2811 Tieton Drive Yakima, WA 98902
Medical Staff Policy
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CATEGORIES OF MEDICAL STUDENT PARTICIPATION

Pre-Clinical Patient Evaluation Experience:
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ACTIVE - CLINICAL MEDICAL STUDENT PATIENT MANAGEMEN T EXPERIENCE:
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ACTIVE — NURSE PRACTITIONER (NP)/CERTIFIED NURSE MIDWIFE (CNM)/CERTIFIED REGISTERED NURSE
ANESTHETIST (CRNA) or OTHER ADVANCED REGISTERED NUR SE PRACTITIONER (ARNP) STUDENTS
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ACTIVE — PHYSICIAN ASSISTANT STUDENTS
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ACTIVE — REGISTERED NURSE — FIRST ASSISTANT STUDENT S
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Yakima Valley Memorial Hospital
Application For Student Rotation

(This form must be completed in full with all attac hments provided)

NAME IN FULL: DATE:

Any Other Name Used in Professional Practice:

School Name/Address: Contact Phone:

Local Yakima Office Practice/Group Name:

Residence Address: Residence Phone:
DOB: SS#: e-mail address :
Status Requested: _ Observational _ Active )
Program: _ Dental _ Medical _ Nurse Practitioner _ RN-First Assistant _ PA
_ Check if an approved rotation through your schoo l.
Rotation Start Date: End Date:
Yes | No Description
Observational and Active students:
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* items provided with this application
SIGNATURE OF STUDENT: DATE:
Completed App. Rec'd: Clinical Affiliation Agreement verified?
COMMENTS:
To Credentials Comm: To MEC:




Complete Section A

WASHINGTON STATE PATROL
Identification and Criminal History Section
PO Box 42633
Olympia WA 98504-2633
(360) 705-5100
hitps JAwalch wsp.wa.gov

REQUEST FOR CONVICTION CRIMINAL HISTORY RECORD (RCW 10.97)

INSTRUCTIONS: PLEASE COMPLETE THIS FORMWHEN REQUESTING CONVICTION CRIMINAL
HISTORY RECORD INFORMATION FROM THE IDENTIFICATION AND CRIMINAL HISTORY
SECTION. MAIL REQUEST TO ADDRESS NOTED ABOVE WITH $35.00 CHECK OR MONEY
ORDER OR COME TO OUR OFFICE AT 3000 PACIFIC AVENUE, OLYMPIA, WA. NOTE: [T MAY
TAKE 7 TO 14 BUSINESS DAYS FOR RESPONSE WHEN MAILED. FOR AN IMMEDIATE
RESPONSE, ACCESS OUR WEB SITE LISTED ABOVE TO CONDUCT YOUR CRIMINAL HISTORY
REQUEST FOR $10.00 USING A CREDIT CARD.

NOTARIZED LETTERS ARE AN ADDITIONAL $5.00 PER NOTARY SEAL Notarized Letter(s)
NOTE: The requested record information is furnished solely on the basis of name and/or description similarity with

the subject of your inquiry. Positive identification or non-identification can only be effected upon receipt of
fingerprints. Applicant may be advised of inquiry.

/@ SUBJECT INFORMATION: (Please type or print clearly) \

Applicant's Name:

Last First, Middle
Alias/Maiden Name:
Date of Birth: Sex: Race:
Marth/Day/Year
Social Security Number: Drivers Lic. Number/State /

\ WSP USE ONLY /
REQUESTER INFORMATION: (Please type or print clearly) \

DATE: / /
Mo Day T {print) Name/Title of Requester

PHONE No. ( )
REQUESTER'S ADDRESS: (type or clearty stamp address)

Requester's Signature

Requesting Agency Right Thumb Print (Optional)

MName

Address
\W_V’ State ZIP Code /
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ENVIRONMENT OF CARE ROLES & RESPONSIBILITIES

% A
Follow safe practice at all times! Identify evacuton routes.
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I will notify YVMH hospital staff imnmediately when | note problems in any of these areas.

Reviewed by:

Date:

Signature of applicant




The Health Insurance Portability and Accountability Act (HIPAA) is a privacy rule that creates national
standards to protect individuals’ personal health information (PHI) and gives patients increased
access to their medical records.

HEALTH INFORMATION COVERED:

Any information, whether spoken, electronic or written that relates to the health of the individual, the health care provided
to that individual or payment for health care provided is considered protected.

PATIENT RIGHTS INCLUDE:

Knowledge of who has access to his/her health information

Ability to access his/her medical record and/or amend incomplete or incorrect information
Requirement of authorization before information is given, except as allowed by HIPAA
May request an accounting of all disclosures in a six-year period

Recourse if his/her rights are violated

YOUR ROLE IN PROTECTING PATIENT RIGHTS

DISCLOSURE:

Any information that relates to a patient’s health cannot be disclosed unless authorized by the patient or someone acting
on the patient’s behalf or unless permitted by HIPAA regulation. The facility must limit access to only those individuals who
need the information for a legitimate purpose.

WHAT TO DISCLOSE:

Any information that is shared should be limited to the minimum necessary, the least amount of information to accomplish
the purpose of the request. However, this does not apply to the sharing of the medical record for treatment purposes.

What's New with HIPAA?
The new law requires us to not only identify and investigate HIPAA breaches but also notify patients when such breaches
occur and report breaches to the US Department of Health and Human Services.
Protect all forms of Protected Health Information (PHI).
Only access patient PHI for which you are authorized to perform your duties. Do not access PHI of family
members, friends or anyone else for which you don’t have a direct purpose.
Report any observed or suspected HIPAA breaches immediately to the Privacy Line (249-8676) or your facility’s
Privacy Officer.

YVMH Privacy Officer: Director of Health Information Management (resource for staff’'s concerns)
YVMH Security Officer: Vice President/Chief Information Officer
YVMH Privacy Officer: Patient Representative (resource for patients’ concerns)

Appropriate disposal of materials containing identifiable health information
Process for reporting patient and employee concerns regarding privacy
There are penalties for violating confidentiality

Signature Date

This signature verifies that | have received education about HIPAA, Patient Rights and my responsibilities in
protecting these Patient Rights.




WORKFORCE MEMBER CONFIDENTIALITY AGREEMENT

| understand that | may have access to protected health information (PHI) and confidential
information about the business and financial interests (referred to as “Confidential Information” in
this Agreement) of Yakima Valley Memorial Hospital (YVMH). | understand that Confidential
Information is protected in every form, such as written records and correspondence, oral
communications, and computer programs and applications.

| agree to comply with all existing and future YVMH policies and procedures to protect the
confidentiality of Confidential Information. | agree not to use, copy, make notes regarding,
remove, release, or disclose Confidential Information, unless it is permitted by YVMH policy.

| agree not to share or release any authentication code or device, password, key card, or
identification badge to any other person, and | agree not to use or release anyone else’s
authentication code or device, password, key card, or identification badge. | agree to notify the
appropriate manager immediately if | become aware that another person has access to my
authentication code or device, password, key card, or identification badge, or otherwise has
unauthorized access to the hospital’s information system or records.

| agree that my obligations under this Agreement continue after my employment or my time as a
student or volunteer ends.

| agree that, in the event | breach any provision of this Agreement, the Hospital has the right to
reprimand me or to suspend or terminate my employment or volunteer status with or without
notice at the discretion of the Hospital, and that | may be subject to penalties or liabilities under
state or federal laws. | agree that, if the Hospital prevails in any action to enforce this Agreement,
the Hospital will be entitled to collect its expenses, including reasonable attorney’s fees and court
costs.

Employee/Volunteer/Student Name Signature

Date
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Student Name

Date
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