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Authorization to Use and/or Disclose (Release)
Individually Identifiable Health Information for Research Purposes
1. Protocol Information

	IRB No. or Protocol/Study No.:       
	Version:       

	Study Title:       

	Principal Investigator:       

	Principal Investigator’s Mailing Address:       


2. Purpose of Use and/or Disclosure of Health Information
By signing this form, I am giving permission to Carle Foundation Hospital, Carle Physician Group, Carle Foundation Physician Services, and all other Carle Foundation affiliated health care provider organizations (collectively, “Carle”) to use and/or disclose my health information that individually identifies me for the purposes of the research study (“Study”) listed above.  

3. What Health Information May be Used and/or Disclosed?

Carle may use and/or disclose my past, present and future records and information as described in the study protocol approved by the Institutional Review Board which may include:
	· Lab test results (which may include genetic tests, HIV/AIDS tests and/or tests for other communicable diseases if part of my records)
· Procedure reports
· Hospitalization records
	· Operative reports

· Outpatient/Office visits, exams, consultations, phone call records and notes
· Radiology/x-ray images and/or reports
· Registration and billing information
	· Emergency room reports
· Medication information including chemotherapy, and other drugs, vitamins, and herbal remedies
· Questionnaires and diaries
· Pathology reports
· Other (describe):  


[***NOTE: If the information will include mental health or developmental disability records and communications, psychotherapy notes, and/or alcohol/substance abuse treatment records, this form is not sufficient. Email research@carle.com to obtain the special additional form(s) ***]
4. Recipients of My Health Information
My health information listed above may be used by and/or disclosed to any person or entity that needs access to the information for this research Study, such as, but not limited to:

· The Principal Investigator (listed above) and his/her research staff;
· Data coordinators and coordinating centers;

· Government representatives and other regulatory agencies;

· Oversight organizations involved in keeping research safe;

· Research collaborators;

· Sponsors including persons or entities that are working for or owned by the sponsor; 

· Institutional Review Boards; and/or  
· Data Safety and Monitoring Boards
· Other (describe):       
5. Other
Once my health information has been disclosed, the information may no longer be protected under the laws and regulations that apply to Carle. Therefore, I am aware that the recipients may share the information with others without my permission, if permitted by laws governing them.
I do not have to sign this Authorization.  If I decide not to sign the Authorization:

· It will not affect my treatment, payment or enrollment in any health plan or affect my eligibility for plan benefits, but  

· I will not be allowed to participate in this research study.

After signing this authorization form, I can change my mind at any time and revoke the authorization by sending written letters to:

· The Principal Investigator at the mailing address on the first page; and
· Carle Health Information Management, 2902 Farber Drive, Champaign, IL 61822
If I revoke this authorization, Carle may not continue to use and/or disclose my health information for this Study, except that:

· My health information that has already been disclosed before I revoked this Authorization cannot be taken back; and
· Carle and the recipients may continue to use and disclose my health information already collected for this research Study for the purposes of maintaining the integrity of the Study, and for regulatory compliance.
If I change my mind and revoke the authorization, I will not be allowed to continue to participate in the Study.
This authorization has no expiration date.
If I have any questions or concerns about my privacy rights, I should contact the Institutional Review Board (a committee that has been designated to review, approve and monitor research on humans and to protect your rights and welfare as a participant in this Study): 
Designated Institutional Review Board:  
Phone Number:  
I am the subject or am legally authorized to act on behalf of the subject.  I have read this form, and may receive a copy of this authorization after it is signed.


______________________________________
Signature of research subject (or legal representative*)
Date




_______________________________________
Printed name of research subject
*Printed name of legal representative (if applicable)
Birth Date or Carle Medical Record Number of Subject (patient): ______________________________________ 

*Please explain the legal representative’s authority to act on behalf of subject: __________________________
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