[Pharmacy Name]
CERTIFICATE of TRAINING

HIPPA SECURITY


Section 164.308(5)(i) of the HIPAA Security Rule requires this Pharmacy to implement a security awareness and training program for all members of its workforce including management.  In order to demonstrate that we have endeavored to comply with this performance Standard, please date each part of our training program as you complete it.  Once training is completed, please sign and date the form in the space provided and deliver it to the Security Official or to his or her designee. 

EMPLOYEE’S NAME:  ___________________________________________________________

CURRENT POSITION: ___________________________________________________________


1. Viewed the Northeast Pharmacy Service training

    video on the Security Rule along with the 



Date:  




    corresponding Security Rule Outline

2. Read and retained a copy of:



(a). “Security Policies and Procedures

                    for all Employees”
TAB 5



Date:  





(b). “Personnel Policies Concerning Patients’


        Protected Health Information, Employee


        Sanctions”

TAB 6



Date:  





(c). “Pharmacy Employees” Guide to the 


        HIPAA Security Rule”
TAB 8



Date:  



 
3. Other (Describe): ___________________________

Date:  




I hereby certify that I have completed each of the above components of the training program as indicated.  I believe that I understand the objectives and requirements of the HIPAA Security Rule as they relate to my job duties, and I will abide by them.  I agree that when in doubt of what is needed to act in a manner consistent with the security policies and procedures adopted by this Pharmacy and the Security Rule, I will consult with the Security Official, my colleagues, or other licensed health care professional.









________________________________










Employee Signature









________________________________










 Date 
