
COUNTY OF ONSLOW 
HEALTH INFORMATION PRIVACY (HIPAA) COMPLAINT 

If you have questions about this form, call the HIPAA Officer for the County of Onslow at (910) 989-3983 

YOUR FIRST NAME YOUR LAST NAME 

HOME PHONE 
(         ) 

WORK PHONE 
(         ) 

CELL PHONE 
(          ) 

MAILING ADDRESS CITY STATE ZIP 

E-MAIL ADDRESS (if available) 

Are you filing this complaint for someone else?            Yes           No 

If Yes, whose health information privacy rights do you believe were violated? 
 FIRST NAME:   LAST NAME:   

Describe briefly what happened.  How and why do you believe your (or someone else’s) health information privacy rights were 
violated, or the privacy rule otherwise was violated?  Please be as specific as possible.  (Attach additional pages as needed) 

When do you believe that the violation of health information privacy rights occurred? 
LIST DATE(S):   

Which County of Onslow Department (s) does this complaint involve? 

 O.C. Emergency Medical Services (EMS) 

 O.C. Health Department 

 O.C. Human Resources 

 O.C. Senior Services/ Home Health & Hospice 

Please sign and date this complaint. By signing you acknowledge your private health information may be shared with the covered 
entity for purposes of investigating this complaint. 

 
SIGNATURE:  DATE: 

Upon completion, submit to the County of Onslow HIPAA Officer by faxing to (910) 347-7941 or mailing to: 
  County of Onslow                                                                                   Submit electronically by 
  ATTN:  HIPAA Privacy Officer                           OR      
612 College St. 

  Jacksonville, NC  28540   

Upon receipt of this completed complaint form the County of Onslow’s HIPAA Officer has 7 working days to 
acknowledge receipt of your complaint. 

The HIPAA Officer for the County of Onslow must document all complaints received, and their disposition. 
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