ACKNOWLEDGEMENT OF RECEIPT

I acknowledge that I have been offered a copy of the
Notice of Privacy Practices from the office(s) of:

Bettendorf Eyecare Center
Aaron M. Chizek, O.D.
Ammie M. Chizek, O.D.

Print Patient name _____________________________________
Signature ____________________________________________

 

(If under age 18, please have parent/guardian sign.)

Date _______________________​​__
I give permission for the following person(s) to have access to my vision records from Bettendorf Eyecare Center:

1) _________________________________________________

2) _________________________________________________

3) _________________________________________________
