




PATIENT ACKNOWLEDGEMENT OF UNDERSTANDING OF SUMTER PEDIATRICS, LLC 

NOTICE OF PRIVACY PRACTICES 

 

In 1996, Federal law was passed regarding the Privacy Regulations created from the Health Insurance  

Portability and Accountability Act of 1996 (HIPAA). This was created as a direct result of the electronic filing  

and exchange of health information while protecting a patient’s privacy.  

 

Parent’s Name: _____________________________________ SSN: ___________________  

 

Patient’s Name: _____________________________________ DOB: __________________  

 

Patient’s Name: _____________________________________ DOB: __________________  

 

Patient’s Name: _____________________________________ DOB: __________________  

 

Patient’s Name: _____________________________________ DOB: __________________  

 

I understand the patient’s health information is private and confidential. I understand that Sumter Pediatrics LLC works 

diligently to protect the patient’s privacy and preserve the confidentiality of the patient’s personal health information.  

I understand that Sumter Pediatrics LLC may use and disclose the patient’s personal health information to help to provide 

health care to the patient, to handle billing and payment, and to take care of other health care operations. I understand that 

sometimes the law may require the release of this information without my permission. These situations are very unusual.  

Sumter Pediatrics LLC has a detailed document called “Notice of Privacy Practices”. This document contains more detailed 

information about the policies and practices protecting the patient’s privacy. I understand I have the right to read the “Notice” 

before signing this acknowledgement. I understand Sumter Pediatrics LLC will change and amend the Notice as it deems 

necessary without individual notification. I understand the most recent amended notice will be available for review for 

parents/guarantors.  

 

Within this Notice of Privacy Practices is contained a complete description of my privacy/confidentiality rights. These rights 

include but are not limited to access to my medical records, restrictions on certain uses, receiving an accounting of 

disclosures as required by law, and requesting communication be by specified methods of communications or alternative 

action.  

 

Sumter Pediatrics LLC has established procedures which help them meet their obligations to patients. These procedures 

may include other signature requirements, written authorizations, reasonable time frames for requesting information, charges 

for non-routine needs, etc. I will assist Sumter Pediatrics LLC by following these procedures if I chose to exercise any of my 

rights described in the “Notice of Privacy Practices”.  

 

My signature indicates I have been given the chance to review a current copy of Sumter Pediatrics LLC “Notice of Privacy 

Practices”.  

 

 

____________________________________________________________________________________________________________ 

Signature                   Relationship to patient                   Date 



Authorization for Use/Release of Health Information

By signing this form, I authorize the use, release or disclosure of protected health information described below:

Records going To: SUMTER PEDIATRICS LLC Records coming From: ______________________________ 
     Name of person/organization

    105 WALNUT STREET

      MONTEZUMA, GA 31063 ________________________________________________
 Address

   Phone: 478-472-4633 _______________________________________________________________________

   Fax:  478-472-4637 City, State, Zip City, State, Zip

________________________________________________________________________

 Phone 

_______________________________________________________________________

Fax

_______ Please send this information by: _______________________

(date)

I authorize the following information to be sent to the address above:

______ Copies of all medical records for the period ___/___/___ to ___/___/___ 

______ Copies of the information described below for the period ___/___/___ to ___/___/___

_____ Summary of entire medical records

_____ Office visits

_____ Lab/x-rays

_____ Immunization records

_____ Report from other physicians

_____ Hospital Records

_____ Other: __________________ (please specify)

I understand that this information may include any history of acquired immunodeficiency syndrome (AIDS), sexually

transmitted diseases, human immunodeficiency virus (HIV) infection; behavioral health service/psychiatric care; 

treatment for alcohol and/or drug abuse; or similar conditions.

The following information should not be released, even if occurring during the dates above:

__________________________________________________________________________________________________________________  

_________________________________________ ________________________________ __________

Name of child and Date of Birth Signature of Parent/Legal Guardian Date

Reason for record request: ____________________________________________________________

 

____________________________________________  

Witness/SUMTER PEDIATRICS LLC








