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Acknowledgement and Consent 

_______I acknowledge that I have received a copy of Edmonds Eyecare Associates Notice of Privacy 

Practices. 

_______I authorize insurance benefits to be paid directly to Edmonds EyeCare Associates and recognize 

that I am responsible for payment in full of non-covered services or materials on the day of my 

appointment. I authorize Edmonds Eyecare Associates to release any information necessary to process 

any insurance claims. 

_______I authorize Edmonds Eyecare Associates to communicate with me by USPS mail, email, phone, 

and/or text. 

Email____________________________________ 

Phone Number  (_____)_____________________  □  HOME   □ WORK   □ CELL 

Phone Number  (_____)_____________________  □  HOME   □ WORK   □ CELL 

Please include the names of persons with whom we are allowed to discuss your condition and/or billing 

information with: 

Name:________________________________________ Relationship________________ 

Name:________________________________________ Relationship________________ 

Name:________________________________________ Relationship________________ 

By signing below, I agree that I have reviewed and understand the information above. 

Patient Name_________________________________________________Date Of Birth__________ 

Signature___________________________________________________________Date__________ 

                   (Parent or Guardian signature if patient is a minor) 

  


