
ACKNOWLEDGEMENT OF PRIVACY PRACTICES 

I understand that under the Health Insurance Portability and Accountability Act of 1996 (HIPAA), I have certain 

rights to privacy regarding my protected health information. I understand that this information can and will be used 

to: 

• Provide and coordinate my treatment and follow-up among the multiple health care providers who may be 

involved in that treatment directly and indirectly. 

• Obtain payment from third-party payors for my health. 

• Conduct normal healthcare operations such as quality assessment and improvement activities. 

• Provide services related to our optical shop, including eyewear ordering, fitting, adjustments, repairs, prescription 

verification, and coordination with vision or medical insurance benefits when applicable. 

 

I hereby acknowledge that I have been given the right to review and receive a copy of this medical practice's Notice 

of Privacy Practices. I further acknowledge that my provider has the right to change the Notice of Privacy Practices 

and that I may contact this office at the address above to obtain a current copy of the Notice of Privacy Practices. 

 

I understand that I may request restrictions on the uses and disclosures of my health information at any time by 

completing and signing the restriction request form. I further understand that Associates in Eyecare, P.C. and/or Peak 

Optical is not required to accept my restriction request. 

 

CONSENT TO RELEASE PROTECTED HEALTH INFORMATION 

 

I authorize the disclosure of my protected health information to the following individual(s), who are involved in my 

care or assist with the payment for my care: 

 

Please list the name(s) of the family member(s) or other individual(s) below: 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

_________________________________________________________________________________________ 

 

Patient Signature: __________________________________________ Date: _____________________ 

 

 


