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CONFIDENTIALITY AGREEMENT

FOR STUDENTS
I understand that I will come into contact with confidential and private patient information during my student clinical experience at Chan Soon-Shiong Medical Center at Windber (CSSMCW).  I understand that state and federal laws govern the protection of this information and that the hospital is responsible for ensuring that patient confidentiality is maintained.

· I understand that during my student clinical experience, I will be exposed to confidential patient information.
· I understand that HIPAA federal legislation and Pennsylvania state legislation prohibits me from disclosing or discussing any patient information with anyone except the CSSMCW staff and facility instructor assigned to me.
· I understand that "protected health information", as defined by HIPAA federal legislation, includes all types of patient information, even including the patient's name, home address, phone number, reason for visit to the hospital, etc.

· I understand that I must adhere to all CSSMCW patient privacy and confidentiality policies.  I understand that I am required to immediately report any potential patient confidentiality breaches to CSSMCW staff assigned to me so that prompt notification can be made to the CSSMCW HIPAA Privacy Officer/Corporate Compliance Officer.

I understand that during my clinical experience at Chan Soon-Shiong Medical Center at Windber (CSSMCW), I may come into contact with confidential information concerning CSSMCW’s business and operational activities and that such confidential information is the exclusive property of Chan Soon-Shiong Medical Center at Windber.  I understand that confidential information means information or materials which are generally not available to anyone other than other than employees or contractors of Chan Soon-Shiong Medical Center at Windber.
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I understand that such information will include, but not necessarily be limited to, 
information that relates to CSSMCW’s patients, employees, business activities, marketing of services, business plans, trademarks and other information or material that CSSMCW considers confidential.

I hereby agree that I will not violate any privacy laws by disclosing any patient information to which I am exposed during my student clinical experience at Chan Soon-Shiong Medical Center at Windber.  I further agree that during the term of my student clinical experience, I will not discuss, relay or deliver any other type of confidential information described herein to any person or entity except those CSSMCW employees and facility instructor assigned to me.  

I understand that failure to abide by this agreement could result in immediate termination of my student clinical experience at CSSMCW and could subject me to legal action.

Printed Name of Student:  ___________________________________________



____________________________________
____________





Signature of Student



       Date




___________________________________

____________





Staff Witness Signature


       Date

