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HIPAA PRIVACY-RELATED COMPLAINT REPORT FORM

Please use this form to file a Health Insurance Portability and Accountability Act (HIPAA) Privacy Complaint.  You may send this to Student Health Services via mail at 21 Carkoski Commons, Mankato, MN 56001, email healthservices@mnsu.edu; or fax (507) 389-5787. 
Complainant’s Name:________________________________________________
Telephone #:___________________ Email: ______________________________
Address:___________________________________________________________

Date(s) Action Occurred: _____________________________________________
Describe situation and effect on privacy (attach separate sheet, if needed):

________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________If you have witnesses, please provide names and contact information:
____________________________________________________________________

Describe how you feel your complaint could be resolved:

____________________________________________________________________

Minnesota State University, Mankato Student Health Services will not intimidate, threaten, coerce, discriminate, or retaliate against or take other retaliatory action against any person who participates in the complaint process or who opposes any act or practice made unlawful by the HIPAA Privacy Regulations.  Any person who believes he/she has been subject to such action should report it to the HIPAA Privacy Officer at (507) 389-2015.
(Office Use Only)

Date Received: __________   Received By_________________________________
Report Received (attach):   ______In Person    _______ Email ______Mail  
Summary of investigation:

____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
____________________________________________________________________
Follow-up action taken
____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

____________________________________________________________________

Individuals who request an outside agency to review their complaint may contact:
US Department of Health and Human Services 

Office for Civil Rights

233 N. Michigan Ave. Suite 240

Chicago, Illinois  60601

Voice phone:  (800)368-1019 or TDD: (800) 537-7697
FAX:  (312) 886-1807
OCRComplaint@hhs.gov
http://www.hhs.gov/ocr/privacy/hipaa/complaints/
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