








Texas Spine and Joint Hospital
CONFIDENTIALITY STATEMENT

The Texas Spine & Joint Hospital (TSJH) has a legal and ethical responsibility to safeguard the privacy of all
patients and protect the confidentiality of their personal health information. As an employee, contract
employee, or visitor of TSJH, [ may have access to or learn certain information, which is proprietary and 7
confidential.

Therefore, as an employee, contract employee or visitor of TSJH, and as a condition of my employment or
visit, | agree to the following:

1. 1 will treat all information received in the course of my employment or visit with TSJH, which relates to
the patients of the hospital, as confidential and privileged information.

2. lunderstand that | am responsible for complying with the HIPAA policies and procedures, which were
provided to me.

3. | will not access patient information unless | have a need to know this information in order to perform
my job.

4. [ will not disclose information regarding patients to any person or entity, other than as necessary to
perform my job, and as permitted under the HIPAA policies.

5. I will not log on to any of the TSJH computer systems that currently exist or may exist in the future
using a password other than my own. '

6. 1 will safeguard my computer password and will not post it in a public place, such as the computer
monitor or a place where it will be easily lost, such as on my nametag.

7. |'will not allow anyone, including other employees, to use my password to log on to the computer.

8. 1will log off the computer as soon as | have finished using it.

9. When patient information must be discussed with other health care practitioners in the course of my
work, I will use discretion to assure that such conversations cannot be overheard by others who are not
involved with the patient’s care.

10. I will not use e-mail to transmit patient information unless | am instructed to do so by the Privacy
Officer.

11. 1 agree that ! will not remove from TSJH any documents containing confidential information without the
express permission from the Privacy Officer and my supervisor and to return any documents removed if
my employment were to be ferminated.

12. Upon cessation of my employment or visit at TSJH, | agree to continue to maintain the confidentiality of
any information | learned while an employee and agree to turn over any keys, access cards, or any
other device that would provide access to the facility or its information.

I recognize that in the course of my employment, | may have access to information, observations and data
regarding the business, marketing of affairs of the company and its affiliates. Confidential information can
include but is not limited to names, photographs, frade secrets, addresses or particular desires or business
plans. | understand that any TSJH information obtained by me during the course of my presence in and with
the company is the exclusive property of TSJH. | agree that | will not disclose to any person or organization or
use for my own benefit any confidential business information without the company’s written consent, unless (1)
the confidential information becomes a generally known to and available for use by the public other than as a
result of my actions or faifures to act or (2)  am required by law to disclose the information.

| understand that violation of this agreement and the stated policy may result in corrective action, up to and
including termination. | also acknowledge that | have had a chance to ask any questions | may have about
these promises.

Employee, Contract Employee or Visitor Signature Date

Witness Date



PHYSICIAN SIGNATURE CARD
(To Be Used In Pharmacy & Medical Records)

Physician Name (PRINT) Date

1. Physician’s Signature

2. Physician’s Signature

Physician’s Initials * Physician’s Initials



Texas Spine and Joint Hospital
TB Questionnaire

1. Have you been ireated in the past for TB? Yes No

2. Have you ever had a positive TB skin test? Yes No

3. Do you have any of the following symptoms:

a. Chronic cough? Yes No
b. Sputum production? Yes No
¢. Night sweats? Yes No
d. Fever?  Yes No
e. Involuntary weight loss? Yes No__
f. Chronic fatigue? Yes No

If yes to any above, please explain:

4. Physician review to positive answers:

No

5. Have you ever completed the Hepatitis B series: _ Yes No
(If yes, do you know your titer status): _ Yes No
- 6. Do you have any history of natural rubber/ latex allergy: = Yes
Date of fast physical exam: / '
Examining Physician;
Physician Address:_

. Signature of Applicant: - Date:




STATEMENT OF APPLICANT
Please read carefully before signing

I fully understand that any significant mis-statements in or omissions from this
application constitute cause for denial of appointment or cause for summary revocation of
privileges. All information submitted by me in the application is true to my best
knowledge and belief.

In making this application, I signify my willingness to appear for interviews, authorize
the Hospital and the medical staff to consult with hospitals or employers with which |
have been associated, as well as other persons or entities who may have information
concerning my competence, character and ethical qualifications. | consent to the
examination of all records that may be pertinent to the evaluation of my professional,
moral and ethical qualifications. | consent to the examination of all records and
competence to carry out the clinical privileges I request. | release from any liability all
representatives of the Hospital and its medical staff for their acts performed in good faith
in connection with evaluation of my application and my credentials. | release from any
liability all individuals and organizations who provide information to the Hospital in
good faith concerning my competence, ethics, character and other qualifications
pertaining to this application, including otherwise privileged or confidential information.

I understand and agree that | have to burden of producing adequate information for
proper evaluation of my professional competence, character ethics, and other
qualifications and for resolving any doubts about such qualification.
If approved by the Hospital and the medical staff, | agree to the following:
1. To engage in the practice of medicine as defined by the Medical Practice Act or
the State Board of Medical Licensure and supervision or the State Board o
Governors, or the Podiatric Licensing Board, or Dental Board of Licensure.

2. Adhere to the policies and procedures of the medical staff and the Hospital as they
may apply to my actions of duties.

3. When in the Hospital to wear proper identification indication my name and title.

4. To always maintain malpractice insurance coverage that meets or exceeds the
required amount as established by the facility Board of Managers.

Signature Date



PHYSICIAN ORIENTATION
ONLINE PRESENTATION

To review the following policies go to www.tsjh.org, and click on Physician

TSJH Emergency Response Plan
HIPAA Training

Medical Staff By-Laws

Code of Conduct

RS

My signature below indicates I have received the above orientation information from the
Texas Spine & Joint Hospital. '

Signature

Please print name

Date





