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Note: Highlighted sections are instructions/prompts to the investigator and should be removed. Text in [square brackets] should be replaced with information that is specific to your study.
RESEARCH HIPAA AUTHORIZATION FORM
[LIST RESEARCH STUDY TITLE HERE]
Local Principal Investigator:

[List PI name and telephone number]
If your study includes children, use the following statement:
For legal guardians of minors, please note that any words referring to “you” (such as I, me, myself, you, your, yourself) also refer to “your child” throughout this authorization form.  Permission from you is required for your child to participate in this study.

PRIVATE HEALTH INFORMATION

As part of the research study, your permission is needed to collect, use, and share your research and health information. Research/ Health Information may include:
· Demographic (race, ethnicity) data

· Name

· Date of birth
· Address
· Contact information
· Gender

· Insurance Information

· SSN

· Medical test results

· Questionnaires/ Interviews

· Medical Record Number (MRN)

· Etc.

Only information needed for the research will be collected, used, and shared. 

AUTHORIZATION TO USE AND DISCLOSE (RELEASE) HEALTH INFORMATION

As part of this research study, the study doctor and his/her research team will keep records of your participation in this study. These study records may be kept on a computer and will include all information collected during the research study, and any health information in your medical records that is related to the research study. The study doctor and his/her research team will use and disclose (release) your health information to conduct this study. This study may result in scientific presentations and publications, but steps will be taken to make sure you are not identified.  
Some of the organizations/entities that may receive your information are:
· The study sponsor and any company supporting the study (the sponsor’s authorized representatives)
· The Greenville Health System Institutional Review Board, which is a group of people who review research with the goal of protecting the people who take part in the study

· All organizations listed in the “Who will see my medical information” section of the research consent 
Under federal privacy laws, your study records cannot be used or released for research purposes unless you agree. If you sign this consent form, you are agreeing to the use and release of your health information. If you do not agree to this use, you will not be able to participate in this study.  Once your health information has been released, federal privacy laws may no longer protect it from further release and use. 
The right to use your health information for research purposes does not expire unless you withdraw your agreement. You have the right to withdraw your agreement at any time. You can do this by giving written notice to the study doctor listed in the research participation consent form. If you withdraw your agreement, you will not be allowed to continue participation in this research study. However, the information that has already been collected will still be used and released as described above. You have the right to review your health information that is created during your participation in this study. After the study is completed, you may request this information.

If you have any questions about the privacy of your health information, please ask the study doctor.
SIGNATURE
By signing this form, you are giving permission to collect, use, and share your health and research information. If you decide to not sign this form, you cannot be in the research study. You need to sign this form and the research study consent form in order to participate in the research study. Whatever decision you make about this research study will not affect your access to medical care. 

Please ask the research team if you have any questions. The researcher will give you a signed copy of this form.
_____________________________________________

Printed Name of Participant

_____________________________________________  

_____________

____________

Signature of Participant





Date


Time


