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JOB SHADOW PROGRAM
AGREEMENT TO FOLLOW HOSPITAL POLICES INCLUDING CONFIDENTIALITY POLICIES 

ED-8 7/2010

An understanding of the importance of Confidentiality is the first requirement of an individual wishing 
to Job Shadow.  We believe it is the patient’s right to know that everything about them is kept confidential.  It is 
the Columbus Community Hospital (CCH) and Student’s responsibility to ensure that this right is respected and 
upheld.  The rule we follow is “What happens here, stays here.”  None of us seek out information about our 
patients that is not needed to provide patient care and we are obligated to protect any patient information we 
obtain.  You are also obligated to guard any patient information obtained while at the hospital as a part of this 
experience.  We want you to share the knowledge gained about health care careers with your family, friends and 
classmates.  However, it is extremely important that you do not share or discuss names, patient or disease 
information or any other facts that could possibly identify a patient.  If you have any questions, please 
discuss them with the Education Department or the employee that you are shadowing.  You will be given 
information on our HIPAA policies and the employee you are shadowing will obtain verbal permission for each 
patient before you will be allowed to observe any patient or their health information.  Please sign the following 
certification to indicate your understanding of confidentiality, HIPAA and behavior issues, your promise to 
protect our patient’s confidentiality and follow all CCH polices and regulations.  

As a participant in the CCH Job Shadow Program, I may be exposed to confidential information 
concerning the Hospital and it’s patients.  I promise that I will not discuss or otherwise share information 
regarding patient events or occurrences seen while Job Shadowing with persons not involved in the patient’s 
care.   I understand that verbal permission from all patients must be granted before I will be allowed to observe 
any patient or their health information.  If this permission is not obtained, I may be asked to wait in an 
appropriate place until the shadow experience can resume. 

Furthermore, I promise to follow all polices, rules and regulations and any other instructions given to me 
by physicians or other hospital employees.  If asked to leave a specific area (in the event of a crises, or failure 
to receive patient permission), I agree to do so immediately.   

I promise to arrive at the specified department on time and appropriately attired (no jeans, shorts, bare-
midriff shirts, with appropriate shoes & socks and no excess jewelry).  I also promise to call and reschedule my 
appointment if I am coughing, have a fever, sore throat or any other evidence of sickness. 

_______________________________________ 
Student 

_______________________________________ 
School 

AM 
______________________/______________PM 
Date      Time 

_______________________________________ 
Parent /Guardian Signature (if student is under age of 19)  
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