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MEDICAL CENTER PEDIA I R]( S

Acknowledgement of Review of Notice of Privacy
Practices and Red Flag Policy

I have reviewed and understand Medical Center Pediatrics’ Notice of
Privacy Practices and Red Flag Policy, which explains how my medical
information will be used and disclosed and how I can get access to my
medical information. I know that I may have a copy of the Notice. I also
know that from time to time, the Notice of Privacy Practices and Red Flag
Policy may be revised. If I want the revised Notice of Privacy Practices and
Red Flag Policy, 1 know I must ask for 1t.

I have also read and understand the Red Flag Policy and agree to provide the
requested documentation of my identity. I understand that if I do not
have documentation of my identity, I may be denied services until that
documentation is provided.

You agree to allow us access to your medical information for the purpose of
the services we are conducting and agree or give permission to be contacted.
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Signature of Patient or Parent (please specify)

Date

Name of Patient or Name of Parent
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