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AUTHORIZATION FORM FOR USE AND DISCLOSURE

OF MY HEALTH INFORMATION

The Federal Health Insurance Portability and Accountability Act of 1996 (HIPAA) protects patients from the unauthorized use or disclosure of medical information about them and changes the sorts of forms that we ask you to sign and the sorts of permissions that we request.  

What is the Purpose of this Authorization? 

This Authorization Form asks your written permission to allow certain people and/or groups to use and/or disclose your Protected Health Information for the following research study.  You will get a copy of this form after
 you sign it.


You should take as much time as you need to decide whether you wish to permit the use and disclosure of your Protected Health Information for the Research Study.  Please feel free to ask questions about any aspects of this Authorization that are unclear to you.

	AECOM CCI #:
	MACROBUTTON NoMacro [Click here and type CCI #]
	
	MMC IRB#:
	MACROBUTTON NoMacro [Click here and type IRB#]


	You have agreed to participate in the research study titled: 

MACROBUTTON NoMacro [Click here and type the Title of the protocol]


	Principal Investigator Name:
	MACROBUTTON NoMacro [Click here and type the Name of the PI]


What Health Information May Be Disclosed?
The specific health information about you to be used or disclosed in the research includes all personally identifiable health information concerning you collected or generated as a result of this research.  The purpose of the use and/or disclosure of Protected Health Information is to be able to use the information collected about you in the results of the research. 

Who May Disclose Your Health Information?
The persons and groups that are authorized to use or disclose your Protected Health Information include the research team (investigators, nurses, data managers, etc.) and/or Montefiore Medical Center, the Albert Einstein College of Medicine (Yeshiva University), Jacobi Medical Center and North Central Bronx Hospital (New York City Health and Hospitals Corporation) as applicable, and: 

1. MACROBUTTON NoMacro [Click here and type the Name of the person or group authorized to use or disclose Information]

To Whom May Your Health Information Be Disclosed?
Persons and groups authorized to receive your Protected Health Information include committees and individuals involved in research oversight of Montefiore Medical Center, Albert Einstein College of Medicine (Yeshiva University), Jacobi Medical Center and North Central Bronx Hospital (New York City Health and Hospitals Corporation) – as applicable, including its Institutional Review Board, the sponsor(s) of this research and any company with which the sponsor has contracted to oversee the research, the U.S. Food and Drug Administration, the U.S. Office of Human Research Protection, other federal agencies involved with research, and:

1. MACROBUTTON NoMacro [Click here and type the Name of the person or group authorized to receive Information]

When Does This Authorization Expire?
This Authorization does not have an automatic end date.  However, you have the right to end this Authorization by withdrawing it, in writing, at any time.  If you withdraw permission, the researchers will still be able to use the information already collected.  If you withdraw this Authorization, you can no longer actively participate in the Research Study.  Your withdrawal must be made in writing and addressed to the Principal Investigator.

Is My Permission Voluntary?
You are not required to sign this form, and you may refuse to do so.  Health care providers may not refuse to provide you treatment or other health care services if you refuse to sign this form.  However, if you refuse to sign this form, you cannot participate in the Research Study, because the researchers will not be able to access the information they need to conduct their research.

Could My Protected Health Information Be Disclosed Outside the Research Study?
The sponsor of this research and other possible recipients of your health information may not be covered by the HIPAA rules, and therefore they may be permitted to share your health information without your permission.  Please refer to the Confidentiality Section of your Research Subject and Information Consent Form for additional information regarding confidentiality outside the Research Study.
Will I Be Allowed to Review My Research Records?
During the course of the Research Study, you will not have the right to see or copy your Protected Health Information obtained or created by the researchers for use in the Research Study.  When the Research Study has been completed, you will have the right to inspect or copy these records, with certain exceptions provided under applicable law.  If, after the completion of the Research Study, you would like to see or copy your records, please contact MACROBUTTON NoMacro [Click here and type the Name of the contact person] at MACROBUTTON NoMacro [Click here and type the Phone Number of the contact person] for further information.

Subject Certification: 

I have read this Authorization, which describes how my Protected Health Information will be used and/or disclosed for the Research Study.  I have had the opportunity to ask, and I have received answers to, any questions I had regarding the use and disclosure of my Protected Health Information for the Research Study.  I hereby authorize and agree to the use and/or disclosure of my Protected Health Information from which I can be identified, as described above, for the Research Study.


________________________________________________________

_____________

Signature of Research Participant/Authorized Representative


Date

________________________________________________________

Printed Name of Individual Signing Form 

________________________________________________________

Printed Name of Research Participant

(If different from the individual signing the form.)

________________________________________________________

Relationship of Individual Signing Form to Research Participant

HIPAA AUTHORIZATION FORM

5/8/03

rev. 6/19/03

�PAGE \# "'Page: '#'�'"  �� If this comment bubble (and others) are included in the printout, do the following: 1) On the Tools menu, click Options. 2) On the Track Changes tab, click to clear the Use balloons in Print and Web Layout check box. 3) Click OK to close the Options dialog box.


�PAGE \# "'Page: '#'�'"  �� ALERT: Note the distinction between the HIPAA Authorization and Informed Consent Documents – the participant must be given a SIGNED COPY of the HIPAA Authorization, but an unsigned copy is allowed for Informed Consent.


�PAGE \# "'Page: '#'�'"  �� In the space below, enter the names of any persons or groups, NOT included in this paragraph, that you will be sharing Protected Health Information with.


�PAGE \# "'Page: '#'�'"  �� DELETE this line if there are no persons or groups authorized to use or disclose data other than those included in the paragraph above.  Hit enter to add more lines, if needed.


�PAGE \# "'Page: '#'�'"  �� In the spaces below, enter the names of any persons or groups, NOT included in this paragraph, that you will be sharing Protected Health Information with.


�PAGE \# "'Page: '#'�'"  �� DELETE this line if there are no persons or groups authorized to receive data other than those included in the paragraph above.  Hit enter to add more lines, if needed.


�PAGE \# "'Page: '#'�'"  �� DELETE this section UNLESS the Research Study will involve clinical intervention.





Page 2 of 3
http://cocoon.aecom.yu.edu/staging/cci/forms/hipaa/HIPAA_Authorization.doc
Page 1 of 3     10/9/03


