
Dermatology Associates, P.C. 
HIPAA Acknowledgement 

 
 
 

I am, by signing this form, acknowledging that I have received 
and have been given an opportunity to review,  

the Privacy Practices Notice for Dermatology Associates, P.C. 
 
 
 
 
             
Print Name        Date of Birth 
 
 
             
Signature (Patient or Parent/Guardian if under 18)  Date Signed 
 


