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Emory Healthcare 
HIPAA Confidentiality and Non-Disclosure Statement 

 
 
I, _______________________, who will be participating as an unpaid inter in the department of _______________, am 
aware of the Hospital’s Regulations and Policies that are issued under the Health Insurance Portability and 
Accountability Act of 1996 (also known as the HIPAA Privacy Rule). 
 

 I understand that all patient information, including medical records, other medical information, billing and financial 
data, is confidential. 

 I agree to keep all patient information confidential. 

 I agree to comply with all Hospital Privacy Policies and Procedures including those implementing the HIPAA Privacy 
Rule. 

 I understand that if I violate patient confidentiality by using or disclosing patient information improperly, I may be 
subject to disciplinary action including having my Internship immediately terminated.   

 I understand that if I have any questions or concerns about the Privacy Rule and/or the proper use or disclosure of 
patient information, I shall ask my supervising attending, the Hospital Privacy Officer, or the Hospital Compliance 
Officer. 

 I understand and agree that the Hospital Privacy Policies and Procedures will apply to all patient information even 
after my Internships has been completed. 

 I certify that I have read Emory’s HIPAA Policy Regarding Confidentiality of PHI and reviewed the HIPAA PowerPoint 
presentation. 

 I understand that no information about any patients I may observe or hear discussed while on the Internship or at 
any time thereafter may be transmitted to any third party or person (except other members of the clinical team 
caring for the patient) via text message, posting on any social network or another online site, or via any other 
written or verbal communication. 

 
 
 
 
_____________________________   _____________________________    ______________ 
(Print) Observer Name                           Signature                                                   Date    
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Emory Healthcare 
Health Screen Form 

 
 
Observer Name_______________________________ 
 

1. M.M.R. (Measles, Mumps, Rubella) if given instead of individual immunizations. 
Born after 1957 – must have proof of two doses Measles, one does Rubella and one dose Mumps ______ 
Born before 1957 – must have proof of one dose of MMR or positive titers to Rubella and Rubeola, or evidence 
of immunity by Rubella and Rubeola immune titers ______ 
 

2. Tuberculosis- Bacillus Calmette–Guérin (BCG), T-SPOT. TB, or purified protein derivative (PPD) shot(s) – TB test 
must have been given within 1 year. 
Tuberculin skin test: Positive ______ Negative ______ 
If positive, have you had a chest x-ray?  Neg. ______ Pos. ______ 
Been treated with Anti-tubercular Drugs? Yes ______ No ______ 
 

3. Varicella (Chickenpox) 
Had disease or positive immune titer ______ 
Have not had disease ______ 
Have had vaccine ______ 
Have not had vaccine ______ 
 

4. Hepatitis B Vaccine 
Had disease or positive immune titer ______ 
Have not had disease ______ 
Have had vaccine ______ 
Have not had vaccine ______ 
 

5. Current Season Flu Vaccine 
Date of Shot_______ 
 

 
 
 
I certify that the above information is correct and that proof of the above can and will be provided upon request. 
 
 
_____________________________   _____________________________    ______________ 
(Print) Observer Name                           Signature                                                   Date   
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Emory Healthcare 
Infection Checklist 

 
 
Observer Name_______________________________ 
 
 

1. Have you been around anyone with any of the following diseases within the past 30 days? 
Chicken pox   Yes ______  No ______ 
Measles   Yes ______  No ______ 
German Measles (Rubella) Yes ______  No ______ 
Mumps    Yes ______  No ______ 
Influenza   Yes ______  No ______ 
 
 

2. Have you had the following symptoms in the past 72 hours? 
Fever    Yes ______  No ______ 
Conjunctivitis/Pink eye  Yes ______  No ______ 
Vomiting   Yes ______  No ______ 
Diarrhea   Yes ______  No ______ 
Cough    Yes ______  No ______ 
Congestion/Runny nose/Cold Yes ______  No ______ 
Skin Sores   Yes ______  No ______ 
Rash    Yes ______  No ______ 
 
 

3. Have you had any chronic cough (lasting greater than 3 weeks), night sweats, unexplained fevers, loss of appetite, 
sudden weight loss, blood tinged secretions from the nose or mouth or coughed up?  Yes ______  No ______ 

 

If any of the above are answered yes, the individual will not be allowed to participate in the internship, shadow, or 
rotation. 

I certify that the above information is correct. 
 
 
_____________________________   _____________________________    ______________ 
(Print) Observer Name                           Signature                                                   Date   
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Emory University Unpaid Internship Program 
Supervision Agreement of Intern 

 
 
 
 
 
 
I, the undersigned, agree to be responsible for supervising _______________________ while he/she participates in 
internship in the activities of the _______________________ clinical services during the period of 
_______________________ to _______________________.  I acknowledge that  _______________________ will be 
under my supervision, or the supervision of a team lead and that he/she is not to be present in any patient care area 
without supervision.  I agree to ensure that intern _______________________ shall not participate in any patient care 
activities within Emory Healthcare, which includes touching patients, writing on the medical record, advising other care 
providers, patients or visitors, and scrubbing in the Operating Room.  I also understand that he/she is not covered by 
Emory’s Liability Program to provide patient care activities. 
 
 
_____________________________   _____________________________    ______________ 
Sponsor Name and Title (print)            Signature                                                   Date  
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Emory Healthcare 
Release and Waiver of Liability 

 
 
I, ______________________________, wish to participate in the unpaid internship program and observe the activities 
of the _______________________ clinical service at Emory Healthcare from _______________________ to 
_______________________ in furtherance of my personal, educational goals. 
 
I understand that I will not be allowed to perform any clinical activities or other work, to include the touching of any 
patient, documenting on any medical record, scrubbing in the OR, and advising of care providers or patients.  I further 
understand that I will be under the supervision of _______________________. 
 
I understand I am not to be involved in the provision of patient care or in a patient care area without my assigned 
sponsor being present with me.   
 
I understand that if I breach this agreement, it will result in immediate termination of my internship. 
 
I understand that even though I will only be observing or assisting in _______________________ clinical services I may 
be exposed to certain risk of bodily injury and other dangers, including but not limited to, exposure to blood borne 
pathogens, biological waste, and dangerous chemicals.  I am aware of these risks and voluntarily assume these risks. 
 
For and in consideration of Emory Healthcare, allowing me to observe the activities of the _______________________ 
clinical services to further my educational goals, I hereby release and forever discharge Emory Healthcare and it’s 
officers, agents and employees from all claims, demands, rights and  causes of action of whatever kind or nature arising 
from and by reason of any and all known and unknown, foreseen and unforeseen bodily and personal injuries, death, or 
damage to property arising out of my observation activities, including but not limited to, those specific risks enumerated 
above. In addition, I understand and take sole responsibility for any personal belongings I bring with me to Emory. 
 
I have read this document carefully and I voluntarily choose to participate in the activities described herein.  I hereby 
certify that I am at least 18 years of age, I am legally competent, and I am signing this document with full knowledge of 
its significance. 
 
 
_____________________________   _____________________________    ______________ 
(Print) Observer Name                           Signature                                                   Date   
 
 
_____________________________   _____________________________    ______________ 
(Print) Witness Name                             Signature                                                   Date   
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Emory Healthcare 
Internship Code of Conduct1 

 
When shadowing a medical staff member, I will… 
 

 Arrive promptly 

 Accurately represent my position and role 

 Appreciate the limits of my role as an observer 

 Ensure patients give informed consent for shadowing freely and without undue influence 

 Respect patients’ right to refuse to have visitors present 

 Treat all patients and staff with respect and dignity, regardless of age, gender, race, ethnicity, national origin, 
religion, disability, or sexual orientation 

 Maintain strict confidentiality about patient information 

 Maintain honesty and integrity by being forthright in my interactions with patients, peers, physician supervisors, 
and staff 

 Ensure patient safety by remaining at home if I am ill 

 Report concerns about patient safety to the appropriate individual 

 Behave in an appropriate, professional, courteous manner at all times 

 Not initiate or accept patients’ invitations to engage in social relationships 

 Dress and act professionally 

 Not abuse drugs or alcohol 

 Be aware of and follow the guidelines of my sponsoring institution 

I agree to follow the Code of Conduct described above and to adhere to Emory Healthcare’s Pledge, attached hereto: 

 
 
 
_____________________________   _____________________________    ______________ 
(Print) Observer Name                           Signature                                                   Date   
 

 

 

 

 

 

 

 

                                                           
1
 Kitsis, E., Goldslammler, M. (2013). Physician Shadowing: A Review of the Literature and Proposal for Guidelines. Academic 

Medicine, Vol. 88, No.1, pg.4. 
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Emory Healthcare System 
Pledge 
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Emory Healthcare 
HLC Learning Modules 

 
The following online modules must be completed prior to an individual’s start date. Access and instructions for these 
modules shall be granted once the Observership Request Form has been received by Emory Healthcare.  

 JOBSK: EHC Corporate Compliance FY13-6143  

Estimated Course Length: 60 minutes  

This course provides an overview of the Emory Healthcare Corporate Compliance Program. This course is part of your employee commitments. 
Employee commitments help us keep our promise to our patients: impeccable clinical outcomes, patient safety, and patient satisfaction.  

 

 JOBSK: EHC Emergency Preparedness FY13 - 6145  

Estimated Course Length: 45 minutes  

This course reviews information and plans to respond to emergencies and disasters including an Emergency Response Plan and the National 
Incident Management System (NIMS). This course is part of your employee commitments. Employee commitments help us keep our promise to our 
patients: impeccable clinical outcomes, patient safety, and patient satisfaction.  

 

 JOBSK: EHC Patient Safety FY13 - 6148  

Estimated Course Length: 120 minutes  

This course reviews the Patient Safety Program of Emory Healthcare including the National Patient Safety Goals of The Joint Commission. This 
course is part of your employee commitments. Employee commitments help us keep our promise to our patients: impeccable clinical outcomes, 
patient safety, and patient satisfaction.  

 

 JOBSK: EHC Privacy and Security FY13 - 6149  

Estimated Course Length: 31 minutes  

This course provides an overview of the Emory Healthcare patient privacy and electronic information security practices. This course is part of your 
employee commitments. Employee commitments help us keep our promise to our patients: impeccable clinical outcomes, patient safety, and 
patient satisfaction.  

 

 JOBSK: EHC Standard Precautions FY13 - 6150  

Estimated Course Length: 45 minutes  

This course provides essential information, policies, and procedures on safe work practices, known as "standard precautions," when working with 
blood and body fluids, or around possible airborne pathogens. This course is part of your employee commitments. Employee commitments help us 
keep our promise to our patients: impeccable clinical outcomes, patient safety, and patient satisfaction.  

 

 JOBSK: EHC Workplace Safety FY13 - 6151  

Estimated Course Length: 60 minutes  

This course describes how to prevent and handle sexual harassment and workplace violence. This course is part of your employee commitments. 
Employee commitments help us keep our promise to our patients: impeccable clinical outcomes, patient safety, and patient satisfaction.  
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Emory Unpaid Internship Checklist 
 

For office use only: 
 
Date Submitted_________________ 
 
 
Name of Observer_____________________________________ 
Supervising Physician/PI__________________________________ 
Clinical/Area to Observe________________________________ 
Dates_______________________________________________ 
 
 
 
Required documentation from observer:    

 HIPAA Confidentiality and Non-Disclosure Statement 

 Health Screen Form 

 Infection Checklist 

 Release and Waiver of Liability  

 

Required documentation from supervising attending: 

 Supervision Agreement of Internship 

Required documentation for sponsoring department: 

 WOC appointment in place 

 Internship Request Form completed and approved 

 Background check completed 

 Documentation of training completion 

 Internship Program description completed 

 ID badge 

 

 Observership database updated 
 

 

 
_____________________________                         ______________ 
XXXXXXXXXXXXXXXX                                                    Date 
Title 
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