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Lakeview Pediatrics, LLC 
Notice of HIPAA PRIVACY POLICY 

 
 

By signing this form, you acknowledge receiving this Notice and that you were afforded an opportunity 

to ask questions related to the content herein. 

 

 

 

Signature of Parent or Legal Guardian: ______________________________________  

 

Date: ___________________ 

         Date of birth: 

 

Print Name of Patients:   __________________________________ ________________ 

 

__________________________________  ________________ 

 

__________________________________  ________________ 

 

__________________________________  ________________ 

 

__________________________________  ________________ 

 

__________________________________  ________________ 

 

__________________________________ ________________ 

 

 

Print Name of Parent or Legal Guardian __________________________________ 

 


