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  IRB Protocol number:      
Authorization for Release of Protected Health Information

 for Research Purposes

VA San Diego Healthcare System

You have been asked to be part of a research study under the direction of       VA PI NAME. The purpose of this study is BRIEFLY DESCRIBE STUDY AS IN INFORMED CONSENT.
By signing this document, you will authorize the Veterans Health Administration to allow the VA research team of VA PI NAME to use and disclose  the following information about you: DESCRIBE INFORMATION TO BE USED OR DISCLOSED IN A SPECIFIC AND MEANINGFUL FASHION.  FOR EXAMPLE: We will record your name, social security number, diagnosis, and results of blood and tests done at the VA in the past year. 
The information to be collected includes information regarding:

	 FORMCHECKBOX 

	Drug Abuse


	 FORMCHECKBOX 

	Alcoholism or Alcohol Abuse


	 FORMCHECKBOX 

	Testing for or infection with Human Immunodeficiency Virus (HIV)


	 FORMCHECKBOX 

	Sickle cell anemia


	 FORMCHECKBOX 

	None of the above will be collected or released



	



***IN ADDITION, if any box other than "none of the above" is checked, describe that particular information and how it will be used and disclosed in greater detail. See VHA Handbook 1605.1§14(g).

The research team may also need to disclose this information to others as part of the study process.  Others who may be allowed to receive this information include the University of California, San Diego Institutional Review Board, federal compliance officers, INCLUDE SPONSOR, FDA, and any other entities that may review this information and the VA Research and Development Committee.  IF NEEDED: Your information will be included in the Computerized Patient Record System, which is the VA's electronic medical record database.
IF IDENTIFIED INFORMATION is shared outside VA (including your lab at UCSD), explain what, where, how and why (e.g., A copy of your consent form  will be hand-carried to the UCSD Clinical and Translational Research Institute so they can draw a blood sample)

[If data from VA subjects are combined with data from other subjects, indicate here where the combined data will be analyzed.  If the analysis site is not the VA, indicate whether the disclosure to the analysis site will include or exclude subject identifiers.]

If you do not sign this authorization, you will not be enrolled, participate, or receive payment for being in the study.  This will not affect your right as a VHA patient to treatment or benefits outside the study.

This authorization to use your information will expire on December 31, 2020.

You can revoke this authorization, in writing, at any time.  To revoke your authorization, you must write to the Release of Information Office (858 642-3661) or you can ask a member of the research team how to revoke the authorization.  Your request will be valid when the Release of Information Office receives it.  If you revoke this authorization, you will not be able to continue to participate or receive payment for being in the study.  This will not affect your right as a VHA patient to treatment or benefits outside the study.
If you revoke this authorization, the research team can continue to use information about you that was collected before receipt of the revocation. The research team will not collect information about you after you revoke the authorization. 

The VHA complies with the requirements of the Health Insurance Portability and Accountability Act of 1996 and its privacy regulations and 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 by Federal laws or regulations, and may be subject to re-disclosure by the recipient. Our Notice of Privacy Practices (a separate document) provides more information on how we protect your information.  If you do not have a copy of the Notice, the research team will provide one to you on request.


While this study is being conducted, you will not be allowed to see research-related medical records about you that are created or obtained by the research team.  You will be able to see them again when the study is completed.

 FORMTEXT 

 This will not affect your doctor's ability to see your records as part of normal health care. 



	I have read this authorization form and have been given the opportunity to ask questions.  If I have questions later, I understand I can contact INSERT CONTACT NAME AND PHONE NUMBER. I will be given a signed copy of this authorization form for my records.  I authorize the use of my identifiable information as described in this form.

_______________________________            ________________ 

Name of participant (printed)                                        Date signed           

_______________________________           __ __ __-__ __-__ __ __ __
Signature of Participant                                                          Social Security Number (if required)
 or Person Authorized To Sign for Participant

 (Must attach authority to sign, e.g., Power of Attorney)
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