EYE PHYSICIANS AND SURGEONS OF COLUMBIA, P.A.

2601 Laurel Street, Suite 110

Columbia, SC  29204

ACKNOWLEDGMENT OF RECEIPT OF PRIVACY PRACTICES

I hereby acknowledge that I have been given an opportunity to review the privacy practice at Eye Physicians and Surgeons of Columbia, P.A.  I understand that I may obtain a copy of the Notice of Privacy at my request.
I understand this notice has been issued and considered effective on the date signed and kept on file.

List all individuals who may receive medical information from this facility.

_____________________________________________    

_____________________________________________      

_____________________________________________    

I understand that any person who is not a legal guardian or whose name does not appear on the above list will not be given access to any medical information without permission.

It is permissible to leave detailed information including lab results on my answering machine: 

____ Yes            ____ No

It is permissible to leave detailed information including lab results on my cell phone voicemail:

____ Yes            ____ No

___________________________________       
Patient’s full name (print)

___________________________________                                  ___________________        

Signature of patient or legal representative                                                         Date

___________________________________                                 ___________________     

Signature of staff receiving acknowledgment                                                       Date                                                                
