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Policy Regarding

Individual’s Right to Request

Amendment of Protected Health Information

POLICY:
Pursuant to the HIPAA Privacy Rules, it is the policy of the Western Michigan University Group Health Plan (“Plan”) to permit participants to request the Plan to amend their protected health information in the Designated Record Set under the conditions stated in this policy.  If the participant has a personal representative (see Policy 26), the personal representative may exercise this right on behalf of the participant.

PROCESS:

1. Pursuant to Business Associate Agreements, the Third Party Administrators (TPA) of the Plan have contractual responsibility:

(a) to respond to individuals’ requests for amendment of protected health information in a Designated Record Set maintained by the TPA or its subcontractors or agents;

(b) to provide all necessary information and forms to allow individuals to exercise the right to request amendment;

(c) to respond to requests for amendment within the time limits and in the manner set forth in the Privacy Rules;

(d) to timely forward to the Plan any requests for amendment that pertain to protected health information that is not in a Designated Record Set maintained by the TPA or its subcontractors or agents;

(e) if a request for amendment is allowed, forward to the Plan and amended information in the manner required by the Privacy Rules.

2. When an individual requests that protected health information be amended, the individual will be informed that a written request to amend protected health information is required. If an individual calls on the telephone to request an amendment, the individual will be informed to submit this request in writing using the necessary form(s). The Privacy Officer will provide the individual with the necessary form(s) to make the request in writing. The request will be referred to the TPA for the group to which the individual belongs. 

3. The Privacy Rules require that a response to a request for amendment to protected health information be made within 60 days of the request. It shall be the responsibility of the Privacy Officer to contact the TPA to ensure that a timely response is provided by the TPA.

4. The Privacy Officer will ascertain if the written request to amend protected health information involves protected health information that is maintained by the Plan itself. If so, the procedures set forth below apply. 

5. Requests for amendments shall be date-stamped upon receipt and entered on a log with the required response date (see paragraph 3).

6. The Plan will respond to requests for amendment within 60 days after receipt of the written request.  One 30-day extension is permissible if the participant is so notified before the original time period expires. [Form Letter B]

7. A requested amendment may be denied only for one or more of the following reasons:

(a)
The information is accurate and complete as it is.

(a) The Plan did not create the information (unless the individual has a reasonable basis to believe that the originator of the PHI is no longer available to make an amendment).

(b) The information is not in a Designated Record Set (see Policy 33).

(c) The participant would not be able to inspect or copy the information (see Policy 36).

8. The Plan will notify the participant if the request is denied. The Plan will inform the participant of the right to either submit a statement of disagreement or to have the original amendment request accompany the information. The Plan will use the form denial letter attached to this policy, which sets forth the necessary procedures.  [Form Letter C]

9. If the Plan grants the requested amendment, the participant will be notified. The Plan will use the form amendment letter attached to this policy.  [Form Letter D]  The Plan will:

(a) Append or link the corrected information to the information that the Plan maintains.

(b) Send the corrected information to anyone who has previously received the incorrect information.

(c) Send the correct information to anyone that the participant requests.

10. Documentation of all requests to amend protected health information and responses to such requests will be retained for six years (see Policy 32).

HEALTH RECORD CORRECTION/AMENDMENT FORM

Participant Name:






Participant Birth Date:






Participant Address:






Participant Number:






Date of Entry to be amended:





Explain how the information entered on your health record is incorrect or incomplete.  Include what the information should say to be more accurate or complete.

______________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________________

Do you need this amendment sent to anyone to whom we may have disclosed the information in the past?  If so, please indicate the name and address of the individual or organization.

Name and Address: ______________________________________________________________________________

____________________________________________________________________________________________________________________________________________________________

______________________________________

Signature of Participant or Legal Representative



Date

[participant address info]

Dear [name of participant]:

Thank you for your request to amend protected health information that the Western Michigan University Group Health Plan (“Plan”) has about you.  Ordinarily, we would be able to respond to your request within 60 days, but due to unusual circumstances we need an additional 30 days in order to respond to you.  Accordingly, please expect to hear from us by [insert farthest date].








[signature block]

[participant address info]

Dear [name of participant]:

Thank you for your request dated [insert date] to amend protected health information that the Western Michigan University Group Health Plan (“Plan”) has about you.  Unfortunately, we are unable to amend our information because:

[specify permitted reason]

If you are dissatisfied with our decision, you have two options.

1. You can write a statement disagreeing with our decision and explaining your point of view.  We will keep this with your information, and include it in any authorized disclosure of your information from now on.  We may decide to write a rebuttal to your statement of disagreement.  If we do, it will be included with your information and sent along with any authorized disclosures of it from now on.  If you want to do this, send your statement of disagreement to:

HIPAA Privacy Officer

Human Resources

1300 Seibert Administration Building

Western Michigan University

1903 West Michigan Avenue

Kalamazoo, MI 49008-5217

2. Alternatively, you can ask us to simply include your original amendment request with your information.  If you do this, we will disclose your original request with any authorized disclosure of your information from now on.  If you want to do this, please send a letter to this effect to the HIPAA Privacy Officer, at the above address.

It is your right to complain to us or to the U.S. Department of Health and Human Services—Office for Civil Rights if you feel that your privacy rights have been violated.  If you want to complain to us, send a written complaint (either hard copy or electronic) to the Western Michigan University HIPAA Privacy Officer at  the following address: 

WMU HIPAA Privacy Officer

Office of the General Counsel
Western Michigan University

1903 West Michigan Avenue

Kalamazoo, MI 49008-5423
Thank you.








[signature block]

[participant address info]

Dear [name of participant]:

Thank you for your request dated [insert date] to amend protected health information that the Western Michigan University Group Health Plan (“Plan”) has about you.  We have made the change that you requested.  The corrected information will be sent whenever we are authorized to send your information to anyone from now on.

Please let us know if there is anyone who should get a copy of the corrected information right now.  If there is, we will send the corrected information to them as quickly as possible.








[signature block]
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