
Department of Veterans Affairs

HIPAA Authorization

Release of Protected Health Information (PHI) for Research Purposes

You have been asked to be part of a research study titled (insert IRB# and Title), 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, the Veterans Health Administration (VHA) authorizes the Principal Investigator to provide (insert here a description of the data to be used, in a specific and meaningful fashion.  If HIV, sickle cell anemia, drug and or alcohol abuse treatment information is to be disclosed, this information must be specifically identified in the description.) to the research team (others if applicable) for research purposes( other purpose of disclosure if applicable). 
 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 name or other specific identification of the persons, class of persons, or office designations authorized to make the requested use or disclosure could including compliance officers, monitors, sponsors, University of Kentucky, FDA, etc) for (purpose of disclosure).  We will not share any information with others unless they agree to keep the information confidential and use it only for the purposes related to the study but any information shared with the sponsor may no longer be protected under federal law.
If you properly execute this HIPAA authorization for disclosure of your protected health information (PHI) to an affiliate institution, transfer of the information to the affiliate server constitutes a “disclosure” under HIPAA, after which VA no longer owns the transferred information.
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.  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 to use your information has no expiration date. (Only in extreme circumstances would you have an ending date listed.)
You can revoke this authorization, in writing, at any time.  To revoke your authorization, you can contact (Insert the PI’s name and phone number) or the Associate Chief of Staff for Research & Development (ACOS/R&D) or the Administrative Officer for Research & Development (AO/R&D) at 859-281-4927. 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 study.  This will not affect your rights or benefits as a VHA patient.
If you revoke this authorization, (insert name of Principal Investigator) and (his OR her) research team can continue to use information about you that was already collected.  No information will be collected after you revoke the authorization. 

If you do not sign this authorization, you will not participate in the study.  Your treatment and benefits will not be affected in any way if you do not sign this 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) 

__________________________________________

_______________________
Printed Name of Person to Whom Authorization Pertains

Social Security Number
Revised 1-1-10
















