Investigator's Institution
Address
Address
"Name of Study"
Investigator
 PI's Phone Number
Authorization for Use and Disclosure of Protected Health Information

I, _______________________________, give permission for name of covered entity
(Study participant name)  

to give protected health information in my source records to PI, or to a member of his or her research team.  

This authorization allows name of covered entity to disclose: insert a specific and meaningful description of the information to be disclosed.

My protected health information will only be used for the study called Study Title.  The researchers won’t use it for any other reason.  The researchers will keep my health information confidential.  They won’t give it to anyone who isn’t connected to this study.  

I’m not required to sign this form to get services/health care/treatment, etc.  Name of covered entity will only give my protected health information to the researchers if I sign this form.  I may cancel this authorization at any time by writing to name of covered entity.  If I cancel this authorization, the researchers will keep the information they already have.  

For disclosure of DSHS records, insert the following: “My privacy rights are described in detail in the DSHS Notice of Privacy Practices for Client Medical Information (available at http://dshs.wa.gov)
This authorization expires [insert date or event] unless I cancel it before then.
______________________________________________

 PRINT STUDY PARTICIPANT NAME 

______________________________________________

________________

Study Participant Signature






Date

______________________________________________

________________

Participant’s Legally Authorized Representative (if required)

Date

______________________________________________



Representative’s Relationship to Study Participant

cc:
Study Participant, name of covered entity, Researcher

1
1

