Murray Woman’s Clinic

Acknowledgement of Receipt of Patient’s
Rights and Responsibilities

I acknowledge Murray Woman’s Clinic has provided me a copy of its Notice
of Privacy Practices, which provides a detailed description of how health
information about me may be used and disclosed, as well as other rights |
have regarding my protected health information.

Signature of Patient or Personal Representative

Name of Patient or Personal Representative

Date

Description of Personal Representative’s Authority



	name: 
	desc: 


