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Notice of privacy practices acknowledgement 

 

I acknowledge that I received a copy of Atlantic Family Eye Care’s Notice of Privacy Practices. 

 

I understand that this information can and will be used to: 

 Conduct, plan and direct my treatment and follow-up among multiple healthcare providers 

who may be involved in that treatment directly and indirectly. 

 Obtain payment from third party providers. 

 Conduct normal healthcare operations such as quality of assessments and physician 

certifications. 

 

I understand that Atlantic Family Eye Care Inc. has the right to change its Notice of Privacy 

Practices from time to time and that I may contact this organization at any time at the address 

below to obtain a current copy of the Notice of Private Practices. 

 
Patient name: _______________________________________________________________ 

 

Relationship to patient: __________________________________________________ 

 

Signature: _________________________________________ date: ___________________ 

 

 
 

 

DR. William p. freitas    dr. brian P. kiley 

2345 Mendon road    Woonsocket, ri 02895  

Phone: (401) 765-5430   Fax: (401) 765-8175 

FOR OFFICE USE ONLY 

 

I attempted to obtain the patient’s signature in acknowledgement on this Notice of Privacy 

Practices Acknowledgement, but was unable to do so as documented below. 

 
date: ___________________ initials: ___________________ 

 

reason: ________________________________________________________________________ 


