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Health Information Privacy and Security Training Documentation

Please sign and complete information below: 

I received training regarding the HIPAA Privacy and Security Rules and the Hospital’s privacy and security policies and procedures and I agree to comply with all Hospital policies and federal and state laws and regulations relating to the use and disclosure of protected health information. .

_____________________________

_____________

Name (Signature)




Date

_____________________________

Name (Print)

___________________________________________

Affiliation (school/company/and hospital department)

