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HIPAA Privacy Policy Training Confirmation Receipt 
 

Name (Please print): _________________________________________________________ 
 
 
Employee SSN (Last four digits only): ____________________ 
 
*This information will be used only for record keeping purposes to associate with the proper employees’ personnel file. 
 
 
Employee Bureau: __________________________________________________________ 
 
 
Date InfoNet Presentation Viewed: _____________________ 
 
 
 
The above-mentioned employee acknowledges viewing the mandatory Department 
supplied Health Insurance Portability and Accountability Act – Privacy Policy training 
presentation located on the InfoNet. 
 
 
 
 
Employee Signature: ___________________________________ Date: _____________ 
 
 
 
Supervisor Signature: __________________________________ Date: _____________ 
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