
  

 

 _______________________________________   ____________________    _______________                            
(Patient Name)                                                                                                        (Date of birth)                                        (Date)  

        I have received a copy of East Portland Pediatric Clinic’s Notice of Privacy Practices 
 

 

_______________________________________    
(Legal Guardian Signature)                                                              

 

_________________________________________________________            _________________________________ 

(Other Signature if not Legal Guardian)                                                                (Relationship to patient) 

 

_________________________________________________________ 

(Patient Signature if 18yrs or older)                                                       Will forward notice to legal guardian 
 

Notes: __________________________________________________________________ 

          

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 


