MEMORIAL HOSPITAL VOLUNTEER PROGRAM

PERSONNEL CONFIDENTIALITY STATEMENT

I ________________________________, understand that, as a Volunteer of Memorial Hospital, I am prohibited from releasing to any unauthorized person any confidential medical information or confidential Volunteer or Associate personnel information which may come to my attention in the course of my duties.

Moreover, I understand that any breach of patient, Associate or Volunteer confidentiality resulting from my written or verbal release of information or records may result in disciplinary action, which may include my immediate termination as a Volunteer of Memorial Hospital.

________________________________________________________________________

            Volunteer Signature                                                       Date

________________________________________________________________________


      Volunteer Director                                                          Date

