ACKNOWLEDGEMENT
OF
NOTICE OF PRIVACY PRACTICES

The law requires that Southwest Vision make evéorteto inform you of your rights related to your
personal health information. By my signing beldwcknowledge that:

PLEASECHECK ONLY THE ONE BOX THAT APPLIES TO YOU
O 1 have read or had explained to me Southwest VisiNntice of Privacy Practice and
agree to continue my care with Southwest Visioneurszid terms.

O 1 have read or had explained to me Southwest VisiNotice of Privacy Practice and do
not wish to continue my care with Southwest Visimuer said terms.

0 The Notice of Privacy Practice could not be read @uthe emergent nature of the care of
other reason described as

| HAVE READ AND UNDERSTAND THIS FORM. | AM SIGNINGAT
VOLUNTARILY.

Patient Date

If you are signing as a personal representative of the patient, please indicate your
relationship:

Representative Relationship to Patient

In addition, HIPAA requires the patient’s prior aurtorization in order to release
medical information to another person. This includgbut is not limited to,
medical records, glasses or contact lenses presiomg, receipts, or any other
documents with personal patient information.

Please list below the person or persons you aswiall) access to your medical
records and personal information:




