AUTHORIZATION TO RELEASE
PROTECTED HEALTH INFORMATION
The Health Insurance Portability & Accountability Act of 1996 (HIPAA), a federal privacy law, protects my individually identifiable health information.  HIPAA requires me to sign an authorization in order for researchers to be able to use or disclose my protected health information (PHI) for research purposes in the study entitled [Insert title of study].  This authorization describes the scope and nature of the research study and my rights and obligations as a participant in the research study.
I authorize [insert name of researcher] and his/her research staff to use and disclose my protected health information for the purposes described below.  I understand that this authorization is limited to the specific persons listed here: if a person or organization is not included on this form, that person or organization may not receive my PHI from M.I.T. or use my PHI at M.I.T., and that person or organization may not disclose my PHI to any other party.
My protected health information that may be used and disclosed includes:
[List all of the protected health information to be collected for this study such as demographic information, medical history, results of physical exams, blood tests, X-rays, and other diagnostic and medical procedures.]
My protected health information will be used only for:
[Provide a brief but understandable description of the research project.  You may paste information from the purpose section in the consent form]
The researchers listed above may use and share my health information with:
· The M.I.T. Committee on the Use of Humans as Experimental Subjects
· Federal, state and local government representatives, when required by law
· M.I.T. representatives if applicable
· [List any collaborators, outside laboratories, etc.]
· [If applicable – list the sponsor’s name]
· [List any other groups with whom the information may be shared]
The researchers agree to protect my PHI by using and disclosing it only as permitted by me in this Authorization and as directed by state and federal law
I do not have to sign this Authorization.  If I decide not to sign the Authorization I will not be allowed to participate in the research study.
After signing the Authorization, I can change my mind revoke the Authorization so that the researcher may not further disclose or use my PHI for the study.  However, I also understand that any such revocation by me will only be effective to the extent the researcher has not yet already used and disclosed my PHI in connection with the research in reliance upon this Authorization.  If I revoke the Authorization, I will send a written letter to: [name and contact information] to inform him/her of my decision.
If I change my mind and withdraw the authorization, I will not be allowed to continue to participate in the study.
This Authorization [choose the circumstances under which the authorization will expire]
· does not have an expiration date but will expire at the end of the study, or
· will expire on [provide date].
M.I.T. complies with HIPAA and its privacy requirements and all other 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 by someone else to whom it is released in a way that it will no longer be protected.  For example, I understand that my PHI may also be used as necessary for my research-related treatment, to collect payment for my treatment (if applicable), and for the business operations of M.I.T.  When disclosed under this authorization, it is possible that my information may be redisclosed by the recipient and no longer be protected under this authorization.
I have read this authorization form and given the opportunity to ask questions.  If I have questions later, I understand I can contact [insert name of contact person].  I will be given a signed copy of this form.
I authorize the use of my identifiable health information as described in this form.
_____________________________________
Name of Subject
_____________________________________
Name of Legal Representative (if applicable) 
______________________________________
_____________
Signature of Subject or Legal Representative
Date
______________________________________
Name of Investigator
______________________________________
_____________
Signature of Investigator
Date 


(must be same as subject’s)


______________________________________
Name of witness
______________________________________
______________
Signature of witness (if required by COUHES)
Date
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