
	
  

	
  

	
  

Acknowledgement	
  of	
  Receipt	
  

	
  

I hereby acknowledge that I have received a copy of 

Elander Eye Medical Group, Inc. 

Notice of Privacy Practices. 

	
  

	
  

________________________________________	
   Date:_____________________	
  

Signature	
  of	
  patient	
  or	
  patient’s	
  representative	
  

	
  

________________________________________	
  

Printed	
  name	
  of	
  patient/patient’s	
  representative	
  

	
  

Relationship	
  to	
  the	
  
patient:____________________________________________________________	
  


