
HIPPA TRAINING RECORD 
 
 

I hereby state that I have received training on the Health Insurance 
Portability and Accountability Act (AIPPA) Privacy Policy and 
understand my responsibility as a VA clinical trainee to safeguard 
and keep confidential any Protected Health Information (PHI) that 
I discover in the course of performing my assigned duties. 
 
 
 
 
 
________________________________________________ 
Printed Name 
 
 
________________________________________________ 
Signature 
 
 
________________________________________________ 
Last Four of Social Security Number 
 
 
_______________________________________________ 
Date of Training 
 
 
________________________________________________ 
Service Line 
 


