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HIPAA Authorization for Research Form 
All Red instructional text should be removed or changed to black font before submission.
Study Information
	Title of Study
	

	NSU IRB Study #
	

	Principal Investigator
	

	Co-Investigator(s)
	All study personnel who will access or interact with a participant’s protected health information (PHI) must be listed on this form. For Student or Resident Principal Investigators, their Faculty/Research Advisor or Thesis/Dissertation Chair must be listed as a Co-Investigator.

	Research Site Contact Information
	Address:
Telephone number:
Email:

	Funding Source/Sponsor
	

	Specimen Banking
	You must choose one of the below options and delete the option that does not apply.
Yes 
No



Overview
This research study will include the use of your current and/or future identifiable Protected Health Information (PHI) records. Federal and state laws require that your protected health information be kept private. This form describes the PHI that will be collected during this research study and who may use, disclose, and/or receive that information. The researchers will only collect information that is required and related to this study. Your health information will only be used or shared as described in this form or as allowed by law. 
What is Protected Health Information (PHI)?
It includes new and existing medical records, test results and other information that may be used to identify you (e.g. name, address, telephone number, date of birth and/or medical record number). It may also include information collected specifically for the study, or information that already exists, including information about your general health including demographic information, medical history, test and laboratory results, insurance information and other identifiable data. This information will be used only for the purpose of meeting the goals of this study and may include information that is collected from your:
· medical and mental health treatment and related information
· records from your hospital, doctors’ offices, clinics, or other places you get healthcare 
· healthcare billing records or insurance records
· information obtained during telephone calls, surveys, questionnaires, and/or office visits conducted as part of this research study
· list any additional information that will be obtained from participants that is not listed above and remove others not applicable.  
Why do the researchers want my protected health information?
The research study team are asking for authorization (permission) to use and disclose your PHI: 
· to allow participation in this research study
· to provide protection to you as a research study participant
· to evaluate the effectiveness of the study 
· to allow the University, regulatory agencies, and study sponsors to assess compliance with the study protocol 
Will researchers collect any of my protected health information that has extra legal protections?
You must choose one of the below options and delete the option that does not apply.
If No:
No. The researchers will not collect any health information that has extra legal protections under privacy laws. Only the health information needed for the study will be collected.
If Yes:
Yes. The researchers will collect some health information that has extra legal protections under privacy laws. This may include information such as mental health records, substance use treatment records, HIV/AIDS status, or other sensitive health details. This information will only be collected if it is needed for the study and will be protected as required by law.
Who will be able to use my protected health information?
Research study team and participating doctors will use your health information for research purposes. The researchers may also permit specific groups to review your records so they can monitor this research study. These may include:
· [sponsor of research], including its affiliates, research partners, agents and employees
· [maker of the study (drug OR device)]
· any other research company or person who has a contract with the sponsor [Delete if not sponsor]
· Nova Southeastern University Institutional Review Board and its staff, or an external IRB when applicable
· Nova Southeastern University Human Research Protections Program staff
· federal and state agencies that oversee the study or are allowed to see the information by law. 
· the Food & Drug Administration (FDA) [delete if does not apply]
· the National Cancer Institute (NCI) [delete if does not apply]
· the U.S. Department of Health and Human Services (DHHS) [delete if does not apply]
· the National Institutes of Health (NIH) [delete if does not apply]
· your healthcare insurer (including Medicare and Medicaid) if any study procedures are billed to your insurer
· the researchers listed on the first page of this authorization, participating physicians and their assistants
· list and describe any additional groups that will access the data and have not been listed above
· Name of the hospital affiliate 
· people and organizations acting for any of the above
Other people or organizations supporting this research may also access your medical information. They may collect your blood, or body tissue samples, or review slides or imaging studies through individuals and organizations including central laboratories, central review centers, and central reviewers. 
How will information about me be kept private?
All your information will be kept private to the extent possible, however, no one can guarantee complete confidentiality. Only those listed in this form will have access to your information. Your PHI will only be used or disclosed in the ways described in this form. In addition, after the researcher discloses your records to others, the law may no longer protect the privacy of your records listed above. The results of this study may be published, but those publications will not be used to identify you in any way. Scientific data from this study may also be presented as meetings, but your identity will be kept strictly confidential. 
What happens if I do not sign this authorization form?
This signed authorization (permission) is voluntary. You do not have to give authorization, but if you do not allow the use and disclosure of your identifiable health information, you will not be allowed to be part of this study. Whether you give us your authorization, or not, standard medical treatment will still be provided to you, unless the treatment is related to the research study described above.
If I sign this form, will I automatically be entered into the research study?
No, this form is only to permit the use of and disclosure (release of your information).  The researcher will discuss the study with you in more detail. After the discussion, you may decide to take part in the research study. If you agree, then you will be asked to sign a separate informed consent form. This authorization form is only to permit the use (collection) and disclosure (release) of your protected health information to the outside parties listed above for the purposes of this study. 
How long will this authorization last? Can I cancel my authorization?
This authorization does not have a fixed ending date. It stays in effect until it is canceled. You can change your mind at any time and cancel your authorization, but it must be done in writing.  
You may cancel this authorization by sending a written notice to:
Investigator Name:
Address:

What happens if I want to cancel my authorization?
You can cancel this authorization at any time by providing written notice. After cancellation, no new PHI will be collected and used for research, and you will be removed from the research study. Information, biological samples, imaging, testing results, or PHI collected before your cancellation may continue to be used for research. 
Can I see or get a copy of my study information?
Participant access to health information. You must choose one of the below options and delete the option that does not apply.
[For blind studies] During the study, you will not be given certain study information about yourself, such as which study treatment you are getting. That has been kept secret from you during the study so that your beliefs about the drug will not change the results. You will be able to get this information at the end of the study. 
[For other studies] You have the right to see and copy your records related to the study for as long as the study doctor has this information. You do not have the right to review or copy records kept by [ENTER SPONSOR NAME] or other researchers associated with this study. 
For studies involving specimen banking, you will not get the results from the special research tests done on your specimens. 
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Participant or Parent/Guardian/Legally Authorized Representative (LAR) Signature Section

1 voluntarily agree that my Protected Health Information may be used for research purposes as described in
this form. Y ou will be given a signed copy of this form.

“Ifnotthe participant, the person giving Authorization must select whether they are a Parent/Guardian or a LAR

Printed Name of Participant “Signature of Participant Date
Printed Name of Person Giving “Signature of Person Giving ALthorization™ Date
Authorization* for Participant DOParent/Guardian OLAR
Printed Name of Researcher “Signature of Researcher Obtaining Authorization Date

Obtaining Authorization
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