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December 31, 2019 
 
 
Joanne Chiedi 
Acting Inspector General 
Office of Inspector General 
U.S. Department of Health and Human Services  
Cohen Building 
330 Independence Avenue SW,  
Washington, DC 20201.  

Seema Verma  
Administrator   
Centers for Medicare & Medicaid Services   
U.S. Department of Health and Human Services   
200 Independence Avenue, S.W.   
Washington, D.C. 20201 
 

 
Dear Acting Inspector General Chiedi and Administrator Verma: 
 
The College of Healthcare Information Management Executives (CHIME) welcomes the opportunity to 
submit comments regarding the companion, proposed rules, Medicare and State Healthcare Programs: 
Fraud and Abuse; Revisions To Safe Harbors Under the Anti-Kickback Statute, and Civil Monetary 
Penalty Rules Regarding Beneficiary Inducements issued by the Office of Inspector General (OIG) and 
Medicare Program; Modernizing and Clarifying the Physician Self-Referral Regulations (CMS-1720-P) 
issued by the Centers for Medicare & Medicaid Services (CMS), both published on October 17, 2019 in 
the Federal Register.  
 
CHIME is an executive organization dedicated to serving chief information officers (CIOs), chief medical 
information officers (CMIOs), chief nursing information officers (CNIOs) and other senior healthcare IT 
leaders. With more than 3,200 members, CHIME provides a highly interactive, trusted environment 
enabling senior professional and industry leaders to collaborate; exchange best practices; address 
professional development needs; and advocate the effective use of information management to improve 
the health and healthcare in the communities they serve. Launched by CHIME in 2014, AEHIS represents 
more than 850 chief information security officers (CISOs) and provides education and networking for 
senior IT security leaders in healthcare. CHIME and AEHIS members are among the nation’s foremost 
health IT experts, including on the topic of cybersecurity. 
 
We appreciate the Administration’s efforts to reduce regulatory burdens on healthcare providers and have 
chosen to focus our comments on the exceptions and safe harbors aimed at cybersecurity and electronic 
health records (EHRs). We furthermore support: OIG and CMS’ attempts to align as closely as possible 
these safe harbors and exceptions; the notion that providers are not required to make the same donation 
to every provider and that recipients are prohibited from demanding donations in exchange for referrals; 
and that the Administration is not requiring the use of a particular cybersecurity framework. We 
nonetheless have several recommendations for improving the proposal. A summary of our key 
recommendations and feedback can be found below. 
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I. Key Recommendations and Feedback 
 

1. Allow the donation of hardware; 
2. Set a per provider financial cap such that any type of technology or services, including 

donated hardware and updates and patches that fall under the cap, is permitted under 
the cybersecurity exception / safe harbor; 

3. Any technology or services that exceed the cap would be subject to the requirements of 
a risk assessment; 

4. A contribution by the recipient even if it is small, should be required; and 
5. It is our strong recommendation that the Administration create protections for donors 

that safeguards them from risks stemming from cybersecurity incidents experienced by 
donors such that donors are not held liable for such cybersecurity attacks and the 
ensuing fallout;  
 

II. Cybersecurity Donation Safe Harbor / Exception 
 
Under both CMS and OIG’s proposal for a cybersecurity exception / safe harbor, the agencies propose to 
allow the donation of technology and services with some notable exclusions, which we address below. 
 

Software 
 
Under the joint proposals CMS and OIG will only permit technology that is considered software. As the 
Administration moves to finalize these rules, it is important to recognize and make clear that typically it is 
not the actual software that is purchased by providers as the software is owned by the vendor.  Instead, 
providers purchase the rights to use the software, which is accomplished through licensing.  Therefore, 
when it comes to donations, the software itself will not be donated; it will be the license to use that 
software. Most contracts with vendors prohibit owning the software and only allow for licensing it. 
 
Recommendation: The Administration should make clear that software includes licensing. 

 

Hardware & “Multi-purpose” Technology 
 

Both OIG and CMS have proposed to exclude hardware for their definitions of technology, as well as 
prohibit the donation of technology that is considered “multi-purpose.”  The rationale established by the 
Administration is that they believe there is a greater likelihood for the risk of fraud and abuse such as 
inducement of referrals and other business. For instance, software that is aimed at malware prevention 
would be a permitted donation, whereas the donation of a laptop which they consider to be both hardware 
and to have a functionality that is multi-purpose, would not. 
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Our members are seasoned experts responsible for the purchase and deployment of technology across 
healthcare provider settings in this country. Moreover, some of our members are cybersecurity experts 
and have a granular understanding of this technology and its functionality. In discussing the 
Administration’s approach to hardware and multi-purpose technology, the overall conclusion reached by 
our members is that you need a full suite of technology to guard against the ever-growing and 
increasingly sophisticated attacks experienced by healthcare providers on a daily basis. They do not 
believe it makes sense, therefore, to exclude certain types of technology. Take for instance the example 
of a laptop that the Administration concludes is both multi-purpose and hardware. There are a few 
reasons why we think this definition will be problematic.  
 
First, if the primary intent is to provide a more secure environment and you want someone to use your 
technology to access your system then you need a full suite of technology to guard against these threats.  
Second, and perhaps more important, there is a significant blurring of the lines between what is 
considered hardware vs. software. For example, firewalls involve both the use of hardware and software 
and we do not believe the average clinician who would be a potential recipient will have the technical 
knowledge to configure their own, which could involve a virtual private network (VPN). Further, certain 
hardware such as thin-client/remote desktop and VPN endpoints are widely used by organizations due to 
the inherit security improvements that they provide. Such hardware is largely considered part of an 
overall information system and could be conditioned/deemed as such.  And, as several of our members 
pointed out, laptops, like other devices, while considered hardware, routinely come loaded with software 
and the sale of the laptop includes both. Vendors do not establish one price for the software and another 
for the hardware. Additionally, much of the core IT infrastructure is comprised of hardware; one vendor 
we spoke with pegged it as high as 70 percent. 
 
Third, while we appreciate that CMS and OIG make clear that they do not distinguish between cloud-
based and locally installed software for the purposes of what is an allowable technology donation, it can 
be difficult to make distinctions between what is hardware vs what is software. Technology is constantly 
evolving to the point that it will become increasingly difficult to disaggregate software from hardware – 
something that is already happening today. An example of this is when you have something installed at 
the edge of a network and the entire stack of technology has been virtualized. This is can be provided as 
software in the same way as hardware.  We worry that if hardware is ultimately excluded from the 
definitions of what is permitted under an acceptable technology donation, that the definition will quickly 
become, making it hard for the regulations to keep pace with the evolution of emerging technology.  
 
Fourth, there is some hardware that is not costly that if permitted to be donated delivers a nice bang for 
the buck. For example, the prevalence of non-secure personal computing devices/equipment provide 
significant opportunities for the use of non-secure communication channels such as SMS/text messaging 
via smart phone, so any opportunity to enhance cybersecurity also has to be convenient to clinicians to 
reduce their administrative burden. Permitting donations like these would also provide donors with 
flexibility to provide “secure” endpoints consisting of bundled hardware and security software that may be 
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easier to donate than attempting to purchase software on behalf of a recipient due to site licensing 
requirements within the donor’s organization.   
 
Finally, given the pending information blocking rules that we soon expect to be finalized, there will be 
both new challenges and opportunities around data sharing that will test traditional relationships. Under 
these new expected policies, no longer will data simply be limited to a relationship between two 
providers. The amount of data that is expected to flow will have significant security implications for 
everyone in the health ecosystem. 
 
To summarize our concerns, while we recognize the need for the Administration to guard against fraud 
and abuse and the desire to measure and monitor what is being donated, we believe carving out 
hardware and multi-purpose technology will create confusion and the definition will quickly be outpaced 
by the evolving nature of technology. And, data sharing is no longer going to be done between two 
providers – the ecosystem is expanding with the interconnectedness of various players fostered further 
by federal data blocking rules. The proposed definitions, therefore, if adopted will create artificial 
distinctions that we believe will be hard to navigate for donors. We wonder, rather than trying to navigate 
the quick pace of innovation and changes in technology, if it makes more sense to establish an annual 
dollar threshold per donor that cannot be exceeded (i.e. $1,000 per provider). 
 
Recommendation:  
 
The Administration should consider: 
 

1. Whether a more practical approach to donations would be setting a dollar threshold per 
recipient that cannot be exceeded when donating technology and services;  

2. Allowing for donation of low-cost hardware that is widely expected to offer cybersecurity 
protections; and 

3. Requiring a risk assessment (discussed further below) once the dollar cap is exceeded. 
 
Alternatives Considered to Cover Hardware 
 
CMS and OIG in their respective rules considered alternatives that would permit the donation of hardware 
under certain circumstances. For instance, CMS uses the example of permitting a donor contemplating 
allowing a higher-risk connection (such as a bi-directional read-write connection) to a potential recipient's 
systems to develop selective criteria based on that difference in risk of the connection. We support this, 
though we seek clarification on whether donors will be required to document and maintain formal criteria 
for this condition. 
 
The OIG said several other pre-conditions must first be met before considering allowing the donation of 
hardware including: 1) limiting safe harbor protection to donated technology and services that are 
necessary and used predominantly to implement and maintain effective cybersecurity; 2) donors cannot 
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directly take into account the volume or value of referrals or other business when making a donation; 3) 
recipients are prohibited from predicating donation of cybersecurity technology and services as a 
condition of doing business or continuing to do business with the donor; 4) a written agreement detailing 
the donation; and 5) a prohibition on cost-sharing. Second, they said once these conditions are met then 
they would consider permitting hardware donations the donor has determined it is reasonably necessary 
based on a risk assessment of its own organization and that of the potential recipient. 
 
CMS considered two possible alternatives under which hardware would be an acceptable donation. 
Under the first alternative certain hardware would be a permitted donation. Hardware would have to be 
stand-alone, which serves a cybersecurity purpose. Also, multi-purpose hardware would not be allowed; 
allowable hardware would have to serve “only a cybersecurity purpose” (i.e. two-factor authentication 
dongle).  
 
Under the second alternative CMS would permit entities to donate if the donor has determined it is 
reasonably necessary based on cybersecurity risk assessments of its own organization and the potential  
recipient. CMS also requested comments on what types of hardware might qualify and whether they 
should protect them under this safe harbor.  It is our opinion that attempting to describe and/or document 
the multitudes of hardware would be incredibly onerous and would quickly get outdated once published. 
We feel the approach to include hardware of a certain value in the exception / safe harbor, represents a 
less burdensome and nimble approach. Allowing providers to donate hardware so long as its value falls 
under the designated financial cap offers a more flexible solution that keeps pace with innovation and 
best positions donors to quickly assist with enhancements to cybersecurity as those opportunities with 
healthcare partners are discovered. 
 
CMS also asked for feedback on whether the requirement that both the donor and recipient have 
cybersecurity risk assessments is necessary and if required would it prohibit donations of critical 
cybersecurity technology and related services. It is our belief that risk assessments are needed for all 
donations that exceed the cap we discussed above. Without them, providers would simply be donating 
technology blindly. The Administration also called for allowing the donor to fund the recipient’s risk 
assessment, a position we also support. 
 
Additionally, looking at the way the Office for Civil Rights (OCR) reviews data breaches, this office is 
going to look for how a provider is managing risk and only a risk assessment can help determine that.  
However, we do acknowledge that there may be a need to make some exceptions in the case of a bona 
fide emergency where performing a risk assessment could take too much time. Also, we do not think it 
makes sense to require patients as potential recipients to conduct risk assessments.  While we do not 
believe that was CMS or OIG’s intent it may be worth clarifying that. 
 
Finally, we appreciate that the Administration is taking a technology-agnostic approach including the 
types and versions of software that can receive protection. We also support the Administration’s proposal 
not to distinguish between cloud-based software or software that must be installed locally. CMS offers 
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examples of the type of technology that can be donated, including but not limited to: software that 
provides malware prevention; software security measures to protect endpoints that allow for network 
access control; business continuity software that mitigates the effect of cyberattacks; data protection and 
encryption; and email traffic filtering. CMS requested comments on the proposed breadth of protected 
technology as well as whether they should expressly include other technology or categories of technology 
in this safe harbor. We believe additional examples should include improvements to infrastructure, since 
cybersecurity includes physical security and both donor and recipients of any cybersecurity technology 
and/or hardware are required to assess physical security as part of the risk assessment process.   
 
Recommendations: 
 

1. Permit donations of hardware so long as the value falls under the designated financial cap 
(as described above) as this offers a more flexible solution that keeps pace with innovation;  

2. Remove restrictions related to hardware having to be stand-alone; 
3. Do not mandate a particular list of hardware that is permissible for donation as this will 

quickly become outdated;  
4. Include among the list of donatable technology improvements to infrastructure and/or 

physical security; 
5. Require both the donor and recipient have a risk assessment (i.e. performed in the year the 

technology is being donated or within the last 365 days) if the donor plans to exceed the 
dollar cap (as recommended above);  

6. Make exceptions for emergencies when prolonging the donation could pose further risk to 
either the donor, the recipient or both; and 

7. Clarify that a donor must document selection criteria used to donate certain technology to 
higher-risk arrangements and whether donors can be exempted from legal liability for this 
decision-making process. 

 
Installment and Repairs 

 
The Administration has said they do not plan on permitting donations related to installation, improvement, 
or repairs related to physical safeguards. Building off the concerns referenced above related to hardware, 
in reviewing the discussion around of installment and repairs, the Administration seems most concerned 
with hard physical safeguards such as the ones referenced in the HIPAA security rule. We believe a more 
fruitful approach when it comes to cybersecurity is to permit installment and repairs. 
 
Recommendation: 
 
We recommend allowing installment and repairs to be among the types of technology and 
services which can be donated. 
 

Patching and Software Updates 
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The Administration makes clear that patches or software updates are not included among the types of 
technology which qualify for the exception / safe harbor. We understand the Administration is very 
concerned with the possibility of fraud and abuse however, we strongly recommend against finalizing this 
policy. Patching and updates are critical to managing cybersecurity risks. Prohibiting the donation of 
patches and updates could in fact neutralize the intended effect it aims to achieve. To quote one member, 
“if you don’t allow patches then this whole thing comes undone.” 
 
This is emblematic of the importance placed on this not just by the industry, but also by the federal 
government itself. For instance, HHS’ own cyber command center, HC3, as well as the Health Care 
Industry Cybersecurity Task Force has called out on several occasions the importance of patching.1,2 
 
We furthermore question why patching would be excluded when the donors are the security and 
technology experts.  We believe it is unreasonable to assume clinicians will actively seek out software 
updates. Indeed, clinicians may foster assumptions if not outright rely upon donors to ensure that 
donated technology performs optimally. The focus of these policies must be rooted in sustainability, not 
simply implementation. Cybersecurity is never a “one and done” situation – good cyber hygiene is thus 
never static and must be ongoing in order to be effective. In this sense, too, we do not believe comparing 
the way patching is handled under the EHR exception / safe harbor is a fair comparison.  We understand 
that upgrading an EHR can be a monumental and expensive effort; however, there are significant 
distinctions between these two scenarios. 
 
Recommendations: 
 

1. Permit patches and updates to be among the permitted types of technology that qualify for 
donation; and 

2. Consult with HHS’ HC3 to better understand the necessity of patching. 
 

Definitions 
 
We appreciate that CMS and OIG have aligned their definition of “cybersecurity” and that it is rooted in 
the National Institute of Standards and Technology (NIST) definition.  Both agencies define it as, “The 
process of protecting information by preventing, detecting, and responding to cyberattacks.” We also 
appreciate the definition is fairly broad and that it includes donations of application programming 
interfaces (APIs), especially in light of pending ONC requirements that will mandate making consumer 
information available via APIs. However, we believe the definition should be modified to account for the 

                                                   
1 https://www.phe.gov/Preparedness/planning/CyberTF/Documents/report2017.pdf 
2 HC3 Threat Briefing November 21, 2019 
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three pillars of information security: confidentiality, integrity and availability. And, as discussed earlier, we 
have significant concerns with carving out hardware from the type of technology permitted for donation. 

Last, CMS and OIG both address what types of services could be included among those seen as 
permissible in their preamble discussions (OIG starting on page 222 and CMS on page 264). We believe 
it’s worth noting that in many organizations there is not a specific “help desk” for cybersecurity incidents. 
The intake for those cases is the organization’s primary service desk. Therefore, we believe use of the 
help desk should be a permitted service under allowable donations. 
 
Recommendations:  
 
1. Modify the definition of cybersecurity to mean the process of protecting the confidentiality, 

integrity and availability of information by preventing, detecting and responding to 
cyberattacks; 

2. Use of an organization’s primary service desk for reporting and/or sharing cybersecurity 
incidents should be permitted as among the donatable services; and 

3. Remove the mention of hardware as being excluded from the types of technology that can 
be donated. 

 
Donor Types 

 
CMS and OIG place no restrictions around who may donate cybersecurity technology and services. It is 
our understanding that the prohibitions generally around donations stem from averting inducements of 
referrals and other business; we nonetheless have received questions on whether technology firms are 
permitted to offer technology for no charge to patients. Following a webinar on the Stark rule, we received 
feedback from CMS answering our question as to whether this was permissible: 
 

Generally, the physician self-referral law prohibits a physician from making referrals for certain 
designated health services (DHS) payable by Medicare to an entity with which he or she (or an 
immediate family member) has a financial relationship (including an employment arrangement), 
unless an exception applies. The law also prohibits the entity from filing claims with Medicare (or 
billing another individual, entity, or third party payer) for the referred DHS. Please note that, unless 
all 6 elements highlighted here are present, the physician self-referral law is not implicated.  Your 
question below, whether technology firms can donate to patients, would not appear to implicate 
the physician self-referral law.   

We appreciate this response and believe addressing this in the final rules would be helpful as many in the 
cybersecurity field are not Stark and AKS experts. 

The Administration is also considering including patients among the class of protected recipients. Both 
CMS and OIG also request feedback on what types of donations of technology and services to patients 
should be permitted. Since a significant amount of healthcare “devices” are being prescribed and/or 
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finding their way into patient home such as remote patient monitoring devices, wearables, etc., permitting 
the donation of technology and services needed to support these devices is something we support. In 
certain cases, tablets and/or other hardware may be natively used to facilitate this communication.  
Although a written agreement would not necessarily be in place between the patient and the “donor,” a 
donor organization may need to document the overall healthcare program that the donation is supporting, 
including recipient selection process, healthcare outcomes, cybersecurity, etc. 
 
 
Recommendations:  

1. CMS and OIG should clarify that cybersecurity vendor firms are permitted to donate 
technology to patients and that this does not implicate the Stark or AKS rules; and 

2. For devices prescribed to patients, the Administration should permit the donation of any 
hardware and/or software that supports secure transmission of data from these devices as well 
as secure communication between the patient and the healthcare provider.   

 
 Managing Donor Liability 
 
We appreciate that CMS and OIG state that recipients cannot condition receipt of technology / services 
upon referrals. Most of our members expressed concerns around the liability associated with the donation 
of cybersecurity technology / services. This is a two-fold issue.  First, they are worried that if the recipient 
is the victim of a cybersecurity incident that this will incur liability for the donor. Second, there is concern 
that without the ability to donate upgrades / patches, the donor will incur a significant liability. And third, 
having some liability shield will help when a donor provider is able to assist with remedying some but not 
all of the risks identified through a risk assessment. Without some way to inoculate the donors from being 
held responsible for cybersecurity incidents with recipients, we believe most providers will not donate 
technology of services for fear of the downstream risk they could incur. 
 
Recommendations:  
 
1. It is our strong recommendation that the Administration create protections for donors that 

safeguards them from risks stemming from cybersecurity incidents experienced by donors 
such that donors are not held liable for such cybersecurity attacks and the ensuing fallout;  

2. Allow providers to donate patches and updates; and  
3. Clarify that a donor can be indemnified from an OCR action related to a breach if this is 

outlined in a contract with a recipient.  
 
Cost-Sharing and Contributions to Costs by Recipients 

 
Both CMS and OIG have not proposed a cost-sharing requirement by recipients. This is in contrast to the 
EHR donation exception / safe harbor which predicates the receipt of donated technology upon the 
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recipients funding at least 15 percent of the costs. As we have discussed throughout our letter, we 
support allowing donors to make any type of technology donation, including hardware to support a 
recipient’s efforts to further their cybersecurity posture. While we understand and appreciate that some 
providers such as small ones may be under-resourced, we nonetheless believe it is important that they 
have some vested interest in the products they are using. We furthermore recognize that while 15 percent 
may be too much for some providers to bear, we believe a smaller donation could represent a fair 
compromise especially when it comes to cybersecurity.  

Finally, we also think it’s important to note that when discussing small, rural providers you can have 
situations whereby there are 20 clinicians working in a practice but they are only the equivalent of five 
full-time equivalent employees. 

 
Recommendations: 
 

1. Require a modest cost-sharing by recipients such as 5 percent; and  
2. Recognize that some providers may have several clinicians working part-time and that any 

definition of small must take this into account. 
 
 

Deeming 
 
CMS and OIG also seek feedback on whether they should include a “deeming provision” that would allow 
donors or recipients to demonstrate that donations are necessary and predominantly used to implement 
and maintain effective cybersecurity.  
 
Recommendation: 
 
We support adding a deeming provision when the donation of technology and services exceeds 
the financial cap we describe above. 
 
 
III. Donations of Cybersecurity Technology and Services under the EHR Exception / Safe 

Harbor 
 
Rules published by CMS and OIG in 2006 extended the EHR donation exception / safe harbor through 
the end of 2021 when it is set to sunset.  Under these proposed rules CMS and OIG have called for 
removing the EHR donation exception / safe harbor sunset date in its entirety.  Given the continued push 
towards and interoperable healthcare system, we support this. 
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While we understand CMS and OIG’s rationale for allowing the donation of only technology certified by 
ONC, we continue to harbor concerns about the ability of those providers who were not eligible for 
HITECH incentives to advance their EHR adoption efforts and their ability to exchange data. 
 
OIG and CMS also make clear that the donation of cybersecurity software and services has always been 
permitted under the EHR exception / safe harbor. The agencies explain that the predominant purpose of 
the software or service must be cybersecurity associated with EHRs. 

Under current rules, recipients are prohibited from accepting equivalent technology for which they already 
are in possession. Some argue this locks some providers into a single vendor and when they are 
dissatisfied with the product, they are stuck. Both agencies are calling for removing this requirement. We 
support this. 

Last, the Administration has given fresh consideration to the requirement that donors contribute at least 
15 percent of the cost of the donated technology. They are particularly concerned with rural and small 
providers’ abilities to contribute toward the cost of this technology. While understand some small and 
under-resourced providers may find contributing 15 percent of the total costs challenging, we nonetheless 
believe this represents a fair amount. It’s important, we have learned that the recipients have a stake in 
the technology that is purchased. 

Recommendation: 

1. We support removing the sunset date; 
2. We support permitting the donation of technology and services related to cybersecurity 

under the EHR exception / safe harbor;  
3. We support allowing providers to donate and recipient providers to receive technology 

intended to replace existing technology; and 
4. We support retaining the 15 percent contribution requirement for providers and under-

resourced providers. 
 

IV. Remote Patient Monitoring 

In the OIG rule the agency said, “We are mindful that a growing number of companies are providing 
mobile health and digital technologies to physicians, hospitals, patients, and others for the coordination 
and management of patients and their healthcare, and such companies are eligible to be VBE 
participants under the proposed definition.  These companies provide a range of services such as remote 
monitoring, predictive analytics, data analytics, care consultations, patient portals, and telehealth and 
other communications that may be used by providers, clinicians, payors, patients, and others to 
coordinate and manage care, improve the quality and safety of care, and increase efficiency.” 
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CHIME strongly agrees that digital health technology is rapidly becoming integrated into the fabric of the 
healthcare system and that including them among those eligible to be a VBE or value-based enterprise 
will be helpful in driving consumer engagement and care coordination. Technology such as remote 
patient monitoring provides an effective clinical interaction environment and a cost-efficient mechanism 
for engaging and treating patients, particularly for overcoming geographic and socioeconomic barriers 
between patients and providers. Doing so could slow access to effective medical innovations – or worse, 
stifle interest in developing newer innovations for Medicare patients long-term– that have already shown 
they can improve the overall quality of care and lower costs for patients. 

Recommendation: 

We urge OIG to ensure remote patient monitoring technology – and similar innovations – for the 
purpose of care coordination and care management are included under the various safe harbors.  

 
V. Conclusion  

 
We appreciate the opportunity to comment and welcome the chance to continue to help shape important 
policies that impact patients, providers, and others in the healthcare system. We are committed to helping 
the state of interoperability in our nation and speed access to medical records and data for patients and 
providers alike. We believe the Administration’s proposed modifications to Stark and the AKS rules are an 
important component of this work. Should you have any questions about our letter, please contact Mari 
Savickis, Vice President of Public Policy, at msavickis@chimecentral.org.  
 
Sincerely, 
 

 

 

Shafiq Rab, CHCIO 
Chair, CHIME Board of Trustees 
SVP & CIO 
Rush University Medical Health 

Will Long, VP & CISO 
Children’s Health, Dallas & 
Chair, AEHIS 
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