Health Insurance Portability and Accountability Act (HIPAA)

Authorization for Use and Release of Health Information for Research Purposes


	Study Title:
	     

	IRB Number:
	     


	Principal Investigator:
	      


	Address:
	     

	Phone Number:
	     


I request and authorize the use and disclosure of my health records to the Principal Investigator for the above research study. 
	Subject’s Name (Please Print)


	Subject’s Date of Birth    

	Subject Representative’s Name (if applicable) 
(Please Print)


	Subject Representative’s Authority 
(e.g., parent, legal guardian)


I am authorizing the release of the following records: 
	 FORMCHECKBOX 
  This project will not require any records from your health care providers


	 FORMCHECKBOX 
  The portions of my health records (not including alcohol and substance abuse testing or treatment, AIDS related information, including HIV status) pertaining to services received by me during:  

Dates of Treatment: from _____________ to _____________



	 FORMCHECKBOX 
  My entire health record (not including alcohol and substance abuse testing or treatment, AIDS-related information, including HIV status).

	 FORMCHECKBOX 
  My entire health record, (including alcohol and substance abuse testing/treatment, and/or AIDS-related information including HIV status). These records are protected by federal confidentiality rules. It is my understanding that the researcher cannot make any further disclosures of this information without my expressed future written consent.
Notice to Recipient of Records: If alcohol and/or substance abuse records are being released to you, such information has been disclosed to you from records protected by federal confidentiality rules (42 CFR Part 2). The federal rules prohibit you from making any further disclosure of this information unless further disclosure is expressly permitted by the written consent of the person to whom it pertains or as otherwise permitted by 42 CFR Part 2. A general authorization for the release of health or other information is NOT sufficient for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any alcohol or drug abuse patient. 

	 FORMCHECKBOX 
  My entire mental health record (including alcohol and substance abuse testing/treatment, and/or AIDS-related information including HIV status). 

	Additional instructions: 




I authorize the following to release my health record (as described above) to the Principal Investigator for purposes of the above research study:
Provider Name: All Medical Providers






 
Provider Address: _______________________________________________________

Provider Name: _________________________________________________________

Provider Address: _______________________________________________________

I authorize the Principal Investigator, any Co-Investigators, and their designees within Creighton University Medical Center to use and release my health records for purposes of the above-named research study. This authorization is valid for release to: 
	Recipient Name:
	     


	Recipient Address:
	     


	Recipient Name:
	     


	Recipient Address:
	     


	Recipient Name:
	     


	Recipient Address:
	     


	Recipient Name:
	     


	Recipient Address:
	     


Operational Users: I understand that my health information may be used within Creighton University for operational reasons internal to Creighton University Medical Center. This includes Creighton’s Institutional Review Board and other internal departments that provide support to and oversight of Creighton University Medical Center and its physicians and staff.  

I understand that during the course of the research study, I will not have the right to look at my health information obtained or created by the investigators for use in the research study. When the research study has been completed, I will have the right to look at or copy these records, with certain exceptions provided under applicable law. If, after the completion of the research study, I would like to look at or copy my records, I understand I may contact the Principal Investigator for further information. 

The research study:   

 FORMCHECKBOX 
 will       FORMCHECKBOX 
 will not   

involve creating a database. If checked “will”, then the following paragraph applies: 

I understand my information will be kept in a research database. I further understand that the research department’s database (specify department),     , will include my health information created for research purposes. This information will be accessed for purposes of this study. Research personnel may also access the database information for any future studies or contact you with information on future research, provided the Creighton University Institutional Review Board approves such access and uses, or as otherwise allowed by law.
This authorization expires
	 FORMCHECKBOX 
  Upon the end of the research study
	 FORMCHECKBOX 
  Upon 50 years after the end of the research study 

	 FORMCHECKBOX 
  Upon       
	


I, as the participant/participant representative, understand that:

· I may refuse to sign this authorization. However, I may not participate in the research study unless I sign this authorization for the use and disclosure of my health information for study purposes. If I revoke this authorization, I can no longer actively participate in the research study. 

· I have the right to revoke this authorization at any time, provided that I submit my written revocation to the Principal Investigator listed on page 1 of this authorization form. (If you wish to revoke this authorization, a form letter can be located on the Creighton University web site, or you may contact the Principal Investigator for a copy of this form letter.)

· If I revoke this authorization, that revocation does not apply to information already made by Creighton University Medical Center or the investigators. The revocation does not apply to disclosures otherwise required by law. 

· Creighton University Medical Center and the investigators may not refuse to provide me health care, or deny me employee benefits for which I am otherwise eligible, as a result of my refusal or revocation of this authorization.

· This authorization allows the investigators to release my health information, including health information from other providers. I have the right to advise the investigators not to release information obtained from other providers.

· I have the right to review my existing health records before signing this authorization. Creighton University’s Notice of Privacy Practice explains how to request access to my health records and how my rights may be limited. 

· It is possible that the person/entity authorized by my signature to receive the above health records may disclose this information to others who have no duty to protect the confidentiality of the records disclosed to them. I can obtain more information on confidentiality protections outside of the research study from my Study Informed Consent form.
I HAVE READ AND UNDERSTAND THIS FORM. I AM SIGNING IT VOLUNTARILY. I AUTHORIZE THE USE AND DISCLOSURE OF MY HEALTH INFORMATION FOR RESEARCH PURPOSES AS DESCRIBED IN THIS FORM. 

A copy of this form has been given to me. 









Subject’s (or Representative’s) Initials

	Subject’s or Representative’s Signature


	Date Signed
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