
2035 Lyndell Terrace
Davis, CA  95616

Phone (530) 757-6000
Fax: (530) 231-5572

www.lasikbymiller.com

Acknowledgement of Receipt of Notice of Privacy Practices

I hereby acknowledge that I received a copy of this medical practice’s Notice of 
Privacy Practices. I further acknowledge that a copy of the current notice will be 
posted in the reception area, and I will be offered a copy of any amended Notice 
of Privacy Practices at each appointment.

Signed: ____________________________ Date: _____________________

Print Name: ______________________________________________________

Patient Name (if different than above): _________________________________

If not signed by patient, please indicate relationship:

□ parent or guardian of minor patient

□ guardian or conservator of an incompetent patient

I give the office of Robert B. Miller, M.D., Inc. permission to discuss my 
healthcare or to share my medical records with the following individuals, in the 
event I decline I will indicate with a line:

Person Relationship

__________________________________ ____________________

__________________________________ ____________________

__________________________________ ____________________
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