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Student Confidentiality and Device Agreement
Return forms to Hillsboro Medical Center Clinical Education Department
334 SE 8th Ave., Hillsboro, OR 97123 - Office 235
(503) 681-1203 Sarah.Clarke@Tuality.org 

I understand that I may encounter confidential information both clinical and non-clinical, patient related, or employee related, through written records, documents, ledgers, internal verbal correspondence and communications, and electronic programs, records, and applications during my clinical placement at OHSU Hillsboro Medical Center or affiliate clinics. I agree not to divulge or disclose confidential information acquired during my experience to anyone other than those persons of the corporation who have the “need to know” directly or indirectly, either during or after my clinical learning experience.

I will not access, nor do I have the right to review or disclose personal information, medical or otherwise, except when fulfilling my student clinical placement approved responsibilities.

I understand and acknowledge that in the event I breach any provision of this agreement, OHSU Hillsboro Medical Center, in addition to any other legal remedies available to it, has the right to reprimand, suspend and/or terminate my clinical experience with or without notice, to impose fines pursuant to applicable laws, and to report to my school or licensing body.

I further agree that all personal electronic devices will not be used to record either audio or video nor photograph OHSU, Hillsboro Medical Center identifying information or that of its patients and employees. Devices must be stowed away and out of sight when in the presence of patients and their visitors and families. All Identifying information of OHSU, Hillsboro Medical Center, its patients, and employees shall be kept private and not shared to any social media site or virtual site of any kind unless explicit authorization from the organization and any identified patient, visitor, or employee is given.

I agree to follow all OHSU, Hillsboro Medical Center policies and procedures and will proactively seek guidance and clarification from preceptors, staff, or faculty as well as review relevant policies & procedures via the internal MCN policy management system when necessary to ensure my compliance in every situation during my student experience. 

_____________________________________                                  ______________________________________                               
Participant/Student Name (Print)				Participant/Student Signature						
_____________________________________                                  ______________________________________                               
Date								Assigned Tuality Department (if known)

_____________________________________                                  ______________________________________                               
School or University/College					Program or Area of Study
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