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.

Include the name and complete address that the subject can send the “Revocation of Authorization” request to.
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# : ________________________________
Version 03/01/2011

