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 Atlanta Veterans Affairs Medical Center 

Revocation of Authorization for Release of Protected Health Information for Research
VA Principal Investigator’s Name & full address (entered here by research staff)

___________________________

___________________________

___________________________

     

Re: (study name- entered here by research staff) ​​​​​​​​​​​​​​​​​​​​​​​__________________________________________

Dear Dr. (VA Investigator’s name-entered here by research staff): ​​​​​​​​​​​​​​​​​​​​________________________________

I want to end my participation in the research study that is named above. In addition to ending my participation, I would like to [choose and sign one of the following options]:

	 FORMCHECKBOX 
 I revoke my previous authorization for you to use or disclose my protected health information as part of your study.  I am aware that the research team will continue to use and disclose health information about me that has already been collected.  However, they will only use and disclose the information for the reasons discussed in the Consent Form I signed when I joined the study.  I am aware that revoking this authorization will mean that my participation in the study will also end.  It will not affect my rights as a VHA patient; including health care I may need when I am no longer in the study.

__________________________         __________________________          ________          

Print Name of Research Participant     Signature of Research Participant        Date

or Representative                                      or Representative

If signed by someone other than the research participant, state your authority to act for the subject: 

_________________________________________________________

__________________________          __________________________          _______           

Print Name of Authorized Person          Signature of Authorized Person            Date 

OR

 FORMCHECKBOX 
 I will not actively participate in the research study any more, but the research team may continue to collect information from my medical record as needed for the research study.  However, they will only use and disclose the information for the reasons discussed in the Consent Form I signed when I joined the study.  I am aware that revoking this authorization will mean that my participation in the study will also end.  It will not affect my rights as a VHA patient; including health care I may need when I am no longer in the study.

__________________________________       __ ______________________________          ________          

Print Name of Research Participant                  Signature of Research Participant                      Date

or Representative                                              or Representative

If signed by someone other than the research participant, state your authority to act for the subject: 

_________________________________________________________

__________________________         __________________________         _______           

Print Name of Authorized Person         Signature of Authorized Person           Date

	IMPRINT PATIENT DATA CARD
MEDICAL RECORD
SUPPLEMENT TO PROGRESS NOTE
FOR SPECIALIZED DISCIPLINES

	Research Subject’s Full Printed Name:

SSN:  

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