Eye Center

of Central Georgia

PATIENT ACKNOWLEDGEMENT OF
UNDERSTANDING OF PRIVACY PRACTICES

I, , hereby authorize the Eye Center of
Central Georgia (ECCG), Medical Eye Associates (MEA), and Eye
Designs (ED) to use my personal health information to provide health
care, to handle billing and payments, and to take care of other health
operations.

ECCG, MEA, and ED have a document called the "Notice of Privacy
Practices," available for review at the office, as well as online at
http://www.myeyecenter.com/pdfs/Notice of Privacy Practices.pdf. It
contains additional information about the policies and practices that
protect a patient's privacy. I understand that I have the right to read this
Notice before signing this Acknowledgement.

I also specifically authorize ECCG, MEA, and ED to discuss my personal
health information with the following individuals:
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