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           Naval Hospital Charleston
HIPAA Patient Complaint Form

Today’s Date:











Name:
_
_________________________________





(If same as beneficiary please skip next blank)
Beneficiary’s Name:











Address: _____________________________________________________________


Phone/Email:











Date of Occurrence:










Place of Occurrence:










Concern(s) (How was the patient’s protected health information (PHI) violated?):




















____________________________________________________________________________________________________________________________________________







































Submitted By:

Name:__________________________   Location:_____________________________
Contact Number:_____-____-______
Signed:
______


 Department:






Return this form to:

 HIPAA Privacy Officer

Attn.: LT Alyson Saperstein

Naval Hospital Charleston

3600 Rivers Ave
Charleston,  SC 29406
Phone: (843) 743-7464
Email: –  absaperstein@charleson.med.navy.mil
Action Taken (For Internal Use Only):







































































______
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