Acknowledgement of Receipt of
Notice of Privacy Practices

Advanced Eye Healthcare aka Neil R. Nebeker, 0.D., F.A.A.O.
197 W. El Portal Dr., Merced, CA 95348 and 5072 Bullion, Maripesa, CA 95338
(209) 384-2110 or 1-800- 640-2610
Fax (209) 384-8756
—

Patient Name:

Patient Number: Patient Phone Numniber:

Patient Address:

Signing this document signifies that you hal.Je
received a copy of our Notice of Privacy Pracfices.

* In the course of providing service to you, we create, receive and ’store hea!th
irformation that identifies you. It is often necessary to use and d.lsclose this health
information in order to treat you, to obtain payment for our Services, ?nd to
conduct healthcare operations involving our office. The Nofice of Prtvacy .
Practices you have been given describes these uses and disclosures in detail.

I acknowledge that I have received the Notice of Privacy Practices from Advanced Eye
Healthcare- Optometry.

Date
Signature

If signing as a personal representative of the patient, describe the relationship to the patient and the sour
of authority to sign this form:

Print Name
Relationship to Patient Frint

Source of Authority:




