THERAMAX THERAPY SERVICES PC

PATIENT INFORMATION PRIVACY AGREEMENT

I _______________________________ understand that in the performance of my duties, I may possess sensitive and confidential information about patients’ services from Theramax or its referring agencies. In recognition of the

sensitive nature of this information and the prevailing privacy laws, I agree to and abide by the following:

1. I will only access medical records thru the use of remote access of  the Theramax Office computer designated for my job and store medical records and documents in the company`s secure server or hard drive.

2. No medical records will be stored in my computer’s hard drive and I will never print documents from my physical location. I will only print documents thru a remote access to Theramax office printers. 

3. I will store my user ID and password in a secure place and treat it as confidential information and will never share to anyone except with the Theramax supervisor. 

4. I will not discuss any medical records of Theramax clients to anyone except to the employees of Theramax and the Home Health agency specific to the patient and only during business hours in a professional manner.
5. My work place is a restricted area from my family and friends and there is no time that they can hear my telephone conversation and see my computer monitor during my discussion/conversation regarding medical records.

6. My monitor camera is turned on all the time and my supervisor can check my work place anytime to ensure that HIPAA regulation is followed. I authorized my supervisor to record the video and save it in file for future reference.

7.  I have never been convicted of a felony.  I have never been charged with any crime involving theft, identity theft, or embezzlement.

8. I will not print or e-mail any information from Theramax or allow anyone else to do so.

9. I will not download or copy any information from Theramax to my computer or to any other computer or hand-held device for personal reasons.

10. I will protect the confidentiality of all Theramax Therapy Services information including, but not limited to, Personal Health Information (“PHI”), Social Security numbers, names, addresses, phone numbers, salary information and hours of work, by refraining from disclosing the information, in any way to any unauthorized person.
11  I will protect the confidentiality of all Theramax Employees and Employers including, but not limited to: addresses, phone numbers, and the location and types of projects being worked, by refraining from disclosing the information in any way to any unauthorized person.

I further understand that should I fail to honor the requirements above, that this

breach may be cause for my termination of employment with the company and

potentially expose me to fines and other sanctions defined in the enforcement

section of the HIPAA (Health Insurance Portability and Accountability Act of

1996) regulations.
I _______________________________ have passed the Medicare HIPAA Certification and now am certified as 
of_____________________(Date passed).  
Signed: ____________________________ Date: _______________
