HIPAA COMPLAINT FORM

This form is to be used by persons who feel their Personal Health Information was disclosed improperly based on the HIPAA Regulations. (Health Insurance Portability and Accountability Act of 1996 and its implementing regulations (45 C.F.R. Parts 160-64) ("HIPAA Privacy Regulations"). Send to appropriate Privacy Official. 
Name of Person making Complaint ______________________________________

Date or approximate date of improper disclosure ___________________________

Describe type of information improperly disclosed:

Describe how information was improperly disclosed:

Describe who you think improperly disclosed the information:

Provide any other relevant details:

Signature________________________________        Date ______________________

Please provide information on how you would like us to contact you:

Address _____________________________________________________________

Phone  _____________________   Fax ________________ Email _________________
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