
 

CENTRAL VIRGINIA FAMILY PHYSICIANS, INC 
HIPAA CONFIDENTIALITY STATEMENT AND AGREEMENT 

 
CONFIDENTIALITY STATEMENT 
 
Central Virginia Family Physicians may not disclose Protected 
Health Information without the consent of the patient who is the 
subject of the information, or as explicitly required or permitted by 
the Privacy Rule or as required by law.  Where disclosure is 
permitted or required, only the minimum necessary amount of 
information to accomplish the intended purpose of the use, 
disclosure or request will be provided.   
 
AGREEMENT 
 
In keeping with Central Virginia Family Physicians policy and the 
Health Insurance Portability and Accountability Act of 1996; 
 
• I am aware that patient records, Protected Health 
Information (PHI), in any format, electronic, paper, verbal, or 
otherwise, are completely confidential and I agree not to disclose 
Protected Health Information at any time without a signed consent 
from the patient or as required by law. 
• I agree that discussions concerning Protected Health 
Information will only take place within the offices of Central 
Virginia Family Physicians, Inc. and will occur discreetly and 
privately. 
 
______________________________________________ __LU Athletic Training__ 
Name (Please Print)    School/Business 
 
_______________________________________________ ______________________ 
Signature     Date 
 
_______________________________________________ ______________________ 
CVFP Compliance Officer   Date 
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