
 

 

Privacy, Confidentiality and Release of Health Information 

 

POLICY: 

The medical record is property of the hospital and is maintained for the benefit of the 
patient, the physician and the hospital. The information in the health record belongs to the 
patient. It is the responsibility of the hospital to safeguard the information in the record 
against loss, tampering or use by unauthorized persons. 

PROCEDURE: 

Privacy, Confidentiality and Release of Information. 

1. All information concerning patient identification and patient condition is considered 
protected and confidential. No protected health information shall be released 
without the express permission of the patient through an approved authorization, 
consent, or through a court order, is authorized by state or federal law, or in case of 
urgent or emergent medical treatment by denying access could cause harm to life or 
limb of the patient. 

2. Requests for patient records should be processed through trained personnel 
through the Health Information Department, unless doing so, would or could cause 
harm to the patient. 

3. In the State of Minnesota, per Statute, consent forms must be signed and dated for 
information to be released even to be used for payment, treatment and Health care 
operations (PTO). HIPAA does not require consent for PTO, but MN does.  Consents 
may be modified, before releasing information for PTO based on a consent, verify 
that there are no modifications or stipulations that would cause you to withhold the 
information. 

4. PTO is defined as: 
 



Payment : Information pertinent to payment including coded or written diagnoses, 
coded written procedures, and plan of treatments for eligibility determination, risk 
adjustment, claims management, medical necessity review, and utilization review 
 
Treatment : Providing the health care provider with information about the patient's 
health for treatment decision making, consultations between provided, referrals 
and coordination with a third party payer.  There must be a patient relationship with 
said provider, and a need to know. 
 
Operations : Providing the authorized personnel with information for Quality 
improvement, evaluating performance, training, accreditation, licensing, 
credentialing, medical review, legal services and auditing functions, Business 
management activities. 

5. An authorization form must be complete, dated and signed by the patient permitting 
disclosure of protected health information (PHI) from his/her record to the party or 
agent specified for any purpose not covered by the consent, or law. Authorizations 
will be considered void if signed and dated greater than 1 year from date of request. 

6. Information cannot be released for future treatment.  Signed authorization must be 
dated on or following the information to be released was originated. 

7. An employee releasing information must make all efforts to only release 
the minimum necessary  information for the purpose stated. It is the burden of the 
requesting party to ensure that only the minimum necessary information is being 
requested on their request form. 

8. Authorization can only be signed by the patient with the exceptions as stated in the 
law. 
 
If the patient is a minor, declared incompetent, rendered unconscious or incapable 
of managing his/her own health affairs, the guardian, conservator, estate executor; 
power of attorney may sign the authorization. In the absence of those legally 
designated, the next of kin may sign in the following priority: Spouse, Parent, adult 
children, grandparent, and adult brother/sister. 

9. Once the departmental personnel has proper authorization, photocopies of 
requested information can be sent for the following charges: 



• For paper copies $ 19.19 retrieval fee and $1.44 per page, with additional 
fees for shipping/delivery, certification, notarization, reproduction of 
photographs and facsimile transmission and State Sale's tax. 

• Records saved electronically can be charged $15.00 for a Memory Stick 
device and $10.00 for CD, plus any mailing costs or sales tax that may apply. 

10. The following can not be charged for copies: 

• The patient will not be charged for copies of current records up to, but not 
exceeding, 1 year from date of request . 

• QIO 

• Medicare, 

• VA Facilities, 

• BCBS of MN, 

• County Social Services, 

• Law enforcement for required reporting, 

• MN Department of Health, 

• Continuing Education Facilities, 

• Medical providers for the purpose of continuing care. 

11. Any PCMC employee releasing information in any form, must document on the 
request, the documents released, the date the information that was actually 
released, the name of the person who released the information, and to whom it was 
released. The release should be attached to the back of the record for which it 
applies, and scanned into the Electronic Record. 

12. A bill for payment is also sent with the copies requiring payment, If a company or 
attorney is known for unpaid requests, payment will be required in advance of the 
release. 

13. A Release of Information Log is kept for additional verification. The log shall include: 
Medical record number, treatment date(s), date received release, date released, 
requested by, sent by, number of copies released, charges and amount paid. This 
log can be paper or computerized, but must be maintained permanently. 



a. The patient has a right to be provided with a list of persons who have had access to 
the their health record, and should be provided to them upon request at no charge, not to 
exceed 6 years. 

14. For requests of records from legal authorities including law enforcement and 
attorney's need a court order.  Subpoena's from attorneys MUST have a court seal to 
be honored. (See Chapter 4 of Minnesota Legal Manual) or have a signed patient 
authorization. 

15. Taking Records to court. 

1. When a medical record is to be used in court as evidence, a subpoena duces tecum 
must be served to the hospital. The hospital may not refuse to bring the record to court. 
When a subpoena is served, the attending physician shall be notified. 

2. A subpoena issued by an attorney but not court ordered, still requires a valid 
authorization by the patient. 

3. A representative from the records department or hospital administrator is qualified 
to take the record to court. One can only verify that the record is that of the patient, and 
maintained in the course of daily operations. 

 

 


