
Health Insurance Portability & Accountability Act (HIPAA)
Acknowledgment and Certification
My signature below certifies that I agree to abide by and comply with the expectations of Greencroft’s Health Insurance Portability and Accountability Act (HIPAA) guidelines.

Greencroft, and every volunteer, has an obligation to maintain the confidentiality of resident information, including but not limited to, medical condition, treatment plan, medications, and personal history. We are a HIPAA compliant organization and want to protect resident data and information at all times from unauthorized access or use. It is important that volunteers not share personal information about residents with unauthorized people.

We treat confidentially all information (medical, financial, personal) about the residents in all of our facilities. Inappropriate disclosure of any type of designated confidential resident information is strictly prohibited. Violation of the established confidentiality guidelines will result in disciplinary action, up to and including termination of the volunteer relationship.

__________________________________________________                                                                               

Printed Name

 _____________________________________________   ___     ___________________________                                                                                                                                                         Volunteer Signature                                                    Date

Address

 __________________________________________________  _  ___________________________                                                                                                                                                                       Greencroft Representative Signature                           Date

Please read, sign and return this page to the Coordinator of Volunteers:
Volunteer Office
PO Box 819

Goshen, IN  46527

574-537-4198
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