[image: image1.png]L]
8 National Jewish
Health”

Science Transforming Life ™





Recruitment Authorization to be Contacted about Research 

National Jewish Health would like your permission to contact you about your interest and eligibility for research studies.  By signing and returning this form to National Jewish Health you allow us to contact you about your interest in enrolling in future clinical research studies.    
If you sign this form, you are also giving us permission to access and use information from your National Jewish Health medical record to help us determine your eligibility for the research.  If you give us permission to use information from your medical record for recruitment purposes we may store this information in a separate recruitment database.  

I authorize the use of the following information for research recruitment:

 FORMCHECKBOX 

My entire medical record.  We may also add information to the recruitment database from your medical record from future visits to National Jewish Health. (You may need to sign a release-of-information from the organization holding these records.)

If you choose either of the next two selections no other information will be stored in the recruitment database.

 FORMCHECKBOX 

Name, address, phone number, e-mail address, diagnosis, date of birth   

 FORMCHECKBOX 

The following health care information (please specify):       

Only National Jewish research staff such as, principal investigators, sub‑investigators, clinical research coordinators, and patient recruiters, may be given your identifiable information from the recruitment database to contact you after their research has been approved by the National Jewish committee in charge of protecting the rights of research participants. You may revoke this authorization in writing at any time by contacting: Corporate Compliance Officer, National Jewish Health, 1400 Jackson Street, M113, Denver, CO  80206.

Authorized individuals may access and use your confidential personal information to contact you as permitted by this authorization or until you have revoked it.  If you cancel your authorization, the researchers and people your information was given to may have already used the information, but they will not contact you again in the future. We will not release your PHI to anyone except to those to whom you give us permission to release the information.  We cannot guarantee that those individuals will keep this information confidential. You do not have to sign this authorization form. If you do not sign it, your information will not be released for research recruitment. You will receive a copy of this form.

This authorization will expire: ____________ Or  FORMCHECKBOX 
 Will not expire.

I give permission for you to contact me about research studies.
	Name:
	     
	Date of Birth:
	     

	Parent/Legal Guardian Name (if applicable):
	     

	     

	Street Address                                                                     City                                                   State                          Zip Code                              

	

	E-mail Address:
	     
	 FORMCHECKBOX 

	Preferred Contact Method

	Home Phone:
	      
	 FORMCHECKBOX 

	Preferred Contact Method

	Mobile Phone:
	     
	 FORMCHECKBOX 

	Preferred Contact Method

	Signature:
	
	Date:
	     


Thank you for your interest in our clinical research studies.

	For NJ Research Staff use:

Department:       

	Contact:                                                                 Ext.      
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