CONFIDENTIALITY STATEMENT

FOR PRACTICE OPERATIONS AND PATIENT INFORMATION

I have received a copy of, read, understand and agree to uphold the written policy on matters of confidential information for the operations of the practice, personnel matters, and patient information. I also understand that in my daily job responsibilities, I have access to confidential clinical, business, and personal information.  Any violation, in whole or part, could result in dismissal without notice.

___________________________________________
_______________

Employee Signature





Date

___________________________________________
_______________

Administrator Signature




Date

