
State of California - Health and Human Services Agency
Office of Statewide Health Planning and Development

AGREEMENT FOR USE OF NONPUBLIC PATIENT LEVEL DATA
OSH-HIRC-390 (Revised 04/05/06) 

	Request Number:
	     

	Project Name :
	     

	Requester Name& Title :
	     


It is the policy of the Office of Statewide Health Planning and Development (OSHPD) to protect the patient’s rights of confidentiality as stated in Section 128735 of the Health and Safety Code.

The undersigned requestor, in exchange for receipt of nonpublic patient level data records from OSHPD, agrees to be bound by the statements made in the Request for Nonpublic Patient Level Data OSHPD Number       and the accompanying attachments dated       for the project titled “     ” and to use these data only as described and for the purpose(s) set forth in the attached request.  Except as specified in the attached request dated      , the undersigned agrees not to release, share, or further distribute these discharge data and not to release, share or distribute any data containing complete or partial individual patient records.

The undersigned further agrees to provide a secure environment for storage and use of the source data and any working files, in accordance with generally accepted standards for the use, transmission and storage of data, to prevent unauthorized access.  The undersigned agrees to notify OSHPD within 48 hours of discovery of any breach of security involving the Nonpublic Patient Level Data.  

Any violation of this agreement by the undersigned requestor will be subject to appropriate legal action by the State of California.  The undersigned requestor agrees to indemnify, defend, and hold harmless OSHPD from any or all claims and losses accruing to any person, organization, or other legal entity as a result of violation of this Agreement.

********************************

I have read and understand this Agreement and agree to be bound by its conditions, during and subsequent to, any access to OSHPD’s nonpublic patient level data.

I fully understand that additional use of these data requires additional approval by OSHPD.

Only those individuals named below will have access to these nonpublic data.  I will notify OSHPD immediately of any individuals added to or deleted from the approved access list.

	     
	
	     

	Printed Name of Additional Data User
	
	Printed Name of Additional Data User

	       
	
	     

	  Printed Name of Additional Data User
	
	Printed Name of Additional Data User

	       
	
	     

	  Printed Name of Additional Data User
	
	Printed Name of Additional Data User

	
	
	


	I agree to return the electronic media/hard copy to OSHPD by:
	     

	and to certify the destruction of any copies of the patient-level data created from the data provided under this request.
	      Date


	       
	
	     

	Requestor (Signature)

	
	Date

	     
	
	     

	Requestor (Print)
	
	Title

	     
	
	     

	Organization
	
	E-Mail

	     
	
	     

	Address
	
	Telephone number

	     
	
	

	City, State, Zip
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