AUTHORIZATION FOR RELEASE OR USE OF PROTECTED HEALTH INFORMATION

FOR RESEARCH PURPOSES
I hereby request and authorize the use, disclosure and/or release by ___________________________________ and its employees, of medical records, including my social security number, or other protected health information as described below:

Participant's Name: _______________________________________________
Date of Birth: ______/______/______





Please Print

Participant's Address: ______________________________________________________________________________

Daytime Phone: ________________________________________ Record or Identification Number:  ______________

Please describe specifically what medical records or other protected health information may be used or released: ___________________________________________________________________________________________________________

Purpose for disclosure: To participate in the following research project:  ______________________________________ ________________________________________________________________________________________________

Please identify who is to receive the medical records or other protected health information:

_________________________________________________________________________________________________

_______________________________________ (Name and full address of Researcher and/or others designated to receive information) 

Unless the “No” box is marked, this authorization extends to such psychiatric, mental health, and drug and alcohol abuse treatment information, if any, as may be contained in said medical record including information protected by I.C. 16-39-1-9, I.C. 16-39-2-1 through 16-39-4-2 and I.C. 16-41-8-1.  This release permits re-disclosure in accordance with 42 C.F.R., Part 2, a federal regulation governing release and use of medical information pertaining to treatment for alcohol or drug abuse.   ( No

Unless the “No” box is marked, the authorization also extends to information regarding communicable diseases, including human immunodeficiency virus (HIV), and AIDS related complex (ARC) and acquired immunodeficiency syndrome (AIDS), if contained in said medical record.   ( No

The researcher(s) involved with this study will collect your health information and share it as authorized in this document.  This information may also be given to representatives of state or federal (U.S.) government agencies overseeing research.  These may include the Food and Drug Administration, the Office for Human Research Protections or other offices within the Department of Health and Human Service, and the Institutional Review Board at Purdue University or other groups involved in protecting research subjects.  These groups may also be allowed to review your original records kept at (the “Covered Entity,”)________________________________________________________.

I understand that upon release and disclosure of the protected medical records and information, the records and information may be subject to re-disclosure by the recipient and may no longer be protected by federal privacy regulations.

I understand that I may refuse to sign this authorization and that my refusal to sign will not affect my ability to obtain treatment (except for treatment that is a part of a clinical research study), payment or enrollment or eligibility for benefits.  I may inspect or copy any information used or disclosed under this authorization.

I understand that this authorization is subject to revocation at any time, except to the extent that action has been taken in reliance on the authorization, including use or disclosure of previously provided information as needed to maintain the integrity of the research project or to explain my withdrawal from the research project.  In order to revoke this authorization, I must deliver a revocation, in writing, to the Covered Entity named above at the following address: _________________________________________________________________, and after such revocation is received by the Covered Entity, no further information will be furnished pursuant to this authorization.  I further understand that, if this authorization is not otherwise revoked, this authorization will expire at the end of research project or study identified above.   

The individual to whom the information is furnished shall pay to the Covered Entity, or its designated representative, the Covered Entity’s fee in preparing and delivering the information requested herein, if any.





Signed _______________________________________________








Participant or Legal Representative

Relationship ___________________________________________


Date_________

______________________________________________________








Printed name (if not Participant)

(
Individual was offered a copy of this form and declined

Revised June 28, 2007


