
                                
 
 
 
 

HIPAA PRIVACY POLICY 
 

 
I have read and understand the HIPAA information/privacy practices described in the 
intake information provided to me by Jill Rubin, LCSW. 
 
I acknowledge this by signature on this signature page. 
 
 
 
 
 
_____________________________________  ________________________ 
Name         Date 


