To: Stratton VA Investigators:

In reviewing HIPAA regulations, the VA Office of Information and Analysis (OIA) will be changing their practice and process.
1) When an individual is interested in writing a protocol and needs to view Protected Health Information (PHI) for the purposes of writing a research protocol they will need to submit the following document to research and the Privacy  Officer.        
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2. When pre-research PHI data is requested, investigators will need to submit the following form. The only PHI the OIA will release prior to study initiation will be aggregated data. 
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3) Investigators who have an IRB approved study that includes a HIPAA Waiver must send a copy of the IRB letter granting permission to seek PHI to the OIA either by fax or as a scanned document.
 

4). In the future, to request PHI, investigators must use the Data Request Form. It can be found at http://vaww.visn2.med.va.gov/sp/ia when completed e-mail it to:
"VISN 2 Data Request"

Mail or fax IRB approval letters to:

VISN 2 Office of Information and Analysis
VA Healthcare Network Upstate NY (VISN 2)

113 Holland Avenue, Building 7

Albany, NY 12208 
Fax (518) 626-7333

If you have any questions please contact:

Jessica M. Capeci, HRPP Coordinator, Research Service at:  518-626-5626
and/or 

Toni Smith, Privacy Officer at: 518-626-5603
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		Stratton VA Medical Center

REVIEWS PREPARATORY TO RESEARCH FOR hUMAN sTUDIES








Investigator Name:      

The Health Insurance Portability and Accountability Act (HIPAA) Privacy Rule and VHA policy allow for the access to Personal Health Information (PHI) without an authorization from the individual or a waiver from an IRB or Privacy Board when a VHA researcher is preparing a protocol.  However, the researcher must represent that access is only for the purpose of preparing a protocol.  As a researcher, you must give “representations” of certain facts necessary for preparatory access as follows:


· The use or disclosure is requested solely to review PHI as necessary to prepare a research protocol or for similar purposes preparatory to research;


· The PHI will not be removed from the VHA; and 


· The PHI accessed is necessary to the research proposed.


This access is granted only to VHA researchers; non VHA researchers may not access VHA data for reviews preparatory to research.


RESEARCH PROPOSED:


     

TYPE OF RECORDS REVIEWED:


     

NUMBER OF RECORDS TO BE REVIEWED:


     

I give the “representations” of the facts listed above and agree that if the type and number of records are not sufficient for the proposed research, I will submit a new request to the IRB.


___________________________________________


Investigator signature


__________________


Date





APPROVE_____
DISAPPROVE_____

___________________________________________


ACOS R&D signature


__________________


Date









NOTE:  This is NOT a HIPAA Waiver of Authorization, nor is it IRB or R&D approval to conduct a study at the Stratton VA Medical Center.  You must follow the standard procedures in order to conduct a research study at this VA.  Contact the Research Office at 626-5624 for more information.
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		Office of Information and Analysis (OIA)


Data Request Form








Instructions for Saving and Sending Document from the website:


Save this form to one of your own Local folders by clicking on File then Save As. Open the copy of the Form and enter the requested data then Save the completed form.  Create a new e-mail and attach document.  Send the form to the VISN 2 Data Request mail group.  Please do not use feature “file” – “send to”, which directly sends the open document via e-mail.   This will create an unreadable document.


		Requestor’s Name:  

		Position/Title: 

		Date: 



		Station Name/Number: 

		Phone Number: 

		Care Line:  



		E-mail address:      

		



		Purpose for Request?  FORMDROPDOWN 
      Please Specify -         

Date Data is Needed By -      

1.  If this request is for release of information to a non-VISN 2 or non-VA entity, please contact your ISO and Privacy Officer for review and approval prior to submitting request to OIA.  


2.  If this a Research Related Request, Please Indicate Type of Research Approval Completed (IRB approval, etc)?   FORMDROPDOWN 
    

Please provide documentation of necessary research related request approvals.  Scanned electronic approval letters may be attached along with data request form.  Hard copy approval letters can be mailed or faxed with attention to:  VISN 2 Office of Information & Analysis, VA Healthcare Network Upstate NY (VISN 2), 113 Holland Avenue, Building 7, Albany, NY 12208 Fax (518) 626-7333.

3.  Requests for patient sensitive information, including real social security numbers and equivalent patient identifiable information, requires completion of an Information Authorization Form, approved by Facility or Network Senior Management.  This form will be approved for a one year period with annual recertification.  The OIA Information Authorization Form is available for download from the OIA website at http://vaww.visn2.med.va.gov/sp/ia/index.html (Click on Information Authorization Form link).  The form should be printed, signed by the requestor’s Supervisor, and faxed or mailed to the VISN 2 Office of Information & Analysis.





		Data for What Site(s)?       FORMDROPDOWN 




		Please enter a brief description of the data you need to see:    FORMTEXT 

     

 FORMTEXT 




		Enter a Date Range for the Data requested? (e.g., 10/1/98 – 9/30/99)       

 FORMTEXT 




		If your requested Data will contain counts, please select how you want them counted:   FORMDROPDOWN 




		Will this information be needed on a recurring basis?   FORMDROPDOWN 


    FORMCHECKBOX 
 Yes      FORMCHECKBOX 
 No   if yes how often: (e.g., Monthly, Quarterly)   FORMDROPDOWN 


 FORMDROPDOWN 
 FORMTEXT 




		Please list the information you want to see in the final report: (i.e., Name, SSN, Address, etc.)

1.      

 FORMTEXT 


2.      

3.      

 FORMTEXT 


4.      

 FORMTEXT 


5.      

 FORMTEXT 


6.        FORMTEXT 


7.      

 FORMTEXT 


8.      

 FORMTEXT 


9.      

 FORMTEXT 


10.      

 FORMTEXT 






		





Please send this form electronically to:   “VISN 2 Data Request” mail group when completed


Please add any additional information about your request that you feel will help clarify what you need:


Revision # 3  - 07/11/2006

Prepared by Office of Information and Analysis







