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Research Authorization Sample

For Use and Disclosure of Protected Health Information
	Title of Study
	

	Protocol #  (if applicable)
	

	Study Subject Name
	___________________________________________________



Please read this form before you sign it.

If you don’t know what something means, you can ask us.

Before you sign this, you can talk it over with someone you trust.

In our research, we use and share information about people and their health.  We know that this information is private.  Federal law protects health information.

The law lets FSU staff use and share information as a part of doing business.  This means FSU may use and share information about you:

· To treat you.

· To do billing and get payment.

· To make sure our work is of high quality.

The law lets us use and share health information for research if you agree to let us do this.  If you let us use and share information about you, we will protect it as required by law. 

If you sign this form, it means you are letting us use and share this information for research.

This form explains how we will use and share your health information.  It lists who can see and use your information.  It explains what we will do to keep your information private.

Who will disclose (share), receive, and/or use your information?

To do this research, FSU and the people and organizations listed below may use or share your information.  They may only use and share your information:

· With the people and organizations on this list.

· With you or your personal representative.

· As allowed by law.

FSU and the people and organizations listed below may use or share information about you to do this research:


1. The research team, including the Principal Investigator, study coordinator, research nurses, and all other research staff.  [Do not list the names of the Principal Investigator or staff because they may change over the course of the study; instead list them by title or category only.]

2. All health care and other FSU staff who treat and serve you as a part of this research.

3. Every research site for this study.  This includes the research and medical staff at each site and FSU.

4. Any labs, persons, and groups that use your information as a part of the approved plan for this research.  [If not applicable, please delete this item.]

5. The sponsors of this study: [If not applicable, please indicate “None.”]

6. Any agency of the federal, state, or local government that regulates this research.  This includes the Food and Drug Administration (FDA) and the Department of Health and Human Services (DHHS).

7. The members of the FSU IRB/Privacy Board.

8. Staff in the FSU Office of Research, and other FSU offices who oversee this research.

9. Data Safety Monitoring Board and staff:  [If not applicable, please indicate “None.”]

10. Data Managers:

[If there are outside data managers (not on the research team), list the companies here, but do not list staff who are likely to change over the course of the study.  If not applicable, please delete this item.]

11. Contract Research Organizations: [List the companies, but do not list staff who are likely to change over the course of the study.  If not applicable, please delete this item.]

12. [List any other persons, classes of persons, and/or organizations.  Do not list persons or entities who are likely to change over the course of the study, instead list them by title or category only.  If not applicable, please delete this item.]

Who else can use and share this information?

Anyone listed above may use consultants or others to help them understand, analyze, and conduct this study.  They may use and share information about you to do this research.  If you have questions about who they are, you can ask us.

Once any information leaves FSU, we cannot promise that others will keep it private.  FSU cannot stop others from using or sharing information they have about you.  The sponsor may share your information.  If the sponsor or others share your information, your information may no longer be protected by federal privacy laws.

Others not listed here may be able to get information about you from those listed above.  That is only allowed when the law does not require them to keep your information private.

What information will be used or shared?

By signing this form, you are letting FSU collect, use, and share this information:

· Your whole research record

· All of your medical and other records held by FSU.  This includes, but is not limited to, HIV/AIDs, mental health, substance abuse, and/or genetic information [Modify to match what data will be collected and used in your study]

· [List any other needed information not included above.  The descriptions should be in enough detail so that you (or any organization that must disclose information pursuant to this authorization) can understand what information may be used or disclosed.]

You may not want FSU to use or share some kinds of information.  List any kinds that you do not want us to use or share in the space below.  If you list nothing here, we can use and share all of the information listed above.

Your Rights

You can refuse to sign this form.

If you do not sign this form:

· You will not be able to take part in this research and you will not get the study treatment.

· This will not change your health care outside of this study.

· This will not change your health care benefits.

· This will not change the costs of your health care.

You can revoke this form at any time.  This means you can tell FSU to stop using and sharing your information.  If you revoke this form:

· We will stop collecting information about you. 

· You cannot withdraw information that we had before you told us to stop.  We may already have used or shared it.  Or we may need it to complete the research.

· Staff may follow-up with you if there is a medical reason to do so.

To revoke this form, you must tell us in writing.  Please write to:

Principal Investigator [DO NOT insert name]
For IRB Study # [Insert IRB Study #]
[Insert complete mailing address]
Date This Form Expires
This form will not expire, unless you revoke it in writing.

By signing below,
· I agree that I have read this form or someone has read it to me.

· I agree that I have gotten answers to all of my questions.

· I agree to let FSU collect, use, and share information about me as explained on this form.

I will be given a copy of this form after I have signed it.

_________________________________________

Signature of Subject or Personal Representative

_________________________________________

Printed Name of Subject or Personal Representative

_________________________________________

Date

Explain authority of Personal Representative: _______________________________________

Subject’s Contact Information

	Subject’s Address:

    

_____________________________________

_____________________________________

_____________________________________

_____________________________________
	Subject’s Phone:

___________________ (Day)

___________________ (Evening)

E-mail Address (optional):

____________________________
















































