
Investigator’s Memo to Syracuse VAMC IRB Requesting a Waiver of Authorization to Release Medical Records or Health Information

To:
Syracuse VAMC Human Studies Subcommittee (151)

From:






, Principal Investigator

Date:






Subject:
Request for Waiver of Authorization to Release Medical Records or Health Information for Study (identify by title): 

This is a request to use identifiable information in the conduct of this research study under a waiver of authorization.  The identifiable information being requested is: (list with specificity) 

The identifiable information will be used or disclosed only by members of the research team and the following persons (identify with specificity and justify the need to disclose the information to any one outside the VHA).

The proposed study poses minimal risk to the privacy of the subjects because:

a. The identifiable information will be protected from improper use or disclosure by: (detail how this will be accomplished including limitations of physical or electronic access to the information and other protections) 

b. The identifiers will be destroyed at the earliest opportunity consistent with the research (discuss the timeframe or the reasons the identifiers must be retained, including health or research justifications or any legal requirement to retain them)
c. The identifiable information will not be reused or disclosed to any other person or entity outside the VHA other than those identified in the protocol, except as required by law, for authorized oversight of this research study, or as specifically approved for use in another study by an IRB.

The proposed study cannot be practicably conducted without a waiver of authorization because: (discuss reasons why it would not be possible to obtain authorization from individual subjects)
The proposed study cannot be done without the specified identifiable information because: (discuss reasons why it would not be possible to conduct the research without the identifiable information being requested)
As the investigator, you affirm with your signature below that information about all PHI collected under this waiver will not be used or disclosed to any other person or entity, except as required by law, for authorized oversight of the research study, or for use in future IRB approved research. 

As principal investigator, you assure that you and your research team will comply with the use and disclosure restrictions described above.

Investigator Signature:  









 

Date: 




 

Submit this completed form, along with your completed Request to Review Application Packet, to Deborah Collins, mailcode (151) or hand carry to D103a, Research Wing.  

Following HSS review, you will receive written notification of HSS action.  You may not begin accessing/recording PHI until you receive written approval from the HSS.
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