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Cypress Bend Center

2071 Cypress Creek 
Cedar Park, TX 78613

Phone: 512-250-1700 

Fax: 512-250-1769

Oliver Lou, O.D.

President & CEO

Therapeutic Optometrist & Optometric Glaucoma Specialist

olou7@yahoo.com
Nick Chu, O.D.

Therapeutic Optometrist & Optometric Glaucoma Specialist

nick@sigeyecare.com
Eric Dollar, O.D.

Therapeutic Optometrist & Optometric Glaucoma Specialist

eric@sigeyecare.com
Treatment of Eye Disease

& Vision Disorders

Specialty Contact Lenses

Signature Eye Optical
Large Selection of 

Designer Frames &

Value Frames

One-Hour Service on Most

Optical Prescriptions

LASIK Consultations

Come Experience

Signature Service &

EMAIL ADDRESS: _______________________________________

HIPAA – NOTICE OF PRIVACY PRACTICE     
As a summary, the law requires that Signature Eye Care make every effort to inform you of your rights related to your personal health information. The HIPAA notice of privacy practice protects your privacy rights.  We will not release your information unless it directly involves your care. A full explanation of our policy is available upon request.  
A copy of Signature Eye Care’s Notice of Privacy Practice is made available to me and I agree with it. I HAVE READ AND UNDERSTAND THIS FORM. I AM VOLUNTARILY AGREEING TO THIS FORM.
»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»»
NOTICE OF INSURANCE ACCEPTANCE
(Only applies to those using insurance)

At Signature Eye Care, we strive to understand, accept, authorize, and properly process your insurance benefits. We will work diligently to resolve any possible difficulties with your insurance company.  Ultimately, you are the responsible party for all services and products rendered.

By signing my name below, I acknowledge that I have read or had explained to me Signature Eye Care’s Notice of Privacy Practice and agree to continue my care with Signature Eye Care under said terms.
____________________________

      Patient’s Printed Name                                                 

X_____________________________ 

________________ 

Patient (Or Guardian of Patient) Signature

Date                          
