




































( USE CASE) 

• se ase 1 

State legislation on health Al 
around certain use cases that 
higher risk. 

is congregating 
have perceived 

Most bills concentrate on administrative insurer use cases 
in uti.lization review and prior authorization, requiring 
patient-specific data, banning Al-only denials, and 
mandating clinician sign-off (e.g., Alabama HB 515, Iowa 
SF 562, Nebraska LB 77). 
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• • erent1at1on 

Some legislate around direct clinical applications, such as 
diagnostic or treatment Al, consistently requiring human 
review and disclosure (e.g., Texas SB 1188, Indiana HB 

1620). Others target patient-facing communications and 
chatbots, imposing disclaimers, human~access 
requirements, or outright prohibitions in clinical contexts 
(e.g., Massachusetts H 1210, Louisiana HB 114). 

Finally, there are some bills that are more broad and 
generalized, for example Colorado SB 205 (their ':A.I 
Act"), that treats healthcare as one among many 
consequential domains, layering sector-specific 
obligations within generalized governance models. 

Patient Communications 

Chatbots, Messaging, AI-Generated Content 

Indiana HB 1620 (2025) 
Applies to Al in provider clinical decisions and in insurer/patient communications 
(e.g., chatbots). 

Massachusetts H 1210 (2025) 
Applies to providers using Al-generated patient communications and carriers using 
Al in claims/utilization review; patients must be informed. 

Nevada SB 186 (2025) 
Generative Al used for patient-facing clinical communications requires disclaimers 
and human-clinician access. 

Louisiana HB 114 (2025) 
Explicitly bans Al from direct patient communications for treatment/diagnosis. 

Colorado SB 243 (2025) 
Applies to "companion chatbots" providing social interaction; requires reporting of 
suicidal ideation detections. 

North Carolina SB 624 (2025) 
Applies to health information chatbots; requires audits, breach notifications, 
disclosure of limitations, and human oversight protocols. 

Washington HB 1168 (2025) 
Applies to generative Al chatbots/LLMs used in healthcare (patient-facing}. 

Broad "High-Risk" or Frontier AI Systems 

Colorado SB 205 (2025) 
Applies to any high-risk Al system with potential algorithmic discrimination. 

California SB 420 (2025) 
Covers all "high-risk automated decision systems" affecting healthcare services. 

New York SB 6953B (2025) 
Applies to frontier Al models with high-risk capabilities. 

Virginia HB 2250 (2025) 
Covers generative Al models in Virginia, including health chatbots. 

Clinical Diagnosis & Therapeutics 

Louisiana HB 114 (2025) 
Al may only support administrative/analytical tasks; treatment/diagnostic outputs 
require clinician approval. 

Texas SB 1188 (2025) 
Al may suggest diagnosis/treatment based on patient records if provider reviews all 
Al-generated records and informs patient. 

Texas H B 149 (2025) 
Applies broadly to healthcare services or treatment; requires patient-facing 
disclosure. 

Oklahoma HB 1915 (2025) 
Applies to FDA-regulated Al medical devices; limited to licensed professional end­
users, with QA program and monitoring. 

Utilization Review/ Utilization Management 

Administrative 

Alabama HB 515 (2025) 
Insurer Al in utilization review; requires patient-specific data, bars group-only 
datasets, and clinician override for denials. 

Arkansas HB 1297 (2025) 
Insurer Al in utilization review for health-benefit plans. 

Florida SB 794 (2025) 
Insurer claim denials; all denials must be reviewed by a qualified human 
professional. 

Iowa SF 562 (2025) 
Insurer utilization review/prior authorization; requires patient-specific data, no 
group-only reliance, clinician sign-off. 

Maryland HB 820 (2025) 
Insurers must review Al use in utilization review quarterly. 

Massachusetts S 46 (2025) 
Insurer Al in utilization review; patient-specific data required, clinician override 
maintained. 

Montana HB 556 (2025) 
Insurer utilization review/management; requires patient-specific data and clinician 
involvement. 

Nebraska LB 77 (2025) 
Utilization review; adverse determinations must be by physicians/clinical peers; Al 
cannot be sole basis. 

New York A 3991 (2025) 
Insurer Al in utilization review; governance policies, no supplanting clinicians, 
periodic review. 

New York S 7896 / A 8556 (2025) 
Utilization review agents; algorithms filed with DFS for bias certification. 

Vermont HB 0341 (2025) 
Any consequential decision affecting healthcare/insurance. 

Virginia HB 2094 (2025) 
"High-risk Al" includes systems affecting healthcare/insurance decisions. 

Pennsylvania HB 1663 (2023) 
Insurer Al in utilization review subject to transparency and certification. 

Oklahoma HB 3577 (2024) 
Insurers must disclose Al use in utilization review. 

Data Use, Record Generation & Administrative 
Systems 

Arkansas HB 1816 (2025) 
Applies to Al used in healthcare delivery or generation of medical records. 

Nevada SB 199 (2025) 
Insurers prohibited from using insured health data to train Al without explicit consent. 
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( ENFORCEMENT ) 

~n orcement 

Sfafe approaches fo enforcing Al obligafions in 
healfhcare range from minimal oversighf fo 
aggressive penalfies and private lifigafion righfs, 
creafing a highly fragmenfed risk environmenf. 

Some bills, like Indiana HB 1620 and Massachusetts S 46, 
omit new penalties entirely or rely solely on existing 
agency powers. Others adopt administrative enforcement, 
empowering regulators or attorneys general to examine 
compliance and seek injunctions without specifying 
substantial financial consequences (e.g., Florida SB 794, 
Oklahoma HB 1915, Vermont HB 0341). 
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A larger group introduces moderate civil penalties, 
typically between $1,000 and $50,000 per violation, 
often with escalating daily fines or suspension provisions 
(Arkansas HB 1297, North Carolina SB 624, Nevada SB 
186). At the high end, some states frame violations as 
unfair or deceptive trade practices, impose aggregate 

caps, or authorize severe penalties for willful misconduct 
(Oklahoma .HB 3577, Pennsylvania HB 1663, California SB 
420), while New York SB 6953B sets the most aggressive 
stance, with fines up to $30 million for violations of its 
frontier Al framework. 

Finally, a notable trend is the rise of private rights of 
action, seen in Alabama HB 515, Colorado SB 243, and 
New York S 1169-A, exposing developers, deployers, and 
insurers to direct consumer lawsuits. 

Heavy Penalties for Frontier/High-Risk AI 

Multi-million-dollar fines, national-level risk enforcement 

New York SB 6953B - RAISE Acf (2025) 
AG may impose civil penalties up to $10M {first violation) and $30M (subsequent). 
No private right of action. 

High Civil Penalties with Aggregates or Enhanced 
Enforcement 

Substantial penalties with caps, linked to unfair/deceptive trade practlces 
frameworks 

Oklahoma HB 3577 (2024) 
Fines $5k per violation / $10k willful; annual caps $500k {insurers) and $100k 
{others); I icense suspension possible. 

Pennsylvania HB 1663 (2023) 
Similar to OK: $5k / $10k fines, annual caps $500k (insurers), $100k {others); 
license suspension or revocation. 

Nevada SB 199 (2025) 
Violations treated as unfair trade practices under insurance law. 

California SB 420 (2025) 
Civil penalties $2.5k-$10k for failing to perform assessments; AG/CRD enforcement. 

Moderate Civil Penalties 

Tbousands-Tens of Tbousands. Per-violation fines usually:;;; $50k, 
sometimes with escalating daily or willful multipliers 

Arkansas HB 1297 (2025) 
Commissioner may fine up lo $25k per violation + $10k per week ongoing; 
suspension of enrollments; restitution lo harmed providers/members. 

Louisiana HB 114 (2025) 
Providers face fines up to $10k per violation. 

Maryland HB 1240 (2025) 
Dept. of Health may fine up lo $10k per offense. 

Virginia HB 2094 (2025) 
Civil penalties $1k-$10k + attorney fees/costs. 

Virginia HB 747 (2024) 
Same as HB 2094: $1k-$10k per violation. 

Washingfon HB 1168 (2025) 
Civil penalty $5k/day per violation; AG enforcement. 

Norfh Carolina SB 624 (2025) 
Civil penalties $50k per violation; AG oversight. 

Nevada SB 186 (2025) 
Civil penalty up lo $5k/day + potential professional discipline. 

California AB 412 (2025) 
Rights holders may sue for $1k per violation; each day counts as a new violation. 

Low Enforcement 

Indiana HB 1620 (2025) 
Notably no enforcement or liability provisions. 

Massachuseffs S 46 (2025) 
Enforced under existing Divisi.on of .Insurance powers; no new penalties or private 
right of action. 

Private Right of Action & Injunctive Relief 

Individuals can sue for damages + injunctive relief; creates direct liability 
to consumers/patients 

Alabama HB 515 (2025) 
Individuals may bring private suits for compensatory/punitive damages, injunctive 
relief, costs, and attorney fees. 

Colorado SB 243 (2024) 
Private right of action for injunctive relief+ damages ~ $1k per violation. 

New York S 1169-A / A 8884 (2025) 
Creates private right of action; developers/deployers legally responsible for Al­
driven consequential decisions; AG enforcement+ :s; $20k per violation + restitution. 

Administrative/ Agency-Level Enforcement Only 

Agencies empowered to review or enforce, but penalties not specified or 
limited 

Florida SB 794 (2025) 
Florida OI.R may examine insurers; penalties tied to existing Insurance Code. 

Oklahoma HB 1915 (2025) 
State Dept. of Health sets penalties and rules. 

Vermonf HB 0341 (2025) 
AG may seek injunctions; obligations on developers/deployers to ensure safety, but 
penalties not clearly financial. 

Virginia HB 2250 (2025) 
AG may seek injunctions and civil penalties up to $7,500 per violation. 
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out 
The Coalition for Health Al (CHAI} is a non-profit, industry-led 
public-private partnership dedicated to advancing responsible 
Al in healthcare. Representing over 6,000 members from over 
3,000 organizations-including more than 200 health systems, 
leading academic centers, patient advocacy groups, startups, 
and technology innovators-CHAI brings together diverse 
stakeholders to create consensus-driven best practices, 
assurance frameworks, and practical tools. 

Our mission is to foster trustworthy, transparent, and equitable 
Al adoption that improves care quality, safety, and outcomes. 
Through initiatives like the Blueprint for Trustworthy Al, the 
Responsible Al Guide, and the widely adopted Applied Model 
Card, CHAI translates high-level principles into actionable 
standards that support developers, health systems, 
policymakers, and patients alike. 

Get in touch at 
admin@chai.org 

Visit our website 

Connect on 
Linkedln 
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https://chai.org
https://www.linkedin.com/company/coalition-for-health-ai/
https://www.linkedin.com/company/coalition-for-health-ai/
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