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ADVANCE \d36
	Oregon Health & Science University


HIPAA RESEARCH AUTHORIZATION

Authorization for the Creation, Use, and Disclosure of Protected Health Information for Institutional Review Board Approved Research

Instructions: This authorization should be attached to each Consent Form.  Investigators please complete information fields below and questions 2-4, 8, 9.  If applicable, modify question 6 to match the consent form.  Leave subject name and signature areas blank.

	Title of Study:
	     

	Name of Investigator:
	     

	Phone Number:
	     

	Sponsor:
	     

	IRB Number:
	     

	Protocol Approval Date:
	     

	Consent Form Approval Date:
	     


This authorization is voluntary, and you may refuse to sign this authorization.  If you refuse to sign this authorization, your health care and relationship with OHSU will not be affected.  However, you will not be able to enter this research study.
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This form authorizes Oregon Health & Science University (OHSU) to use and disclose (release) certain protected health information about 


2. The persons who are authorized to use and disclose your protected health information are: 

	 FORMCHECKBOX 
 All investigators listed on page one of the Research Consent Form and others at OHSU who are participating in the conduct of the research protocol

	 FORMCHECKBOX 
  The OHSU Institutional Review Board

	 FORMCHECKBOX 
  Others:
	     


3. The persons who are authorized to receive this information are:

	 FORMCHECKBOX 
  The sponsor of this study:
	     

	 FORMCHECKBOX 
  Federal or other governmental agencies as required for their research oversight and public health reporting in connection with this research study:

	 FORMCHECKBOX 
 OHRP   FORMCHECKBOX 
 FDA   FORMCHECKBOX 
 NIH   FORMCHECKBOX 
 Other:      

	 FORMCHECKBOX 
 Others:
	     


4. We may continue to use and disclose protected health information that we collect from you in this study until: 

	 FORMCHECKBOX 
 HIPAA Research Authorization expiration date
	     

	-OR-

	 FORMCHECKBOX 
 The study is completed
	     

	 FORMCHECKBOX 
 Indefinitely 

	 FORMCHECKBOX 
 Other:
	     


5. While this study is still in progress, you may not be given access to medical information about you that is related to the study until after the research is complete.  After the study is completed and the results have been analyzed, you will be permitted access to any medical information collected about you in the study that OHSU maintains in your medical record.  

6. You have the right to revoke this authorization and can withdraw your permission for us to use your information and/or tissue or blood sample that identifies you for this research by sending a written request to the Principal Investigator listed on page one of the research consent form.  If you do send a letter to the Principal Investigator, the use and disclosure of your protected health information and/or tissue or blood sample that identifies you for this research will stop as of the date he/she receives your request.  However, the use and disclosure of information collected before the date of the letter or collected in good faith before your letter arrives is allowed to continue.  If you withdraw permission for use of any tissue or blood samples that were collected from you for a genetic research study, they either will be destroyed or stored without any information that identifies you.  Revoking this authorization will not affect your health care or your relationship with OHSU.

7. The information about you that is used or disclosed in this study may be re-disclosed and no longer protected under federal law.  However, Oregon law restricts re-disclosure of HIV/AIDS information; mental health information; genetic information; and drug/alcohol diagnosis, treatment, or referral information.  

8. Description of the information to be used or disclosed and the purposes of the requested use or disclosure:

	Health Information (Check as applicable)
	Purpose(s)

	
	(Enter corresponding letter(s) from Purpose Categories)

	  FORMCHECKBOX 
  Your complete existing health record **
	     

	  FORMCHECKBOX 
  Limited information from your existing health record** (specify):
	

	     
	     

	** If we are requesting existing health records that are located outside of OHSU, you will need to complete an additional authorization to release these records to OHSU.

	The following checked item(s) will be generated/collected during the course of this study:

	 FORMCHECKBOX 
  History and physical examinations
	     

	Reports:    FORMCHECKBOX 
 Laboratory    FORMCHECKBOX 
 Operative    FORMCHECKBOX 
 Discharge    FORMCHECKBOX 
 Progress
	     

	 FORMCHECKBOX 
  Photographs, videotapes, or digital or other images
	     

	 FORMCHECKBOX 
  Diagnostic images/X-ray/MRI/CT
	     

	 FORMCHECKBOX 
  Bioelectric Output (e.g., EEG, EKG)
	     

	 FORMCHECKBOX 
  Questionnaires, interview results, focus group survey, psychology survey, behavioral performance tests (e.g., memory & attention) 
	     

	 FORMCHECKBOX 
  Tissue and/or blood specimens
	     

	 FORMCHECKBOX 
  Other:      
	     

	Purpose Categories
a. To learn more about the condition/disease being studied

b. To facilitate treatment, payment, and operations related to the study

c. To comply with federal or other governmental agency regulations

d. For teaching purposes

e. To place in a repository or information/tissue “bank.”

f. Other         


9. If the information to be used or disclosed contains any of the types of records or information listed just below, additional laws relating to use and disclosure of the information may apply.  You understand and agree that this information will be used and disclosed only if you place your INITIALS in the applicable space next to the type of information. (Instructions:  Investigators all items you intend to collect information on must be included; irrelevant fields may be 1) deleted - or - 2) included with N/A typed in the field.  If the statement is included, please delete these instructions).  
       Acquired immunodeficiency syndrome (AIDS) or human immunodeficiency virus (HIV) infection information

       Drug/alcohol diagnosis, treatment, or referral information

       Mental or behavioral health or psychiatric care

       Genetic testing information

You will receive a copy of this authorization form after you sign it.

     
	Printed name of Research Subject
	
	

	
	
	

	Signature of Subject 

	
	Date

	-OR-

	
	
	

	Printed name of Subject’s Legally Authorized Representative
	
	

	
	
	

	Signature of Subject’s Legally Authorized Representative
	
	Date

	Description of Relationship to Subject:
	





� EMBED Word.Picture.8  ���








(name of subject)





that we will collect and create in this research study.                     The description of the information to be used or disclosed and the purposes of the requested use or disclosure are indicated in item number 8 of the authorization form.
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