CERTIFICATION OF COMPLIANCE WITH HIPAA PRIVACY RULE 

FOR RESEARCH INVOLVING DECEDENT'S INFORMATION ONLY
Principal Investigator Name: ____________________________________________





(Please print or type)

Department/Unit __________________________________________

Contact information at work:

Office location _______________________________






Telephone number ____________________________






E-mail address ______________________________

Name of Covered Entity or Covered Component:

_____________________________________________________________

I request approval to conduct research using protected health information of a decedent.  In support of this request, I represent and agree to the following:

1)
The use or disclosure sought is solely for research on the protected health information of decedents;

2)
The protected health information for which use or disclosure is sought is necessary for research purposes, and

3)
Upon the request of the Covered Entity, I will provide documentation certifying the death of such individuals.

I certify that I will carry out the proposed data collection in compliance with the principles stated above.

_________________________________

________________________________

Signature of Principal Investigator


Date

APPROVED by Covered Entity or Covered Component: 

________________________________________________

Signature


Printed


Date

cc:  Purdue University IRB
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