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DEPARTMENT OF VETERANS AFFAIRS

Syracuse VA Medical Center
800 Irving Avenue

Syracuse, New York 13210

Authorization for the Release of Protected Health Information for Research Purposes



	Study Title
	     


	Principal Investigator (PI)
	     

	Purpose (Instructions for the PI- describe the study in a few meaningful sentences)

	You have been asked to be part of the above research study under the direction of the Principal Investigator and the research team.  The purpose of this study is to:  
     


	Use and Disclosure (Instructions for the PI – indicate which information will be collected, and with whom it may be shared, by placing an “X” in the appropriate box).

	This authorization is necessary to participate in this research study; however, your VHA treatment, payment, enrollment, or eligibility for benefits is not dependent upon your signing this authorization.  By signing this document, you are authorizing the Veterans Health Administration (VHA) to use and disclose the following information about you to the research study team identified above:

	Subject

Initials
	Check if relevant
	Description

	
	 FORMCHECKBOX 

	Drug Abuse

	
	 FORMCHECKBOX 

	Alcoholism or Alcohol Abuse

	
	 FORMCHECKBOX 

	Testing for or Infection with the Human Immunodeficiency Virus (HIV)

	
	 FORMCHECKBOX 

	Sickle Cell Anemia

	
	 FORMCHECKBOX 

	Past and Present Medical Information 

	
	 FORMCHECKBOX 

	Laboratory Reports

	
	 FORMCHECKBOX 

	Imaging Reports

	
	 FORMCHECKBOX 

	Diagnostic Reports

	
	 FORMCHECKBOX 

	All Personal Identifiable Information (PII) contained in the VHA Computerized Patient Record System (CPRS)

	
	 FORMCHECKBOX 

	Other medical records maintained by the Syracuse VA Medical Center including information created and collected during this study

	The research team may also need to disclose your information to others as part of the study process.  This may include:

	
	Check if relevant
	Description

	
	 FORMCHECKBOX 

	Study Sponsor:       

	
	 FORMCHECKBOX 

	The Syracuse VAMC Institutional Review Board (IRB) who will monitor the study

	
	 FORMCHECKBOX 

	The Food and Drug Administration (answer “yes” only for those studies including drugs, devices, biologics or other agents regulated by the FDA)

	
	 FORMCHECKBOX 

	Compliance Monitors (Specify):

	
	 FORMCHECKBOX 

	Office of Human Research Protections (OHRP)

	
	 FORMCHECKBOX 

	Veterans Affairs contracted agency for accrediting VA Human Research Protection Programs

	
	 FORMCHECKBOX 

	Department of Health and Human Services (DHHS)

	
	 FORMCHECKBOX 

	Office of Research Integrity (ORI)

	
	 FORMCHECKBOX 

	Office of Research Oversight (ORO)

	
	 FORMCHECKBOX 

	     

	 FORMCHECKBOX 
  Yes    FORMCHECKBOX 
  No
	Are monitors/sponsors authorized to receive your Individually Identifiable Information (III) such as name, social security number or date of birth?

	The VHA complies with the requirements of the Health Insurance Portability and Accountability Act of 1996, the Privacy Act of 1974 and its privacy regulations including all other applicable laws that protect your privacy.  We will protect your information according to these laws.  Despite these protections, there is a possibility that your information could be used or disclosed in a way that it will no longer be protected.  Individually-identifiable health information disclosed pursuant to the authorization may no longer be protected by Federal laws or regulations and may be subject to re-disclosure by the recipient. The VHA Notice of Privacy Practices includes information on how we protect you and can be found at the following link: http://vaww.vhaco.va.gov/privacy/Notice.htm.  

	Expiration  (Instructions for the PI: Check only one box)

	 FORMCHECKBOX 

	This authorization to use your information will expire at the end of the research study because the authorization is for the use or disclosure of individually-identifiable health information for research.

	 FORMCHECKBOX 

	This authorization has no expiration date.  This is because the information will become part of a database or repository.

	 FORMCHECKBOX 

	This authorization will expire on      .

	Authorization Revocation

	You can revoke this authorization at any time by writing to the Release of Information Office at this facility or you can ask a member of the research team to give you a form to revoke the authorization.  If you revoke this authorization, you will not be able to continue to participate in this study.  This will not affect your right as a VHA patient to treatment or benefits outside this study. Please note an authorization revocation is effective when the Release of Information Office receives it. Information collected prior to the revocation will continue to be used by the research team. The research team will not collect information about you after you revoke the authorization. 

	Authorization

	  I have been given the opportunity to ask questions and understand I can address any future questions to       at       or Chair, Syracuse VAMC IRB Committee at 315-425-4400, x 53607.
  I have read this document and authorize the use and disclosure of my information as described.  

  I understand I will be given a signed copy of this authorization form for my records.  

​​​​​​​​​​_______________________________________               __________________________________________ 

Signature of Subject or Authorized Individual                   Subject’s Printed Name

 FORMCHECKBOX 
 Copy of legal authorizing document attached if not subject
_______________________________________ ​​​​​​​​​​​​​​​​​​​​​
___________________________________________

Subject’s Full Social Security Number

             Date

The execution of this form does not authorize the release of information other than that specifically described.  The information requested on this form is solicited under Title 38, U.S.C. This form authorizes release of information that you specify in accordance with the Health Insurance Portability and Accountability Act, 45 CFR Parts 160 and 164, 5 U.S.C.552a, and 38 U.S.C. 5701 and 7332.  Your disclosure of information requested on this form is voluntary.  However if the information, includes your Social Security Number (SSN) the SSN will be used to locate records for release.



INTERNAL ADMINISTRATIVE SECTION


This form is valid only if signed below:











						 					


Privacy Officer							Date
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