CENTRAL FAMILY EYECARE
ACKNOWLEDGEMENT OF RECEIPT OF NOTICE OF PRIVACY PRACTICES 10/19/2021

Please read and initial the following Central Family Eyecare (CFE) Patient Protected Health Information Disclosure, financial and billing policy, and sign and date the form. 

HIPPA Authorization for Use of Disclosure of Patient Protected Health Information (PHI) 

I authorize CFE to use or disclose my PHI according to the following scenarios: 

1. Tracking my health records, appointments, consults, billing, and treatments in the CFE office and sharing with appropriate office staff. 
2. Contacting me regarding appointment scheduling, requesting additional appointment information or other pertinent health related concerns. Releasing or discussing my medical information to anyone I have explicitly consented to on the CFE Release of PHI form. Providing my medical information as required by law. 
3. Providing tissue samples and related information to an outside laboratory if my examination and/or treatment requires. 
4. Requesting my medical information from a referring physician’s office as necessary for my examination and/or treatment. Updating my referring physician of my examination and/or treatments. 
5. Providing my medical information to another physician that I have sent a referral to from this office. 
6. Providing my insurance company the required information for payment of my examination and/or treatment. 
7. Providing my employer pertinent medical information for work excuse or limitations. 
8. Providing information required by the pharmacist when transmitting a prescription in relation to my consult and/or treatment.
Do you authorize CFE to leave detailed messages on:
Cell Phone voicemail: Yes____ No____	 Home Phone voicemail: Yes_____ No______
Cell phone text message: Yes_____ No_____  Email: Yes_____ No_____
Email Address:__________________________________________________________
(If no, CFE will leave our name, phone number, and a request for you to call us)


Name(s) of family or other caregivers to whom we may release detailed PHI on your behalf:
Name:________________________________________Relationship:______________
Name:________________________________________Relationship:______________
Name:________________________________________Relationship:______________
 
_________ Initial to acknowledge you read and accepted the CFE Patient PHI Disclosure. 

ACKNOWLEDGEMENT OF RECEIPT OF HIPAA NOTICE OF PRIVACY PRACTICES ("Acknowledgement")
_________Initial to acknowledge that you have received a copy of this CFE’s HIPAA Notice of Privacy Practices.

Patient Name ___________________________________Patient DOB_____________

Signature ____________________________________Date______________________ 
(Patient or Legally Authorized Representative) 

Relationship (If Legally Authorized Representative to Patient)_____________________

CFE Staff Witness Initials________________
Please Note: It is your right to refuse to sign this Acknowledgement.



____________________________CFE Use Only_____________________________
I tried to obtain written Acknowledgement by the individual noted above of receipt of our Notice of Privacy Practices, but it could not be obtained because: 
_____An emergency prevented us from obtaining acknowledgement. 
_____A communication barrier prevented us from obtaining acknowledgement. 
_____The individual was unwilling to sign. 
_____Other:____________________________________________________________
Please continue to other side
