Revocation of Authorization
To Use and Disclose Health Information for Research Purposes
1.   By my signature below, I revoke my earlier authorization for the use and disclosure of my health records for the below research study.

	Subject’s Name (Please Print)


	Subject’s 
Date of Birth
	Subject’s Social Security Number

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


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


2.   Please complete as many of the following sections as possible

	Study Title:
	     


	IRB Number:
	     


	Principal Investigator:
	     


3.   I, as the patient/patient representative, understand that:

· I must submit my written revocation to the Principal Investigator identified above.

· The effective date of my revocation is upon receipt and processing of this completed form by the Principal Investigator.
· My health information may be used within Creighton University as necessary to process this revocation and complete my participation in the study, including conducting follow-up safety inquiries. 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.

· With this revocation, I can no longer actively participate in the research study. 

· This revocation does not apply to disclosures already made by Creighton University Medical Center or the investigators. The revocation does not apply to disclosures otherwise required by law, such as follow up uses and disclosures for safety purposes. 

· Creighton University Medical Center and the investigators may not refuse to provide me health care, nor deny me employee benefits for which I am otherwise eligible, as a result of this revocation of my earlier authorization.

· Creighton University’s Notice of Privacy Practice explains how to request access to my health records and how my rights may be limited. If I would like to access my study records, I understand that I must contact the Principal Investigator to request such access. 

5.   I HAVE READ AND UNDERSTAND THIS FORM. I HEREBY REVOKE THE USE AND DISCLOSURE OF MY HEALTH INFORMATION FOR RESEARCH PURPOSES FOR THE ABOVE DESCRIBED STUDY. 

	Subject’s or Representative’s Signature


	Date Signed


For internal use only: 

	Effective Date


	PI
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