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You have been asked to be part of a research study under the direction of (Principal Investigator) and their research team.  The purpose of this study is (enter study information or title).

By signing this document, you will authorize the Veterans Health Administration (VHA) to provide (Principal Investigator) and their research team access to the following information about you:

Laboratory tests, clinic visit dates, progress notes, history and physical reports, procedure reports, demographic data, vital signs data, medication logs, consultation notes, admission and discharge summaries.  

The People/Organizations Who May Use or Disclose the Information:  The information described above will be used and disclosed by the Principal Investigator of this research study (insert PI’s name) and their research team.

The People/Organizations Who Will Receive the Information and the Purpose(s) of the Disclosure:  The name or other specific identification of the person(s), class of persons, or office designation(s) to whom the agency may make the requested use or disclosure. Your protected health information may be used or shared with others outside the VHA for purposes directly related to the conduct of the research.  Once this information leaves VHA, se cannot guarantee that it will be protected by this authorization.  Your information may be shared with the following:  (Add and delete as applicable from the list)  Wright State University Institutional Review Board, who will monitor this study, the Government Accountability Office (GAO), the Federal Drug Administration and/or the Department of Health and Human Services. 

Your authorization to use and disclose your health information for the purpose of this research study is completely voluntary.  Whether or not you provide your authorization for the use and disclosure of your health information will have no affect on your treatment, payment, and enrollment eligibility for VA benefits.  

If you do not sign this authorization, you will not participate in the study.

[bookmark: _GoBack]This authorization will expire upon completion of the research study. (If data is being entered into a data repository, it is permissible for the HIPAA authorization have no expiration.) 


You can revoke this authorization, in writing, at any time (by sending it to name of Principal Investigator, Dayton VAMC, (VAMC 111W) 4100 West Third St., Dayton, OH 45428.  To revoke your authorization, you must write to the Release of Information Office at this facility or you can ask a member of the research team to give you a form to revoke the authorization.  Your request will be valid when the Release of Information Office receives it.  If you revoke this authorization, you will not be able to continue to participate in the study.  This will not affect your right as a VHA patient to treatment or benefits outside the study.

If you revoke this authorization, name of Principal Investigator and their research team can continue to use information about you that was collected before receipt of the revocation.  The research team will not collect information about you after you revoke the authorization.

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.  Individually-identifiable health information disclosed under this authorization may no longer be protected by Federal laws or regulations and may be subject to re-disclosure by the recipient.  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.

I have read this authorization form and have been given the opportunity to ask questions.  If I have questions later, I understand I can contact Name of Principal Investigator and phone number, 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 		Date

__________________________________

Printed Name of Subject

__________________________________
SSAN
The Paperwork Reduction Act of 1995 requires us to notify you that this information collection is in accordance with the clearance requirements of section 3507 of the Act.  We may not conduct or sponsor, and you are not required to respond to, a collection of information unless it displays a valid OMB number.  We expect that the time expended by all individuals completing this form will average 2 minutes.  This includes the time to read the instructions, gather the necessary facts and fill out the form.  The purpose of this form is to specifically outline the circumstances under which we may disclose data. 
The execution of this form does not authorize the release of information other than that specifically described.  The information requested on this form is solicited under Title 38, U.S.C. The form authorizes release of information that you specify in accordance with the Health Insurance Portability and Accountability Act, 45 CFR Parts 160 and 164, 5 U.S.C. 552a, and 38 U.S.C. 5701 and 7332. Your disclosure of information requested on this form is voluntary.  However if the information, including Social Security Number (SSN) (the SSN will be used to locate records for release) is not furnished completely and accurately, Department of Veterans Affairs will be unable to comply with the request.
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