UNIVERSITY OF SOUTH FLORIDA

COLLEGES OF MEDICINE AND NURSING

NOTICE OF PROSPECTIVE HIPAA BUSINESS ASSOCIATE 

Date: ___________________

Originating College:  ___ Medicine   ___ Nursing

Submitted by: _________________________________
______________________________



Employee Name



Department

Telephone No. __________________   Email __________________   Campus Mail __________

Prospective Business Associate:

Name: _____________________________________________________

Street Address: ____________________________________________________

City: _____________________________ State: _______________ Zip Code: ____________

Telephone No. _________________________

Contact Person: __________________________________________

Description of work performed by Business Associate requiring disclosure of individually identifiable health information by USF:

______________________________________________________________________________

______________________________________________________________________________

Are you in receipt of a Business Associate Agreement from this person/entity? 


 No ___ 

Yes ___     If yes, attach with this form

Submit this form and any attachments to the USF HSC Privacy Officer, MDC 74.

*****************************************************************************

Date Received by the HSC Privacy Office: ______________

Business Associate designation: Y ___ proceed with BAA    N ___ (return to Dept. w/ comment)

Comments: ____________________________________________________________________

______________________________________________________________________________

G:\COM\Compliance\WORK PLANNING AND PENDING\Gail Temp\BUSINESS ASSOCIATE AGREEMENTS\BAA PandP Attachment A Prospective Business Assoc Form.doc

