Request to Observe Patient Care

	Date of Request:



	Observer – Name, Address, and Phone Number:



	Sponsoring Faculty Submitting Request – Name, Department, Address, and Phone Number:



	Date(s) Observer will be Present at the Health Science Center:



	Clinical Locations for Observation:



	Reason for Observation:

□ Resident Applicant                                               

□ Required UF Course Work   

□ Required Affiliated Entity Course Work

                     
	□ Visiting Professor

□ Demonstration of Medical Equipment

□ Uf Med Student / UF ID #____________________________

□ Other 

	Procedures to be Observed (i.e. surgery, hospital rounds, clinic, etc.)



	Sponsoring Faculty Member understands that he or she assumes full responsibility for the supervision of the Observer and agrees to ensure that the Observer complies with all policies and procedures of the University of Florida and Shands HealthCare, if applicable, and all applicable state and federal laws and regulations.  __________ (Initial)



	Sponsoring Faculty Member and Observer understand and agree that:

· The Observer shall not participate in patient care.

· The Observer shall complete the HIPAA 101, Privacy General Awareness Training at http://privacy.health.ufl.edu and sign the University of Florida Confidentiality Statement. Copies of the Certificate of Completion for HIPAA 101, Privacy General Awareness Training, and a signed Confidentiality Statement shall be attached to this Request to Observe Patient Care.   After approval, copies of forms go to Privacy Offices and Self Insurance Program Office.

· Prior to observation, the patient’s attending physician must obtain the patient’s consent to the presence of the Observer and that consent shall be recorded in the medical record in accordance with University of Florida privacy policies and Shands HealthCare policies, if applicable.



	· If the Observer is under 18 years of age, written permission from the parent or legal guardian to observe the procedure(s) set forth above must be obtained and attached to this Request to Observe Patient Care.  

NOTE:  Observers under 18 years of age who are not enrolled in a University of Florida or affiliated student program are    prohibited from observing or shadowing in patient care areas.



	Signature of Faculty Submitting Request to Observe:



	Approved by:                                                                Date Approved:


	RETURN  
Completed Request to Observe Patient Care form plus 
HIPAA Certificate of Completion 
and signed UF Confidentiality Statement to:

Michael L. Good, MD

Senior Associate Dean for Clinical Affairs, UFCOM

Box 100192, Room M107 



	Michael L. Good, MD
Senior Associate Dean for Clinical Affairs, UFCOM


	

	Approved form to:  •Requester •Self-Insurance Program Office, Box 103578 •UFHSC Privacy Office, Box 100014 •Shands Privacy Office, Box 103175




 (revised 6/30/2005)

