AUTHORIZATION TO DISCLOSE

PROTECTED HEALTH INFORMATION FOR RESEARCH PURPOSES

The privacy law, Health Insurance Portability & Accountability Act (HIPAA), protects my individual identifiable health information (Protected Health Information, or PHI).  The privacy law requires me to sign an authorization (or agreement) in order for researchers to be able to use or disclose my protected health information for research purposes in the study entitled:  
Protocol # and Title:_______________________________________________________
I authorize _______________________________ (Name of the clinic/hospital/physician) to disclose my protected health information to:

· __________________________ (name all who will have access to this information including research staff) researchers at UMass Amherst )
· Federal and State authorities that oversee research
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Protected Health Information (PHI) that may be disclosed includes:

· All health care information in my medical record
· Health care information in my medical record relating to the following treatment or condition:
· Health care information in my medical record for the dates(s):  

· Other (e.g., x rays, bills), specify date(s):   

My protected health information will be disclosed as listed above for the following reasons:
· To study the __________________________________________________________  
I do not have to sign this Authorization.  If I decide not to sign the Authorization:
· It will not affect my treatment, payment or enrollment in any health plans, or affect my eligibility for benefits.

· I will not be allowed to participate in the research study.

This authorization ends:
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  On (date):  ______________________  


 
[image: image2]When the following event occurs: ________________________________________________  
 
[image: image3]In 90 days from the date signed (if disclosure is to a financial institution or an employer of the patient for purposes other than payment)

If I sign the Authorization, I understand that:
· I have the right to withdraw, or revoke the Authorization.

· If I revoke the Authorization, I will notify the researcher of my decision 
· If I revoke this Authorization, I must have to inform the researchers (email/letter/in-person) by (date, if applicable ) ___________________
· If I change my mind and withdraw the Authorization, I will/will not be allowed to continue to participate in the study.
· Any disclosure carries the potential for re-disclosure.  Once my protected health information is disclosed, it may no longer be protected by the HIPAA privacy rule.

· The entities receiving my protected health information will use it as described in the Consent Document for this study.

· I will receive a signed copy of this authorization for my personal records.

If I have questions about the research study, I should contact __________________(researcher’s contact information).  
If I have any questions or concerns about my privacy rights, I should contact the Human Research Protection Office at UMass Amherst via email at humansubjects@ora.umass.edu or by calling at 413-545-3428
I HAVE READ AND UNDERSTAND THE ABOVE STATEMENTS AND AUTHORIZE THE DISCLOSURE OF THE INFORMATION REQUESTED ABOVE

	Signature of Subject
	Date

	Subject Name (Printed
	


Use boxes below if parent or legal representative is signing for research subject

	Subject’s Legal Representative Signature
	Relationship
	Date


	Print Name of Legal Representative


Please explain Representative Relationship to Subject and include a description of Representative’s Authority to act on behalf of Subject:
___________________________________________________________________________

___________________________________________________________________________

___________________________________________________________________________

	Person obtaining HIPAA Authorization
	Date
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