 PRACTICE ACKNOWLEDGEMENTS

RED BLUFF VISION CENTER ** AURORA V. BARRIGA, O.D.

715-A Jackson Street * Red Bluff, CA  96080 * (530) 527-9242

We require 4 signatures, please:

Acknowledgement of Receipt of Notice of Privacy Practices

Name: _______________________________________________ DOB: ________________

I have been given the opportunity to review a copy of Red Bluff Vision Center’s Notice of Privacy Practices.  I am aware that I may receive a copy of this Notice for my personal records.

(You may refuse to sign this acknowledgement) Patient refused: ______ Staff Initials: __________
Release of Information

I authorize the release of information including diagnosis, records; examination rendered to me and claims information.  This information may be released to:
[ ] Spouse______________________________________ 

[ ] Parents______________________________________

[ ] Child(ren)____________________________________
            [ ] Other _______________________________________

[ ] Information is not to be released to anyone 

X_______________________________________ 

X _____________________________


Signature of Responsible Party         



Date

Spectacle Order Policy
All spectacles are custom orders and cannot be returned or refunded for credit. All sales are final. We will notify you when we receive your new glasses and you will have 60 days to pick them up. After 60 days, if glasses are not picked up, we will donate the spectacles to charity. I acknowledge and have read the Spectacle Orders policy.

X_______________________________________ 

X___________________________


Signature of Responsible Party



Date
Contact Lens Order Policy
All contact lenses must be paid in full upon dispense.  Unopened boxes may be returned or exchanged for a current prescription.  Expired lenses will not be accepted.  Opened, damaged, or altered boxes cannot be returned for credit or exchange.

X______________________________________

X____________________________


Signature of Responsible Party



Date

______________________________________________________________________________________
Financial Guidelines
I fully understand the Financial Guidelines for Red Bluff Vision Center.  Red Bluff Vision Center will gladly process my insurance claim if insurance information is provided at time of check-in or before day of service. Retroactive insurance claims are my responsibility__________(initial).   I acknowledge that I am responsible for the payment of services regardless of insurance decision.  I understand that my estimated portion and/or co-payments are due at the time of services, unless otherwise arranged.  
X______________________________________

X_____________________________
Signature of Responsible Party



Date
