			
				
Acknowledgment of Notice of Privacy Practices
I hereby acknowledge that I have received or have been given the opportunity to receive a copy of the Notice of Privacy Practices.
_________________________________________		________________
Signature 						Date	

HIPAA Regulations Require Us to Ask, With Whom May We Share Your Medical Information?
I authorize the following individual(s) to have accessibility to my personal health information:
[bookmark: _GoBack]Name__________________________________  Relationship_____________________  Phone_________________________
Name__________________________________  Relationship_____________________  Phone_________________________
Name__________________________________  Relationship_____________________  Phone_________________________
_________________________________________		________________
Signature 						Date	














Acknowledgement of Financial Policies
I authorize the release of medical and other information acquired in the course of my examination and/or treatment to the necessary insurance companies, third party payors, and /or other health practitioners required to participate in my care. I authorize and request my insurance company to make direct payment to Family Tree Eye Care, LLC and Dr. Alma Yamamoto, O.D. I understand that I am financially responsible for charges not covered by my insurance plan.
*Accepted forms of payment: Cash, Check, Visa, Mastercard, American Express, and Discover
_________________________________________		________________
Signature 						Date	
