




I, ________________________________________________ acknowledge that I have received a copy of 

Notice of Privacy Practices from Marc Austhof, OD. I have been given the opportunity to ask any 

question I may have regarding this notice. 

______________________________________ 

Signature 

_______________________ 

Date 

                                                        *Insurance Authorization * 

Authorization to pay benefits to physician: I hereby authorize payment directly to the doctor for 

benefits otherwise payable to me for services rendered. I understand that I am responsible for the 

balance of fees not paid by insurance. 

_______________________________________ 

Signature 

P a t i e n t  A c k n o w l e d g m e n t  
N o t i c e  o f  P r i v a c y  P r a c t i c e s  
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