The Eye and Laser Clinic

ACKNOWLEDGEMENT OF RECEIPT OF NOTICE 
OF PRIVACY PRACTICES

* You May Refuse to Sign This Acknowledgement*

I have received a copy of The Eye and Laser Clinic’s Notice of Privacy Practice.

________________________________________________

Please Print Name

________________________________________________       ________________________

Signature








Date

· I am the only person authorized to obtain medical/financial records in any way.
OR

PLEASE LIST ANY OTHER PARTIES WHO CAN HAVE ACCESS TO YOUR HEALTH INFORMATION  (This includes your spouse, children, care takers, ect.)
Name: _______________________ Relationship: _______________ Phone: ___________________
Name: _______________________ Relationship: _______________ Phone: ___________________

Name: _______________________ Relationship: _______________ Phone: ___________________

For Office Use Only

We attempted to obtain written acknowledgement of receipt of our Notice of Privacy Practices, but acknowledgement could not be obtained because:

· Individual refused to sign

· Communications barriers prohibited obtaining the acknowledgement

· An emergency situation prevented us from obtaining acknowledgement

· Other (Please Specify)

