Alachua County Fire/Rescue Services

Employee/Student/Volunteer/Temporary Staff/Consultant Staff Nondisclosure Acknowledgment
This document affirms my commitment to protect the confidentiality of health information.  I understand that Alachua County reminds its employees and volunteers of their confidentiality obligations on a periodic basis to help ensure compliance with the Health Insurance Portability and Accountability Act (HIPAA).  By my signature below, I acknowledge that I have received appropriate training, make the commitment set forth below, confirm my compliance with HIPAA, and I affirm my continued obligation to it.

Alachua County has a legal and ethical responsibility to safeguard the privacy of all patients and protect the confidentiality of their health information in accordance with HIPAA.  In the course of my employment/assignment at Alachua County, I may come into possession of confidential patient information.  If the requirements of my current assignment(s) do not require access to individually identifiable health information, I agree that I will not seek such information and, if this type of information comes into my possession, will immediately report such contact to the designated Privacy Officer.
I understand that this division of Alachua County has been designated as a Health Care Component of the County as defined by HIPAA and by being assigned to this division I may have routine contact and access to protected health information.  I understand and agree that I will not discuss any such identifiable health information outside the specific area of the County designated as a Health Care Component or with other designated Health Care Components unless specific policies exist to allow this, as authorized by HIPAA.

I understand that such information must be maintained in the strictest confidence.  I agree that I will not at any time during or after my employment/assignment with Alachua County disclose any protected patient information to any person whatsoever or permit any person whatsoever to examine or make copies of any patient reports or other documents prepared by me, coming into my possession, or under my control, or use patient information, other than as necessary in the course of my employment/assignment or as permitted by the HIPAA Privacy Rule.

When patient information must be discussed or disclosed to other health care practitioners, with other public agencies or officials or other companies in providing treatment, obtaining payment or health care operations in the course of my work, I will use discretion to ensure that such conversations cannot be overheard by others who are not involved in the patient’s care.  I will do all that I can to ensure the protected health information is used only as is absolutely necessary to successfully provide health care, treatment or operations; and that the information is disclosed only to the minimum people needed to carry out these functions.
I understand that violation of this agreement may result in corrective disciplinary action.

I have received training in the general requirements of HIPAA on ________________ 20__ OR if I am assigned to any area designated as a Health Care Component of the County, I have received specialized training related to my responsibilities, duties and obligations under HIPAA.
___________________________________
 






Signature 







Date
______________________________________

______________________

Print name and circle one:     Employee/Student

Employee ID OR 
Volunteer/Temporary Staff/Consultant Staff/


last 4 digits of SS#
Other (specify): _________________________
______________________________________

Title/Division

To be filed with employee personnel record, HIPAA Compliance File or other designated record, as applicable
