
 
 
 
 

 
 

STATEMENT OF CONFIDENTIALITY 
 
 
 
 
 
As an employee of The Family Doctors, I ________________________ 
                                                                  Please Print Your Name  
Understand that all patients’ medical information is considered 

confidential.  I agree to keep this information confidential and 

understand that if I breach this agreement that my employment could be 

terminated. 

 

 

___________________________________ 
                         Employee’s Signature 

 

__________________________________________ 
                                       Date 
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