESCENT MEDICINE 
 

RECEIPT OF PRIVACY PRACTICE NOTICE WRITTEN ACKNOWLEDGEMENT 

 

 

I, _______________________________________________, have had the opportunity to review 

Stepping Stones Pediatric and Adolescent Medicine’s Notice of Privacy Practices.  I understand 

that I may receive a copy of this document upon request.  

 

_____________________________________________________  

Patient Name      Date of Birth 

 

 

_____________________________________________________  __________________ 

Signature of Parent        Date 


