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ABMC AFFILIATION VERIFICATION FORM

School/Organization________________________________ Class Name____________________________________

Educational Program: _______________________________Course #: _____________________________________

Facility Assigned: _______________________________________Department Assigned: ______________________

Dates of Affiliation Experience: _____________________________School Instructor name:____________________

School Instructor email address: ____________________________________________________________________

I verify that the students and faculty listed on the back of this form have completed the following: 

1. ______
Have complied with the provisions of the Caregiver Background Check law  (Wisconsin Administrative Code Chapter HFS 12).  I verify the college listed above has completed and cleared the Wisconsin Caregiver Background Check, and the following are not barred from providing services under Chapter HFS 12. 

2. ______
All students have been be screened through OIG (Office of Inspector General) and GSA (Excluded Parties Listing System) checklists. The check consists of verifying that student names do not appear on these government agency lists. The appearance of a student name on one of these lists would prohibit the student from participating in a clinical site at an Aurora facility. 

3. ______  Have met the health requirements as outlined in the faculty policy and contract between the college/university and Aurora BayCare Medical Center.  The following are on file at the college: Evidence of Two-Step TB Skin Test required in circumstances when there is no documentation of TB Skin Test in the 12 months before clinical date, Proof of being offered Hepatitis B Vaccine (dates vaccine given) or Signed Declination Form, documentation of a history of chicken pox or a varicella vaccine, evidence of a Diphtheria/Tetanus immunization within the past 10 yrs, and evidence of immunity to Rubella as documented by laboratory blood testing or immunization records signed by a licensed provider.

4.______
Have satisfactorily completed the required orientation materials for Aurora BayCare Medical Center found on www.aurora.org/students (including HIPAA and Safety Education).

5.______
Have signed the Aurora Health Care Student/Trainee Confidentiality Statement

6. ______ Have signed Minimum Necessary Form.

7.______
Have successfully completed CPR Training within the last  two years  or  Does not have direct patient care responsibilities. (Circle one)

8. ______
Have a current license valid in Wisconsin  or  Does not require a license for this experience. (Circle one)

9. ______ Clinical Objectives provided or on file at Aurora BayCare Medical Center

10. ______ List of skills student CAN and CANNOT do during student placement provided or on file at Aurora BayCare Medical Center.

11. _____ List of Competencies completed by student prior to student placement provided or on file at Aurora BayCare Medical Center.

Signature and title of clinical instructor or college/university facilitator: _____________________________________________

Date: _______________________________________

Return Completed forms to: 

General Placement:  

All general placement paperwork should go to Mary Thomas.  

Fax:  920-288-4235, Attn: Mary Thomas

Address:

Attn: Mary Thomas
Aurora BayCare Medical Center
2845 Greenbrier Road, P.O. Box 8900 Green Bay, WI  54308-8900

If you have questions contact: Carolyn Seidl, RN, BSN, MSN

Phone: 920-288-4203     Fax: 920-288-3005

Email: carolyn.seidl@aurora.org
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Student/Trainee Confidentiality Statement 

A federal law named “HIPAA” (Health Insurance Portability and Accountability Act) defines “protected health information” and sets standards for health care providers to protect that information. The law also defines stiff penalties (fines and even imprisonment) for violating those privacy provisions. Various Wisconsin state laws also protect the privacy of patient information. 

Protected information is defined as any information, whether oral or recorded in any form or medium, which relates to: 

• The past, present or future physical or mental health or condition of an individual; 

• The provision of health care to an individual; or 

• The past, present or future payment for the provision of health care to an individual; and 

• There is a reasonable basis to believe the information can be used to identify the individual. 

Protected health information includes, but is not limited to, demographic, insurance, billing, medical or other information collected, created, or received in the course of providing health care to an individual. 

As a student or trainee, I acknowledge and agree that when I am being trained on health care procedures, I am subject to the requirements of state and federal privacy laws. As a health care student/trainee, I may access protected health information in the course of my training at a facility of Aurora Health Care, Inc. (“Aurora”). I agree that any protected health information to which I have access at an Aurora facility cannot be used for a purpose other than my training, and cannot be disclosed by for any reason. I am knowledgeable regarding the requirements of laws related to the use and disclosure of such information. In addition, I realize I may have incidental access to the protected health information of other Aurora patients. “Incidental” means that access to information is not required, but may occur as a result of the treatment services that I may provide. I agree that I will not use or disclose any information that I obtain incidentally for any purpose. 

I am required to follow these rules, and my signature below attests that I understand and agree to abide by them. 

	Print name
	Signature 
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


________________________________________

Company/School 

Aurora BayCare Medical Center Education Department ___

Site
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Minimum Necessary

Use of Information Worksheet

(Information includes paper, electronic, oral and any other media)

PROTECTED HEALTH INFORMATION
CATEGORY OF ACCESS


No information






Limited Demographic Data

Name

Patient Location

Extended Demographic Data



Identification #SSN

Date of  birth, gender

Address, phone #

Payer name

Payer ID number

Plan Elements coverage

Health Services Provided





Dates of service

Preliminary diagnosis

Diagnostic/Procedure codes

Procedures/Supplies/Tests ordered

Provider


Patient Financial Information




Patient payment activities/account history


Clinical Data w/Special Precautions


Chemical dependency; mental health, HIV

Occupational Health





Demographic data

Screening tests and exams

Preventative services

My use and/or access to confidential material as a result of my student assignments is to be limited to only the information required by those assignments.

	Print name
	Signature 
	Date

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


______________________________School        Aurora BayCare Medical Center Education Department Site
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(If this is checked, all other boxes must be blank)
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Please return this form to your department contact at Aurora BayCare Medical Center.  This document should be kept on file for 7 yrs. 
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Please return this form to your department contact at Aurora BayCare Medical Center.  This document should be kept on file for 7 yrs. 
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