Miami VA Healthcare System 
HIPAA Authorization

Release of Protected Health Information (PHI) for Research Purposes

You have been asked to be part of a research study titled (Title of VA Research Project), under the direction of (insert name of Principal Investigator) and (his OR her) research team.  The purpose of this study is (insert one or two sentences to describe the study; same as in informed consent document).
By signing this document, you authorize the Principal Investigator and (his OR her) research team to collect the following data for research purposes (If HIV, sickle cell anemia, drug and or alcohol abuse treatment information is to be disclosed, this information must be specifically identified as well.):

 Insert here a description of the data to be used (utilize document bullets to identify each specific data being collected).  
 Additionally, you will authorize your PHI to be released as a part of the study and at the request of the individuals listed below, (insert the names and entities to whom the data being collected is being disclosed (ex. VHA, IRB Office, Research Compliance Officer, External Monitors, Sponsor of Research Study (specify sponsor name(s)) for (purpose of disclosure).  Any information shared with the sponsor may no longer be protected under federal law. We may share any information with others if required by law.
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 could be used or disclosed in a way that it will no longer be protected.  (Include the following statement only when recruiting Non-Veteran Subjects. ) 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.
This authorization will expire (Describe expiration event. Here are examples of preferred language: “at the end of the study” or “after 5 years of study completion”). 
You can revoke this authorization, in writing, at any time. To revoke your authorization, you may sign and mail the attached Revocation of Authorization form to: (insert name and complete address to whom the subject can send the revocation of authorization).You can also ask a member of the research team to give you a form to revoke the authorization.  
If you revoke this authorization, you will not be able to continue to participate in the research study. This will not affect the rights and benefits to which you are otherwise entitled.

If you revoke this authorization, researchers will continue to use information about you that has already been collected. Any information that has become part of this research study, prior to revocation, will not be removed or destroyed.  No new information will be collected or added after you revoke the authorization.

If you do not sign this authorization, you will not participate in the study.  However, your treatment, payment, enrollment or eligibility for benefits cannot be conditioned on you completing the authorization, but participation in the study maybe conditioned on signing the authorization. 
I have read and understand the information in this authorization form and have been given the opportunity to ask questions.  If I have questions later, I understand I can contact (insert contact person name).  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 Legally Authorized Power

Date


 of Attorney. (Attach copy of authority to sign if not Participant) 

___________________________________________

_______________________
Print Name of Person to Whom Authorization Pertains
Social Security Number
Title of Study:      
Principal Investigator:      
Miami VA Healthcare System Revocation of Authorization Form 

(Revocation of Authorization for Release of Protected Health Information for Research Purposes)

I hereby revoke my previous authorization for you to use or disclose my protected health information (PHI). This will discontinue my participation in the program.

I understand that the research team may continue to use and disclose PHI about me that has already been collected. However, they will use and disclose PHI only for the reasons discussed during the informed consent process when I joined the program. No new PHI will be collected or added after I revoke my authorization.

I understand that withdrawing from this program does not change my relationship with my healthcare providers, my future care, and will not in any way affect your access to healthcare or benefits.
I understand that this signed revocation can be mailed to the address below. I understand the VA will respond to this revocation in writing informing me that they have confirmed my request and the effective date of this revocation.

To revoke your authorization, you may sign and mail the attached Revocation of Authorization form to: (insert name and complete address to whom the subject can send the revocation of authorization).
This revocation has been explained to me and I have been given the opportunity to ask questions.  If I believe that my privacy rights have been compromised, I may contact the facility Privacy Officer to file a formal complaint.

_______________________________________________________

Participants Signature
Date

_____________________

Participants Name (Print)


       

Participant Date of Birth (MM/DD/YYYY) : ___________________

Participants Last 4 of SSN# : ________________________________









