
Dr. Lynn Burford O.D.
                                              10485 N. Pennsylvania St.

Indianapolis, IN  46280
(317)846-7600

NOTICE OF PRIVACY PRACTICES
PATIENT ACKNOWLEDGEMENT

Patient Name: ___________________________________________________

Date of Birth: _____________________

I have received or been given the opportunity to review this practice’s Notice of Privacy 
Practices written in plain language.  The notice provides in detail the uses and disclosures 
of my protected health information that may be made by this practice, my individual 
rights, how I may exercise these rights, and the practice’s legal duties with respect to my 
information.

I understand that this practice reserves the right to change the terms of its Notice of 
Privacy Practices, and to make changes regarding all protected health information 
resident at, or controlled by, this practice.  If changes to the policy occur, this practice 
will provide me a revised Notice of Privacy Practices upon request.

By signing below, I give Dr. Lynn Burford and Staff permission to release medical 
information to the following:

_____________________________________           _____________________________
Name  Relationship to the Patient

_____________________________________           _____________________________
Name  Relationship to the Patient

Please check the way(s) you would prefer to be contacted by our office:

□ Home Phone     □ Work Phone     □ Cell Phone      □ Text      □ Email

Signature: ________________________________________________________

Date: ________________________________



Relationship to Patient (if signed by a personal representative of patient): 

________________________________________________________________


