Matrix Vision
ACKNONLEDGENMENT OF RECEI PT

| acknow edge that | received a copy of Matrix Vision's Notice of Privacy
Practi ces.

Pati ent Nane

Si gnature Dat e

| acknow edge that | have been given the follow ng options related to
comuni cating with Matrix Vision, its doctors and staff menbers:

| agree to allow Matrix Vision doctors and staff
menber (who identifies the nessage as originating from
Matrix Vision, individual optonetrist and/or a staff menber
of Matrix Vision) to | eave nessages on my answering
nmachi ne, answering service or with an individual at nmy hone
or workplace. | understand that clinical information wil|l
not be part of this nmessage.

Pl ease circle one of the foll ow ng:

Yes, | agree No, | do not agree

| agree to allow Matrix Vision to send nme narketing
materials/ clinical information concerning services and/or
products available at Matrix Vision. Such information will
be mailed, emniled and/or otherw se delivered in an
envel ope, post-card, container or electronic conmunication&
net hod that may contain ny nane and that of Matrix Vision
and/ or an individual optometrist providing care at Mtrix
Vi si on.

Pl ease circle one of the follow ng:

Yes, | agree No, 1 do not agree



