
YOUR RIGHTS TO PROVIDE AN AUTHORIZATION FOR OTHER USES AND DISCLOSURES 
 

•  Other uses and disclosures of your health information that are not described in this Notice will be made only with your written authorization. 
•  You may give us written authorization permitting us to use your health information or to disclose it to anyone for any purpose.  
•  We will obtain your written authorization for uses and disclosures of your health information that are not identified in this Notice or are not otherwise 

permitted by applicable law.  
•  We must agree to your request to restrict disclosure of your health information to a health plan if the disclosure is for the purpose of carrying out payment 

or health care operations and is not otherwise required by law and such information pertains solely to a health care item or service for which you have 
paid in full (or for which another person other than the health plan has paid in full on your behalf).  

 
Any authorization you provide to us regarding the use and disclosure of your health information may be revoked by you in writing at any time. After you 
revoke your authorization, we will no longer use or disclose your health information for the reasons described in the authorization. However, we are generally 
unable to retract any disclosures that we may have already made with your authorization. We may also be required to [disclose health information as 
necessary for purposes of payment for services received by you prior to the date you revoked your authorization.  
 

YOUR INDIVIDUAL RIGHTS 
You have many rights concerning the confidentiality of your health information. You have the right: 

•  To request restrictions on the health information we may use and disclose for treatment, payment and health care operations. We are not 
required to agree to these requests. To request restrictions, please send a written request to us at the address below.  

•  To receive confidential communications of health information about you in any manner other than described in our authorization request form. 
You must make such requests in writing to the address below. However, we reserve the right to determine if we will be able to continue your treatment 
under such restrictive authorizations.  

•  To inspect or copy your health information. You must make such requests in writing to the address below. If you request a copy of your health 
information we may charge you a fee for the cost of copying, mailing or other supplies. In certain circumstances we may deny your request to inspect or 
copy your health information, subject to applicable law.  

•  To amend health information. If you feel that health information we have about you is incorrect or incomplete, you may ask us to amend the information. 
To request an amendment, you must write to us at the address on front. You must also give us a reason to support your request. We may deny your 
request to amend your health information if it is not in writing or does not provide a reason to support your request. We may also deny your request if the 
health information:  

•  was not created by us, unless the person that created the information is no longer available to make the amendment,  
•  is not part of the health information kept by or for us, 
•  is not part of the information you would be permitted to inspect or copy, or 
•  is accurate and complete.  

•  To receive an accounting of disclosures of your health information. You must make such requests in writing to the address below. Not all health 
information is subject to this request. Your request must state a time period for the information you would like to receive, no longer than 6 years prior to 
the date of your request and may not include dates before April 14, 2003. Your request must state how you would like to receive the report (paper, 
electronically). 

•  To designate another party to receive your health information. If your request for access of your health information directs us to transmit a copy of he 
health information directly to another person the request must be made by you in writing to the address below and must clearly identify the designated 
recipient and where to send the copy of the health information.  

 
Contact Person: 
Our contact person for all questions, requests or for further information related to the privacy of your health information is:  
Hailey Robb 
 
Complaints: 
If you think that we have not properly respected the privacy of your health information, you are free to complain to us or to the U.S.  
Department of Health and Human Services, Office for Civil Rights. We will not retaliate against you if you make a complaint. If you want to  
complain to us, send a written complaint to the office contact person at the address, fax or E mail shown above. If you prefer, you can discuss your 
complaint in person or by phone.  
 
Changes to This Notice: 
We reserve the right to change our privacy practices and to apply the revised practices to health information about you that we already have.  
Any revision to our privacy practices will be described in a revised Notice that will be posted prominently in our facility. Copies of this Notice are also 
available upon request at our reception area.  
Notice Revised and Effective: 07/14 
 
---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 
 
 

ACKNOWLEDGEMENT OF RECEIPT 
 

I acknowledge that I received a copy of Eyeguys Optical, Notice of Privacy Practices. 
 
 
 
Date:            Patient name:               Signature:      


