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Study Title:
     
Principal Investigator:       
Department of Veterans Affairs Authorization for

Release of Protected Health Information for Research Purposes
SAMPLE TEMPLATE 
You have been asked to be part of a research study under the direction of Dr.       and his research team.  The purpose of this study is to help determine      . <insert brief description of purpose.   Note:  Information in Protocol, informed consent document and Authorization must be consistent
By signing this document, you will authorize the Veterans Health Administration (VHA) to provide Dr.       and his/her  research team to use and/or disclose the following information about you. (Only list the categories for which the authorization is requested)
 FORMCHECKBOX 

Demographic Information:  e.g. Name, Address, Phone Number, Social Security Number, Date of Birth
 FORMCHECKBOX 

Medical Record:  history and physical exam notes, progress notes, consultation reports, laboratory test results, operative reports
 FORMCHECKBOX 

Photographs, videotapes, or digital or other radiographic images 
 FORMCHECKBOX 

Tissue Samples  (specify)
 FORMCHECKBOX 

Blood Samples  (specify)
The information that will be released may include information regarding the following conditions: (Only list the categories for which the authorization is requested)
 FORMCHECKBOX 

Drug Abuse

 FORMCHECKBOX 

Alcoholism or Alcohol Abuse
 FORMCHECKBOX 

Mental or Behavioral Health or Psychiatric Care

 FORMCHECKBOX 

Acquired Immunodeficiency Syndrome (AIDS) or Human Immunodeficiency Virus (HIV) Infection

 FORMCHECKBOX 

Sickle Cell Anemia

The research team may also need to disclose the information to others [name of person(s), class of persons or office designation(s)to whom the PHI will be disclosed to] as part of the study process.  The others may include representatives of the study sponsor(s) (identify), sponsor (identify or sponsor representative i.e. contract research organization CRO) authorized representatives of the Institutional Review Board that will monitor this study, CARES (if applicable), the FDA, and/or other regulatory officials responsible for oversight of human subject protection.  
If you do not sign this authorization, you will not participate in the study.

Treatment, payment, enrollment, or eligibility for benefits are not dependent on your completing an authorization. 

This authorization to use your information will expire (at the end of the research study) or , (“None” IF to be used for the creation or maintenance of a research database or repository) or (other time period as identified by the sponsor).
While this study is being conducted, you will 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 again when the study is completed.  This will not affect your doctor’s ability to see your records as part of your normal health care.

You can revoke this authorization, in writing, at any time.  Your individually identifiable health information that is disclosed in accordance with this authorization may no longer be protected by Federal laws or regulations and may be subject to re-disclosure by the non-VA recipient.  To revoke your authorization, you must write to the Release of Information Office at this facility or you can ask a member of the research team to give you a form to revoke the authorization.  Your request will be valid when the Release of Information Office receives it.  If you revoke this authorization, you will not be able to continue to participate in the study.  This will not affect your right as a VHA patient to treatment or benefits outside the study.  
If you revoke this authorization, Dr.       and his/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. 

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.  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.

I have read this authorization form and have been given the opportunity to ask questions.  If I have questions later, I understand I can contact Dr.       at xxx-xxx-xxxx. I will be given a signed copy of this authorization form for my records.  I authorize the use of my identifiable information as described in this form.

Signature of Participant or Person Authorized                              Date

to Sign for Participant 

(Attach authority to sign, e.g., Power of Attorney)              

                Print Participant Name
__________________________ Participants SSN (VHA 1605.1 b. 1(a))
Instructions to Investigator:  VHA Handbook 1605.1 14 (d)
· When Signed, a copy of the signed authorization is required to be given to the individual
Written authorization for release of information is valid when signed by:

· The individual

· Court appointed guardian (NOT federal fiduciary monetary benefits)

· Person legally authorized in writing by the individual (or the individual’s legal guardian  (i.e. POA)

· If deceased, then the Executor of Estate
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