
 

HIPAA/PRIVACY ACKNOWLEDGEMENT 

In complying with the Health Insurance Portability and Accountability Act, HIPAA, we want to 
make sure that we guard all of your health care informa<on according to your wishes. 

I authorize Family Eyecare of ScoBsdale to release my medical/vision care informa<on to the 
following par<es: 

Name      Rela<onship _____________ Phone# ______________ 

Name      Rela<onship ______________Phone# ______________ 

Name      Rela<onship _____________ Phone# ______________ 

You must inform us, in wri9ng, of any changes in your direc<ves.  This will be kept in your medical 
record along with acknowledgement of receipt of our No<ce of Privacy Prac<ces. 

Signature:        Date: 

PATIENT RECORD/INFORMATION RELEASE FOR MEDICAL OFFICES 

I authorize the release of any informa<on necessary to provide health care, including medical records, 
charts, test results, notes and other records.  I request that a copy of these records be faxed to Family 
Eyecare of ScoBsdale. 

In the event the pa<ent is a minor or individual under guardianship, power of aBorney or 
conservatorship, the person signing must be duly authorized to serve in such capacity and sign below for 
the pa<ent: 

Signature:       Rela<onship: _____________________ 

Pa<ent Name:       DOB: ____________________________

Family Eyecare of Sco/sdale 

Armanae Mancha, O.D.  Meghan Lambert, O.D. 

9815 E. Bell Rd.  Suite 105,  ScoBsdale, AZ   85260    480-419-3900 


