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Atlanta Veterans Affairs Medical Center 

Authorization for Release of Protected Health Information for Research
Version: <Enter version date here>
	Complete Study Title: <Enter Study Title Here>


	Principal Investigator: <Enter Investigator Name Here>



1) This form provides an explanation about the use and disclosure (share with others) of your health information for this research and requests your permission to use and share your individual health information.
2) An Informed Consent Form will be presented and explained to you separately for the research study and a separate signature will be requested before any research procedures begin.
3) Access to information about you, Protected Health Information (PHI) will be obtained during the course of this research study under the direction of the Principal Investigator (PI), <Enter Investigator Name Here>
4) This will include information, that is used to determine your eligibility for this study and information collected from the procedures that are carried out as a part of the research study. These may include the following type(s) of medical information: [Provide a description of how the information to be used or disclosed.  If HIV, sickle cell anemia, drug and /or alcohol abuse treatment information is to be disclosed, this information must be specifically identified in the description.]  
 FORMCHECKBOX 
  Medical History: (Reasonably describe what you are looking for) 
 FORMCHECKBOX 
  Psychiatric History: (Reasonably describe what you are looking for) 
 FORMCHECKBOX 
  Physical Examination: (Reasonably describe what you are looking for) 
 FORMCHECKBOX 
  Laboratory Results: (e.g. blood work, radiological tests, and other diagnostics)
 FORMCHECKBOX 
  HIV, Diagnosis and Treatment information

 FORMCHECKBOX 
  Sickle Cell Anemia, Diagnosis and Treatment information

 FORMCHECKBOX 
  Drug and/or Alcohol Abuse, Diagnosis and Treatment information
 FORMCHECKBOX 
  Imaging (X-ray, CT, MRI, etc.)





 FORMCHECKBOX 
  Photographs, videos and/or audio recordings (requires VA From 10-3203; may also require VA Form 10-5345)

 FORMCHECKBOX 
  All dates related to study visits
 FORMCHECKBOX 
  Responses to study treatment received
 FORMCHECKBOX 
  Mental Health (not psychotherapy)

 FORMCHECKBOX 
  Demographics (Check Below) 
 FORMCHECKBOX 
  Other Records: (Reasonably describe what you are looking for) 
Check the specific PHI items which will be used/disclosed:

 FORMCHECKBOX 
 Name

 FORMCHECKBOX 
 Address (including Geographic Subdivision Smaller than State)

 FORMCHECKBOX 
 Any form of date (including but not limited to birth date, date of appointment, admission/discharge dates or other dates directly related to you)

 FORMCHECKBOX 
 Telephone or fax number

 FORMCHECKBOX 
 Email address

 FORMCHECKBOX 
 Social Security Number (scrambled or unscrambled)

 FORMCHECKBOX 
 Medical Record Numbers

 FORMCHECKBOX 
 Health Plan Beneficiary Numbers

 FORMCHECKBOX 
 Account Numbers

 FORMCHECKBOX 
 Certificate/License Numbers

 FORMCHECKBOX 
 Vehicle Identifiers

 FORMCHECKBOX 
 Serial and License Plate Numbers

 FORMCHECKBOX 
 Device Identifiers and Serial Numbers

 FORMCHECKBOX 
 Web URLs

 FORMCHECKBOX 
 IP address

 FORMCHECKBOX 
 Biometric Identifiers (including voice and fingerprints)

 FORMCHECKBOX 
 Full-Face Photographs

 FORMCHECKBOX 
 Any other unique identifying number, characteristic or code

5) With your permission you will authorize the VA, the Principal Investigator and his/her support staff, to access information identifying you for research purposes.

6) An Authorization for research uses and disclosures need not have a fixed expiration date or state a specific expiration event; the form can list "none" or "the end of the research project." However, although an Authorization for research uses and disclosure need not expire, a research subject has the right to revoke, in writing, his/her authorization at any time.   Authorization to access your protected health information will continue (choose one)
 FORMCHECKBOX 
 Until the end of the research study.

 FORMCHECKBOX 
  None   

7) [If applicable] With your permission you will authorize the disclosure of this information upon request, to [Provide a Name, Class of persons, Office designation, Sponsor Name or Research Compliance Monitor, as applicable.] [Address where the information is being sent, if applicable] 
In addition the following people or groups will be conducting the Research Study or have the job of monitoring and regulating research and might have access to your health information as part of the study process.  These may include: 

· US Food and Drug Administration, 

· Government Accountability Office, 

· Office of Human Research Protection, 

· Office of the Inspector General, 

· any appropriate state or federal government agencies that make rules and policy about how research is done that have not been listed, 

· Atlanta Research and Education Foundation (when they administer the study funds) 

· Emory Healthcare- If you have any medical services or procedures done by an Emory provider or facility for this study, then Emory Healthcare will create an electronic medical record for you and will create a record of your visit.  The medical record will be used if there are any health issues arising from your visit to an Emory provider or facility.

· Emory University- Emory University Institutional Review Board. If you are participating in a federally-funded research project that is administered by Emory University, then your PHI may be disclosed to and used by Emory for record-keeping purposes and to administer the study.
8) Your research data will be stored at the following location(s): 
 FORMCHECKBOX 
 Atlanta VAMC 
 FORMCHECKBOX 
 Other: (list places outside the VA where data will be stored)
 FORMCHECKBOX 
 Your research data will be re-used by: (list who will re-use the study data and why)
 FORMCHECKBOX 
 Your research data will not be re-used.

9) You have the right to see and copy any of the information gathered about you, but not until the study is complete. 

10) You also have the right to withdraw these permissions at any time by either providing a written request to [the Investigator’s Name and mailing address]  or by returning the HIPAA Revocation Letter. When you withdraw your permission, no new health information that might identify you will be gathered after that date. Information that has already been gathered may still be used and given to those previously authorized.

11)  [insert the name of the sponsor.  If the PI is the sponsor then enter the name of the PI] agrees to keep your PHI confidential, which will minimize the risk that it will be released to others without your permission.

12) By signing this authorization form you authorize these uses and disclosures of your protected health information. If you do not authorize these uses and disclosures you will not be able to participate in the study. 

13) VHA may not condition treatment, payment, enrollment or eligibility for benefits based on the subject completing the HIPAA authorization. 
14) Individually-identifiable health information disclosed pursuant to this authorization may no longer be protected by Federal laws or regulations and may be subject to re-disclosure by the recipient.

The Atlanta VA Medical Center complies with the requirements of the Health Insurance Portability and Accountability Act (HIPAA) of 1996 and its privacy regulations and all other applicable laws that protect your privacy. The VHA Handbook 1605.1, Privacy and Release of Information, provides more information on how we protect your information.
HIPAA Authorization: My signature below indicates that I have read and understood this HIPAA authorization and had ample opportunity to ask questions. I certify that this request has been made freely, voluntarily and without coercion. I understand that I will receive a copy of this form after I sign it. I may revoke this authorization, in writing, at any time except to the extent that action has already been taken to comply with it. Written revocation is effective upon receipt by the Principal Investigator <Enter Investigator Name Here> and the Release of Information Unit at the Atlanta VA Medical Center.  
	Printed Name of Research Participant
	

	Signature of Research Participant             
	Date

	Printed Name of Participant’s Personal Representative   (if required)                 
	

	Signature of Participant’s Personal Representative         (if required)    


	Date
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	 Research Participant’s Full Printed Name:

___________________________________________

SSN:

(add only to copy to be scanned in medical record)
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