
 

 

CONFIDENTIALITY OF PROTECTED HEALTH INFORMATION 

It is both the Agency’s and the employee’s responsibility to ensure that every patient’s health 

information is protected at all times. By signing below, you are indicating the acknowledgement 

of HIPAA and understand that a thorough orientation of the agency’s policy regarding patient’s 

Protected Health Information. I further understand that there are specific guidelines associated 

for use and disclosure of Protected Health Information. The agency has sanctions and fines for all 

individuals failing to comply with HIPAA Rule and Regulations. I agree to protect the Electronic 

Record and passwords as outlines in the agency’s HIPAA policy. 

 

Employee:          Date:     

 

 

PROTECTION OF HEALTH INFORMATION 

There are specific guidelines to ensure patient’s Protected Health Information is kept private. I 

understand that my employment with the agency involves handling Protected Health 

Information. I will ensure patient’s records are protected by enforcing the following measures: 

• Patient Protected Health Information will be transported in a protected travel chart when 

traveling. 

• When transmitting and receiving a fax involving Protected Health Information, I will 

ensure that it is conducted in a private area. 

• Patient Protected Health Information will be returned to the agency upon 

acknowledgment of the patient being discharged. 

I pledge to make every effort to keep patient’s Protected Health Information protected at all 

times. 

 

Employee:          Date:     


