G )\ Jeffrey D. Horn, MD

VISION FOR LIFE

HIPAA ACKNOWLEDGEMENT FORM

| am a patient of Vision for Life. | hereby acknowledge receipt of Vision for Life's Notice of Privacy Practices
(attached).

Name (please print):

Email Address:

Cell Phone:

Signature:

Date:

OR
| am a legal guardian of (patient name).

| hereby acknowledge receipt of Vision for Life's Notice of Privacy Practices with respect to this patient.

Name (please print):

Relationship: [ |Parent [ |Legal Guardian

Email Address:

Cell Phone:

Signature:

Date:

[ ] By checking the box, you agree to receive educational and marketing materials from Vision for Life. You also
agree that your name and/or image may be used to endorse services from Vision for Life in media education,
advertising, and public relations. For more information on Vision for Life's privacy policy, please visit
https://visionforlife.com/privacy-policy/.
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