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College of Allied Health Sciences

Department of Health Management and Informatics

Confidentiality Agreement

I UNDERSTAND AND AGREE that in participating in educational activities which involve the availability or use of protected health information (PHI) whether in the clinical setting, or in the classroom, I must hold such information in strict confidence.

When using information from medical records for classroom assignments and presentations, I will ensure that no specific patient identifiers are used.

I understand the importance of maintaining patient privacy and confidentiality and I agree to report suspected breaches of confidentiality and/or privacy concerns to the Chair of the Department of Health Management and Informatics.

Further, I understand that proven violations of confidentiality will result in dismissal from the Department of Health Management and Informatics and may subject me to civil and/or criminal liability.

_________________________________


___________________________

Signature of Student





Date
_____________________________________

___________________________

Witness







Date
DUE NO LATER THAN THE LAST DAY OF AUGUST
Augusta, Georgia 300912-0400
  (706) 721-3436   FAX:  (706) 721-6067

An Affirmative Action/Equal Opportunity Educational Institution

