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Student Acknowledgement of Patient Confidentiality

I, ________________________________________________, a Registered Nursing student, hereby recognize the medical records, patient care information, personal information, reports of regulatory agencies, and conversations between or among any health care professional regarding patient matters are considered confidential, and should be treated with utmost confidentiality.  If it is determined that a breach of confidentiality has occurred as a result of my actions, I can be liable for damages that result from such breaches, and possible dismissal from the program.

By signing this document, I am confirming that I understand my responsibility in maintaining patient confidentiality and that I have reviewed the HIPPA guidelines outlining my responsibilities. 

Student:

Print Name: ____________________________

Sign Name:_____________________________

Date:__________________________________

Witness:

Print Name: ____________________________

Sign Name:_____________________________

Date:__________________________________

RN Semester ______________
Registered Nursing (LVN-RN) Program                                                                                                     
3000 Mission College Blvd.

Santa Clara, CA 95054
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