




 

NOTICE OF PRIVACY PRACTICES FOR PROTECTED HEALTH INFORMATION

 The following signature acknowledges that I have received Women’s Health & Family Services Notice of Privacy 
Practices for Protected Health Information concerning the use and disclosure of my protected health information.

_________________________________  ________________________________  ___________
 Printed Name of Patient     Patient Signature    Date

If other than patient signature: ________________________       _________________________        ___________
Printed Name of Patient                            Patient Signature                               Date

   



 

    


     


     


	Date: 
	Patient Signature: 
	Printed Name of Patient: 


