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AUTHORIZATION FOR PHI USE FOR RESEARCH       
(Continuation Page 1 of 4)

Subject Name: 






Date:
 

Title of Study:  
Principal Investigator:
       


 

VAMC: VANCHCS

AUTHORIZATION FOR THE USE AND RELEASE OF 

PROTECTED HEALTH INFORMATION (PHI) FOR RESEARCH 
[Delete all instructions in Blue italics throughout this document.]
The Health Insurance Portability & Accountability Act (HIPAA) allows you to control the use of your protected health information (PHI).  We have asked you to take part in the study listed above.  This form explains the use and release of your PHI for research.  We request your permission to use and release your PHI.

Researchers will use your PHI for      . [Insert specific purposes for PHI use in research.]
Identifiable Protected Health Information (PHI) (identifiers plus health information) to be Accessed, Used and/or Disclosed 
[Double click to check boxes]
By signing this document, you will authorize the parties listed below to provide the principal investigator and members of the research team access to the following information about you:
IDENTIFIERS (Accessed, Used and/or Disclosed):
 FORMCHECKBOX 
  Names 


 FORMCHECKBOX 
  Social Security Number   
 

 FORMCHECKBOX 
  Dates  
 


 FORMCHECKBOX 
  Medical Record Number
 

 FORMCHECKBOX 
  Postal Addresses  

 FORMCHECKBOX 
  Phone Numbers
 

 FORMCHECKBOX 
  Fax Numbers      
 
 FORMCHECKBOX 
  Email Address

 FORMCHECKBOX 
  Any Other Unique Identifier (see complete list of identifiers on application form)  
HEALTH INFORMATION (Accessed, Used and/or Disclosed):
 FORMCHECKBOX 
 History and Physical Exam
 FORMCHECKBOX 
 Progress Notes

 FORMCHECKBOX 
 Operative Report(s)


 FORMCHECKBOX 
 Discharge Summary(ies)

 FORMCHECKBOX 
 Diagnoses



 FORMCHECKBOX 
 Medications


 FORMCHECKBOX 
 Radiology Images


 FORMCHECKBOX 
 Radiology Reports

 FORMCHECKBOX 
 Pathology Reports


 FORMCHECKBOX 
 Laboratory Reports

 FORMCHECKBOX 
 EKG Reports



 FORMCHECKBOX 
 Consult Reports


 FORMCHECKBOX 
 Sickle cell anemia


 FORMCHECKBOX 
 HIV (testing or infection) records



 FORMCHECKBOX 
 Alcoholism or Alcohol Use
 FORMCHECKBOX 
 Drug Abuse Information


 FORMCHECKBOX 
 Psychological Tests


 FORMCHECKBOX 
 Mental Health (not psychotherapy notes)

 FORMCHECKBOX 
 Patient Demographics

 FORMCHECKBOX 
 Other Records:                   


 

Parties Who May Disclose Your Protected Health Information (PHI)

The researcher named above and his or her research staff may obtain your PHI from the following hospitals, clinics, providers, or other entities:

VANCHCS

     
      [Insert specific names and addresses] will release your PHI outside of VANCHCS.
OR

Your PHI will not be released outside of VANCHCS.
Parties Who May Receive or Use Your Protected Health Information (PHI)

The research team may also need to disclose your information to others as part of the study process.  This may include:

 FORMCHECKBOX 
 We do not plan to share your PHI outside the research team

 FORMCHECKBOX 
 VANCHCS Human Studies Subcommittee/IRB

 FORMCHECKBOX 
 U.S. Food and Drug Administration (FDA)
 FORMCHECKBOX 
 The study sponsor:       
 FORMCHECKBOX 
 Others: [List funding agency and administrator]       
Duration of Investigator Access and Use of Your Protected Health Information (PHI)

Researchers cannot use your PHI indefinitely without your knowledge.  This Authorization will expire 
Right to Refuse to Sign this Authorization

This Authorization to release PHI is voluntary.  VANCHCS may not condition (withhold or refuse) treatment, payment, enrollment, and eligibility for benefits on whether you sign this Authorization. If you decide not to sign this Authorization, you will not take part in this research study. In addition, you will not receive research related treatment.

Right to Revoke Your Authorization
You may request not to allow researchers to use or share your information with others inside and/or outside the VA except to the extent that the information has already been used or shared.  You must do this in writing. You must indicate whether this applies to others inside and/or outside the VA. Please mail your request to       [Insert specific name]. The address is      . The researchers will respond to your request in writing. 
The investigator and the research team can continue to use information about you that was collected before receipt of the revocation.  The research team will not collect information about you after you revoke the authorization.

Potential for Re-disclosure

VANCHCS will protect your information as required by law. Federal privacy law may no longer protect the information researchers share with groups outside VANCHCS. Information released outside of VANCHCS may be re-disclosed.
Signature

I have read this Authorization form.  I have been given the opportunity to ask questions.  I will be given a copy of this signed Authorization for my records.  I authorize the use of my PHI as described in this form.

 

_____________________________________________


_________________

Signature of Participant or Legal Representative*


Date

*Delete "or Legal Representative" if all subjects must have capacity to consent to participate in this study.

  

        
   
     


Version date: MM/DD/YYYY

V. 05/02/2011


    





Subject’s Initials ________

