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Authorization (Permission) to Use or Disclose (Release) 

Protected Health Information (PHI) for Research

Participant’s Name:  FORMTEXT 

                                   ID:  FORMTEXT 

     
Study Title:  FORMTEXT 

     
Research Site:   FORMTEXT 

     
Principal Investigator:  FORMTEXT 

     
The Privacy Rule of the Federal Health Insurance Portability and Accountability Act (HIPAA) is a law that protects the confidentiality of your personal health information. This authorization describes your rights and explains how your health information will be used and disclosed.

Information to be collected and used:
If you sign this authorization, you are giving permission for Broward Health to use and disclose your personal health information as described below.

The researchers and research staff may use and/or share the following health information about you: 
 FORMCHECKBOX 
 All information collected during the research and procedures described in the Informed 

Consent Form for the Research as described in the accompanying  study specific Informed  Consent Form  (“the Research”): and

 FORMCHECKBOX 
  Health information in my medical records that is relevant to the Research, includes my   
 past medical history including medical information from my primary care physician and 

other medical information relating to my participation in the study;  and
Specific authorizations:  I understand that this release also pertains to records concerning hospitalization or treatment that may include the categories listed below.  I have the right to specifically request that records NOT be released from my health care providers to the Research Team.  However, I understand that if I limit access to any of the records listed below, I [will not OR will still] be able to participate in this research study. Check limitations, if any, below:

	 FORMCHECKBOX 
  Mental health records
	 FORMCHECKBOX 
  Sexually transmitted diseases

	 FORMCHECKBOX 
  Psychotherapy Notes
	 FORMCHECKBOX 
  Alcohol / Substance abuse

	 FORMCHECKBOX 
  HIV (AIDS)
	 FORMCHECKBOX 
  Sickle Cell Anemia

	 FORMCHECKBOX 
  Other: ________________________
	


Persons who may use or disclose my personal health information

By signing this authorization, you allow the <<sponsor and>> research team to use your personal health information to carry out and evaluate this study.  You also allow access to your personal health information (including direct access to your medical records at Broward Health) to the following:
	Who may have access:
	Purpose:

	<<Delete if there is no sponsor>>The sponsor of the study and anyone working on its behalf
	To oversee the study and make sure the information is correct

	Broward Health consultants and employees, including IRB members
	To protect the rights and safety of subjects and make sure the study information is correct

	Organizations that regulate research (such as the FDA, Office for Human Research Protections (OHRP), or similar government agencies in the US and other countries)
	To make sure applicable laws are being followed


The researcher team <<and the sponsor>> will keep all of the information about you confidential to the extent permitted by law.  It is not likely that your information will be given to others without your permission. However once your information leaves Broward Health, we cannot control how it is used, and it will no longer be covered by the HIPAA Privacy Rule.   There are other laws that may require disclosure of your individual health information for public purposes. Examples include potential disclosures required for mandated reporting of abuse or neglect, judicial proceedings, health oversight activities, and public health measures. 
Right to Refuse to Give Authorization (Permission)
You do not have to sign this authorization. If you decide not to give your authorization and not to sign this document, you will not be able to take part in this research study or receive any research-related treatment provided through the study. But your decision will not affect any other treatment, payment, health plans, or eligibility for benefits.
Right to Revoke Your Authorization (Permission)

You can change your mind and revoke (withdraw) your authorization at any time. If you revoke your authorization in the future . . .

· The researcher may use and disclose the protected health information already collected for this research study, but no more information will be added to the research records. 
· You will not be allowed to continue to participate in the study.
To withdraw your authorization, you must notify the researcher in writing to inform him or her of your decision. If you wish to revoke your authorization, send a letter to the researcher at the address below:

Principal Investigator’s Name      
Mailing Address (Street)      
City, State Zip Code      
Access to study records
You have the right to see and copy your medical records and PHI related to this study for as long as the study team or institution holds this information. But to ensure the scientific integrity of the study, you may not be able to see or copy some of the study information until after the study has been completed. (When the study is over, you will have the right to access the information again.)
Expiration date of the authorization:  This authorization is valid until the following date or event

 FORMCHECKBOX 
 
Date:   __/__/____

 FORMCHECKBOX 
 
When the research ends and required monitoring of the study has been completed.   

 FORMCHECKBOX 
 
Other: __________________ [insert description of event or other circumstance.  Examples:  one year after death; one year after you reach age 50].
Where can I get more information about Broward Health’s privacy practices or to discuss concerns about my confidentiality? 

You may contact the Chief Compliance Officer/Privacy Officer by any of the following methods:

Mail:
1800 NW 48th Street, Fort Lauderdale, FL  33309

Phone:
1.855.209.5295 (Toll-Free) 954.473.7500 (Local)

Email:
Privacy@browardhealth.org.     Fax: 954.473.7535

Where can I call if I feel my privacy rights have been violated? 

You may contact the Chief Compliance Officer/Privacy Officer by any of the following methods:

Mail:
1800 NW 48th Street, Fort Lauderdale, FL  33309

Phone:
1.855.209.5295 (Toll-Free) 954.473.7500 (Local)

Email:
Privacy@browardhealth.org.     Fax: 954.473.7535

You may also file a complaint with the U.S. Department of Health and Human Services by calling toll free 1.877.696.6775 or visit the website of the Office for Civil Rights at www.hhs.gov/ocr/privacy.  You can also mail a written request to:

Office for Civil Rights

U.S. Department of Health and Human Services

San Nunn Atlanta Federal Center, Suite 16T70

61 Forsyth Street, S.W.

Atlanta, GA   30303-8909

By signing below, I authorize Broward Health and its covered entities to use and disclose my protected health information for research purposes as described in this form.
____________________________________________________
Signature of participant or participant’s legal representative
        Date:  ______________

______________________________________ 
Printed name of Participant


________________________________________
Printed Name of Legal Representative (if any): 

Relationship to Participant:  
____________________
____________________________________________________________________________________

Signature of Witness 

Print Name of Witness



Date                 
You may request a blank copy of data forms from the researcher to learn what information will be shared. You will receive a signed copy of this form.
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