R&D Service (151)
HIPAA Authorization
	AUTHORIZATION FOR RELEASE OF IDENTIFIABLE HEALTH INFORMATION FOR RESEARCH PURPOSES
	
John D Dingell VA Medical Center 
Research & Development




[bookmark: _GoBack]Protocol Title: (insert title) (required)


Name of Research Participant: (Print) (required)


You have been asked to participate in the study listed above. This form provides an explanation about the use and disclosure of your health information for this research and requests your permission to use and share your individual health information.
Another Consent Form will be presented and explained to your separately for the research study and a separate signature will be requested before any research procedures begin.

1. By signing this document, you authorize the Veterans Health Administration (VHA) to provide (insert name of Principal Investigator) and his or her research team to access your Protected Health Information (medical chart data) for research purposes. This information will include the following:  (This list may be edited by the research PI: Hospital records and reports; admission history, and physical; X-ray films and reports; operative reports; laboratory reports; treatment and test results; psychotherapy notes; dental notes; immunizations; allergy reports; prescriptions; consultations; clinic notes; and any other medical records needed by the research team.  Please delete this line)

2. Your Protected Health Information will be stored in a secure location and will be used for the following research purposes:  (Brief description to be completed by research PI. Please delete this line)

3. You may refuse to sign this authorization and refuse to allow the disclosure of your Protected Health Information.  If you choose not to sign this authorization, your treatment, payment, enrollment, or eligibility for any benefits outside of this research study will not be affected. However, if you do not sign, you cannot participate in this research study. 

4. (PI must select one of the following choices and delete the rest. Please delete this line)
This authorization will expire at the end of the research study; This authorization will expire at this date______________; Or This authorization has no expiration date.

5. This authorization may be revoked at any time by sending a written request to (PI name and address here)  If you revoke this authorization, (insert name of Principal Investigator) and his or her research team can continue to use information about you that has been collected. No information will be collected after you revoke the authorization.

6. The Detroit VAMC 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 disclosed in a way that will no longer be protected, particularly if Federal laws and regulations permit the recipient designated above to re-disclose your information.

7. We will disclose your (Specifically state the data that will be disclosed) to  (Specifically name the sponsor or anyone outside the VA who will receive the data), the sponsoring company for this research study.  We will provide them a copy of this signed consent form, if requested. Any information shared with the sponsor will be stored outside the VA and may no longer be protected under federal law. (If appropriate, insert a statement that the research data will be disclosed to specific collaborators, contractors or others outside the VA.  Please delete this line.)
 
8. Others may choose to inspect records identifying you as a subject in this research study such as, the Food and Drug Administration (FDA), the Government Accounting Office (GAO), the Office of Human Protection (OHRP), persons working for the WSU Institutional Review Board (IRB) or other authorized reviewers. 

9. (If appropriate add a statement that HIV, sickle cell anemia, drug and/or alcohol abuse treatment information will be disclosed. This information must be specifically identified along with the person to whom it will be disclosed.  This statement must be tailored to the actual intended use of the information. Please delete this line)

10. (If appropriate insert the following.  Please delete this line) Payments to research participants will be issued by Metropolitan Detroit Research & Education Foundation (MDREF).  MDREF administrators will access your name, address and social security number to process payments.


Research Subject Signature – This authorization has been explained to you and you have been given the opportunity to ask questions. If you have questions later, contact (insert contact person name).
A signed copy of this research aurthorization form will be given to you for your records.

If you believe your privacy rights have been compromised, you may contact the facility Privacy Officer at 313-576-3680 to file a formal complaint.

	X___________________________________
	X__________________________

	Research Participant’s Signature

	Date


	

	
X
	X

	Signature of person obtaining consent
	Print name
	Date
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