Children’s Medical Eye Consultants, PLLC

1220 New Scotland Road

Suite 202

Slingerlands, New York 12159

518-533-6502 Fax: 518-533-6505
Patient Name:





Date of Birth:



NOTICE OF PRIVACY PRACTICES ACKNOWLEDGEMENT

I understand that under the Health Insurance Portability and Accountability Act (HIPPA), I have certain rights to privacy regarding my Protected Health Information (PHI).  I have received, read, and understand your Notice of Privacy Practices.  I also understand that it may change from time to time and that I may contact the office to obtain a current copy.  I understand I may request in writing that you restrict how my PHI is used and disclosed to carry out treatment, payment or healthcare operations.

PATIENT AUTHORIZATION FORM

This authorization permits Children's Medical Eye Consultants, PLLC to contact me and/or leave messages regarding appointments and/or protected health information in the following ways:

PLEASE CHECK ALL THAT APPLY

Appointment Information

Health Information  

______Home Phone


______Home Phone
______Cell Phone


______Cell Phone

______Mobile Text



______Office voicemail

             ______Office voicemail
______with another person

______with another person Please list below
______Send Via Mail


______Send via Mail
______Email



______Email
List of persons we are authorized to discuss your protected health information with:

Name: 




  Relationship:




Name: 




  Relationship: 





Name: 




  Relationship: 





This authorization will remain in effect from the date signed below indefinitely unless I notify this office in writing.  My revocation will be submitted to Children’s Medical Eye Consultants, PLLC Privacy Office at the above address.

NAME/RELATIONSHIP TO PATIENT: ____________________________________
SIGNATURE: X 





DATE:_____________
