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Atlanta Veterans Affairs Medical Center 

Authorization for Release of Protected Health Information for Research
	Complete Study Title:      


	Principal Investigator:      



Beginning April 14, 2003, HIPAA (Health Insurance Portability & Accountability Act) allows you to control how your protected health information (PHI) is used, accessed, and/or disclosed (shared with others).  You have been asked to participate in the study listed above. 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.
The purpose of this study is:      
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.
By signing this document, you will authorize the Principal Investigator and members of the research team to use, access, and/or disclose Protected Health Information (PHI) about you.
Different people and groups will use your PHI.  The use of your PHI may include information available as a result of your participation in this research study (including research tests, procedures, visits, questionnaires/interviews, etc.).  This information (PHI) will include the following about you and  will be used, accessed or disclosed to others:
  History & Physical Examination





  Discharge Summary






  Imaging (X-ray, CT, MRI, etc. that are NOT photographs or videos as described below)

  HIV (testing or infection) records

  Substance Abuse Information





  Sickle Cell (test results or information)








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

  Mental Health Information (not psychotherapy)
  Study Records: (specify)     
  Other Information:      
The documents used, accessed, and/or disclosed above may contain any or all of the following about you: name, address (including geographic subdivision smaller than a state), birth date, dates related to clinic appointments, admission, discharge or other dates directly related to you, telephone number, fax number, e-mail address, social security number (scrambled or unscrambled), medical record number, health plan beneficiary numbers, account numbers, certificate/license numbers, vehicle identifiers, serial and license plate numbers, device identifiers and serial numbers, web URLs, internet protocol (IP) address numbers, biometric identifiers (including fingerprints and voice prints), full-face photographs, and any other unique identifying number, characteristic or code. 
Your research data will be used by, accessed or disclosed to, the following. Check all that apply:
 Atlanta VAMC





 Emory University

 Centers for Disease & Control (CDC)



 Other; list who:      
Will your research data be re-used? (after this study is closed and/or for future studies):
 Your research data will be re-used by (list who will re-use the study data and why):       
 Your research data will not be re-used.

Use and Disclosure Covered by This Authorization
Parties Who May Receive or Use Your Individual Health Information:  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:
· Emory University Institutional Review Board, 
· US Food and Drug Administration, 
· Government Accountability Office, 
· Office of Human Research Protection, 
· Office of Research Oversight, 
· 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) 
· VA Research Compliance Officer and other VA research staff within the VA Hospital and/or at Emory University (when data is stored at Emory)  
· 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 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- 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. 
· The sponsor and other entities hired by the sponsor (if applicable)- They may also need to look at your medical and study records to make sure the research is done correctly.  These may include statisticians, monitors, other researchers and institutional review boards at other sites.  They are:       
Duration of Investigator Access and Use of your Individual Health Information:  This authorization to access and use your individual health information will expire:

 At the end of the research study



 On (enter date):         
 Never (it will be used indefinitely)



 Other: (add event):      
Potential for Re-disclosure and Re-use:  The (VHA) complies with the requirements of the Health Insurance Portability and Accountability Act of 1996 and its privacy regulations and all other applicable laws that protect your privacy.   We will protect your information according to these laws.  Despite these protections, there is a possibility that your information disclosed to non-VA recipients under this authorization could be used or re-disclosed and/or re-used in a way that it will no longer be protected.
Our Notice of Privacy Practices (a separate document) provides more information on how we protect your information.  If you do not have a copy of the Notice, the research team will provide one to you.  While this study is being conducted, you may not be allowed to see research-related medical records about you that are created or obtained by the research team.  You will be able to see them when the study is completed.  This will not affect your doctor’s ability to see your records as part of your normal health care.  A copy of your signed HIPAA Authorization Form will be placed in you medical record. 
Right to Revoke Your Authorization: You can revoke this authorization, in writing, at any time.  To revoke, complete the revocation letter.  Your request will be valid when it is received by the research team.  If you revoke this authorization, you will not be able to continue to participate in the study.  If you revoke this authorization, the Principal Investigator,       & his or her 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.
You have read this form and were given the opportunity to ask questions.  If you have questions later, you can contact the Principal Investigator,      at (     )       -      .  You will get a signed copy of this authorization form for your records.  You will also receive a copy of a revocation letter, which you can fill out and deliver/mail to us if you do not want us to use your information for this study anymore. Otherwise, you authorize us to use your identifiable information as described in this form. 
If signed by someone other than the research participant, state your authority to act for the subject:     
Signing or not signing this form will not affect your rights as a Veterans Health Administration (VHA) patient to treatment, benefits, payment, or eligibility outside this research study.
	Printed Name of Research Participant
	

	Signature of Research Participant             
	Date                 Time              

	Printed Name of Subject’s Personal Representative (If applicable)                   
	

	Signature of Subject’s Personal Representative  (If applicable)                
	Date                 Time             

	Signature of Person Obtaining Authorization
	Date                 Time             
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