
 

Marshall Area Fire Fighters Ambulance Authority 

HIPAA Complaint Form 
NOTICE: The Health Insurance Portability and Accountability Act of 1996 (HIPAA) 
requires that a person be allowed to file a Complaint with either Marshall Area Fire 
Fighters Ambulance Authority (MAFFAA) or the U.S. Department of Health and Human 
Services if they believe MAFFAA has not complied with the requirements related to 
Protected Health Information (PHI) as described in MAFFAA’s Notice of Privacy 
Practices. We value our relationship with all patients for whom we provide services, and 
we encourage any person who wishes to file a Complaint to complete this form and file 
it with our Privacy Officer. We take any complaint seriously and will promptly respond 
to any person who files a complaint. 

I, _____________________________________________ wish to file a complaint based upon a 
good faith belief that MAFFAA has failed to comply with one or more of the following 
requirements mandated by the Health Insurance Portability and Accountability Act of 1996: 

(Please check all that apply – for a description of the following items, please refer to our 
Notice of Privacy Practices or consult with our Privacy Officer.) 

 Failed to carry out the legal duty to protect the confidentiality of PHI 
 Improperly used and disclosed PHI 
 Denied a right given to patients by the Health Insurance Portability and Accountability 

Act of 1996. 
o Which Patient Right do you believe was denied? ___________________________ 

 Other: _______________________________________________________________________ 
(If none of the above items apply, please consult with our Privacy Officer for 
assistance in identifying the nature of the failure that serves as the basis for the 
Complaint.) 

Please describe the circumstance(s) you believe led to the failure to comply with HIPAA: 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 



 

Understanding and Acknowledgement 

I understand that Marshall Area Fire Fighters Ambulance Authority is prohibited from 

retaliating or adversely affecting our relationship because of my filing this Complaint. 

I understand that I have a right to file this Complaint directly with the U.S. Department of 

Health and Human Services instead of Marshall Area Fire Fighters Ambulance Authority. 

I acknowledge that my decision to file this Complaint with Marshall Area Fire Fighters 

Ambulance Authority instead of the U.S. Department of Health and Human Services was 

made voluntarily and was not the result of any coercion by MAFFAA. 

______________________________________________________  ___________________ 
Signature of Person Submitting Request     Date 

 

Street Address for Mailing:  _____________________________________________________ 

City, State and Zip Code:  _____________________________________________________ 

Telephone Number:   _____________________________________________________ 

Complaint Response and Resolution 

The following describes the response and resolution to the above-described Complaint. 

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________

____________________________________________________________________________________ 

_______________________________________    _________________________ 
Privacy Officer Signature      Date 


