AUTHORIZATION TO USE OR DISCLOSE (RELEASE) PROTECTED HEALTH INFORMATION FOR RESEARCH

[bookmark: Text10][bookmark: _GoBack]Version Date: [Enter Date document is initially created or changed and use tab key to go to and complete the next field] 

[bookmark: Text8]Research Project Title: [Enter Title] 

[bookmark: Text9]If you sign this document, you give permission to, [Enter the name of the MTF] , the “covered entity”, (includes researchers who are also members of the covered entities workforce) maintaining your health information, to use or disclose (release) your health information that identifies you for the research study described here:

[bookmark: Text26][Provide a description of the research study, such as the purpose of the research.] 

The health information that we may use or disclose (release) for this research includes:

[bookmark: Text27][Provide a description of information to be used or disclosed for the research project in a specific and meaningful fashion using plain language IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.1.1 and C5.3.3. This may include, for example, all information in a medical record, results of physical examinations, medical history, lab tests, or certain health information indicating or relating to a particular condition.] 

The health information listed above may be used by and/or disclosed (released) to:

[bookmark: Text28][IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.1.2 Name or class of persons involved in the research; i.e., researchers and their staff, the study investigator, study coordinator, and members of the research team named on the attached informed consent document or protocol] 

A covered entity is required by law to protect your health information. By signing this document, you authorize [Enter the name of the MTF]  to use and/or disclose (release) your health information for this research. Those persons who receive your health information may not be required by Federal privacy laws (such as the Privacy Rule) to protect it and may share your information with others without your permission, if permitted by laws governing them IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.2.3.
[bookmark: Text17][Read and Delete]  (Include only one of the next two statements and Delete the non-applicable statement below] 
[bookmark: Text18]You do not have to sign this Authorization, but if you do not, you may not receive research-related treatment. 
[Read and Delete] (When the research involves treatment and is conducted by the covered entity or when the covered entity provides health care solely for the purpose of creating protected health information to disclose to a researcher IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.2.2.1) 
OR
[bookmark: Text23][Enter the name of the MTF]  may not condition (withhold or refuse) treating you on whether you sign this Authorization. 
[bookmark: Text25][Read and Delete] (When the research does not involve research-related treatment by the covered entity or when the covered entity is not providing health care solely for the purpose of creating protected health information to disclose to a researcher IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.2.2.1)   
[bookmark: Text7][bookmark: OLE_LINK7][bookmark: OLE_LINK8]Please note that you may change your mind and revoke (take back) this Authorization at any time. Even if you revoke this Authorization, researchers may still use or disclose health information they already have obtained about you as necessary to maintain the integrity or reliability of the current research. To revoke this Authorization, you must write to: [Enter the name of the MTF and contact information] . If you revoke this Authorization, you may no longer be allowed to participate in the research described in this Authorization. (IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.2.1.1)

Your health information will be used or disclosed when required by law.

Your health information may be shared with a public health authority that is authorized by law to collect or receive such information for the purpose of preventing or controlling disease, injury, or disability, and conducting public health surveillance, investigations or interventions.

No publication or public presentation about the research described above will reveal your identity without another authorization from you.

If all information that does or can identify you is removed from your health information, the remaining information will no longer be subject to this authorization and may be used or disclosed for other purposes.
[bookmark: Text24][Read and Delete] (Include the following statement when the research for which the use or disclosure is made involves treatment and is conducted by a covered entity) 
[bookmark: Text13]To maintain the integrity of this research study, you generally will not have access to your personal health information resulting from your participation in this research until the study is complete. At the conclusion of the research and at your request, you generally will have access to your health information that [Enter the name of the MTF]  maintains in a designated record set, which means a set of data that includes medical information or billing records used in whole or in part by your doctors or other health care providers at [Enter the name of the MTF]  to make decisions about individuals. Access to your health information in a designated record set is described in the Notice of Privacy Practices provided to you by [Enter the name of the MTF] . If it is necessary for your care, your health information will be provided to you or your physician. 
[bookmark: Text14][Read and Delete] (Include only one of the next two statements IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.1.5 and Delete the non-applicable statement) 
[bookmark: Text15]This Authorization does not have an expiration date. 
[bookmark: Text16]This Authorization expires on [as appropriate, date or event, such as "end of the research study"] 
Required Signature(s): (IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.1.6)
	_________________________ 
Signature of research subject or 
authorized representative
	_________________________ 
Date

	_________________________ 
Printed name of  research subject or research subject’s representative
	_________________________ 
If applicable, a description of the personal representative's authority to sign for the subject



I confirm that the subject or their representative was provided a signed copy of this HIPAA Authorization IAW DoD 6025.18-R, Jan. 24, 2003, C5.3.4.
	_________________________ 
Signature of research team member
	_________________________ 
Date
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