RECEIPT OF SUMMIT EYE ASSOCIATES, P.C.
PRIVACY PRACTICES AND POLICIES

This is to acknowledge receipt of Summit Eye Associates, P.C. (SEA) privacy practices and policies notice as required by HIPAA (The Health Information Portability and Accountability Act).  
By signing below, you indicate that you have read and understand SEA’s policies.  This form also allows you to designate below any persons with whom you authorize us to discuss your personal information.

Patient (or Guardian) Signature






Date

Print Name

Designated individuals with whom you authorize SEA to discuss your personal information are:

