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PATIENT ACKNOWLEDGEMENT OF RECEIPT OF
PRIVACY PRACTICES

Flmaza fill out the section below to authorize Inskght Vision Cemer PLLE
o rekase your madical information for purpases other than treattment,
raymant, or healihcare operations.

Do not disclose my moedical information.

_¥ou may disclose the following medical information:

~ Appointment Information _Test Results __ Medications __All Information '

Please relcase my infomnabion o

Marme: ~elaton o Patient

e e ke

Mama: Relaticn to Patient

—~

| acknowledga the receipt of the Nofice of Privacy Praclices given to me by
Insight Wision Center PLLC, { Franciz DiPaclo, M.D.}

Siroaure o Pattent or Lrgal Represmnta . Otz

Relativnship to Patient (if signed by legal representahve).

FOR OFFICE USE CHLY: Reason why acknowledgment could nat e obtained:

__Patient refused ta sign. ___ Emergency siluation,  _ Other :

Please axplain;

Employes signaiure: DCraee:
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