ATTACHMENT C………………………HIPAA Privacy Incident Reporting Form

State of Nevada ****** Division of Child and Family Services

HIPAA Privacy Incident Reporting Form

This form is used to report violations or potential violations of the Privacy or Security Rules in the Health Insurance Portability and Accountability Act (HIPAA).  Submit the completed form immediately to your supervisor and to DCFS Privacy Officer, Division of Child and Family Services, 727 Fairview, Suite E, Carson City, NV  89703; fax (775) 687-9025.  If you have questions, call (775) 687-9018.

Section 1.

Name of Person Completing this Form (Print)



Date

Office Address and Program





Phone Number

Name of Supervisor (Print)





Supervisor’s Phone Number

Section 2.

Person or Agency Responsible for Alleged Violation (Print)


Date(s) of Incident


Person/Agency Office Address and Program




Phone Number

Name of Supervisor (if available) 





Supervisor’s Phone Number (if available)

Section 3

Provide a detailed description of the alleged incident (or incidents) including the party or parties to whom protected health information was erroneously disclosed. 

	A Word About Confidentiality  

	Complaints regarding specific acts of alleged privacy violations affecting particular individuals cannot be investigated anonymously but information about the alleged victim and individual filing the report will be shared only with those directly involved.




Filing a complaint regarding alleged or suspected privacy violations with the Division of Child and Family Services will not result in retaliatory actions against the alleged victim or the reporter.  If the alleged victim or reporter is not satisfied with the outcome of the investigation, he/she is entitled to file a complaint with the U.S. Department of Health and Human Services.

Signature of Person Completing this Report



Date

Name of Person Report is Submitted To



Date Received

DCFS Children’s Mental Health Services  


Policy 2.81 Attachment C

06/01/10



