COMPLAINT FOR FAILURE TO COMPLY WITH

HIPAA REQUIREMENTS AS TO PROTECTED

HEALTH INFORMATION

NOTICE:  The Regulations governing the protection of the privacy of health information by which the individual being treated can be identified require this Pharmacy to provide a process for complaints concerning our policies and procedures and our compliance with the Regulations. Complaints may also be filed with Office of Civil Rights of the U.S. Department of Health and Human Services.


In order to initiate a complaint to this Pharmacy, the following form should be completed and either handed, mailed, or faxed to the Contact Person whose name and address appears below:




Name




Address
















City


State


Zip




Telephone Number




Fax Number


The Contact Person will review the complaint, investigate the circumstances or events described, and respond to the maker of the complaint with information concerning the investigation; and if corrective action was found to be needed, what has been done.


 No one making a complaint will be retaliated against by this Pharmacy, nor experience any adverse change in his or her relationship with us.  As indicated above, filing a complaint with us will not prevent the same complaint from being filed with the Office of Civil Rights. Either of the following addresses may be used in filing a complaint with the Office of Civil Rights:

Headquarters:




Region I:
Richard Campanelli, Director


Caroline Chang, Regional Manager

Office for Civil Rights



Office for Civil Rights, U.S. Department of Health

U.S. Department of Health and Human Services
and Human Services

200 Independence Avenue, S.W.


Government Center, J.F.K. Federal Bldg. RM 1875

Room 515F HHH Bldg.



Boston, MA 02230

Washington, D.C. 20201



Tel: 617-565-1340;   Fax: 617-565-3809







TDD: 617-565-1343


Please complete the following form as completely as possible:

Name: 













Street Address: 











City, State and Zip Code: 









Day Time Telephone:



   Evening Telephone:




Fax Number: 





E-Mail: 





Today’s Date: 






Date or dates of the circumstances or events involving protected health information that prompt this complaint:

Name or names of all Pharmacy employees involved:

Description of the circumstances or events involving protected health information that prompt this complaint (please use the reverse side of this page if more space is needed):








Signature








Print Name
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