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| understand that through my participation in a state-sponsored immunization event, | may have access to information in
various forms (paper or verbal communications, etc.) that identifies individuals and their health information. | understand
that this type of information must remain confidential and the identities of the individuals must be protected.

| agree to adhere to the following rules:

e | will not purposefully or inadvertently disclose the identities of individuals who are who are receiving vaccine to other
persons, agencies or organizations unless authorized to do so as part of my duties.

e | will not scan or read paper or electronic documents containing protected health information unless it is necessary for
my duties.

e | will not permit other people to make copies of paper documents containing protected health information unless it is
necessary for my work or unless authorized to do so.

e | will handle all paper documents carefully and | will not leave them open for other people to see or take.

e | will only mail or fax protected health information to locations and fax numbers authorized by the NH Immunization
Section.

e | will not email protected health information or provide this type of information through any other means unless the
information is encrypted and the method is authorized by the NH Immunization Section.

e | will protect paper documents from physical and mechanical damage.

e | will hold conversations that involve identifying information, including telephone conversations only in confidential
work areas unless authorized to do otherwise.

e | will report any possible or suspected unauthorized release (i.e. breach) of protected health information to my
immunization event supervisor.

I understand that if | violate any of the above rules, disciplinary and legal action may be taken against me.

Date: Printed Name:

Signature:

Public Health Network Responsible for this event:

A copy of this form will be retained by the Public Health Network.

The Department of Health and Human Services’ Mission is to join communities and families
in providing opportunities for citizens to achieve health and independence.
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