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HIPAA Compliance Acknowledgement Form
This form confirms that the undersigned provider acknowledges the importance of HIPAA compliance and agrees to protect the privacy and security of protected health information (PHI) when sharing documents and communication with A Partnership In Health, LLC.

Acknowledgement
I acknowledge and understand that:
- A Partnership In Health, LLC will maintain the confidentiality of all PHI received.
- I am responsible for ensuring the secure transmission of any PHI I provide.
- Any information shared will be used solely for credentialing and payer enrollment purposes.
- Both parties will comply with applicable HIPAA regulations and data protection laws.

Provider Information
Full Name: ___________________________________________
NPI Number: _____________

Signature: __________________________    Date: _______________
Printed Name: ____________________________________________
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