
Notice of Privacy Practices 
 

ACKNOWLEDGEMENT OF RECEIPT 
 
 

I acknowledge that I received a copy of Young Vision Care’s Notice of Privacy Practices. 
 
 
 
Patient Name ___________________________________  
 
 
 
 
Signature______________________________ Date ____________________  
 
 
or _____________________________________Relationship_______________ 
 



                                                                              
 


