
Authorization to Use and/or Disclose Protected Health Information (PHI) for Research

NAME OF RESEARCH:       
IRB #:      
We are required to obtain your authorization to use and/or disclose your protected health information for this research study.

The U.S. Government has issued a new rule that took effect on April 14, 2003 called the Privacy Rule. This rule requires Exempla Healthcare to protect the privacy of your health information and to ensure that you have more control over your health information. The health information that we are to protect includes information about you that could be used to link your identity to your health information. Before researchers can use and/or disclose your protected health information (PHI) in the research study, your authorization must be obtained. 

Description of the information to be used:
Your protected health information includes information contained in your medical record or in the Exempla Healthcare computer information system.  The PHI to be used for this study includes:

	 FORMCHECKBOX 
 Clinicians’ (doctors and other caregivers) notes and reports
	 FORMCHECKBOX 
 Medication records

	 FORMCHECKBOX 
 Test results such as laboratory reports, x-ray results, special studies
	 FORMCHECKBOX 
 Reports of procedures or operations

	 FORMCHECKBOX 
 Other, specify:       

	The PHI to be used in this study covers the following dates:
	

	 FORMCHECKBOX 
 Specific encounter date:      
	 FORMCHECKBOX 
 All previous and future encounters


Information to be used and/or disclosed from:

	 FORMCHECKBOX 
 Exempla Lutheran Medical Center
	 FORMCHECKBOX 
 Exempla Saint Joseph Hospital
	 FORMCHECKBOX 
 Exempla Good Samaritan Medical Center

	 FORMCHECKBOX 
 Exempla West Pines
	 FORMCHECKBOX 
 Exempla Colorado Lutheran Home

	 FORMCHECKBOX 
 Exempla Saint Joseph Hospital Clinics (specify site):       

	 FORMCHECKBOX 
 Exempla Physician Network (specify site):      

	 FORMCHECKBOX 
 Other (specify):       

	 FORMCHECKBOX 
 Kaiser Permanente 


Information to be used and/or disclosed to:

Name of Principal Investigator:        
The Exempla Healthcare research team may also disclose your health information to others outside Exempla Healthcare. Your health information may be viewed or sent to the following: 

 FORMCHECKBOX 
 The Sponsor (Name):      
 FORMCHECKBOX 
 The Sponsor’s Agents (Names):      
 FORMCHECKBOX 
 Collaborating investigators (Names and Institutions):      
 FORMCHECKBOX 
 Government agencies (e.g. Food and Drug Administration):      
 FORMCHECKBOX 
 Other (List every person, class of person, or organization that will receive PHI. If they are not listed, they may not receive PHI for the purpose of this study.):      
 FORMCHECKBOX 
 Information will not be disclosed outside of Exempla Healthcare
Your medical record may also be reviewed by the Exempla Healthcare Institutional Review Board to monitor this study as required by law.  

Purpose of the use and/or disclosure of your PHI:

Exempla Healthcare researchers will use your health information to (mark appropriate phrases):
	 FORMCHECKBOX 
 Conduct the study
	 FORMCHECKBOX 
 Determine research results

	 FORMCHECKBOX 
 Monitor your health status
	 FORMCHECKBOX 
 Measure effects of drugs, devices, or procedures

	 FORMCHECKBOX 
 Develop new tests, or procedures or 

commercial products, etc.
	 FORMCHECKBOX 
 Other:      
     


Expiration date of this authorization:
This authorization:   FORMCHECKBOX 
  does not expire      FORMCHECKBOX 
  expires at the end of this research study

Right to revoke this authorization:
This authorization may be revoked in writing at any time except to the extent that PHI has been used and/or disclosed prior to the revocation. If you withdraw your authorization, you may be required to end your participation in the study.  Even if you withdraw your authorization, the researchers are required by federal law to record and report anything that relates to your safety and the safety of others.

Conditions of this authorization:
· To participate in this research study, you must agree to authorize the use and/or disclosure of your PHI as described above. If you do not approve this use and/or disclosure, you cannot participate in this study. 
 FORMCHECKBOX 
  If this study involves healthcare treatment, this also means you WILL NOT have access to experimental treatment through the study. 

· The Exempla Healthcare research team will use and/or disclose your PHI only as permitted by you in this authorization. Once your health information has been disclosed outside of Exempla Healthcare, it will no longer be protected by the HIPAA Privacy Rule.

· Information that is used and/or disclosed for this research study may include a diagnosis or reference to the following condition(s):  behavioral health services/psychiatric care; sickle cell anemia; genetic testing; acquired immune deficiency syndrome (AIDS) or human immunodeficiency virus (HIV); or drug and/or alcohol abuse.

Access to protected health information by the patient: 

 FORMCHECKBOX 
  Not applicable. Indicate reason:      .

 FORMCHECKBOX 
  This study involves treatment, you    FORMCHECKBOX 
  will not   FORMCHECKBOX 
  will   be allowed to review the information collected about you for this research study until this study is over.
Signature and Date:

Your signature is required to validate this authorization.  If you do not sign this authorization, Exempla Healthcare will still provide treatment and seek payment for services provided; however, you will not be able to participate in the research study.

	 Signature of Participant


	
	Date



	Signature of Personal Representative, if participant cannot give authorization


	
	Date

	Personal Representative’s authority (e.g., Power of Attorney, Guardian, Parent)
	
	


Provide a copy of the signed authorization to the patient.
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Participant name:  ____________________________

Date of Birth:  ____________________

MR#:  __________________________
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