Patient Privacy Complaint/Concern 
Filed with the University of Wisconsin – Madison

	Patient’s Name, Address and Phone


	Date of Event(s)



	
	Location of Event(s)




Please provide a short statement of event(s), or acts or omissions you believe violate the Federal HIPAA Privacy Regulations.  Give names of persons involved, including names of state employees or agents you believe are responsible for a HIPAA privacy violation. 

	


I hereby state that all statements above are true.

Date: _______________________________________ Signature of Patient:  ______________________________







  (Or Patient’s legally authorized representative)






 
  Print Name: _____________________________________


PLEASE NOTE:  You may not be retaliated against for filing a complaint about your privacy rights.



Revised: 09/16/14


