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					    		 	DATE OF BIRTH:       /       /        LAST 4 digits of SSN:		       
Patient’s Printed Name
WHAT RESEARCH STUDY IS THIS FORM FOR?

WHO IS IN CHARGE OF THE STUDY? 								is in charge of this study.
WHAT IS THIS FORM FOR?
If you sign this form, you agree for the researchers at Woman’s Hospital to use or give (disclose) your health information/record that
identifies you for the study listed above. The information that will be given to the researchers is for this study only. Your information will be used by the study team connected with this project. Woman’s Hospital is required by law to protect your health information. By signing this form, you let Woman’s Hospital use and/or release your health information for this research. Those persons who get your health information may not be required by laws to protect it and may share your information with others without your permission, if allowed by laws governing them.
The health information that may be used or released for this study is:

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

WHEN I SIGN THIS FORM- HOW LONG DOES MY PERMISSION LAST?
· My permission will expire on:	At the end of the research study
· For genetic information, the authorization will expire no later than 60 days from date of signature.
GIVING YOUR PERMISSION:
By signing this form, you are saying that you understand that:
· This form is to allow release of my health information for use in the research study listed on the first page. Plans for how my health information will be used is written in the study consent form.
· Researchers may use my information to see if I can be in this study.
· Researchers may use my information to check results for the study.
· Researchers may use my information to check on side effects from the study.
· Woman’s Hospital staff may use this information to see that the study is being done how it should be.
· Study monitors may use this information to see that the study is being done how it should be.
· This health information may be given to insurance companies for medical bills.
· I can cancel this permission to release information at any time before the information has already been released. To cancel, I should contact anyone on the study team or send a written letter to the person on the consent form.
· If my health information has been added to a research database or registry already and there is no identifying information, my information cannot to be taken out.
· If I do not sign this form, I will not be able to take part in this study. But I understand that Woman’s Hospital will not change my medical care based on if I sign this form or not.
· I understand there is a chance that information released by this agreement may be re-disclosed by whomever gets my information, that it may no longer be protected by HIPAA
· I understand a photocopy of this form may be relied upon as if it were the original.
				   		/	/	 
Your Signature						Today's Date
If a legal representative signed above under “Your signature”:
				
Printed name of legal representative
Legal Representative’s Authority to Act for the Participant (relationship) 	
Verification of Authority:	Viewed Power of Attorney	Other

WH 7301-4195 (11/22)
image1.png
Womarn's




image10.png
Womarn's




