


at all about a person’s physical or mental health, including the fact that they received health 
care, and even basic information such as the patient’s name or where they live. 

2. I agree that I will keep all patient information confidential and will use it only while I am at 
Strong Memorial Hospital and for the reasons I am present in the hospital.  This means, 
among other things, that: 

a. I will not access confidential patient information that I have no reason to access or 
know, for example, by reading any part of a patient’s medical record without being 
told to do so by an appropriate hospital representative; and 

b. I will not discuss any patient information with any person except as part of the 
observational experience in which I am participating at the hospital. 

3. I understand and agree that my obligation to keep this patient information confidential lasts 
forever. 

4. I understand that there are legal penalties for violating the patient confidentiality laws and 
regulations and that these penalties may include payment of fines and imprisonment. 

5. I also certify that I do not have any health problems that may pose a risk to hospital patients 
or staff; I am free from contagious or infectious disease, do not have any symptoms of 
illness, and am feeling well.   

6. 
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