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NAVAL HOSPITAL GREAT LAKES

HEALTH INFORMATION PRIVACY COMPLAINT

	If you have questions about this form. Call (847)688-5685 ext 3885/3886

	YOUR FIRST NAME
	YOUR LAST NAME

	HOME PHONE
(          )
	WORK PHONE
(          )

	STREET ADDRESS
	CITY

	STATE
	ZIP
	E-MAIL ADDRESS (If available)
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Are you filing this complaint for someone else?                       Yes             No
                                             If Yes, whose health information privacy rights do you believe were violated?


FIRST NAME                                                                            LAST NAME

	Who (or what clinic, department, e.g. , provider, BMC) do you believe violated your (or someone else’s) health information privacy rights or committed another violation of the Privacy Rule?

PERSON / DEPARTMENT /CLINIC

	STREET ADDRESS
	CITY

	STATE
	ZIP
	PHONE
(           )

	When do you believe that the violation of health information privacy rights occurred?
LIST DATE (S)

	Describe briefly what happened.  How and why do you believe your (or someone else’s) health information privacy rights were violated, or the privacy rule otherwise was violated?  Please be as specific as possible.  (Attach additional pages as needed)

	

	

	Please sign and date this complaint.

SIGNATURE
	DATE

	Filing a complaint with NHGL is voluntary.  However, without the information requested above, NHGL may be unable to proceed with your complaint.  We collect this information under authority of the Privacy Rule issued pursuant to the Health Insurance Portability and Accountability Act of 1996.  We will use the information you provide to determine if we have jurisdiction and, if so, how we will process your complaint.  Information submitted on this form is treated confidentially and is protected under the provisions of the Privacy Act 1974.  Names and other identifying information about individuals are disclosed when it is necessary for investigation of possible health information violations, for internal systems operations, or for routine uses, which include disclosure of information outside the NHGL for purposes associated with health information privacy compliance and as permitted by law.  It is illegal for a covered entity to intimidate, threaten, coerce, discriminate or retaliate against you for filing this complaint or for taking any other action enforce your rights under the Privacy Rule.  You are not required to use this form.  You also may write a letter or submit a complaint electronically with the same information.   To mail a complaint see page 2 for addresses to whom you may complain.

	(The remaining information on this form is optional.  Failure to answer these voluntary

questions will not affect NHGL’s decision to process your complaint)

	Do you need special accommodations for us to communicate with you about this complaint (check all that apply)?


     Braille                Large Print              Cassette tape                Computer diskette                   Electronic mail               TDD

Sign language interpreter (specify language): ___________________________________________________

Foreign language interpreter (specify language): _________________________________________________              Other: ___________________ 

	If we cannot reach you directly, is there someone we can contact to help us reach you?

	FIRST NAME
	LAST NAME

	HOME PHONE

(          )
	WORK PHONE
(          )

	STREET ADDRESS
	CITY

	STATE
	ZIP
	E-MAIL ADDRESS (If available)

	Have you filed your complaint anywhere else?  If so, please provide the following.  (Attach additional pages as needed.)

PERSON / AGENCY / ORGANIZATION / COURT NAME (S)

	DATE (S) FILED
	CASE NUMBER (S) (If known)

	To help us better serve the public, please provide the following information for the person you believe had their health information privacy rights violated (you or the person on whose behalf you are filing).

ETHNICITY (Select one)                     RACE (Select one or more)        
        Hispanic or Latino                                     American Indian or Alaska Native               Asian               Native Hawaiian or Pacific Islander


        Not Hispanic or Latino                             Black or African American                            White              Other (specify): _______________


PRIMARY LANGUAGE SPOKEN (if other then English)              HOW DID YOU LEARN ABOUT THE NHGL PRIVACY OFFICE?

                   

	You have the right to complain to any of these addressees. 

To mail a complaint, please type or print, and return completed complaint to an  

Address below.

	HIPAA Privacy Officer

Naval Hospital Great Lakes

3001 A Sixth Street

Great Lakes, IL 60088-2811

(847) 688-5685 x3885/3614

(847) 688-5967 (FAX)

hipaamail-nh-glakes@nhgl.med.navy.mil e-mail


	Tricare Management Activity

Information Management Technology and Reengineering Directorate

HIPAA Office

Five Skyline Place Suite 810

5111 Leesburg Pike

Falls Church, VA 22041-3206

(888) DOD-HIPA

(888) 363-4472

(877) 535-6778 (TTY)

hipaamail@tma.osd.mil

	Region V – IL, IN, MI, MN, OH, WI

Office for Civil Rights

Department of Health & Human Services

233 n. Michigan Ave. –  Suite 240

Chicago, IL 60601

(312) 886-2359

(312) 353-5693 (TDD)

(312) 886-1807 (FAX)
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