
HOUSE 274

)

I

tEfre Commontoealti) of 4Ra*«atJ)U*ett*

COMMISSION ON UNIFORM STATE LAWS

The Honorable Michael J. Connolly, Secretary ofthe Commonwealth
State House, Boston, Massachusetts 02133

Dear Mr. Secretary:
The Annual Report of the Commission on Uniform State Laws

recommends enactment of the following four Uniform Acts that have
already been introduced in the 1986 Session of the Legislature:

Uniform Transfer to Minors Act
Uniform Limited Partnership Act (Updating the existing Act)
Uniform Fraudulent Transfer Act (Making the existing Act consis-

tent with federal bankruptcy law)
Uniform Statutory Will Act
The Commission also recommends the enactment of the attached

Uniform Health Care Information Act, the purpose and scope of
which are discussed in the accompanying memorandum.

Very truly yours,

ROBERT HAYDOCK, JR.,
Commissioner.



HOUSE - No. 274 [January2

®fjc Commontoealtf) of fHaftiacljuaietw

In the Year One Thousand Nine Hundred and Eighty-Six.

Purpose and Scope of the Uniform Health-Care Information Act

The critical role that confidentiality plays in the provision of health
care has been recognized almost from the inception of the medical
profession. Gellman, “Prescibing Privacy: The Uncertain Role ofthe
Physician in the Protection ofPatient Privacy,” 62 N.C.L. Rev. 255
(1984) (hereinafter cited as Gellman). It is well accepted that confiden-
tiality is essential to a patient’s trust in a health-care provider and to a
patient’s willingness to supply information candidly and submit to
treatment.

However, over the last several decades, a number of fundamental
developments have threatened the confidentiality of health-care
information. The emergence of third-party payment plans; the use of
health-care information for nonhealth-care purposes; the growing
involvement of government agencies in virtually all aspects of health
care; and the exponential increase in the use of computers and auto-
mated information systems for health-care record information have
combined to put substantial pressure on traditional confidentiality
protections. Privacy Protection Study Commission. Personal Privacy
in an Information Society, 283 (1977) (hereinafter cited as Privacy
Commission Report).

To make matters worse from a privacy standpoint, the sheer amount
of personal data kept in health-care records, and the number of
individuals who monitor those records have mushroomed over the
same period. It goes without saying that much of the information in
health-care records is highly personal and, if disclosed improperly,
may cause emotional, psychological and physical harm to the patient.
The Privacy Commission (1975-1977) and the National Commission
on the Confidentiality of Health Records (1976-1979) received several
hundred complaints from patients describing harms they suffered as a
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result of the misuse of their health records. The Canadian “Krever
Commission” {Report of the Commission of Inquiry into the Confi-
dentiality ofHealth Information (1980)) documentedseveral hundred
instances of abuse of medical records.

For all of these reasons, the Congress, state legislatures, the courts,
and health professional organizations have struggled over the last 20
years to develop law and policy that restore patient privacy and
confidentiality protections. Nevertheless, the great majority of states
have not yet adopted comprehensive statutes that regulate the record-
keeping practices of health-care providers.

In almost one-fifth of the states, comprehensive privacy acts
based more or less on the 1974 federal Privacy Act, 5 U.S.C. § 552(a)

provide some assurance that state-held medical records will not be
disclosed to third parties without first obtaining the patient’s consent.
Ark. Stat. Ann. § 16-802 etseq.\ Conn. Gen. Stat. Ann. §4- 190c/ seq.\
Ind. Code Ann. § 4-1-6-I; Mass. Gen. Laws ch. 30 § 63, ch. 66A § 1-3,
ch. 214 § 3B; Minn. Stat. Ann. § 15.162 et seq.\ Ohio Rev. Code Ann.
1347.01 et seq. \ Utah Code Ann. § 63-50-1 et seq.\ Va. Code § 2.1-377
et. seq.\ California; New Hampshire.

However, only two types of health-record legislation are common to
virtually every state. First, statutes in every state require health-care
providers to report certain types of patient information to state agen-
cies. Typically, the statutes require providers to report health data
concerning their patients who have: violent injuries (gunshot and knife
wounds are most common); contagious or infectious diseases; tubercu-
losis; venereal disease; occupational illnesses or injuries; certain con-
genital defects; and injuries from child abuse.

Second, virtually every state recognizes some type of provider-
patient privilege. The privilege permits the patient to restrict his physi-
cian (and occasionally other types of health professionals) from dis-
closing in many types of judicial proceedings, information received in
confidence from the patient about the patient’s health. Because a
physician-patient privilege does not exist at common law, courts do
not recognize a privilege in states without statutory provisions. (South
Carolina, Texas and Vermont do not have health-care provider-
patient privilege statutes.)

Most privilege statutes expressly provide that the privilege belongs
to the patient and thus can be waived if the patient chooses. In
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addition, most statutes recognize several other circumstances in which
physicians can be compelled to provide examinations; where child
abuse is at issue; where involuntary hospitalization is at issue; or, if the
patient relied upon his medical condition as a defense.

It is difficult to generalize about health-care information case law
since it involves statutory, common law and occasionally constitu-
tional doctrines. However, the great majority of these decisions
involve various interpretations of the privilege doctrine. The privilege
decisions seem increasingly to narrow the circumstances under which a
privilege can be claimed and to expand the exceptions that require
providers to provide health-record information. This trend confirms
the opinion of many health-care professionals that the privilege doc-
trine is an increasingly fragile shield for guaranteeing the confidential-
ity of the health-care relationship. Gellman, supra, p. 3, at 272.

Virtually all of the major health professional groups, including the
American Medical Association, the American Hospital Association,
the American Nurses’ Association, the American Psychiatric Associa-
tion, the American Medical Record Association, and the American
Psychological Association, have adopted formal codes, guidelines, or
policies regarding the handling of health records. For legislative
audiences, the American Psychiatric Association, the American Med-
ical Records Association, and the American Medical Association,
among others, developed model health-record confidentiality statutes.

The Uniform Health-Care Information Act attempts to establish
uniform and comprehensive law concerning health-care information
held by health-care providers. There are several reasons for proposing
a uniform law for health care information. First, it is increasingly
common for patients to have health care information created in one
state and then used in another.

Second, in recognition of these different interest and needs Congress
and state legislatures have already adopted, or are well along in the
process of adopting, statutes that regulate the handling of personal
information, including health-care information, whenheld outside of
the health-care relationship. For example, the Fair Credit Reporting
Act regulates the handling of health-care information by consumer
reporting agencies. The Privacy Act of 1974regulates the handling of
health-care information by federal agencies. Over a dozen states have
adopted statutes which regulate the handling of health-care informa-
tion by state agencies. A model privacy protection act promulgated by
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the national Association of Insurance Commissioners, and thus far
adopted in over 10 states, regulates the handling of health-care infor-
mation by insurance carriers. Several states have adopted statutes
which regulate the handling of health-care information by private
employers. To the extent thatstatutory standards do not exist to cover
health-care information whenheld outside of the health-care relation-
ship we would urge the states to consider such legislation.

These legislative developments indicate, as an empirical matter, that
a health-care information statute should not cover the handling of
health-care information by nonhealth-care providers because their
record-keeping activities are already regulated. More importantly,
these legislative developments indicate, as a conceptual matter, that a
health-care information statute should not attempt to cover health-
care information in otherrecord-keeping settings because the expecta-
tions, interest, needs and threats posed by the use and disclosure of
health-care information in these different record-keeping relation-
ships vary significantly.

No doubtfor this reason, virtually every record-keeping and privacy
statute that has been adopted, including the National Conference of
Commissioners on Uniform State Laws’ own Uniform Information
Practices Code, regulates personal information according to the type
ofrecord keeper holding the information and not according to the type
of personal information being held. In taking this approach, the
Congress, the legislatures, and other legislative authors are acting in a
manner that is consistent with the recommendations of the Privacy
Protection Study Commission.

Notwithstanding all this, the extraordinary sensitive nature of
health-care information makes it appropriate to provide, as the
preamble to this Act does, that it is the public policy of the state that a
patient may retain his privacy interest in health-care information even
after the information leaves the provider-patient relationship.

The Act places broad limitations on disclosure of health-care infor-
mation by health-care providers without written authorization from
the patient, but includes exceptions thereto such as the right to disclose
to other health-care providers who are treating the patients and the
duty to respond to compulsory process in certain proceedings that
involve the patient or that involve law enforcement. It provides the
patient with appropriate access to the patient’s right to correct or
amend such records.
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Recommendation of the Commission on Uniform State Laws
(House, No. 274). Health Care.

In the Year One Thousand Nine Hundred and Eighty-Six.

An Act to make uniform the handling of health care infor-
mation.

Be it enacted by the Senate and House ofRepresentatives in General
Court assembled, and by the authority of the same, asfollows:

UNIFORM HEALTH-CARE INFORMATION ACT
ARTICLE I

PREAMBLE AND DEFINITIONS
2
3

4 SECTION 1-101. LEGISLATIVE FINDINGS.
5 The Legislature finds that;

6 (1) Health-care information is personal and sensitive informa-
-7 tion that if improperly used or released may do significant harm to

8 patient privacy interests, patient health-care interests, and other
9 patient interests;

10 (2) Patients need to be able to obtain access to their own health-
-11 care information as a matter of fairness, to enable them to make
12 informed decisions about their health care, and to permit them to
13 correct inaccurate or incomplete information about themselves;
14 (3) In order to retain the full trust and confidence of patients,
15 health-care providers have an interest in assuring that health-care
16 information is not improperly disclosed and in having clear and
17 certain rules for the disclosure of health-care information.
18 (4) Nonhealth-care providers obtain, use, and disclose health-
-19 record information in many different contexts and for many dit-
-20 ferent purposes. Although this Act does not regulate the use and
21 disclosure of health-care information by nonhealth-care provid-
-22 ers, it is the public policy of this State that a patient’s interest in the
23 proper use and disclosure of that patient’s health-care information
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24 survives even when this information is held by nonhealth-care
25 providers; and
26 (5) The movement of patients and their health-care information
27 across state lines, access to and exchange of health-care informa-
-28 tion from automated data banks, and the emergence of multi-state
29 health-care providers creates a compelling need for uniform law,
30 rules, and procedures governing the use and disclosure of health-
-31 care information. Disclosure Record must include the name,
32 address, and institutional affiliation, ifany, of each person receiv-
-33 ing or examining the recorded health-care information, the date of
34 the receipt or examination, and, to the extent practicable, a de-
-35 scription of the information disclosed.

36 SECTION 1-102. DEFINITIONS.
37 As used in this [Act]:
38 (1) “Audit” means an assessment, evaluation, determination, or
39 investigation of a health-care provider by a person not employed
40 by or affiliated with the provider for the purpose of:
41 (i) compliance with statutory, regulatory, fiscal, medical, or
42 scientific standards;
43 (ii) compliance with a private or public program ofpayments to
44 a health-care provider; or
45 (iii) the licensing, accreditation, or certification of health-care
46 facilities or health-care providers.
47 (2) “Directory information” means information disclosing the
48 presence and the general health condition of a particular patient
49 who is an in-patient in a health-care facility or who is currently
50 receiving emergency health care in a health-care facility.
51 (3) “General health condition” means the patient’s health de-
-52 scribed in terms of “critical,” “poor,” “fair, ”“good, ”“excellent,” or
53 terms denoting similar conditions.
54 (4) “Health care” means any care, service, or procedure pro-
-55 vided by a health-care provider:
56 (i) to diagnose, treat, or maintain a patient’s physical or mental
57 condition, or
58 (ii) that affects the structure or any function of the human body.
59 (5) “Health-care facility” means a hospital, clinic, nursing
60 home, laboratory, office or other location maintained to provide a
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61 site where a health-care provider provides health care to patients.
62 (6) “Health-care information” means any information, whether
63 oral or recorded in any form or medium that identifies or can
64 readily be associated with the identity of a patient, that relates to
65 the patient’s health care. The term includes any record of disclo-
-66 sures of health-care information.
67 (7) “Health-care provider” means a person who is licensed,
68 certified, or otherwise authorized by the law of this State to
69 provide health care in the ordinary course of business or practice
70 of a profession. The term does not include a person who provides
71 health care solely through the sale or dispensing of drugs or
72 medical devices.
73 (8) “Institutional review board” means any board, committee,
74 or other group formally designated by an institution to review, to
75 approve the initiation of, and to conduct periodic review of
76 research programs to assure the protection of the rights and wel-
-77 fare of human research subjects. The term includes institutional
78 review boards authorized under federal or state law.
79 “Maintain,” as related to health-care information means to
80 hold, possess, preserve, retain, store, or control health-care
81 information.
82 (10) “Patient” means an individual who receives or has received
83 health care. The term includes a deceased individual who has
84 received health care.
85 (11) “Person” means an individual, corporation, government,
86 governmental subdivision or agency, business trust, estate trust,
87 partnership or association, or any other legal entity.

ARTICLE II
DISCLOSURE OF HEALTH-CARE INFORMATION2

5 (a) Except as authorized in Section 2-104, a health-care pro-
-6 vider, individuals who assist the health-care provider in the deliv-
-7 ery of health care, and agents and employees of a health-care
8 provider may not disclose health-care information about a patient
9 to any other person without the patient’s written authorization.

3 SECTION 2-101. DISCLOSURES BY HEALTH-CARE
4 PROVIDERS.
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10 Any disclosure made under the patient’s written authorization
11 must conform to the authorization.
12 (b) A health-care provider shall maintain, in conjunction with a
13 patient’s recorded health-care information, a record ofall persons
14 who have received or examined, in whole or in part, the recorded
15 health-care information during the preceding [3] years, except for
16 persons who have examined the recorded health-care information
17 under Section 2-104(1) or (2). The disclosure record must include
18 the name, address, and institutional affiliation, if any, of each
19 person receiving or examining the recorded health-care informa-

-20 tion, the date of the receipt or examination, and, to the extent
21 practicable, a description of the information disclosed.

22 SECTION 2-102. PATIENT AUTHORIZATION TO
23 HEALTH-CARE PROVIDER FOR DISCLOSURE.
24 (a) A patient may authorize a health-care provider to disclose
25 the patient’s health-care information. A health-care provider shall
26 honor an authorization and provide a copy of the recorded health-
-27 care information, if requested, except in those situations in which a
28 health-care provider may deny a patient access to health-care
29 information under Section 3-102. A health-care provider may
30 charge a fee, not to exceed the health-care provider’s actual cost,
31 for providing the health-care information and is not required to
32 honor the authorization until the fee is paid.
33 (b) To be valid, a disclosure authorization to a health-care
34 provider must:
35 (1) be in writing, dated, and signed by the patient;
36 (2) identify the nature of the information to be disclosed;
37 (3) identify the person to whom the information is to be dis-
-38 closed; and
39 (c) Except as provided by this [Act], the signing of an authori-
-40 zation by a patient does not constitute a waiver of any rights a
41 patient has under other statutes, the rules ofevidence, or common
42 law.
43 (d) A health-care provider shall retain authorizations or any
44 revocations in conjunction with the health-care information from
45 which disclosures were made.
46 (e) Except for authorizations to provide information to third-
-47 party health-care payors, no authorization may permit the release
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48 of health-care information relating to future health care that the
49 patient receives more than 6 months after the authorization was
50 signed.
51 (f) An authorization in effect on the effective date of this [Act]
52 remains valid for a period of 30 months after the effective date of
53 the [Act] unless an earlier date is specified or it is revoked under
54 Section 2-104. Health-care information disclosed under such an
55 authorization is otherwise subject to this [Act]. An authorization
56 written after the effective date of this [Act] becomes invalid after
57 the expiration date contained in the authorization, which may not
58 exceed 30 months. If the authorization does not contain an expira-
59 tion date, it expires 6 months after the date it is signed.

£

62 A patient may revoke a disclosure authorization to ahealth-care
63 provider at any time unless disclosure is required to effectuate
64 payments for health care that has been provided or where other
65 substantial action has been taken in reliance on the authorization.
66 A patient may not maintain an action against the health-care
67 provider for disclosures made in good faith reliance on an authori-
-68 zation where the health-care provider has no notice of the revoca-
-69 tion of the authorization.

72 (a) A health-care provider may disclose health-care informa-
-73 tion about a patient without the patient’s authorization to the
74 extent the recipient needs to know the information, if the disclo-
-75 sure is;
76 (1) to persons who are providing health-care to the patient;
77 (2) to other persons who require health-care information for
78 health-care education, or to providing planning, quality assur-
-79 ance, peer review, administrative, legal, financial, or actuarial
80 services to the health-care provider, or for assisting the health-care
81 provider in the delivery of health care, provided that the health-
-82 care provider reasonably believes that these persons:
83 (i) will not use or disclose the health-care information for any
84 other purpose; and

60 SECTION 2-103. PATIENT REVOCATION OF AUTHOR-
-61 IZATION FOR DISCLOSURE.

70 SECTION 2-104. DISCLOSURES WITHOUT PATIENT
71 AUTHORIZATION.
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85 (ii) will take appropriate steps to assure that the health-care
86 information is protected.
87 (3) to other health-care providers who have previously pro-
-88 vided health care to the patient, to the extent necessary to provide
89 health care to the patient, unless the patient has instructed the
90 health-care provider not to make the disclosure;
91 (4) to a person if the health-care provider reasonably believes
92 that disclosure will avoid or minimize an imminent danger to the
93 health or safety of the patient or any other individual;
94 (5) to immediate family members of the patient, or any other
95 individual with whom the patient is known to have a close personal
96 relationship, if made in accordance with good medical or other
97 professional practice, unless the patient has instructed the health-
-98 care provider not to make the disclosure;
99 (6) to a health-care provider who is the successor in interest to

100 the health-care provider maintaining the health-care information;
101 (7) for use in a research project that an institutional review
102 board has determined:
103 (i) is of sufficient importance to outweight the intrusion into the
104 privacy of the patient that would result from the disclosure;
105 (ii) is impracticable without the use or disclosure of the health-

-106 care information in individually identifiable form;
107 (iii) contains reasonable safeguards to protect the information
108 from redisclosure;
109 (iv) contains reasonable safeguards to protect against identify-
-110 ing, directly or indirectly, any patient in any report of theresearch
111 project; and
112 (v) contains procedures to remove or destroy at the earliest
113 opportunity, consistent with the purposes of the project, informa-
-114 tion that would enable the patient to be identified, unless an
115 institutional review board authorizes retention of identifying
116 information for purposes of another research project;
117 (8) to a person who obtains information for purposes of an
118 audit, if that person agrees in writing to:
119 (i) remove or destroy, at the earliest opportunity, consistent
120 with the purpose of the audit, information that would enable the
121 patient to be identified; and
122 (ii) not to further disclose the information, except to accom-

-123 plish the audit or to report unlawful or improper conduct involv-
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124 ing health-care payment fraud by a health-care provider or
125 patient, or other unlawful conduct by the health-care provider;
126 (9) to officials of penal or other custodial institutions while the
127 patient is detained;
128 (b) A health-care provider may disclose health-care informa-
-129 tion about a patient without the patient’s authorization if the
130 disclosure is:
131 (1) directory information, unless the patient has instructed the
132 health-care provider not to make the disclosure;
133 (2) to federal, state, or local public health authorities, to the
134 extent the health-care provider is required by law to report health-
-135 care information or when needed to protect the public health;
136 (3) to federal, state, or local law enforcement authorities to the
137 extent required by law;
138 (4) pursuant to compulsory process in accordance with Section
139 2-105.

141 (a) Health-care information shall not be disclosed by a health-
-142 care provider pursuant to compulsory legal process or discovery in
143 any judicial, legislative, or administrative proceeding unless:
144 (1) the patient has consented in writing to the release of the
145 health-care information in response to compulsory process or a
146 discovery request;
147 (2) the patient has waived the right to claim confidentiality for
148 the health-care information sought;
149 (3) the patient is a party to the proceeding and has placed his or
150 her physical or mental condition at issue;
151 (4) the patient’s physical or mental condition is relevant to the
152 execution or witnessing of a will;
153 (5) the physical or mental condition of a deceased patient is
154 placed in issue by any person claiming or defendingthrough or as a
155 beneficiary of the patient;
156 (6) a patient’s health-care information is to be used in the
157 patient’s commitment proceeding;
158 (7) the health-care information is for use in any law enforce-
-159 ment proceeding or investigation in which ahealth-care provider is
160 the subject or is a party; however, health-care information so

140 SECTION 2-105. COMPULSORY PROCESS.



1986] HOUSE - No. 274 13

161 obtained may not be used in any proceeding, against the patient
162 unless the matter relates to payment for the patient’s health care,
163 or unless authorized under Section 2-105(a).
164 (8) the health-care information is relevant to a proceeding
165 brought under Article 8; or
166 (9) a court has determined that particular health-care informa-
-167 tion should be subject to compulsory legal process or discovery
168 because the party seeking the information has demonstrated that
169 the interest in access outweighs the patient’s privacy interest.
170 (b) If health-care information is sought under subsection (a)(2),
171 (4), (5), or in a civil proceeding or investigation under subsection
172 (a)(9), the person seeking discovery or compulsory process shall
173 mail a notice by first-class mail to the patient or the patient’s
174 attorney of record of the compulsory process or discovery request
175 at least [lo] days before presenting the certificate required under
176 subsection (c) to the health-care provider, unless the court, for
177 good cause shown, determines that the notification should be
178 waived or modified.
179 (c) (1) Service of compulsory process or discovery requests
180 upon a health-care provider must be accompanied by a written
181 certification, signed by the person seeking to obtain health-care
182 information, or his [or her] authorized representative, identifying
183 at least one paragraph of subsection (a) under which compulsory
184 process or discovery is being sought. The certification must also
185 state, in the case of information sought under subsections (a)(2),
186 (4), (5), or in a civil proceeding under subsection (a)(9), that the
187 notice provisions of subsection (b) have been complied with. A
188 person may sign the certification only if the person reasonably
*B9 believes that the paragraph of subsection (a) identified in the
190 certification provides an appropriate basis for the use of discovery
191 or compulsory process. '

192 (2) Unless otherwise ordered by the court, the health-care pro-
-193 vider shall maintain a copy of the process and the written certifica-
-194 tion as a permanent part of the patient’s health-care information.
195 (d) Production of health-care information under this section, in
196 and of itself, does not constitute a waiver of any privilege, objec-
-197 tion, or defense existing under other law or rule of evidence or
198 procedure.
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ARTICLE 111
EXAMINATION AND COPYING OF RECORDS

1
2

3 SECTION 3-101. REQUIREMENTS AND PROCEDURES
4 FOR PATIENT EXAMINATION AND COPYING.
5 (a) Upon receipt of a written request from a patient to examine
6 or copy all or part of the patient’s recorded health-care informa-
-7 tion, a health-care provider, as promptly as required under the
8 circumstances, but no later than 10 days after receiving the request
9 shall:

10 (1) make the information available for examination during
11 regular business hours and provide a copy, if requested, to the
12 patient; £t

13 (2) inform the patient if the information does not exist or
14 cannot be found;
15 (3) if the health-care provider does not maintain the informa-
-16 tion, inform the patient and provide the name and address, if
17 known, of the health-care provider who maintains the information;
18 (4) if the information is in use or unusual circumstances have
19 delayed handling the request, inform the patient and specify in
20 writing the reasons for the delay and the earliest date, not later
21 than 21 days after receipt of the request when the information will
22 be available for examination or copying or when the request will
23 be otherwise disposed of; or
24 (5) deny the request, in whole or in part, under Section 3-102
25 and inform the patient.
26 (b) In implementing this section:
27 (1) upon request the health-care provider shall provide an
28 explanation of any code or abbreviation used in the health-care
29 information;
30 (2) if the particular health-care information requested is not
31 maintained by the health-care provider in the requested form, the
32 health-care provider is not required to create a new record or
33 reformulate an existing record to make the health-care informa-
-34 tion available in the requested form;
35 (3) the health-care provider may charge a fee, not to exceed the
36 health-care provider’s actual cost, for providing the health-care
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37 information and is not required to permit examination or copying
38 until the fee is paid.

41 (a) A health-care provider may deny access to health-care
42 information by the patient if the health-care provider reasonably
43 concludes that:
44 (1) knowledge of the health-care information would be injuri-
-45 ous to the health of the patient;
46 (2) knowledge of the health-care information could reasonably
47 be expected to lead to the patient’s identification of an individual
48 who provided the information in confidence and under circum-
-49 stances in which confidentiality was appropriate;
50 (3) knowledge of the health-care information could reasonably
51 be expected to cause danger to the life or safety of any individual;
52 (4) the health-care information was compiled and is used solely
53 for litigation, quality assurance, peer review or administrative
54 puroses; or
55 (5) access to the health-care information is otherwise prohibit-
-56 ed by law.
57 (b) If a health-care provider denies an examination and copying
58 request under this section, the provider, to the extent possible,
59 shall segregate health-care information for which access has been
60 denied under subsection (a) from information for which access
61 cannot be denied, and permit the patient to examine or copy the
62 disclosable information.
63 (c) If a health-care provider denies a patient’s request for exam-
-64 ination and copying, in whole or in part, under Section 3-102(a)(1)
65 or (3), the provider shall permit examination and copying of the
66 record by another health-care provider, selected by the patient,
67 who is licensed, certified, or otherwise authorized under the laws
68 of this State to treat the patient for the same condition as the
69 original health-care provider. The health-care provider maintain-
-70 ing the health-care information shall inform the patient of the
71 patient’s right to select another health-care provider for this
72 purpose.

39 SECTION 3-102. DENIAL OF EXAMINATION AND
40 COPYING.
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1 ARTICLE IV
CORRECTION AND AMENDMENT OF RECORDS2

5 (a) For purposes of accuracy or completeness, a patient may
6 request in writing that a health-care provider correct or amend the
7 patient’s health-care information to which a patient has access
8 under Section 3-101.
9 (b) As promptly as required under the circumstances, but no

10 later than 10 days after receiving a request from a patient to correct
1 1 or amend the patient’s health-care information, the health-care
12 provider shall;
13 (1) make the requested correction or amendment and inform
14 the patient of the action and of the patient’s right to have the
15 correction or amendment sent to previous recipients of the health-
-16 care information in question;
17 (2) inform the patient if the record no longer exists or cannot be
18 found;
19 (3) if the health-care provider does not maintain the record,
20 inform the patient and provide the patient with the name and
21 address, if known, of the person who maintains the record;
22 (4) ifthe record is in use or unusual circumstances have delayed
23 the handling of the correction or amendment request, inform the
24 patient and specify in writing, the earliest date, not later than 21
25 days after receipt of the request, when the correction or amend-
-26 ment will be made or when the request will otherwise be disposed
27 of; or
28 (5) inform the patient in writing of the provider’s refusal to
29 correct or amend the record as requested, the reason for the
30 refusal, and the patient’s right to add a statement of disagreement
31 and to have that statement sent to previous recipients of the
32 disputed health-care information.

33 SECTION 4-102. PROCEDURES FOR ADDING CORREC-
-34 TIONS OR AMENDMENTS OR STATEMENTS OF DIS-
-35 AGREEMENT.
36 (a) In making any correction or amendment, the health-care

3 SECTION 4-101. REQUESTS FOR CORRECTION OR
4 AMENDMENT.
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37 provider shall:
38 (1) add the amending information as apart of the health record;
39 and
40 (2) mark the challenged entries as corrected or amended entries
41 and indicate the place in the record where the corrected or
42 amended information is located, in a manner practicable under the
43 circumstances.
44 (b) If the health-care provider maintaining the health-care
45 information refuses to make a patient’s proposed correction or
46 amendment, the provider shall:
47 (1) permit the patient to file as a part of the health-care informa-
-48 tion a concise statement of the correction or amendmentrequested
49 and the reasons therefor; and
50 (2) mark the challenged entry to indicate that the patient claims
51 the entry is inaccurate or incomplete and indicate the place in the
52 record where the statement or disagreement is located, in a manner
53 practicable under the circumstances.

54 SECTION 4-103. DISSEMINATION OF CORRECTED OR
55 AMENDED INFORMATION OR STATEMENTS OF DIS-
-56 AGREEMENT.
57 (a) A health-care provider, upon request of the patient, shall
58 take reasonable steps to provide copies of corrected or amended
59 information or of the statement of disagreement to all persons
60 designated by the patient and who are identified in the health-care
61 information as having examined or received copies of the informa-
-62 tion sought to be corrected or amended.
63 (b) A health-care provider may charge the patient for the pro-
-64 vider’s actual cost in distributing corrected or amended informa-
-65 tion or the statement of disagreement, unless the provider’s error
66 necessitated the correction or amendment.

I
2
3

4 SECTION 5-101. CONTENT AND DISSEMINATION OF
5 NOTICE.
6 (a) A health-care provider who provides health care at a health-

ARTICLE V
NOTICE OF INFORMATION PRACTICES
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7 care facility that the provider operates and who maintains health-
-8 care information shall create a “notice of information practices”
9 that contains substantially the following:

10 Notice
11 “We keep records of the health-care services we
12 provide for you. You may ask us to see and copy
13 thoserecords thatwe maintain. You may also ask us
14 to correct those records. We will not disclose your
15 records to others unless you direct us to do so, or

unless the law authorizes or compels us to do so.
You may see your records, or get more information

16
17
18 about them at
19 (b) The health-care provider shall post a copy of the provider’s
20 notice of information practices in a conspicuous place in the
21 health-care facility and, upon request, provide patients or prospec-
-22 tive patients with a copy of the notice.

ARTICLE VI
PERSONS AUTHORIZED TO ACT FOR PATIENTS

1
2

3 SECTION 6-101. HEALTH-CARE REPRESENTATIVES.
4 (a) A person authorized to consent to health care for another
5 may exercise the rights of that person under this [Act] to the extent
6 necessary to effectuate the terms or purposes ofthe grant of author-
-7 ity; but a patient who is a minor and who is authorized to consent
8 to health care without parental consent under the laws of this State
9 may exclusively exercise the rights of a patient under this [Act] as

10 to information pertaining to health care to which the minor law-
-1 1 fully consented.
12 (b) A person authorized to act for a patient shall act in good
13 faith to represent the best interests of the patient.

16 A [personal representative] of a deceased patient may exercise
17 all of the deceased patient’s rights under this [Act], If there is no

18 [personal representative], or upon discharge of the [personal repre-
-19 sentative], a deceased patient’s rights under this [Act] may be

14 SECTION 6-102. REPRESENTATIVES OF DECEASED
15 PATIENTS.
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20 exercised by persons who are authorized by law to act for the
21 deceased patient.

5 A health-care provider shall implement reasonable security
6 safeguards for all health-care information it maintains.
7

9 A health-care provider shall maintain existing health-care
10 information for at least one year following receipt of an authoriza-

-11 tion to disclose that health-care information under Section 2-103,
12 and during the pendency of a request for examination and copying
13 under Section 3-101 or a request for correction or amendment
14 under Section 4-101.

ARTICLE VIII
CIVIL REMEDIES AND CRIMINAL SANCTIONS

I
2

3 SECTION 8-101. CRIMINAL PENALTY.
4 (a) Any person who willfully discloses health-care information
5 in violation of this [Act], and who knew orshould have known that
6 disclosure is prohibited, is guilty of a [misdemeanor], and upon
7 conviction is subject to a fine not exceeding [slo,ooo] or impris-
-8 onment for a period not exceeding [one year] or both.
9 (b) Any person who, by willfully misrepresenting that person’s

10 identity or purpose or entitlement to health-care information or
11 who by bribery, theft, or [trespass] examines or obtains health-care
12 information maintained by a health-care provider to which the
13 person would not otherwise be entitled is guilty of a [misdemean-
-14 or], and upon conviction is subject to a fine not exceeding [slo,ooo]
15 or imprisonment for a period not exceeding [one year] or both.
16 (c) Any person who, knowing that a certification under Section
17 2-105(c) or a disclosure authorization under Section 2-102 is false.
18 willfully presents the certification or disclosure authorization to a

3 SECTION 7-101. DUTY TO ADOPT SECURITY SAFE-
-4 GUARDS

8 SECTION 7-102. RETENTION OF RECORDS.

1 ARTICLE VII
2 SECURITY SAFEGUARDS AND RECORD RETENTION
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I

19 health-care provider, is guilty of a [misdemeanor], and upon con-
-20 viction is subject to a fine not exceeding [slo,ooo] or imprisonment
21 for a period not exceeding [one year] or both.

23 The [Attorney General or appropriate local law enforcement
24 official] may maintain a civil action to enforce this [Act]. The court
25 may order any relief authorized by Section 8-103.

27 (a) A person aggrieved by aviolation of this [Act] may maintain
28 an action for relief as provided in this section.
29 (b) The court may order the health-care provider or other per-
-30 son to comply with this [Act] and may order any otherappropriate
31 relief.
32 (c) A health-care provider who relies in good faith upon a
33 certification, pursuant to Section 2-105(c)(l), is not liable for
34 disclosures made in reliance on that certification.
35 (d) In an action by a patient alleging that health-care informa-
-36 tion was improperly withheld under Article 111 the burden of proof
37 is on the health-care provider to establish that the information was
38 properly withheld.
39 (e) If the court determines that there is a violation of this [Act],
40 the aggrieved person is entitled to recover damages for pecuniary
41 losses sustained as a result of the violation; and, in addition, if the
42 violation results from willful or grossly negligent conduct, the
43 aggrieved person may recover not in excess of [ss,ooo], exclusive
44 of any pecuniary loss.
45 (f) If a plaintiff prevails, the court may assess reasonable attor-
-46 ney’s fees and all other expenses reasonably incurred in the
47 litigation.
48 (g) Any action under this [Act] is barred unless the action is
49 commenced within [ ] year[s] after the [cause of action]
50 [claim for relief] accrues.

22 SECTION 8-102. CIVIL ENFORCEMENT.

26 SECTION 8-103. CIVIL REMEDIES.
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1

4 This [Act] may be cited as the Uniform Health-Care Informa-
-5 tion Act.

7 If any provisions of this [Act] or its application to any person or
8 circumstances is held invalid, the invalidity does not affect other
9 provisions or applications of this [Act] which can be given effect

10 without the invalid provision or application, and to this end the
11 provisions of this [Act] are severable.

14 (a) No provision of this [Act] is impliedly repealed by subse-
-15 quent legislation if that construction can reasonably be avoided.
16 (b) This [Act] is a general act intended as a unified coverage of
17 its subject matter [accordingly, the following statutes are repealed

-]•18

19 SECTION 9-104. SAVING CLAUSE.
20 This [Act] does not affect other law restricting, to a greater
21 extent than does this [Act], the disclosure of specific types of
22 health-record information to any person other than the subject of
23 the information.

24 SECTION 9-105. CONFLICTING LAWS.
25 [(a) This [Act] does not restrict a health-care provider from
26 complying with obligations imposed by federal health-care pay-
-27 ment programs or federal law.]
28 [(b) In the event of a conflict between this [Act] and the Uni-

-29 form Information Practices Act, the provisions of this [Act]
30 apply.]

3 SECTION 9-101. SHORT TITLE.

ARTICLE IX
MISCELLANEOUS PROVISIONS

6 SECTION 9-102. SEVERABILITY.

12 SECTION 9-103. CONSTRUCTION AGAINST IMPLIED
13 REPEAL.
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