San Francisco Veterans Affairs Medical Center 

Authorization for Release of Protected Health Information for Research 
	Study Title:        
SFVAMC Principal Investigator:       
CHR No: H      -      


	Subject Name:  _____________________________
            SSN: _____________________


	Beginning April 14, 2003, HIPAA (Health Insurance Portability & Accountability Act) allows you to control how your private health information is used.   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. 

The purpose of this study is      
An informed consent to be a research subject may be presented and explained separately for some research and a separate signature will be requested before any research procedures are done.


	Individual Health Information to be Used or Disclosed.   By signing this document, you will authorize the parties listed below to provide the principal investigator and members of the research team access to the following information about you:

	 FORMCHECKBOX 
 History and Physical Examination

 FORMCHECKBOX 
 Discharge Summary(ies)

 FORMCHECKBOX 
 X-rays

 FORMCHECKBOX 
 Diagnostic/Laboratory tests 

 FORMCHECKBOX 
 Drug Abuse Information 
 FORMCHECKBOX 
 Alcoholism or Alcohol Use
 FORMCHECKBOX 
 Billing records
 FORMCHECKBOX 
 Operative Report(s)
	 FORMCHECKBOX 
 Progress Notes
 FORMCHECKBOX 
 Photographs, videotapes, other images
 FORMCHECKBOX 
 HIV (testing or infection) records

 FORMCHECKBOX 
 Sickle cell anemia
 FORMCHECKBOX 
 Mental Health (not psychotherapy notes)
Other Records:      
Only the following records of types of health information:      


	Parties Who May Disclose Your Individual Health Information.  The researcher named above and his or her research staff may obtain your individual health information from the following hospitals clinics, providers, or other entities:

	     



	Parties Who May Receive or Use Your Individual Health Information.  The research team may also need to disclose the information to others as part of the study process.  This may include:

	 FORMCHECKBOX 
 We do not plan to share your data outside the research team.

 FORMCHECKBOX 
 UCSF Committee on Human Research 
 FORMCHECKBOX 
 US Food & Drug Administration (FDA)

 FORMCHECKBOX 
 The study sponsor:       


 FORMCHECKBOX 
 Others:       


	Duration of Investigator Access and Use of your Individual Health Information.  Your health information cannot be used indefinitely without your knowledge.  This authorization to access and use your individual health information will expire      .


	Right to Refuse to Sign this Authorization.  This authorization to release health information is voluntary.  Treatment, payment, enrollment or eligibility for benefits may not be conditioned on signing or refusing to sign this Authorization with some exceptions.  If you decide not to sign this authorization you will not participate in this research study or receive research related treatment.


	Right to Revoke Your Authorization.  You can revoke this authorization, in writing, at any time.  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, the investigator and the 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.

If this is a study where you do not know if you will receive a placebo or the active agent, or the study is masked for some reason, you will not be allowed to see research-related medical records about you that are created or obtained by the research team.  You will be able to see them again when the study is completed.  This will not affect your doctor’s ability to see your records as part of your normal health care.


	Potential for Re-disclosure. 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 this protection, 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.


	Signature. 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 the researcher or a member of the research team. 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.

____________________________

__________________________ 
_______

Print Name of Research Participant or Representative

Signature of Research Participant or Representative
Date 

If signed by someone other than the research participant, state your authority to act for the subject:_______________________________________________________________________

_______________________________________

_______________

Signature of Person Obtaining the Authorization                   


Date
_______________________________________

_______________

Translator (if applicable) 






Date



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 38USC.  The form authorizes release of information that you specify in accordance with Health Insurance Portability & Accountability Act, 45 CFR 160 and 164, 5 USC 552a and 38 USC 5701 and 7332.  Your disclosure of information requested ion this form is voluntary.  However if the information, including social security number (SSN) is not furnished completely and accurately the Department of Veterans Affairs will be unable to comply with the request. 
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