7 Precision Vision Optometry

Notice of Privacy Practices
Acknowledgment of Receipt

Date:

The undersigned Patient or legally authorized representative of the Patient acknowledges that he or she
received a copy of Precision Vision Optometry’s Notice of Privacy Policies on the date indicated
below. Copies are also located at the front desk.

Patient Name (Print):

Patient Signature:

If completed by a patient's legally authorized representative, please print and sign your name in the
space below (attach appropriate documentation):

Legally Authorized Representative (Print) Legally Authorized Representative's Signature

Patient Request to Share Protected Health Information

I approve Precision Vision Optometry to share information related to treatment, payment or
prescription to the following individuals involved in my care or the payment of my care, such as a
family member or friend.

Name Phone Number Relationship DOB (optional)

Patient Signature:

This form should be placed in the patient's medical record



