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HIPAA RESEARCH AUTHORIZATION

FOR THE CREATION, USE, AND DISCLOSURE OF PROTECTED HEALTH INFORMATION FOR RESEARCH

	Study Title:
	     

	Principal Investigator:
	     

	Phone Number:
	     

	Sponsor:
	     

	HS #:
	     


1. The purpose of this form is to tell you how your health information will be used or disclosed in a research study.  This form authorizes researchers at National Jewish Health to collect, analyze, and/or share certain protected health information about you for the research study named above. 
2. The persons authorized to use and disclose your protected health information at National Jewish Health are:
 FORMCHECKBOX 
 All investigators listed on the Research Consent Form and others at National Jewish Health who are participating in the conduct of the research protocol.

 FORMCHECKBOX 

National Jewish Health staff responsible for research oversight

 FORMCHECKBOX 

Others:      
3. Description of your health information to be used or disclosed:  (Check as applicable)
	The following details from your health history will be collected for the purposes of this study.

	 FORMCHECKBOX 
  Your complete medical record *

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


	* If we are requesting medical records located outside National Jewish Health, we will ask you to complete an additional authorization to release those records to National Jewish Health.

	The following checked items will be collected and used during the course of this study: (Information collected during the course of this research study may be available to your physician and other clinical staff at National Jewish Health who are responsible for your healthcare.)

	 FORMCHECKBOX 
 Demographic information

 FORMCHECKBOX 
 History and Physical examinations

 FORMCHECKBOX 
 Diagnosis(es)

	Reports:  FORMCHECKBOX 
 Laboratory   FORMCHECKBOX 
 Operative   FORMCHECKBOX 
 Pulmonary   FORMCHECKBOX 
 Progress 

Describe:      

	 FORMCHECKBOX 
 X-ray/MRI/CT 

 FORMCHECKBOX 
 EEG or EKG

 FORMCHECKBOX 
 Questionnaires, interview results, surveys, behavioral performance tests

 FORMCHECKBOX 
 Tissue, blood and/or fluid specimens

 FORMCHECKBOX 
 Testing for or results of Human Immunodeficiency Virus(HIV)

 FORMCHECKBOX 
 Drug, alcohol abuse, and, or alcoholism

 FORMCHECKBOX 
 Genetic testing information

	 FORMCHECKBOX 
 Other:      



4. The purpose(s) of the requested use or disclosure is: 

 FORMCHECKBOX 

To learn more about the condition/disease being studied

 FORMCHECKBOX 

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

 FORMCHECKBOX 

Other       
5. The persons or organizations authorized to receive this information outside of National Jewish Health are:

 FORMCHECKBOX 

The sponsor of this study

 FORMCHECKBOX 

Federal or other governmental agencies as required for research oversight and public health reporting related to this study including: 


 FORMCHECKBOX 
 OHRP
 FORMCHECKBOX 
 FDA

 FORMCHECKBOX 
 NIH

 FORMCHECKBOX 
 Other:      
 FORMCHECKBOX 
Others:      
Note: The information disclosed to the persons or organizations listed above may be re-disclosed to others and might no longer be protected.
6. You may view or copy the health information collected from your participation in the research.  However, you may be asked not to view some of the information until the end of the research study to maintain the integrity of the research.  To view or obtain copies of your health information collected for this research study you will be asked to complete a Release of Information Form.
7. You can cancel this authorization at any time, and:
· You have to provide written notice to the Corporate Compliance Officer, National Jewish Health, 1400 Jackson St., M113,  Denver, CO 80206.
· The researchers and the people you authorized to use and disclose your protected health information may use the information collected prior to the date you revoked the authorization.  
· You will no longer be able to continue in the research study. 
8. This authorization will expire on: _     __________ (date) OR  FORMCHECKBOX 
 will not expire.

9. You will be given a copy of this form after you have signed it.

This authorization is voluntary and you may refuse to sign this authorization.  If you refuse to sign this authorization, your health care at National Jewish Health will not be affected.  However, you will not be able to enter this research study.
	     

	Today’s Date

	     
	
	     
	
	     

	Patient Name
	
	Patient or Legal Guardian Signature
	
	Relationship to Patient

	
	
	     
	
	

	
	
	Printed Name of Legal Representative
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