NEWBERRY VISION CENTER
Eric K. Newberry, O.D.

2301 Eldorado Parkway, Suite 200

McKinney, TX  75070

972/562-0101
PRIVACY PRACTICES ACKNOWLEDGEMENT FORM

I, __________________________(Patient’s Name) have received the Notices of Privacy Practices of Eric K. Newberry, O.D., and I have been provided the opportunity to review it.  I consent to the use and disclosure of my health information for purposes of treatment, payment, and healthcare operations.


Signature _______________________________________
Date _____________

If signing as a personal representative of the patient, please describe the relationship to the patient:


Relationship to Patient ____________________
Print Name ____________________

Please circle a response to each question below.  It will help us know how to properly communicate with you regarding your health information.

1)  Leave a message on my daytime phone voice mail or answering machine?
YES or NO 

2)  Leave a message on my evening phone voice mail or answering machine?
YES or NO

3)  Leave a message with a person who answers my phone?


YES or NO

4)  Contact me via e-mail?  E-mail address _____________________________
YES or NO

Signature of patient or patient’s representative __________________________  Date _________
